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Cardiologists in Bangladesh, in terms of advance technology, are far
behind. In fact, they are now at a stage where India was ?bout 15 years
ago, leading Indian cardiologists Dr. Ashok Seth tells Naimul Haq

R Ashok Seth is a senior
consultant cardiologist

and chief of invasive and
interventional cardiology

at the Escorts Heart Institute
and Research Centre in New
Delhi, India, a leader in
providing cardiac care in the
Asia-Pacific region. In fact, the
wing he now heads is his own
brainchild. Upon his return
from Birmi:g am, England,
where he held a prestigious
sition at the Department of
ardiolo at the Queen
Elizabeth Hospital until Octo-
ber 1988, he planned and exe-
cuted invasive and interven-
tional cardiology programme at
the hospital. Also, he has also
introduced newer devices in
coronary intervention pro-

-~

A member on the British
Cardiovascular Intervention
Society. the Asia-Pacific Inter-

“vention Society, the Asia-Pa-
cific Society of Interventional
Cardiology and several other
restigious association, he also

olds honorary faculty posi-
tions in premier international
cardiology seminars and work-
shops spanning several coun-
tries including the United

States., France, Australia.
Malaysia. Japan, Singapore,
China. Pakistan, Bangladesh
and of course India. Dr also
serves on the board of several
national and international
high-tech advisory panels on
newer devices and quality con-
trol assurance.

Dr Seth provides regular
training and guidance in inter-
ventional and invasive cardiac
procedures to numerous cardi-
ologists from all over the sub-
continent including

gladesh.

e holds many distinguish
fellowships that include fellow
of Royal College of Physicians,
UK and Ireland, Fellow of the
American College of Cardiolo
and fellow of the Internation

Medical Sciences Academy.

Recently, he was on a five-
day visit to Bangladesh duri
‘which he delivered a series o
lectures on interventional car-
diology as a viaitlrgf etfrofcssur
o the Bangladesh ical Col-
l;%e. Also, he attended several

tical heart patients free of
coslt.

Dr. Seth squeezed some time
out of his hectic schedule during
his stay in Bangladesh for a
brief conversation with The

Daily Star. Excerpts:
): What is

The Daily Star
> afﬂda:stonhh?
Dr

ok Seth (AS): | want
to help people of Bangladesh in

whatever way I can. | can facili- -

tate transfer of technology to
cardiac centres in Dhaka 3nd
help enable them develop car-
diac treatment facility and ele-
vate to international standard.
These cardiac centres can hunt
and hone new talents. |

My main goal is to try and
reverse the number of patients
going abroad particularly those
who are seeking treatment in
this field mostly in India. My
biggest challenge and satisfac-
tion would be to create a system
that would lead to the creation
of excellent centres here in
Banf,ladcsh so that people
would gain confidence for
treatment at those centres here.
Gradually, a time would come
when they would no longer seek
treatment abroad. You see the
important thing here is that
people go abroad to seek ‘better
treatment’ and, of course. they
trust and have confidence in
doctors abroad. We must work
out to beat this and create the
right environment to stop : itch
exodus of patients.

DS: You have visited some of
the cardiac centres here, both
private and ¢. What do you
think of their standard?

AS: Doctors here, in terms of
advance technology, are far
behind. In fact, you are now at a
stage where India was about 15

years ago. There was a time
when doctors started to return
to India from abroad. | myself
came back from England after
12 years and together with
other expatriate Indian doctors
developed one of the best heart
centres in the Asia-Pacific re-
gion. In the same manner
rienced Bangladeshi doctors
need to come back and develop
medical treatment facilities,

DS: What needs to be done to
achieve this goal?

AS: One approach would be
to train doctors. Help from In-
dian experts can be sought in
this regard. We at Escort
through the South Asian A-;o-
ciation of Regional Cooperation
(SAARC) Cardiac Society allo-
cated one position in both an-
gioplasty and cardiac surgery
eac &::ar for Bangladeshi doc-
tors. We may increase the num-
ber of positions.

The second aspect is to de-
velop specialised fields like
cardiac surgery. Technology is
changing very fast and things
are becoming less complicated.
Doctors coming to Escorts
would be trained in such high-
tech interventions as well as
surgery. The doctor taking
training would be working in
his own setting so that he is ca-
pable of working in an envi-
ronment where the trained doc-
tor once back in Dhaka is ca-
pable of carrying out spe-
cialised jobs without experts
around. We at Escort are ready
to provide this backup service
required for the local doctors.

The third aspect is making
surgcry and treatment products
or devices available at cheaper
rates in Bangladesh. [n that we
can influence companies to
suppl?r disposable at a low cost.
I wouid like (o state that I have
helped some doctors at the Na-
tional Heart Foundation and
requested US-based mar|nr
companies in Boston for free
supply of products like stents
and catheter for treatment of at

least four patients during my

stay here.

{:s: Heart treatment is usu-
ally for the rich. Poor virtually
do not get proper access to
treatment here whereas a large
section of ts are now
found to have heart discases.
How do you think this problem
can be ?

AS: Well, | have already
thought about that. In fact, I
want to create a fund in Dhaka
for treatment purpose. The aim
is not just to reach the affluent
in Bangladesh but to reach out
to the people who really need it.

