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Background Background 
Bangladesh is suffering from lack of adequate doctors, especially in the rural areas. Most 
of the posts for the doctors of the rural health facilities are vacant. Moreover, the absence 
rate of doctors is very high in the peripheral health centres. On the other hand, urban 
centres are overcrowded with doctors in the hospitals and their own private clinics. Many 
previous studies tried to identify the factors behind the dichotomous reality of the 
placement of doctors in rural and urban areas, but few of them explain the puzzle 
theoretically in Bangladeshi context. Therefore, this paper offers a literature review on 
the shortage of doctors in rural areas from the theoretical point of view. This study 
focuses on how individual rationality and institutional constraints are reflected in the 
studied literature. 

Methods Methods 
This paper is a literature review on placement of doctors in rural areas. Both the literature 
related to rural placement of doctors in Bangladesh and in other countries was reviewed. 
We conducted a systematic databases search to find the literature concerning the supply 
of doctors to non-urban areas. Then we searched for literature about the economic 
theories of rational behaviour and institutional constraints. We used Braun and Clarke’s 
thematic analysis approach to analyse the data. Sources included journal articles, 
government reports, the internet, books etc. 

Results Results 
It was found that weakness in institutional constraints and/or lack of institutional 
support leads to shortage of doctors and higher absenteeism in rural areas. Moreover, lack 
of monitoring of the authority creates opportunities for doctors to behave rationally for 
utility maximization, in this case by avoiding appointment to rural health facilities or, if 
appointed, by being absent. 

Conclusion Conclusion 
Doctors in Bangladesh do not want to serve in rural areas and avoid appointment there, or 
remain absent often, mostly because of institutional weakness. For the doctors, 
non-appointment or absence is rational, utility-maximising behaviour, given their 
preference maps. Therefore, there is a clear relationship between the two concepts: 
institutional weakness and rational behaviour of doctors: that is, as the institutional 
constraints become more weak, individual rational conduct of the doctors, contrary to the 
interest of the institution, becomes more common. 

Excessive absenteeism and low retention of health pro-
fessionals has resulted in high vacancy rates for doctors 
in rural health facilities.1 It was found that 58.5% of doc-
tor’s-level positions are unoccupied at the rural health com-
plexes,2 compared to an average of 39.45% of unfilled posi-
tions on average throughout Bangladesh.3 These statistics 
indicate an imbalance between rural and urban vacancies, 
showing more doctors working in the cities. Moreover, 

countrywide, the average absence rate of doctors is 
58.75%.4 

One of the main objectives of the health policy of 
Bangladesh is to ensure primary health care and emergency 
treatment for all.5 Still, primary health facilities are run-
ning short of adequate doctors. Chaudhury and Hammer6 

identified two problems related to providing public health 
services in rural areas. One problem is the unwillingness of 
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doctors to serve in the rural areas. They refuse offers of ap-
pointment or posting there or otherwise try to prevent be-
ing posted there. The other problem is that, even when the 
post is filled, ‘the provider often fails to show up’: i.e. they 
are absent. This paper will seek answers in economic the-
ory, like rational choice theory and institutional theory, to 
questions like why doctors do not want to serve in rural ar-
eas and what the relationship of the policies and practices 
of the regulating authority is to the failure to get doctors in-
to the rural health facilities serving. 

RURAL PLACEMENT OF DOCTORS IN BANGLADESH 

Very few studies have been done in Bangladesh regarding 
rural placement of doctors and none of those has attempted 
to use economic theory to enlighten the discussion. Most 
of these studies have used qualitative methods of data col-
lection and analysis. The studies are narratives without the 
benefit of economic theory to explain what the respondents 
were telling the researchers. From that literature, we can 
find two broad themes: factors in doctors not serving in rur-
al areas related to individual rationality and factors in doc-
tors not serving in rural areas related to institutional con-
straints. The data related to rural placement of doctors in 
Bangladesh is presented in Table 1Table 1. 

