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Developing the Private Sector Health
‘Services in Bangladesh

- by Mahmud Hassan

VER the past twenty

O years, Bangladesh has
made substantial pro-
gress in Family Planning (FP)
and Maternal and Child Health
(MCH) Programmes. Crude
Birth Rate (CBR) is down from
48 per 1,000 in 1970 to 38
per 1,000 in 1989 (World
Bank,1991). Between the same
time period, Infant Mortality
Rate (IMR) has also decreased
from 150 per 1,000 to 110
‘per 1.000 (World Bank. 1991).
However, these results are far
“from the levels seen in other
. countries in Asia and in other
‘low-income countries of the
world. In 1989, the CBR for
the Asian and the worldwide
fow-income countries were
26.8 and 30.4 respectively
(World Bank, 199]). During
the same period. the IMR was
61.5 and 72.6 respectively for
the Asian and the worldwide
low-income countries. These
data indicate that FP and MCH
programmes are on the right
track. '
Besides the FP and MCH
activities. another significant
factor in the social and eco-
nomic development of Bang-
ladesh is the twealth status of
the general population. It is
fair to state that the concen-
tration of the country's atten-
tion on the FP/MCH Pro-
grammes has resulted in the
relative neglect of the broader
health questions. The Aadult
death rates for some diseases
in Bangladesh are far greater
than those in India. In 1989,
the death rates for congestive
heart disease and cerebrovas-
cular accident for Bangladesh
were 18 per cent and 5 per
cent respectively. whereas the-
corresponding rates lor those
diseases in India were 8 per
cent and less than 1 per cent
respectively. Even though the
access to medical care in
Pangladesh has improved over
the last twenty years, it is still
quite inadequate compared to
{ those In other Asian and
worldwide low-income coun-
tries (World Bank, 1991). The
population per ph}faiclnn has
decreased from 8,400 in 1970
to 5,900 in 1989, but it is far
greater than the correspond-
ing number in other Asian and
- worldwide low-income coun-
tries. Iin 1989, these numbers
were 1,422 for the other Asian
countries and 1,462 for the
worldwide low-income coun-
tries®* (World Bank, 1991). The
pupulation to nurse ratio and
the rwqml:ttluu Lo hospital bed
ratin ‘are even worse in
Bangladesh than in the other

Asiail and world-wide low-in-
Culiie «ouniries.,
Economics in Heaith Care
Service

In the face of constrained
resources, it is fundamentally
important to recognize the
significance of a systematic
approach for planning, deliv-
ery, and evaluation of health
and health-related services.
Economics in general is con-
cerned with issués of choice

“related to production, distribu-
tion,

-valued

and consumption . of.

goods and services. Economics
also provides a ready vehicle
for consideration of how best
to use scarce resources for the
production and delivery of
healthcare services and it is al
ready being used in many
countries of the world. Econo
mists have applied many of
their standard theories, ana-

lytical techniques, and ways of

solving problems to the study
of the healthcare sector. The
application of economic analy-
sis in the healthéare sector
gives us a clearer understand-
ing of the ways in which the
production and delivery of
healthcare services might be
improved.

For most goods, a competi-
tive market with income redis-
tribution by government poli-
cies is the most suceessful way
to combine consumer chaoice,
producer autonomy, economic
efficiency and equity. In a
competitive market, the con-
sumer |s motivated to balance
the benefits gained from the

physician has any incentive to
economize the use of health
care services when a third
party pays the bill. Although
institutions such as health
maintenance organizations
have been developed to control
the overutilization, they may
still select their own risk
group, denying coverage to
some groups of individuals.
The consumer is in a weak po-
sition #n the market for health-
care services. This is partly
because of asymmetry of know-
ledge and information. The
consumey may know when he
or she feels sick but is usually
too ignorant to judge what can
best be provided by the way of
remedies and to judge re-
trospectively the quality of
care, because of the coOmplex-
ity of medical technology and

the relative inlrequencv ol
consumption. In addition,
sickness can itsell impair

judgement.
For these reasons. the con-
sumer is obliged tp rely heavily
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health care disc

the reliance solely on the

functioning of free market along with government's
policies for income redistribution for the provision of
heaith service. The requirement for income redistribution
is particularly important for the health care market fo

work efficiently.

