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Public VE‘I§US. Pnivate Health Sector

Useful Partnership or Unfair CompeﬁtiOn?

by Dr. M Zakir Husain

It does not make sense to let public hospitals remain poorly managed, stretched beyond capacity, kept l:::f?-
Junded, restricted from generating own resources and retaining these, t'eft largely without pubI{c accau:; ;1 ity
with no public participation in governance. It makes ample sense to bring all healthcare providers under the
umbrella of quality assurance and enforce minimum standards for all, . .

UBLIC sector health. ser-
P vices, by definition, are
services delivered by the
Stale, while private sector
healthcare is provided by
individuals and institutions
that are outside the State
(public) sector, usually making
profit. Following the
introduction of market econ-
omy, the private sector is
wing as the dominant sector.
ere is growing interest in
how the private and public sub-
sectors work and the relation-
ship between the two in the
health sector as a whole.
As market economy takes
hold, private healthcare mar-
ket thrives and consumes a sig-

nificant portion of the national

health resources. It is today ac-
coun for, even in poor coun-
tries, health expenditures ex-
ceeding by far those by the gov-
ernment. Side by side with un-
der-funding and decline of the
public health sector, private
sector health care is now occu-
pying a dominant position. Yet,

- it is rarely coming under seri-
ous scrutiny.

Governments in unany
countries continue to prepare
ambitious health plans; nu-
merous individual projects are
launched but rarely completed
within the stated timeframe.
Though plan documents make
some reference to the private
sector, the plans remain effec-
tively confined to the creation
of public sector facilities and
allocation of public funds.
There is no real “integration
with the private sector in the
planning exercise nor is there
explicit definition of preferred
areas or co-ordination of activ-
ities between the sectors.

Curiously again, policy
makers usually give blanket
endorsement of the private sec-
tor healthcare; various forms of
incentives and indirect subsi-
dies are also provided. In the
absence of close scrutiny and
analﬁrsis of the private health
market, doubts remain about
quality, cost, ethical conduct,
and equity — all of which are
particularly important in the
case of healthcare. These doubts
frequently prove real. It has to
be admitted that health care is
not really a free market; con-
sumer public has little knowl-
edge and control; providers en-

joy near monopoly and can fuel
demand and suEply.

Due to lac
awareness and lack of enforce-
ment of regulations even where
these exist, the health care
market is virtually laissez faire
— free for all. This could well be
a prescription for disorder,
distortion, non-accountability,
and even ethical lapses and re-

flected in frequent public
grievarnces.
The Distortions

The private sector is growing
independently of, and often in
competition with, the public
sector. The private sector views
with suspicion any form of reg-
ulation or evaluation from the
outside. Aversion to any form
of interference or criticism pre-
vails. Nonetheless, health is
not merely yet another market
commodity; it is a social merit
good of high value; quality and
standards are extremely impor-
tant; so are concerns for public
safety and equity. Some form of
regulation is highly desirable to
control runaway costs, wasteful
and inefficient duplication, and
ensure acceptable standards

e

of consumer -

and quality. In fact, it is essen-
tial. The present state of free for
all market, in the end, cannot
but harm the public interest.

The distortions take many
forms. For example, when pub-
lic hospitals are used to conduct
private practice, when subsidies
are obtained to enhance private
income by using premises,
equipment and supplies, when
paid employment is used as a
springboard to attract private
patients, when concessions are
demanded or extracted for pro-
curement of supplies — these are
distortions.

In order to bring some order
into the present situation of
disorder, to restore credibility
and image to the public sector
institutions, several steps may
have to be taken.

Some Early Steps

Public and private sector in
health should be redefined and
re-classified according to the
purpose the institutions serve
and not just on ownership or
administrative label. The mis-
sion of public and private sector
should be clearly stated and
widely known; and these should
be compatible with the overall
goals of the national health
policy.

The efficiency of the public
sector should be improved by
providing the resources and
managerial inputs needed to
achieve its stated objective. You
will not have good public sector
hospitals by burdening these
with.open ended commitments
but starving these ol funds,
equipment, supplies, and ac-
countable management. You
cannot permit plunder of public
seclor resources 10 support pri-
vate income and then condemn
these institutions as providers
of poor public service.