RURAL PLACEMENT OF DOCTORS IN NEIGHBORING 
COUNTRIES AND BEYOND 

The problem with rural service by doctors is not unique 
to Bangladesh as neighboring countries have similar prob-
lems. Rajbangshi et al.13 conducted research in India to 
identify motivations for, and challenges of rural recruit-
ment and retention of health workers, including doctors 
and nurses. They found that health workers’ decisions to 
participate in rendering health care in rural areas is strongly 
associated with the health care worker’s own background 
and attachment to a rural community. On the other hand, 
the challenges of recruiting and retaining health care work-
ers in rural areas included: poor working and living condi-
tions in rural areas; low salary and incentives for service in 
rural areas; lack of professional growth and recognition op-
portunities for those serving in rural areas; and lack of ed-
ucational opportunities for health care workers’ children in 
rural areas. Shortage of health care workers is considered to 
be a critical problem in rural Nepal.14 Shankar and Thapa15 

conducted study on the medical students of Nepal to find 
out why the doctors were reluctant to serve in rural Nepal. 
They found that inadequate living facilities, low salary, less 
personal security than urban areas, less opportunity for 
professional development in rural than urban Nepal, and 
less health infrastructure are the main reasons behind 
health care workers’ unwillingness to serve in rural Nepal. 
Sultana et al.16 researched on willingness of doctors of Pak-
istan to work in the rural areas. They identified that lack of 
personal career development opportunity in rural areas, low 
salary, poor benefits and poor living conditions are some of 
the factors of unwillingness to work in rural settings. Be-
sides, willingness of the lady doctors to serve in rural ar-
eas may depend on their spouses’ decision as well. Accord-
ing to Budhathoki et al.,17 lack of infrastructure, high work-

load, poor hospital management and isolation are some of 
the important factors that demotivate medical students to 
serve in rural areas in low-income and middle income coun-
tries. As Sri Lanka, Nepal, India, Bangladesh, Pakistan are in 
this category, this observation may also be applied to these 
countries. 

Not only in the neighboring countries of Bangladesh, but 
also in other countries around the globe, doctors show sim-
ilar attitudes to rural placement. Dewar18 found that med-
ical education at urban areas in Australia induces to seek 
to continue their urban lifestyles. So even medical students 
coming from the country lost their connections with rural 
areas and ended up staying in urban areas as doctors. Sirili 
et at.19 studied retention of medical doctors at the district 
level in Tanzania. They found that, “unfavourable work-
ing conditions including poor working environment, lack 
of assurance of career progression, and a non-uniform fi-
nancial incentive system across districts; unsupportive en-
vironment in the community, lack of opportunities to earn 
extra income, lack of appreciation from the community and 
poor social services” (p.1) are the challenges for doctors re-
tention in districts. 

Similarly, Asante et al.20 found that the inadequate bud-
get for the health sector, lack of opportunity for career de-
velopment, lack of supervision, inadequate infrastructure 
and logistics are the main challenges in trying to retain doc-
tors in rural Timor-Leste. Whitcomb21 found that the fail-
ure of rural communities to provide career opportunities for 
doctors’ spouses and quality schools for their children make 
rural placement unattractive in the USA. Besides, doctors 
feel professionally isolated in rural communities after an 
initial period. 

Yet there are contrary examples. In Pakistan, most of the 
doctors who have lived in rural areas are interested to prac-
tice in rural areas.16 The story in India is similar: many doc-
tors are interested to go back to their own native villages 
to serve their own people.13 Another study11 on Bangladesh 
also found that being able to provide service to poor people 
is a source of motivation for the doctors. Laven and Wilkin-
son22 found, doctors with a rural background in Australia 
are about twice as likely to work in rural areas, than those 
with urban background. 

Therefore, irrespective of country, whether developed or 
under-developed, it seems that doctors with rural back-
grounds are willing to work in rural settings to some extent. 
This finding may be helpful for policymakers crafting policy 
to improve the supply of doctors in rural areas. Yet, rural ar-
eas in most countries are suffering from shortage of doctors 
and mostly for the same reasons. According to Wilson et 
al.,23 ‘‘Both developed and developing countries report ge-
ographically skewed distribution of healthcare profession-
als, favouring urban and wealthy areas, despite the fact that 
people in rural communities experience more health relat-
ed problems’’ (p.1). 