-lm

consumption of goods and ser-
vices against the price that has
to be paid for them, the profit
maximizing producer has an
incentive to maximize the cost.
Competition will ensure that
prices are related closely to
opportunity cost.

Special characteristics of
the demand for and supply of
health care discourage the re--
liance on the functioning
of free market along with gov-
ernment’'s policies for income
redistribution for the provision
of health service. The re-
quirement for income redis-
tribution is particularly impor-
tant for the health care market
to work -efficiently. This is be-
cause human lives should be
equally. A strong inverse
relationship often exists be-
tween ill-health and the ability

to pay for healthcare (Mills and
Lee. 1993). Private charity is

unlikely to provide an adequate
means of meeting this demand

-for altruism, partly because of

the free rider problems, many

individuals are tempted to

mp:thehurdenn{glﬂngtn

- others.

The need for healthcare is
often highly unpredictable and
very costly for an individual,
yet it is predictable and afford-
able -for larger groups. Insur-
ance can be used to spread the

. financial burden but private in-

surers tend to exclude,’ or

raise premiums, of high-rick .

individuals. In general, indi-
viduals with pre-existing con-
ditions are denied any insur-
ance coverage.

Health insurance might in-
duce the insureds to overcon-
sume healthecare service. Nei-
ther the patient nor the

ture (OECD,

on the advice of the doctor and
lo obtain medical approval for
making most health care ser-
vice gecisions. It is often the
physician who makes the de:
cisions. Consumer sovereignty
in the healthcare services is
not viable. The diffculties of
relying on a private market for
healthcare have encouraged
governments (o intervene in
the [inancing and delivery of
healthcare services.

What Can the
Government Do?

Government may choose to
finance and provide healthcare
services (0 a vulnerable group
or to, the whole population.
with salaried physicians, in
public clinies and hospitals.
This type of system may be
capable ol supplying services at
a reasonable cost but usually is
associated with over-load and
lower quality of service. It is
also possible for the publicly

. financed health services to be

corrupted by private "under:

the table” paymenis from pa-

tients to prolessionals.
Another form of interven-

-tion could be the introduction

of a compulsory health insur-
ance sysitem financed by in-
come-related contribution.
The system could include low
income and the wvulnerable
groups with the help of trans-
fer income and other subsi-

dies. Such an arrangement can .

be very successful in improving
access to healthcare and in-
come protection for the disad-
vantaged groups but is usually
associated with unacceptably
high levels ol public expendb
1992),

The most widely used funn

of intervention is the govern-
ment's regulation of private or

mixed markets of health in-’

surers and providers. Regula-
tions aitempt to limit the rise

of insurance premiums; to fix
prices, quantities, and quality
of health service; and to plan
and control the capacjty of
health services production and
delivery in an efficient manner.
While regulation can control

cost, it may impose distortions

and rigidities on markets due
to inappropriate use of power.
Government regulations should
aim at creating condifions for
proper functioning of the pri-
vate market by giving the
providers financial incentive
for the production and delivery
of high quality health care
service.

Types of Heajth Care
Services

Health services can be di-
vidled into two broad types of

categories: Preventive and cu-
rative care. Preventive care
may be initiated by the gov-
ernment or by Individuals.
Government-initiated preven-
tive care includes immuniza-
tion, supply of safe drinking
water, obstetric services,
healthcare information and
dissemination of health-related
information and other public
health services. Some preven-

© tive. care such as diet, annual -

check up. physical exercise,
pre and post natal caré ray be
intiated by individuals.
Curative services.are, how-
ever, initiated by individuals
only. The curative services can
be categorised into three
groups: hospital services,
physician services and phar-
maceutical services. Govern-
ment must provide the society
with a system for proper co-
ordination of demand and sup-
ply of such services. Allocating
more resources to the healthy
care sectorymay not be Lhe
righi answer to enhance the