It should be clearly estab-
lished that the entire health
system operate on a public or
social rationale for public good
even after allowing reasonable
profits on investment to the
private sector. You cannot run
the private sector on what the
market will bear in prices and
profit just as you cannot run the
public sector under chronic
handicaps of poor funding and
weak management.

A system of checks and bal-
ances supported by formal ac-
creditation of health institu-
tions — both in public and pri-
vate sectors — should be in p
and requirements of minimum
acceptable provisions and pro-
cedures should be in force.

Key to Partnership

Times have changed. Public
sector is no more an exclusive
preserve for service free of cost
to the client at the point of de-
livery. All public facilities are
no more totally free; many of
these charge fees for services
provided to those who can or
will pay. Then there are non-
government facilities who give
service free of cost or at mini-
mal cost. Of course there are
fully private profit making fa-
cilities. Whatever the type or
nature of the healthcare estab-
lishment, these must run effi-
ciently and within the parame-
ters of an overall social mis-
siomn.

When all facilities become
efficient and operate to opti-
mum capacity, there will be
conditions for true complemen-
tary co-operation and not com-
petition; there will be sharing

. of resources based on compara-

tive strengths; many public fa-
cilities will cost effectively use
privately provided services and
vice versa. Clear mission
statements and good manage-

ment are the twin precondi-

tions of partnership between
the public and the private sec-
tors of health.

Neither benign neglect of the
public sector nor total freedom
to the private sector will bring
about a meaningful partner-
ship. The worst case scenario is
when the public sector is left to
subsidise the private practice
and income bingeing disrepute
and loss of image to the public
sector facilities and giving un-
due and unfair advantage to the
private sector. That unfortu-
nately is often the case at the
present time. No wonder, there
is so much dissatisfaction and
discontent with the running of
public hospitals and health
centres which perform pungi;
either due to lack of essenti
supplies or lack of motivated
and accountable health work-
ers. To compound the problem,
when the private sector is al-
lowed to have a free run of the
market, things can only get
worse for consumers many of
whom may not get their mon-
ey's worth.

What Makes Good

Sense?

It voes not make sense to let
public hospitals remain poorly
managed, stretched beyond ca-
pacity. Kept underfunded, re-
stricted [rom generating own
resources and retaining these,
left largely without public ac-
countability with no public par-
ticipation in governance. [t
makes ample sense to bring all
healthcare providers under the
umbrella of quality assurance
and enforce minimum stan-
dards for all, to introduce effi-
cienit and transparent man-
agement, and maintain good
accounting and evaluate cost
and output ratio. '

National accreditation
council make very good sense.
These should lay down accept-
able minimum ' requirements
and enforce that these are met
equally by all public and pri-
vate health establishments.
The consequences of not doing
so are all too clear to see and
fearful to contemplate.

If the present disorder is al-
lowed to take a firm hold it will
be much harder to restore order
in future. Let health sector be an
example of how things can
work better in public interest,
how .rue partnerships can
flourish. True partnerships best
Ernw between equals and not

etween the pampered and the
punished.

One must resist the current
fashion of unilaterally blaming
the public sector for all that is
wrong with the system. That is
like throwing the baby with the
bath-tun. What should rather be
done is putting right what is
wrong and not condemn the
whole system outright. A flour-
ishing private health market is
not necessarily a responsible
institution; it is no cure of all
that ails; there is proof enough
of that already.

The private healthcare sec-
tor in Bangladesh is still in the
growing phase, the time to set it

- in the right course is now. The

publie health sector in
Bangladesh has an extensive
infrastructure but very rudi-
mentary management and the

running of public facilities on a
profit motive much of which
oes to private pockets will not

o0 arsy good. A public facility
can be efficient and well run
without surrendering to private
profit-making or sacrificing its
public service mission. There
are many good NGO-run hospi-
tals and clinies that show the
way, though all of those may
not be without fault. The time to
reorder and restore a good bal-
ance between resgcnsihle and
well managed public and pri-
vate sector facilities is passing
by. Good management with ac-
countability and efficiency
cannot be compromised. With a
solid base of partnership, it is
conceivable that both the public
and the private health sector in
Bangladesh can and will flour-
ish, one complementing the
other and not eliminating each
other,

New Planning

Parameters

Incremental creation of
health facilities in the public
sector by government planners
will not make the desired dif-
ference in public health; open
ended public commitments will
only stretch limited public
funds too thin; existing facili-
ties will be deprived of much
needed funds even more; public
sector will likely lose credibil-
ity even further.