THEORETICAL ASPECTS 

Most of the literature we found did not attempt to explain 
the phenomenon of rural medical professional shortage 
with any theory. Hence, one of the objectives of this paper is 
to develop a theory to explain this problem. To develop such 
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Table 1. Factors influencing doctors’ attitude towards rural health facilities in Bangladesh Table 1. Factors influencing doctors’ attitude towards rural health facilities in Bangladesh 

Author Author Year Year Factors related to Factors related to 
individual rationality individual rationality 

Factors related to institutional constraints Factors related to institutional constraints Study type Study type 

Joarder 
et al.7 

2018 Uncertainty to stay 
with spouses 

Lack of basic amenities, infrastructure, housing, security 
and transportation, Relaxed monitoring by the health 
bureaucrats, unplanned career tracks, lack of proper 
systems or policies, absence of allowances, policy 
provision for career path development, principles for 
promotion and transfer, provision of post-graduation and 
in-service training to the medical doctors, policies and 
provisions are neither well defined nor well implemented, 
higher level bureaucrats and politicians created posts for 
doctors without accounting for required infrastructure 
and facilities 

Qualitative 
method 

Darkwa 
et al.1 

2015 Inadequate 
opportunities for 
private practice, 
concern for children’s 
education, anxiety 
about the unfamiliarity 
of rural life 

Poor living conditions in rural areas (e.g., poor housing 
facilities and unsafe drinking water), overwhelming 
workloads with poor safety; insufficient salary, lack of 
sufficient authority of the managers to take disciplinary 
measures for absenteeism, lack of fairness in promotion 
practices of the providers, unavailability or insufficient 
allowances, lack of national policy on rural retention, lack 
of opportunities for career development and skill 
enhancement, lesser opportunity of training, inadequate 
equipment and facilities in health centres 

Qualitative 
method 

Rawal 
et al.8 

2015 - Absence of financial incentives, problems in educational 
policy and regulatory policy, no specific policy to provide 
better living conditions/accommodation, Policies are not 
explicitly addressing rural retention issues, ineffective 
implementation, monitoring and evaluation of policy, 
current policies concerning career ladders are not 
specifically conducive to rural retention. 

Qualitative 
Method 

Latif, 
Habib 
and 
Alam9 

2013 Unwanted place of 
posting, inadequate job 
satisfaction, urbanized 
mindset, isolation from 
nearest, dearest & 
colleagues, sudden 
change of life style 

Poor working condition, inadequate infrastructure 
facilities, no carrier planning for the doctor yet adopted by 
the competent authority, less opportunity for post-
graduation, residing environment, 

Qualitative 
Method 

Al 
Mahdy 
H.10 

2009 Lesser scope of private 
practice, family life 
suffers 

Lower salary structure, no extra incentives, inadequate 
accommodation and transportation facilities 

Qualitative 
Method 

Hossain 
et al.11 

2007 Less opportunity of 
private practices, 
detached from the 
family, spouses’ jobs 
are hampered 

Lack of physical facilities, equipment and resources, over-
burdened with patients, no effective formal mechanisms 
for patient feedback or doctor accountability, fear for 
personal security, poor material incentive, unorganized 
career structure 

Qualitative 
method 

World 
Bank12 

2007 Private practice, 
personal business, 
irresponsibility and 
negligence of duty, not 
working in a preferred 
workplace 

Administrative weakness Mixed 
method 

a theory, we hypothesise two broad independent variables: 
rational behaviour and institutional constraints. Rational 
choice theory can help us to explain why so many doctors 
do not choose to serve in rural areas or depart for the cities 
after they do. Institutional theory can help us to understand 
the constraints and incentives which making leaving rural 
practice a rational choice for the doctors who do so. 

RATIONAL BEHAVIOUR 

Here, rational behaviour indicates that individuals behave 
in such a way so that they can maximize their benefits sub-

ject to applicable constraints. Doctors are presumed to pri-
oritise benefits such as income opportunities, family con-
cerns, professional and personal development etc. as bene-
fits of practicing medicine, which may be done in the coun-
try or in the city. Of course, we presume that the doctors 
will weigh the relative access to these benefits associated 
with each choice: country or city. 