. access of the bealthcare ser-

vires. The proper balance of
resvurce allocations between
huspital and non-hospital pm-
grainmes is fundamentally |
portant for the success and

fectiveness of the I'H:alt.hn:arc |

system. For proper planning,
policy-makers need to know
unit cost of a service, determi-

nants of cost of service, the ex-

tent of economies of scale and
scope, factors and mix of fac-

tor input for the production

and delivery of healthcare ser-
vices. and other peftinent
economic data. Better under-
standing of the interaction,
production and delivery of the
different componenty of
healthcare service is obtained
through rigorous studies. Spe-
cific research. agenda might
include organization and fi-
nancing aspects of healthcare.
sService.

The writer is Associate Pro-
Jessor, Department of Health
Services Administration, Un!'
versity of Alabama at Birming-

“ham, USA. _
‘This is the introductory
part of a twe-part feature. The

concluding part will be pyb-
lished qﬁer a _fortnight.
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AIDS : The Killer Awaits Closeby

by Farhana Yusuf

E all know that AIDS
W can kill. it is incura-

ble. We %Xnow this
because these are. in fact, the
two most irrevocable truiths.
But apart from this, how much
do we really know about AIDS?
For instance, what the disease
actually is. what causes it or
where it originates from. The-
se questions. will of course,
lead to other questions. reveal

AlDS originated rom” There
had been and still is a lot of
speculation and controversy
about the origin of AIDS over
the years. However. AIDS was
first diagnosed in 1981 among
the homosexuals of New York.
Los Angeles and France

Once the immune sysiem
stops functioning, all kinds of

An innocent wictm of AIDS

unknown answers, £xpose
imporiant [acts.
Bul first of all. what is

AIDS? AIDS is the abbrevialion
of Acquired Immune Defici-
ency Syndrome. Our body's
immurie system fights infec-
tions. The Human Immune
Deliciency Virus (HIV) which
causes A|DS. changes the cells’
gemetic structure and gradually
weakens. lolallv damages and
finally destroys the body's
immune system. Destruction of
the immune svstem makes the
{x.rsnn increasingly defense-
ess. thus helpless against all
kinds of non-life-threatening
infections. So, AIDS is the con-

" sequential 1Lﬂq: of an infection

caused by HIV virus, which is
also known as aitiwvirus, a sort
ol retro-virus. The infectjons
caused by anti-viruses takes a

selves sn that it takes months
and even vears before the virus
captnres the person's body and
the person becomes aware of
the actnal svmptoms of the
vrfih: |-'¢ Hul 'U.'ht Fe h:H this

o manifest them-
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intections take a hard grip on
it. tonsequently impeortant
components of the immune
svsicm are destroyed. thereby
rendering it completely unable

to fight infectinons. How does .

the whole mechanism work

then? And how does AIDS al-

fect the human body?

There are diflerent 1t of
white blood cells in the human
blood which play different
roles in proteclung the body
against the various diseases.
Lvmphocyies are one lype of
white bleod cells — they carry
two types of cells. namely the
B-cells and the T-cells. T-cells
are again classified into the
"helper T-cells” “and-: the
‘spppressor T-cell”. Helper T-
cells helps ﬁmilmdy-prmiucinn
B-cells 1o light the organism
Lthat cause discases while

“suppressor T-cell” suppresses
the attack of any iwvading dis
ease that had been }IHIII"HHI'."II

already. Now depending en-

_ tirely on the bhalance between

the -two tvpes of T-cells., a
healthy immune svstem fune-

.........
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HIV-positive mother with her child x
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I I applivs the principhes
and knowledee il