Instead, what will improve
effective use of resources is in-
vesting in better management
and [unctional improvement of
existing facilities such that
Lhey become viable and self-re-
liant. Whal the planners need to
do is determine the type, qual-
ity and cost of the healthcare in
public and private ownership,
and a measure of who benefits
from what, What the planners
must resist is creating facilities
that carry little possibility of
being sustainable, The planners
must incorporate the private
sector in their plan, define its
role clearly, establish incen-
tives and disincentives, and
create a level (market) playing
field for competition within the
private and co-existence with a
public sector.

Let us all agree that effi-
ciency has little to do with own-
ership but everything to do with
overall policy regime, appro-
priate investments, manage-
ment and other inputs. Plan-
ners must respond to change
and manage change and create
environment that rewards per-
formance, c}uality. and con-
sumer satistaction. A laissez
Jaire-environment often creates
chaos and cut throat cortpeti-
tion with attendant distortions
— none of which can bring pub-
lic good in the long run.

A healthy partnership be-
tween the public and private
health sector is not only desir-
able but indeed essential in a
free market regime. But it has to
be built on true complementar-
itr conceding to each its partie-
ular role and mission, and not
on unfair competition and con-
testing claims.

When efficiently run, many
public services may be accessed
and used by private providers
and many public hospitals may
use private providers for ser-
vices when indicated to improve
quality, efficiency, and cost-
effectiveness. The ultimate
beneficiary will be the con-
sumer public and social control
will establish social and public
good rationale,

- Drugs Become Dear in Delhi

Dev Raj writes from New Delhi

Between 1970 and 1996
dollars and had turned int

production by the Indian drug industry grew from 62 million dollars to 2.3 billion

0 a major earner of foreign exchange as well brin
cash annually by the late '90s.

ging in 550 million dollars in hard

world's lowest prices for
medicines are bracing for a
massive hike in drug prices af-
ter this country accepted Exclu-
sive Markﬂting Ri ]Ets (EMRSs)
for pharmaceutic companies
thrnugh an ordinance,
"The bureaucrats who
pushed the ordinance through
might have waited till the bud-
get session of Parliament be-
gins this month," said
Muchkund Dubey, former for-
€lgn secretary who had opposed
India's signing the Trade Re-
lated Intellectual Property
Rights (TRIPS) because it af.
fected cheap dru availability.
India has till Apr. 19 to
bring the legislative changes to
its outdated Patents Act al-
though there is small chance of
Parliament rejecting too many
changes effected by the ordi.
nance since that would invite
retaliatory action against In-
dian exports,

.. Already India has lost a case
filed against it in the Dispute
Settlement Body of the World
Trade Organisation (WTO) by
the United States for not meet.
ing patent change commit-
ments with agrochemical and
Eﬂharmaceutical transnational -
ocking on the doors of a vast
untapped market. :
According to Dr Mira Shiva.

INDIﬁNS who now pay the

a4 consullant on dru policy at
the Voluntary Health Associa-
tion of India (VHAI), a leadin

pPatented drugs
years to reach ug store
shelves prices have already be-
gun to go up.

Dr Shiva said with India
signing the TRIPS agreement,
years of work on rational dru
use initiated by the Wnrlgl

Health Organisation (WHO) had
_Bone down drain. -

-billion people

'India produces and sells
drugs at the lowest prices any-
where in the world but the lev-
els of poverty are such that less
than 30 per cent of India's one
can afford
medicines even at current
prices," Dr Shiva said,

Dr Shiva sajd linking com-
mitments under TRIPS to the
health delivery systems in a
country like India spells noth-
ing short of disaster not only in
terms of drug prices but also
sheer availability of basic
drugs.

‘India is still battling with
vector and water-borne diseases
and no pharmaceutical com-
pany would be interested in
producing or marketing drugs

against these because of low"
profit margins," Shiva said.

On the other hand, the TNCs
are already vying to corner the
ﬁruwing market for life-style

rugs such as viagra mood ele-
valors and useless tonics and
vitamins and threatening to
overturn the whole concept of
essential drugs, she said.

Shiva said she was particu-
larly concerned about what
would happen to women who
were already receiving the short
end of the social stick in India.
"Seventy-five per cent of Indian
women are anaemic and which
multinational is going to be
concerned with it?"