RATIONAL CHOICE THEORY 

The Ministry of Health and Family Welfare (MoH&FW) of 
Bangladesh do deploy doctors to cities or to rural areas. Yet 
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many doctors deployed to rural areas are found absent be-
cause they are practicing in the city. Therefore, the doctors’ 
preferences cannot be realistically ignored. Rational choice 
theory can help us to understand why doctors have these 
preferences and choose to practice in these ways. Rational 
choice theories explain an individual’s choice behaviour.24 

Elster25 explained that the rational choice theory is a nor-
mative theory. It does not describe what should be the goal 
or objective of individuals: rather, it explains the means to 
achieve an aim or targeted objective by the individual. Cole-
man and Fararo26 show a relationship between individual’s 
rational action and institutional or social behaviour. They 
say that rational choice theory is fills in the connections be-
tween the micro level of individual action and the macro 
level of system structure. Here macro level can be described 
as the institutional structure, the Bangladesh health ser-
vice and the micro level as the behaviour of doctors within 
the health service. According to Scott,27 in rational choice 
theories, individuals are posited to be rational beings who 
are motivated by their necessities according to their prefer-
ences. They act within specific, given constraints and based 
on the information that they have about the conditions un-
der which they are acting. Then when individuals belong to 
an institution, their preferences may undermine their im-
posed duties if they act to maximize their utility. In the 
case of doctors’ choice between rural and urban placement, 
they may prefer the option that gives maximum benefits. 
Similarly, Sen28 showed the utility maximization process as 
‘‘the result of conscious choice’’ (p.175). It means a person 
chooses an option deliberately to maximize his/her utility. 
Here, rational choice theory is used to explain how doctors 
make conscious choices between rural and urban practice to 
maximize their utility, based on the information they have, 
even if this undermines their imposed duties to the health 
service. 

INSTITUTIONAL THEORY 

North29 introduced institutions as ‘‘humanly devised con-
straints’’ (p.97) that shape political, economic and social in-
teraction. He states that institutions contain both formal 
rules and informal constraints. Here, formal rules indicate 
constitutions, laws etc. and informal constraints consist of 
customs, tradition, code of conducts and so on. Therefore, 
institutions have some tools to control the behaviour of in-
dividuals. Hall and Taylor30 says ‘‘institutions affect behav-
iour primarily by providing actors with greater or lesser de-
grees of certainty about the present and future behaviour of 
other actors’’ (p.939). Therefore, it can be said that even ra-
tional behaviour of individuals can be controlled by the in-
stitution. If employees do not follow the rules of the insti-
tution and try to maximize their personal benefits by avoid-
ing their stipulated duties, then conflict may arise between 
institutional goals and individuals’ goals. As this study in-
vestigated why doctors are not attending in or leaving their 
rural postings, because of institutional weaknesses or not, 
hence, this study used institutional theory to understand 
the impact of the health service constraints on the doctors 
and the impact of the doctors’ rational choices on the 
health service. 

METHODS 
STUDY DESIGN 

A literature review was conducted by searching electronic 
databases and by manual search of the internet and physical 
books and journals in libraries. This study is broadly divided 
into two parts. Part I tries to understand the views of doc-
tors towards rural placement both in Bangladesh and in 
other countries. In part I, we discover the challenges of 
placement in rural health centres as the doctors perceive 
them. We reviewed a wide range of literature (both physical 
and virtual) such as: journal articles, reports of different 
organizations, government policies, reports, circulars, of-
fice orders etc. We also collected data from different web-
sites. Part II focuses on theory. We tried to explain the rural 
shortage of doctors using rational choice theory and insti-
tutional theory. We collected literature related to these the-
ories from books, journal articles and empirical studies. 

SEARCH STRATEGY 

Two types of search method were used for this study: elec-
tronic database search and manual search. We have used 
PubMed and Google Scholar for electronic database search. 
Manual search was conducted through Google search en-
gine. We conducted searches thrice in Google Scholar, with 
different search terms, to cover as many articles as possible. 
The search terms in Google Scholar were: ‘Rural placement 
of doctors in Bangladesh’, ‘Rural placement of doctors in 
Bangladesh AND Doctors Retention in Rural Bangladesh 
NOT Nurse NOT Patient NOT Disease’ and ‘Factors influ-
encing doctors’ placement in Bangladesh’. The search term 
for PubMed was ‘Rural retention doctors Bangladesh fac-
tors’. We used a software31 for database search. We also 
sought further resources in the references of sources found 
by the above methods: snowball method.32 