Psychology to the treatiment ol
people's ' mental healih
problems. and to health
problems in'general. Being an
applied scientist, the clinical
Psychologist will' approach
psychological problems in a
scientific manner. This means
making a careful assessment of
‘the symptoms, reaching a
diagnosis or formulation of
-what the problem is, defining
the alms of treatment, making
-continuous assessments (o
monitor progress, delining and
justifying  scientifically  the 4
methods used, knowing how
.the techniques work and their
efficiency and improving the
technigques themselves., and
the treatment ol the individual
patient. by a process of
controlled invesligatlions, In a
nutshell, Clinwal Psychologists
‘undertake . the scientilic
. assessment and treaunent of
- psychologic.al problems.
~ How fo assess and
diognose problems?
Cliuicu! Psyrholngists sys-
temaucally cullect information
so as to reach the point
whereby ey can offer.a tor-
mulation or explanation of the
problemn e, the cause of the
problem and why it persists.
The eollection of informa-
lion usually bepanus with a
sitreermed 'erview which
rmphﬂmm- thier psvehological
aspecia uf the history. A note is
taken Lot st of the history of
the =srmptoms. but the pa-
ticnts' attiudes to their preb-
lems:
and fricnds; how the patients
explain or understand their
own problems: the nature of
their thoughts and mood and
motivation; and the way that
they have fried to (have
they denied the problem?
Have they been constructive

and tried to find ways around

it? How have they dealt with
the emotions generated?).
Usually, other people such as a
spouse or key family member
will also be interviewed.

Next, there may be stan:®

the reaction of family

durdizi’d questionnaires given
wliich hive been scientifically
constructed so as to be reliable

* [they will give the sanfe an-

swer il given twice) and valid

" {they measure what they are

supposed to measure). Such
gquesiionnaires: include the
measurement of depression,
phobic anxiety. trait anxiety.
social avoidance, the impact of
sickness, the severity of alco-
hol dependence, degree of
drug dependence, degree of
post-traumatic stress, degree

of dysfunctional attitudes, ways

of coping, degree of hopeless-
ness and so on. The reliability
of a scale is measured from 0
toe 1. which is called the reli-
ability coeflicient. and all of

"these scales and many more,
have a coefficient' of

will
greater than 0.8. The Clinical
Psychologist is therefore, sure
ol collecting rcliahlr, informa-
tion.

Next, the l:l!nir:al psycholo-

gist may administer some psy-

cho-metric tests, perhaps (o
measure intelligence or spe-
cific activities like motor skills
or reading; perhaps to mea-
sure the functioris of the brain,
such as memory. This can
vilen be complicated. For ex-
ample, there is no single test
of memory that i{s sufficient.
" You have to measure long term
memory, short term memory,
visual . verbal -
memory for faces. learning,
rate of forgetting, memory for
life history, ways of encoding
memories, and so on. All of
these tests will also have been

sfientifically constructed to be .

Finally, the clinical psychol-
-ogist will also directly observe
the problem if at all possible.
This may involve going into a

- classroom to look at how a

certain child behaves, seeing
how a phobic patient reacts to
the feared object, or looking at
‘how a schizophrenic patient

" interacts with his/her family.

All this information vnables

a diagnosis or fornudation of
the problem to be made which

describes ~the problem, and

' explains why it has arisen and
why it continues. To give a
simple example, "Mr X has so-

- cial anxiety with social avoid-

ance of moderate severity be- .

cause’ once he nearly had a
_panic attack in front' of other
people. He is afraid of this
happening again and so now

- avoids groups of people. Be-

‘cause he avoids groups of peo-
ple he keeps his anxiety level
under control. Because avoid-
ance is rewarded by lowered
anxiety,-his avoidance has be-

- come stronger and stronger.

An underlying inability to relax
also perststs, which led to the
panic attack in the first place”.

A general feature is the
change of dysfunctional beliefs.
There are beliefs which un-
dermine our confidence or
self-esteem or lower our mood.
For example, when we feel
good we might think :

"There are ‘some things |
am quite good.at"

"Hard work will help me
get the job done”

"My headache will soon go

away"

"l am looking forward to the
cinema next week"

But when we feel bad we
might think :

"Look at all the things [ am
hopeless at”

"No matter how hard | work
1 will fail"

"My headache will come
back tomorrow too”

"l am not doing anything
interesting” etc.