But the worst losers are go-
ing to be India's domestic
Eharmaceutjcal industry which

as thrived on the 28-year-old
old Patents Act which protected

process rather than product
patents.

Between 1970 and 1996 pro-
duction by the Indian drug in-
dustry grew from 62 million
dollars to 2.3 billion dollars
and had turned into a major
earner of foreign exchange as

well bringing in 550 million
dollars in hard cash annually
by the late '90s.

According to Dr B K Keayla,
convenor of the National Work-
ing Group on Patents and Intel-
lectual Property Right, the
switch to product patents would
in all probability result in the
Indian pharmaceutical firms
getting buuﬁht out by the
transnational.

The experience of countries
which have accepted product
patents is alarming with drug
prices shooting up five or six
times over those like India
which have process regimes.

Blood pressure patients from
the West are delighted to dis-
cover while travelling in India
that a 30-tablet strip of the drug
Ranitidine costs less than 0.05

'cents when the same would set
ithem back by as much as 25 dol-
ars.

India has the option of not
accepting product patents till
the year 2005 but has to accept
the EMR regime on all products
patented after January 1995
right away.

One reason for the cheapness
of drugs in India is the fact that
Indian pharmaceutical com-
panies do not invest in research
and development (R&D) but
simply resort to reverse engi-
neering,

According to Dr Ramesh
Mashelkar, chief of the Council
of Scientific and Industrial Re-

search (CSIR), India's pharma-

ceutical industry cannot grow
unless it invests in R&D. "And
why not given that this country
has the resources and cheap but
skilled mat:guw&r’?“

Seeing the writing on the
wall, some Indian pharmaceu-
tical companies such as Ran-
baxy and Dr Reddy' Laborato-
ries are already moving out of
reverse-engineering and into

research-based growth and into
the expanding area of testing
and clinical trials.

Recently, Dr Reddy's labora-
tories developed an anti-dia-
betic drug but then licensed out
the molecule to Novo Nordisk a
transnational because it did not
have the funds or expertise for
marketing and testing.

But Dr Shiva thinks that no
matter how competent Indian
pharmaceutical companies are
it will be a long time before they
catch up with the entrenched
TNCs which have huge re-
sources at their disposal and
control the global market.

According to Dubey, one
particularly bad feature of the
EMR law is that a TNC which
has a patent on a drug in any
country which is signatory to
the World Trade Organisation
(WTO) can demand automatic
EMR for it in India.

But if India opts for product
patents right away (it need not
do that till the year 2005) it can
examine each and every appli-
cation and be satisfied that it is
genuine whether or not it is
patented in some other country.

Indian also stands to lose
out on its wvast traditional
knowledge of herbal medicine
and while it has successfully
challenged patents taken out in
the United States on turmeric,
it may not always be so lucky in
resisting biopiracy. Dr Shiva
said.

According to her, TRIPS is
unsound if only because it was
based on drugs based on petro-
chemicals rather than plant-
based drugs which are increas-
ingly taking over the field of

harmaceuticals. "It is particu-

ar}ir bad news for India," she
said.
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- Sandhani — the Way it Started

|

r

1 977: We were studying in
the new 2nd year MBBS
class of the Dhaka Medical
College — all in the "E" batch.
Incidentally I came to know
that on many a day for finan-
cial constraints a classmate of
ours attended classes starving
up to 2 o'clock in the afternoon.
[t shocked me severely. We, all
the six friends who started
Sandhani later on, came of
middle class families. We had a
special respect in our families
as medical students. Each
month we received from our
homes allowances sufficient to
live quite lavishly. On knowin
that the classmate attende
classes without having even
breakfast I was thinking of
telling my other five friends
about this and of finding out a
way to assist the incumbent.

Febru 5, 1977; At the in-
terval of classes after having
snacks with the five friends in
the Hospital Employees' Can-
teen, [ told them that I would
like to discuss something im-

ortant and wanted them to se-

ect the venue. Accordingly,
later we sat under the big tree at
the courtyard of the Science
Annex Building of the Dhaka
University just in front of our
hospital gate. I narrated the
hapfess position of that class-
mate. At that very sitting we de-
cided to arrange for his regular
breakfast. We fixed the rate of
monthly subscription for the
purpose : five friends to pay Tk
2.00 each while the sixth Tk
7.00 every month. We collected
Tk 32.00 in the first month. In
those days one could have
breakfast for Tk 30.00 a month
as we got two porota (bread

fried in oil) and bhaji (fried

_w:%etables] for one Taka at our
College Canteen.