INCLUSION AND EXCLUSION CRITERIA 

Some criteria were set for electronic database search. This 
study included the literature published between the year 
2000 to 2019. We excluded the books but the articles, re-
ports and other documents were taken. We also did not con-
sider literature not published in English. These criteria were 
not applied in manual search. To supplement the term ‘Rur-
al area’, ‘Retention’, and ‘Doctors’, we also accepted ‘Un-
derserved area’, ‘Absenteeism’ and ‘Health workforce’. From 
database search result, we have excluded the literature not 
related to Bangladesh. The details of electronic databases 
search and inclusion of literature is shown in Figure 1Figure 1. As 
this study needed to examine the state of rural doctor sup-
ply in other countries, so we searched manually for the par-
ticular countries. As it is not possible to study all the coun-
tries, therefore we have considered South Asian countries, 
USA, UK, Australia and some countries from Africa. As the 
study used rational choice theory and institutional theory, 
for information about these theories we consulted books, 
journal articles and some empirical studies. 
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Figure 1. Database search method and literature inclusion. Figure 1. Database search method and literature inclusion. 

Understanding of individual rationality and institutional constraints: the case of deficiency of doctors in rural Bangladesh

Journal of Global Health Reports 5

https://www.joghr.org/article/13385-understanding-of-individual-rationality-and-institutional-constraints-the-case-of-deficiency-of-doctors-in-rural-bangladesh/attachment/36764.jpg


DATA ANALYSIS 

After getting the related literature, we thoroughly reviewed 
those and accumulated necessary data. Braun and Clarke’s 
thematic analysis approach33 was used to analyse the data. 
Hence, this study followed the following steps: familiarizing 
the data, generating initial codes, searching, reviewing and 
naming themes; and finally producing the report. The find-
ings are described in narrative manner as we collected qual-
itative data. Data sample size was considered too small to 
validly use quantitative method. Finally, the findings are 
explained by the theories we used in this study. No special-
ized software was used to analyse the data. Data analysis 
was done manually. 

RESULTS 

From the literature survey, it is clear that doctors perceive 
the benefits of practice in urban areas to be greater than the 
benefits of practice in rural areas, except perhaps for some 
doctors who themselves have rural roots. So, the rational 
choice for such doctors is to avoid duties in rural areas and 
maximise practice in city areas and they do so. Yet this ra-
tional doctor behaviour violates health service constraints. 
This is the basis of the conflict that leaves rural patients out 
in the cold. Why are the constraints not effective? In oth-
er words, why are the doctors the winners in that conflict 
with the health service? One answer found from the litera-
ture is that the institution failed to monitor or supervise the 
doctors and to provide adequate personal, social and pro-
fessional facilities. In other words, the health service were 
not watching the doctors nor were they providing any bene-
fits in the rural practice to make urban practice a less-ratio-
nal choice. 

INSTITUTIONAL CONSTRAINTS AND INDIVIDUAL 
RATIONALITY 

An institution has different tools to guide and monitor its’ 
employees. These instruments are identified as institution-
al constraints in this paper. The policies, rules and regu-
lations, supervising capability, monitoring system, institu-
tional support etc. act as constraints of an institution. Insti-
tution plays a significant role in supervising the individuals, 
as Peters34 pointed out that ‘‘the mercurial and fickle na-
ture of individual behaviour, and the need to direct that be-
haviour toward collective purposes, required forming polit-
ical institution’’ (p.3). According to Sadiq,35 even if the doc-
tors desire to work in rural areas, but they lose their interest 
because the health service fails to support them. If adequate 
institutional support were there, it would be possible to mo-
tivate the doctors to stay in the rural health facilities. Ac-
cording to Zey,36 ‘‘If individuals behave rationally, the col-
lective will benefit; therefore, individuals should not be in-
terfered with by the collective, except when individual be-
haviour undermines collective interests’’ (p.1). Therefore, 
individual rationality is also needed for social benefits. It is 
in the interest of the collective to allow individuals freedom 
to behave in ways that are rational for them. Only if individ-
ual behaviour is harmful to society does society have a right 
to interfere with the freedom of individuals to make ratio-

nal choices. 