When we have tuughtu like
these, they reinforce our anxi-
ety or depression. Patients are
helped to challenge dysfunc-
tional thoughts by looking at
the evidence; thinking of al-
ternative view-points; consid-
ering whether the thought
hinders or helps them; think-
ing whether there are any er-

rors in the lhuu;‘ht. for exani

ple. whether il is an cxugger-
tion; and by considering wli.il
action tan be taken.

. Finally, another general fea-
ture is to transfer treatment
from the clinical psychologist

to the patient him or herself.

The emphasis is upon the pa-
_tient Jearning gradually to help
himself to take away better
- skills of coping and managing.
‘The problem of relapse will be
discussed with the patient who
will be prepared for symptom

to tend to come batk, and who
will know what to do il that

up, fmm.ltaat to most fright-
ening. The  patient learns to
telax while imaging the least
frightening image and then
moves on to more frightening
images, relaxing at each stage,
until even the most frightening
possibility can be imagined
without undue anxiety.
Obsessions : The patient is
exposed to situations that
would nermally- precipitate
compulsive rituals, but is pre-
vented from doing them. For
example., ithe woman who
compulsively washes her hands
becatise they may be contami-

&E@mmbym&nhmpmnwm'

happens.

Hﬂﬁ' to M m prob-
- lems?

I would like %o give a

thumbnail sketch of how the

Clinical Psychologist con-

“tributes to the treatment of

different prublamn
Stress The tient is

taught am f the symp-
toms and of the signs that
stress is up. Causes of
stress have to be identified and
dealt with. For example, the
person may have to learn to
manage their time better or to
relax or to cnmm“ni{:lte vrl!.h
people better.

Anxiety and panic: tmlght
is established info the way that
panicky feeling arises out of
chronic anxiety and hyper-
ventilation. False beliefs about
panic (for example, that it can
send you mad or cause a heart
attack) have to be dealt with,
The person is taught o dis-
tract himself with non-anxiety
thoughts, to relax at the onset
of panic, and to let the panicky
feelings wash over them in the
knowledge ' that the feeling

'natcd has her hands made

cirty but is then denied access

- to washing facilities until the

learns

anxiety goes down. The patient
to tolerate an
"intolerable” state until it no
longer cause anxiety and the
rituals to reduce that anxiety.

Depression : When a patient
is depressed there is a nega-
tive cognitive triad. The self is
seen as defective and inade-

. gquate. Life is seen as

will pass rather than cause

mm::ntnﬂrqﬂuc
Phoblas : The person is

_-tau;ht tn-.rchx fist of all. A

hierarchy of fear related
thoughts or images is drawn

extreme demands. The future
is expected to be negative and
failure is anticipated. In cogni-
tive therapy for depression
these three sources of low
mood are tackled and the dys-
functional thoughts changed to
more positive ones, as [ have
already outlined. 70% of de-
pressions that are resistant to
drug therapy, can be helped by
this newer technigue.

back 'is given, clearly and
plajnl}r, about what the person

is doing wrong — what they are
doing to be rejécted by people,
what they do that is irritating,
how their behaviour can be in-
terpreted as lack of concern or
interest, or love. The skills
that have to be learned are
pinpointed and then rehearsed
in sesasions until they are
learned well enough "to prac-

: Feed-

tice in real life. :
Schizophrenia : " Much of the
work is with the family be-
cause it is known that family
pressures can cause relapse.
There has to be an avoidance
of blame. The patient must re-
lain a place in the family
struciure. The focus has to be
on the "here and now" rather
than possible problems in the

friture.

Drug addiction : One main
thrust of treatiment  is

harm
minimization”. For exainple, if
‘the. addicts cannot give up

drugs they musl al least not
inject. Il they bave to injéct,
they should not share, sy-
ringes.
they could at least use bleach
lo sterilize in-between. Keep-
ing the patient as healthy as
possible increases the chances
that they will eventually exert
sell-control and resist.