We then thought how to give
the money to him as he might
refuse to accept the offer if it
was made public. It was, there-
fore, decided that all would
hand over their subsecriptions
to me and [ would alone contact,
convince and then give the
money to him. Thus com-
menced our journey on 5th
February 1977 with an initial
fund of only Tk 32.00,

Next month we thought of
giving an organisational shape
to this venture. We requested
each to come to the Suhrawardy
Uddyan at 6 o'clock in the
evening on 19 March, '77 with a
proposed name for the organi-
sation. In those days, trees were
just being planted at the
Suhrawardy Uddyan. Every-
body enjoyed having a stroll
there in the evening, Our inten-
tion was. however, both to go
for a walk as well as to attend
the meeting. We got names in-
cluding Onirban, Amra ko jano.
Sandhani, etc, We selected
Sandhani, proposed by
Mosharraf Hussain Mukto as
the name for our organisation
of dream. )

After a few days while sitting
in my hostel room with a
worker of Sandhani, a reading
partner of mine, Selim (now
Major Dr Mostafa Selimul
Hasnain), we talked about the
farming of a constitution for

by Dr M Idris Ali

Sandhani. Scoon I prepared a 4-
page draft — Sandhanir Niy-
omaboli (Sandhani Rules). In
the subsequent meeting my
draft was approved with minor
amendments as the Constitu-
tion of Sandhani.

Perceiving the present status
of Sandhani at the national
and international levels, I feel
fancy to recall: ‘Sandhani
might some day turn into a na-
tional organisation’ — a wishful

- thinking that occurred to me

while | was framing the draft
constitution. At the same time [
was rather a bit doubtful as I
was also well aware that the
venture was the brain-child.
and an exercise of some six
immature 2nd year medical
students only. But now, after 22
years, with the sincere efforts of
our most capable successors,
both at national and interna-
tional levels, the present status
of Sandhani is a pride reflec-
tion of the good intentions as
well as the ground work of the
pioneers of that day. SEein%]alI
these, we are thoroughly
pleased, and the credit goes to
all of our successor workers and
leaders of Sandhani.

I now recall many incidents
of that time but it is not possi-
ble to recapitulate them in this
short article. I only reproduce
below some data and some
events.

now doing private practice at
Bagerhat. )

* The first voluntary blood
donation programme outside
Sandhani was held on 17 Jan-
uary 1979; where 28 students of
the Social Welfare Institute of
the Dhaka University donated
blood.

* The first Sandhani unit
outside DMC was the My-
mensingh Medical College unit
formed in Oct. 1979.

* Formation of the first Cen-
tral Committee of Sandhani
was in January, 1983,

* The first central President
of Sandhani was M Abul Kalam
Azad, now Associate Prof. of
Nutrition & Biochemistry,
NIPSOM, Dhaka,

The date of foundation of
Sandhani is 5th of February
(though the naming of the
Sandhani took place on 19
March] as all its basic works
commernced on that date.

Publicity-free Preliminary
work : Many of our preliminary
actions and activities were free
from publicity. Let me cite an
example. It was winter. A stu-
dent of our next batch had no

uilt. He suffered tremendously
rom cold. We decided to buy
him a quilt. He was not aware of
our decision. On purchasing a
quilt, Swapan and [ quietly en-
tered his room, put it on his bed
and whispered to him : "This is

Yesterday, February 5, was the founding anniver-
sary of Sandhani

The six founder-office bear-
ers of Sandhani are : President
— Mostafiqur Rahman Swapan,

rivate practitioner
Anaesthesiologist), Dhaka:
General Secretary — Mosharraf
Hussain Mukto, private practi-
tioner, Bagerhat; Organising
sSecretary — M. Idris Ali
(Monju), Asstt. Prof. of Neuro-
surgery, DMC&H; Finance Sec-
retary — M. Abdul Quaiyum, se-
nior operations researcher,
ORP, ICDDRB:; Secretary
(Library] — Mostafa Selimul

Hasnain, Major (eye specialist)

in AMC, Ctg. Cantt; Secretary
(Magazine & Publication) —
Khurshid Ahmed Apu, Govt. job
(Medical Officer).