INDIVIDUAL RATIONALITY 

As shown in Table 1Table 1, most of the studies identified that less 
opportunity for private practice is one of the main reasons 
for the unwillingness of doctors to accept in addition to the 
lower quality of family life for urban families which have to 
live in a rural area. Some doctors’ spouses have jobs in the 
cities, or their children are studying in urban schools. So 
these doctors cannot shift their family to the posted village. 
They would have to live alone in the village and visit their 
urban families at weekends only. As a result of that painful 
option, they make their own choice to absent themselves 
from village duties. Some researchers identified unfamiliar-
ity with rural life, an urban mindset which finds village peo-
ple’s thinking too restrictive and conservative, negligence, 
and a perception that the village is not attractive to live in 
as reasons for doctors’ refusal to take up practice in rural ar-
eas. Essentially, strengthening the institutional constraints 
to limit doctors’ rational choice not to live in the villages 
means forcing the doctors to have a worse lifestyle in an un-
familiar, confining place. 

STATE OF INSTITUTIONAL CONSTRAINTS IN 
BANGLADESH HEALTH SECTOR 

LACK OF INSTITUTIONAL SUPPORT TO MAINTAIN 
URBAN DOCTORS’ QUALITY OF LIFE IN THE VILLAGES 

Almost each of the study identified lack of basic amenities 
and infrastructures, poor living conditions, fear for personal 
security, poor transportation, poor living condition, poor 
working condition as the sources of unwillingness. These 
factors highly affect doctors’ decision-making on whether 
or not to practice in villages. 

INEFFECTIVENESS OF POLICY OF INSTITUTIONAL 
SUPPORT FOR DOCTORS IN VILLAGES 

The policy of the Government of Bangladesh intends to fill 
in the gap between urban and rural areas in the quality 
health services.5 Recent research8 has found that there is an 
imbalance in health resource distribution between rural and 
urban areas. They also found that Government have career 
development and promotion plans for health care workers 
in rural areas, including doctors, but these plans are often 
not clearly-drawn and not well-implemented. 

INEFFECTIVE ENFORCEMENT OF RULES 

Baniamin and Jamil37 say that many developing countries 
have various governance-related challenges and regulatory 
limitations. According to them, ‘‘Opportunistic behaviour 
may become more prevalent where there are problematic 
governance and comparatively loose regulation’’ (p.1). It 
means that, if institutional constraints (i.e. governance and 
regulation) are weak, opportunistic behaviour will be 
stronger. This study found that rules are not enforced uni-
formly in developing countries. The doctors who have per-
sonal linkages with administrators in the health service get 
the postings they want.38 Thus, rural health facilities are 
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not getting the best doctors: merely the least well-connect-
ed doctors who cannot get urban posting. 

LACK OF MOTIVATION FOR DOCTORS TO WORK IN 
VILLAGES 

There are so many reasons for a doctor to show interest in 
urban placement: the highest-income; the most-challeng-
ing practice using the latest technology to save lives; state-
of-the-art housing; cultural and entertainment opportuni-
ties; the opportunity to teach or study at urban medical col-
leges; the best schools and social opportunities for his/her 
children; the best employment, study and social opportu-
nities for his/her spouse; the best internet connections to 
keep abreast of latest medical developments and network 
around the world. What are the reasons for a doctor to serve 
in a village?: none of the above. Only village residents who 
regard the village as “home”, with personal and social net-
works there, or doctors with strong social commitment to 
live the life of the poor in order to cure the poor and give 
them a better life have any motivation at all to practice in 
the village. Liu and Mills39 point out that this is not just 
a matter of money: paying a rural loading to doctors who 
have nothing to spend the extra money on in the village, 
for example, may not create any motivation. The dilemma 
is that trying to recreate the benefits of urban life in the vil-
lages would simply be impossible. 

POOR MONITORING 

It seems that health service monitoring of doctors’ activi-
ties at the rural level is very weak. Sadiq35 found that the 
local authority officials usually do not visit the health facili-
ties regularly to see if the doctors are there. Most doctors in 
peripheral health centres may attend their centres as little 
as once or twice in a week - or even in a month. Thus, doc-
tors get an open opportunity to be elsewhere than at their 
village postings. 