Whrucﬁicumrchaugy

needed in Bangladesh?
i the | K. which is an aver-
age country. not particularly
well stafled and trying hard to
increase the number of Clinical
Psychologists, there are 3,000
clinical psychologists for a
population of 60 million. In
Bangladesh, there are no clini-
cal psychologists for a popula-
tion of 120 millon. The statis-

‘tics arguing for the provision
of psychology :ervi{:el are

slaggering :

* Al any one time 3% of the
general population are seri-
ously depressed; 3.6 million
people.

* At any one time 5% of
people have problems associ-
ated with, chronic or acute
anxiety; 6 milllon people.

¢ A half per cent of people
have disabling obsessions or
compulsions: 0.6 million peo-
ple.

¢ Al any one time 1% of the
general population will have
schizophrenia or other psy-
chotic problems: 1.2 million

people.

tions and in this case a hul.hy
person’'s helper T-cells out-
number the suppressor cells
by the ratio 2:1. This balance
makes the difference because
it is at this stage that the HIV
I‘EI‘.'.'LI a m

The HIV virus enters the
hody to join the T-blood cell
and from thence starts a con-
version process. The RNA ge-
netic material of the virus gets
converted to the DNA genetic
material by the aid of an en-
ryme which the virus manufac-
tures. After this the DNA virus
gets united into the DNA of the
T rell and stays for as
long as the | al bives.
The infected T-cell now be-
romes crowded with viruses.
Consequently. the cell pro-
duces more viruses which
comes out of the cel]l only to
attack more néw T-cells and
destroy them. As years go by,
the T-cell count of the In-
fected falls down o a
da level and the indi-
vidual develops AIDS.

There is a difféerence. in
fact. ‘a greal difference be-
iween a patient infegted with
HIV and one from T-
cell. And there is a lot of con-
fusion among people in this
particular aspect. Belore ex-
plaining. it would be useful to
know that all patients with

1 Through transfu-
sions of infected needles.

3. By an infected mother to
her foetus during pregnancy or
delivery.

4. By breast feeding and

5. During organ transplant.

Symptoms of HIV infection
include swollen lymph glands
frr the neck or under-arm area.
repetitive fever. night sweats,
rapid loss of weight for ne
particular reason. constant fa-
tigue, diarrhoea. less
white spots in the mh
muscle or joint pains. sore
throat. skin rashes, headaches
and pain in the eyes. There is a
50-50 chance of HIV affecting
the nervous systocm and if that
is the case, that particular in-
dividual's brain will be dam-
aged including the spinal cord.

Today. AID activists are
bulging out from every noek
and corner. desperate and ur-
gent with Lheir message.
celebrities appearing in the
lelevision saying "AIDS is
deadly. so keep away from it",
and so forth. But every few
people are explaining “how".
What is most important here
and what should be done is to
give these slogans a touch eof
reality by inclading interven-
tion and protection ggainst
AIDS. A few of these measures
can be:
1. identifving individuals

AIDS are HIV infected but in-
dividuals inlected with HIV
mayv notl develop AIDS. [t has
ilinus become clear to all of us
thal an HIV carrier is one who
has been affected by the
Human Immune Deficiency

Virus. An HIV carrier remains

infected throughout his life
time. but he will appear to be
absolutely normal and what's
more he will be healthy. This
is because there is a possibility
of his remaining asymptomatic
for vears on end. But it is when
an HIV positive individual's T-
cell counts start dropping fo a
crucial level and symptoms
start to develop that the per-
son is also about to develop
AIDS. For an individual in-
fected with HIV. it may take
vears (ranging from a few

‘months to eight years) or evey

longer, for the HIV infection to
develop itself as AIDS.

Some of the common
ghodes of HIV/AIDS transmis-
si0on are:

1. Through inumatc sexual
contract if one of the partners

+ continues worldwide

Chnhn of casual sex mrsﬂaralfmhrﬂﬁm

with high risk behaviour.

2. Sex education, singly the
most important tool for effec-
tive prevention and control of
AIDS, gives a thorough infor-
mation about the disease and
the safet® measures that
shouild be taken against it.