* The aim and objective of
Sandhani as mentioned in its
first Constitution was to build
up ourselves as ideal persons by
freeing from all improper con-
ducts and immoral practices.

¢ The first slogan of Sand-
hani was : The best way to serve
God is to serve humanity.

* The first voluntary blood
donation programme of Sand-
hani took place one 2nd Nov.,
1978, at Blood Bank, DMCH.
Total number of donors was 27
126 Sandhani workers and 1

Professor], The first blood
donor was M Idris Ali {(Monju),
the then Patient Welfare Secre-
tary, Sandhani. now Asstt. Prof
of Neurosurgery, DMC&H. The
only outsider donor in that
fnction was Prof. Dr M Yusuf
Ali, the then Head of the Deptt.
of Medicine, DMC&H. The only
female blood donor was Hosne
Ara Lucky, later married to Dr
Mosharraf Hussain Mukto and

a present from Sandhani for
you, Nobody other than you
knows about it.” We then in-
stantl
any chance to speak. He is now
a physician serving abroad. I
beljjir:ve that till today no
worker other than the two of us
knows his name. In those days
we also purchased shirts and
pants and gave them to many
students — keeping that secret
too.

Mild objections from leaders
of student organisations : We
were junior students. Senior
students of all student organi-
salions treated us with special
affection. Some, however,
raised question: "Why are you
organising a new party?" This

uestion was raised because a
ew years ago a similar organi-
sation participated in student
politics. With humble submis-
sionn we succeeded in convincing
them of the necessity, and non-
partisanship, of our organisa-
tion: "The best students of the
country, boys and girls, come Lo
study in the Dhaka Medical
College. Many of them do not
like to be directly involved in
student politics though they
have extra-curricular abilities.
The country will be benefited if
such faculty is utilised. So we
have a mind to organise a
common platform where every
body would be interested to par-
licipate and make contribution
according to his ability. We
swear that Sandhani will not be
involved in student politics and
shall not create any inconve-
nience for you."

The voluntary blood dona-

left without giving him -

tion movement : Initially we
had no voluntary blood dona-
tion programme. One year later,
on promotion to 3rd year class
we were placed at the Blood
Bank desk of the hospital. Then
the Head of the Blood Bank was
Prof. Habibur Rahman. It was
from him that we came to know
how the blood banks of devel-
oped countries were operated
and how the people donated
blood there. Then and there we
decided to introduce the 'volun-
tary blood donation program-
me' under the auspices of Sand-
hani. The news of our blood do-
nation programme of 2nd Nov,
78 with our photos was pub-
lished the following day under
banner headings in all the
newspapers. In the successive
days the newspapers and maga-
zines praised our programme
with ditorial comments en-
couraging us. Thus the volun-
tary blood donation pro-
gramme eventually turned into
a movement in Bangladesh.
This has been definitely proved
by the fact that when Sandhani
ap]pealed through television for
voluntary blood donation after
the Jagannath Hall tragedy and
the Tongi Railway accident, it
received blood in quantity
many times over than actually
required. The credit for popu-
larising the widespread partici-
pation of people, especially stu-
dents and youth, in the volun-
tary blood donation pro-
gramme goes to the Sandhani
and Sandhani alone. As a
recognition of this the Govern-
ment of Bangladesh declared
2nd November, the first day of
voluntary blood donation by
Sandhani, as 'National Volun-
tary Blood Donation &
Posthumous Eye Donation
Day’.

Sandhani in the movement
for voluntary posthumous eye
donation : The movement for
voluntary posthumous eye do-
nation by Sandhani was intro-
ducerd much later. We, all the
foundcrs, by then had finished
our student life and became
physicians. Thanks to this pro-
gramme many blind persons
are now regaining their eye
sight. For this programme,
Sandhani gained recognition
internationally in different
countries including Sri Lanka
and USA. '

Sandhani and other NGOs :
Most of the NGOs that are work-
ing in Bangladesh for the wel-
fare of the masses are of foreign
origin. Sandhani alone is the
internationally recognised vol-
untary organisation that origi-
nated in the soil of Bangladesh.
It is the pride organisation of
all the people of Bangladesh.
Students and doctors of all
medical colleges are specially
proud of this as it was bomn in
the courtyard of a medical col-
lege. At the sight of its flourish-
ing state, understandably I
cannot suitably express in lan-
guage the joy and delight of all
those who are, from the begin-
ning, directly associated with
all its actions and activities.