THE DILEMMA OF FINANCIAL INCENTIVES FOR 
SUPPLIERS OF CREDENCE GOODS 

Two people may act in different ways in the same situation 
based entirely on the types of incentives that are available 
to them at that time.40 Therefore, using incentives in the 
healthcare sector is also important. Baniamin and Jamil37 

identified medical service as a ‘‘credence good’’. They 
showed how incentives affect opportunistic behaviour if in-
stitutional regulations are not strong enough. They stated 
that ‘‘The introduction of an incentive system for service 
providers may be problematic, as it may encourage service 
providers to act in opportunistic ways for the sake of per-
sonal gain. Opportunistic behaviour may become more 
prevalent where there are problematic governance and 
comparatively loose regulation’’ (p.1). This statement also 
supports the discussion in the previous paragraph from a 
theoretical perspective because of institutional weakness, 
individuals supplying credence goods may try to maximize 
their benefit by abusing the opportunity offered by the in-
centive. 

DISCUSSION 

The above findings indicate that there is an inverse propor-
tional relationship between institutional constraints and 
individual rationality. If institutional constraints become 
stronger, individual rationality gets weaker and vice-versa. 
If the constraints are weak and ineffective, individual ra-
tionality prevails and individuals get the chance to maxi-
mize their utility. The innate conflict between these two, in-
dividual rationality and collective interest, as represented 
by the goals of social institutions, is not beneficial to so-
ciety. Therefore, all public policy must represent a balance 
between individual rational choice and collective needs ex-
pressed by the regulations of social institutions. The bal-
ance can be moved, in favour of the individual or in favour 
of society but, in a democratic society which recognises 
both individual freedom and the need for State action in the 
collective interest, it can never be abolished or disregarded. 
In these terms, the issue in the rural placement of doctors 
is whether the balance now lies too far in favour of the doc-
tors’ rational choice, so that the needs of village patients 
and the social interest in equal health care for all are not be-
ing met. 

There are two policy options where the balance is not 
fair: force or incentives. Force means sacrificing the individ-
uals’ interest in favour of the social interest by rigid control 
and punishment. In this case, it means making urban doc-
tors’ families live like poor people or imprisoning the doc-
tors in default. Incentives means transferring some social 
wealth to the individual so that the individual does not lose 
so much by taking the non-rational choice that benefits so-
ciety. In this case, that means giving something to the doc-
tors so that they can live more like the lives they lived in 
the city but now in the village. Incentives in this case, how-
ever, are fraught with complexities. They are not possible 
and they are open to abuse. The quality of life in the vil-
lage can never be raised to the level of that available in the 
cities, only for doctors. Even financial incentives, the most 
popular kind, like exempting rural doctors’ income from tax 
or paying a subsidy to each doctor for each rural patient, 
would not work because what the doctors really crave in 
the city they cannot buy in the village even with infinite 
budgets. The published literature recognises that subsidis-
ing the producers of a credence good like medical services, 
in which the purchaser does not even understand whether 
proper service was rendered and no real competition is pos-
sible, opens great opportunities for abuse and the waste or 
theft of State funds with little benefit to the target group of 
rural patients. 

Force is also not a serious option in this case. The theory 
of individual rational choice vs social institutional regula-
tion seems to imply that, given strong enough institutional 
regulation, individual rational choice could simply be over-
whelmed and crushed. Sato41 says that one of the main 
assumptions of the rational choice theory is that an actor 
chooses an alternative which maximizes his/her utility un-
der subjectively conceived constraints and those constraints 
may make possible alternatives impossible. Kamel42 also 
came up with a similar idea that institutions have extensive 
influence on human behaviour through rules and norms. 
Yet this approach purports to abolish the balance between 
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individual liberty and the social needs promoted by State 
institutions by simply ignoring it. The State which could 
achieve this total victory of social needs over individual 
rational choice would be, by definition, totalitarian and it 
would have to use totalitarian methods like force. Add in 
the reality, expressed in at least some of the published liter-
ature, that developing countries have weak systems of gov-
ernance which tend to corruption and we see that these the-
ories are talking not only about the horrible but also about 
the impossible. Using force to make doctors practice in rural 
areas in Bangladesh would probably not break the doctors’ 
will. In fact, it is already a law in Bangladesh that doctors 
must practice where they are posted and this is what has 
happened: where it could be enforced, doctors used money 
and personal connections to escape their legal duty. 