3. Use of mass wmedia for
discouraging people to indu
in high risk sexual hch:-wimlrl.‘]
- 4, Using doctors. social™
workers. hospitals and health
care centres elc. for guiding
the masses o help prevent the
spread of this potentially fatal
disease,

Up till now there is no cure
at all for HIV/AIDS. As the dis-
ease is spreading and geiting
out of control, research still
in the
hope of inding a cure.*For the -
persons who tests for HIV
positive and ‘yel rémains
asymptomatic. they have the
possibility of a hopeful future.
But-for.those who develops the
symptoms, death waits on the
other side ol the door,

The Future of Clinical Psychology in Bangladesh

e 2.5% of people have a

‘learning disability; 3 millioh

people.
In terms of general health

fssues with a psychological

coiuponent
e 10% of the adult popula-

| tion have damaging addictive

If they have to share

ewily L

behaviours, i only cigarettes; 6
million people,
* 14% of adults will develop

blood pressure problems
(hypertension), 8.4 million
peopie.

* 10% of th:,pnpulatlm will
face a chronic illness like pain
asthma dr diabﬂﬂ 10 urillinn

ople.

p 0 25" of people wili suller
sigific ant Twain Jdeunage. often
throizh head uyury, U.J nail -
JTVTFRNE

fal i il
. = T [T T
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I_H-L-
Cimik® tu o ,‘;F.Tl'
‘v tlo
Vaviae cither o onsed
by phvel ogieal factors or ex-
Jee™ ted Dy them.,
How is it lo begin?

In .July 1996 Uhe University

of Dhaka with UK cooperation

is to start a three
course in Cllnlelm:ﬂ

"~ which will award the degree of

Doctor of Flytwm [Plyﬂ'm D).
Its phlh-o':lz is it in-
tegrate academic knowledge,
clinical skill, and research ex-
pertise. and that it will be a
joint enterprise between the
University of Dhaka and pro-
fessional psychiatric

at the Institute of Mental
Health and Research, Dhaka,
and other mental health facili-
ties. It is aimed specifically at
contributing to the currept
and developing psychiatric
services. As the three year
course progresses, so the stu-
dents will see patients from

the whole of the e range.
. The future of
Psychology in Bangladesh?

Initially there has to be a
period of establishing the pro-
lessionals. This means having a
code of conduet to protect the
public and ensure that anyone

calling himself a "clinical
chu!aglst has nf nﬂ:ﬂury
skills, competencies and
There will doubtless
hﬂv: tubcar t:rnt‘qulh-
fied clinical psychologists,
from which inm uals can be
struck off for breaches of the
Codeé of Conduct; by taking ad-
vantage of their patients, for

- example, or by making clahgs

about the efficacy of their
treatments that cannot possi-
bly be true, or by using treat-
ments that,  have no scientific
credibility.

At the same time, the newly
trainee Clinical Psychologists
will be treating individual pa-
tients ‘and helping psychia-
trists cope with intense de-
mands upon mental health
Services.

In addition © knowledge
ﬂ?fliuunl Psve b T-. A st be

" disseminated (o other profes-

sionals. by h.-ﬂuriug to other
professionals in training, and
indeed to those staff already
gualified.

Next. Clinical Psychology

knowledge must be available,
informative

mmmumlmhlhnul
how to combat mental iliness

and psychological preblems,
but how to prevent them in

«the first place.

Finally, the mass media has
a crucial role. Regular coverage

in newspapers of key areas is a

- must, but on top of this teleyi-

sion has to be constructively
used to offer programmes on
psychological health and well-
being. systematically covering
the areas of greatest need.

The writer - v'nowned |
Clinical Psychn. He took
his training . ¢ luical Psy-
chology and Ph. D in Expert

mental Psychology at the Instt-
tute of Psychiatry. London Lhu
versity. He had been a teacher
there until 1984. Since then
he has been working as the [
rector in Clinical Psychology at
the Untversity of Suwrey, UK
He recently visited Bangladesh
to attend-a seminar on the
above sulject