The writer is a founder-
member of Sandhani.

ATCHING from the
balcony the Eid crowd
strolling by. an

observer would wonder at the
latest fashion of wearing over-
sized (readymade) garment b
the male gentry, young and old.
Our son. a University student,
does the same. Perhaps he has
some plausible excuse: he is tall
and ultra slim, and under-
weight, and is concerned with
his form by using loose dress.
The pleasure of a perfect fit
cannot be described in words.

There is another explana-
tion : the market is flooded with
readymade garments designed
for export. These have two dis-
tinct characteristics: on the av-
erage the sizes are meant for
larger body frames of the cus-
tomers in the temperate zones
(where the affluent countries
are located — the Americans
and the Europeans): and, the
materials for the dresses are
thicker and heavier for cooler
temperatures compared to the
tropical heat and mild winters,
where cotton and light textures
are mandatory,

The young generation, with
tighter wallets, are not accus-
tomed to the right and correct
fitting of the (ready-made) gar-
ments they wear, considering
the additional cost of tailoring

i made-to-measure or made-to-

by A Husnain

order dresses, and the better
quality tax-free fabrics im-
ported for the export indusu}r.
which are not easily available
in the market at the retail level.
Watch the shirts or the T-
shirts of the pedestrians. Very
few are of correct fitting, and
most are oversized. The jeans
and the trousers are too long
and too filling. This trend has
now been transferred to the lo-
cal punjabi kurta buyers. The
palms and the fingers disappear
into the extra long sleeves, and
the length of the kurta has now
reached nearly the ankle level
(is it the jamai-baboo look?).
There is another coincidence:
the male kurtas are beginning
to resemble the ladies kameez
or kurta in length. The male
kurtas are more boldly colour-
ful now with not so sober
printed patterns. This is not a
trend towards unisex clothes.
After the above observation
and introduction, let us come to
the main point of this commen-
tary. The way we work on our
jobs, generally speaking, is also
oversized — and loose ﬁ;he pun
is intended). The work of opera-
tion has to be planned to be tai-
lor-made for the job in hand
(and not vice versa]]+ That is, the
job has to be done exactly in the
way it should be done
(professionally). But the bug of

amateurism (and inefficiency
and corruption) lurks behind
alinost every step. and we are

faced with the familiar symp-
tom of systems loss.

This sad national loss can be
easily detected in all sectors,
especially in the public sector.
Note the general standard of
goods and services, and the
speed of service. Watch what is
happening in the SOEs (the
state-owned enterprises) and
the nationalised banks. The
constancy in poor output is
stable, to say the least,

In the private sector, there
are two glaring shortcomings:
internal efficiency and quality
control. The competitive factor
is low: at the international
level, and while competing with
imported products. R&D
(research and development)
lower down the scale is almost
absent — it is difficult to per-
suade the smaller manage-
ments to allocate some funds
for R&D.

In politics also, the oversize
ghilnsnphy prevails; holding
ack the nation. The politicians
are well ware of tgg subtle
techniques employed. but it is
difficult for the general masses
to detect the tricks of the trade.
It would be an interesting study
if some think Tank organisa-
tion would work out the system

Oversize Overtures

loss in politics in Bangladesh
and the LDCs, for the enlight-
enment of the devoted and art-
less voters (vote ri%gin is a dif-
ferent and specialised profes-
sion).

The civil service is a classi-
cal example of oversized dress-
ings (pun intended). The inputs
and outputs do not match, and
the internal and overall system
loss in the highest in the world.
The government offices are very
well informed, as the feedback
arrangements are theoretically
there but not utilized properly.
Anonymity dilutes the fixation
of responsibility, and bureau-
cracy reigns supreme, regard-
less of the assets and liabilities,
or change of regime.

It is difficult to change the
current speed of this huge fly-
wheel generated by the bureau-
cratic system. This is why there
have been so many PARCs
(Public Administration Re-
forms Commissions). The latest
PARC has issued a set of Ques-
tionnaire for public response. It
is worth studying — fine-tuning
Eihe vicious circle of official-

om.

There is a difference between
working dress and leisure wear.
The two modes of dressing are
not interchangeable. How to re-
dress (not redress) the nation?
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