So what is the way out of this conundrum? First, we must 
understand the problem properly. The problem of failure of 
supply of doctors in the rural areas is not a simple matter 
of bad, greedy doctors who need their heads broken open, 
after which all will be ideal in village health care. The prob-
lem goes to the roots of the insoluble conflict between the 
needs of society and the freedom of the individual and to 
the impossibility of providing equal resources to the poor 
and the rest of society in a developing country where all re-
sources, including doctors, are not sufficient to meet every-
one’s needs. 

Understanding the complexity of the problem will keep 
us away from outrageous and unworkable “solutions”, like 
conscripting the doctors or handing buckets of money to 
rural doctors, that will not solve anything. We first need to 
realise that the problem probably cannot be solved, com-
pletely, in the short-term, until the rural and urban sectors 
in Bangladesh develop relatively equally. This realisation 
will allow us to focus on effective, incremental measures 
that may make the problem a little better. Probably the in-
cremental measures that will work will come from the com-
plex world of human psychology rather than the hard, dis-
mal world of economics. As a study43 says, ‘‘doctors have 
adopted individual strategies to accommodate the advan-
tages of both government employment and private practice 
in their career development, thus maximizing benefit from 
the incentives provided to them, e.g. status of a government 
job, and minimizing opportunity costs of economic losses 
e.g. lower salaries’’ (p.1). They are not so much “bad” as 
they are normal human beings trying to get the best of both 
worlds because neither one is enough to give them what 
they truly need. 

According to Elster,44 ‘‘actions are explained by oppor-
tunities and desires- by what people can do and what they 
want to do’’ (p.14). If we want doctors to practice in the rur-
al areas, we need to recruit doctors who like the rural areas, 
not expect urban doctors to exile themselves there. Indian 
doctors, as noted in this paper earlier, wanted to practice 
in the rural areas if they came from the rural areas. This is 
an important pointer to ameliorating the shortage of rural 
doctors. One obvious measure would be a crash programme 
of training rural medical students. For example, the State 
could commit to having at least one quality medical college 
in each of Bangladesh’s 64 Districts. Education there should 
be free for District residents who want to become doctors, 
on condition that they serve in their home districts, in their 

village of birth, for 20 years. To finance this scheme and 
to create the right incentives to get the social benefit de-
sired, a 50% income tax surcharge could be imposed on ur-
ban medical practitioners. No doctor would be forced to re-
duce their standard of living to that in the village but, if 
they chose to practice in an oversupplied area for a much 
larger income, they would have to pay the social cost of that 
choice through the tax system. That is how economic incen-
tives are intended to work. Perhaps this policy could be sup-
ported by privatising the medical colleges in urban areas, so 
urban medical students have to pay the full economic cost 
of urban medical education, to reduce the oversupply. 

CONCLUSIONS 

The study found that the problem of shortage of doctors in 
rural areas derives not only from doctors’ utility-maximiz-
ing behaviour but also from lack of institutional support. 
Institutional weakness creates opportunity for doctors to 
maximize their benefits. This research may have a far reach-
ing impact on future studies. The theoretical framework 
this research proposed can be validated by empirical find-
ings. The choice of urban doctors to practice in the cities is a 
perfectly-rational decision to get themselves and their fam-
ilies what they really need. We, too, in their position, would 
do the same. However, When these doctors make the most 
rational choice for themselves and their families, there are 
not enough doctors who want to serve in the rural areas 
where the majority of patients are. There is no solution to 
this social problem because we cannot (nor should we want 
to) force urban doctors to practice without motivation in 
isolated areas and incentives cannot work with a credence 
good like medical services. So our proposal is to reverse the 
implicit incentives in the current medical education and tax 
policy in Bangladesh to promote medical education for rur-
al people and discourage medical educationand urban med-
ical practice for urban people. The components of this pol-
icy would be: (a) a crash programme of building rural med-
ical colleges to provide one in every District by 2025, offer-
ing free medical education to graduates who agree to prac-
tice in rural areas for 20 years (b) privatise urban medical 
colleges with no subsidies (c) impose a 50% income tax sur-
charge on medical practitioners in urban areas. Such a pro-
posal is incremental, would not be opposed by anyone ex-
cept urban medical practitioners who want to continue to 
externalize the social cost of their decision to practice in the 
city and would, over time, make a significant contribution 
toward equalising income and opportunity in medical ser-
vices in Bangladesh. 
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