DS: How do you intend to
achieve it?

AS: The best way to achieve
this would be by making con-
tribution for those who cannot
afford treatment. There are a
lot of affluent people here who
come to seek my advice that |
will give to my patients free of
cost. | will be devoting my time
and energy for the benefit of
these affluent people. Instead if

' these people agree o make con-

tribution to the fund I can hel
those patients who cannot af-
ford such expensive treatment.
The funds management will be
done locally.

DS: Can government develo
high-tech cardiac centres an
maintain them?

AS: Quality treatment from
high-tech cardiology centres
can come from only private sec-
tor not government. Govern-
ment cannot afford and main-
tain such expenses and exam-
ples can be found in the UK and
the USA. Private medicine can
bring good facility as well.

DS: How does people pay for

treatment?

AS: This is where insurance
schemes called the third party
payment system come in. Em-
ployers or government can also
pay for treatment by way of
sulynsidies so a commoner does
not have to take the heavy bur-
den of paying for expensive

treatment like heart surgery.
Here | like to mention that
there is a boom in medical In-
surance in India and there are
examples in other countries,
Loo.

©8: What about estab
a sub-centre of Escort in
Dhaka?

AS: We at Escort would be
more than happy to set up one
sub-centre here. The purpose is
not to make money but to trans-
fer skill through training
among young and talented doc-
tors in Bangladesh. This sub-
centre will be known as
Bangladeshi Escort heart cen-
tre. It would act as a centre of
excellence for trust instrumen-
tal In giving It a reality.

DS: As technology is devel-
oping do you think cost of
treatment would come down
substantially in the new mille-
njum?

DAS: Advancement In tech-
nology does not necessarily
lead to higher cost. It may be
expensive but can be made
cheaper through competition
amongst the providers and the
companies manufacturing the
disposable which can make
treatment process cheaper, |
once stated that life saving de-
vices should be imported free of
tax to allow advancement in
technology particularly in de-
veloping nations. Those, which

influence commorn man's sur-
vival, should be given priority
in healthcare system. Encour-
agement should be given to in-
dustries manufacturing medi-
cal products.

DS: Is heart disease on the
rise in this part of the conti-
nent?

DAS: Research in this field
indicates that it is not really
increasing but there is certainly
more diagnosis due to aware-
ness among people and, ol
course, treatment facilities.

DS: Thank you very much
for your time.

[t's time to brace for the worst

Prevalence of HIV/AIDS in the country is low. Still, the deadly disease can spread at a
frightening pace; therefore, there is no reason to feel safe, writes Dr Nizam U. Ahmed

IDS (acquired imupugode-
Africicncy syndrome) was

irst recognised in 1981
when the Centres for Disease
Control and Prevention in
Atlanta reported unusual
clusters of Kaposi's sarcoma
and Pneumocystis carinii
pneumonia among homosexual
male populations in Los
Angeles and San Francisco and
among injecting drug users in
New York City. Within the next
four years., human im-
munodeficiency virus (HIV), the
virus that causes AIDS, was
recognised and surveillance
systems for HIV infection and
AIDS cases began to emerge.

Currently there are 33.6

million people living with
HIV/AIDS world-wide, a figure
which represents infection
among one in every 100 adults
between the ages of 15 and 49
years. At the end of 1999, 12.8
million people had died of HIV
infection. Over two million died
in 1999 alone. An estimated 5.5
million new infections occurred
in 1999, is corresponding to
16,000 new infections each day.
Over 95 per cent of these new
infections occurred in the
developing countries, 1600 are
in children under 15 years of
age., About 14,000 are aged
between 15 and 49 years. of
whom over 40 per cent are
women and over 50 per cent are
in 15-24 age group.

Asia and the HIV Epidemic

Just over one in every five
HIV/AIDS cases can be found in
South and Southeast Asia.
While this pales in comparison
to the current epidemic in sub-
Saharan Alfrica, the epidemic
in Asia Is on the rise. It is ex-
pected that one in every four
cases will occur in this region
by the end of the year 2000. The
epidemic in South and South-
east Asia began in the late
1980s, and being a newer epi-
demic than those in North
America and Africa. monitor-
ing systéems are still inade-
quate. An estimated six to 10
million people in this region
are currently living with
HIV/AIDS, correlating with an
adult prevalence of 0.69 per
cent, equal to that of North

America and much lower UV 'n
the eight per cent prevalenc ol
sub-Saharan Africa. HIV/AIDS
claimed lives of 250,000 people
of South and Southeast Asia In
1997, and 220,000 children
have been orphaned in this re-
on since the epidemic began,
roximately 1.3 million new
!gctlnna occurred in South
and Southeast Asia in 1997
alone. Although levels of infec-
tion and routes of transmission
differ greatly within the region,
the main modc of trans:nission
is heterosexual contact. Ap-

proximately 30 per cent of HIV
poul;ive rsons Iin the region
are fe

Situation of HIV/AIDS in
India

The current HIV/AIDS ﬂ:ﬂ
demic in India is representative
of the lm:rcallnf epidemic In
South Asia and is reminiscent
of the early pattern in Africa,
where a sharp increase in
prevalence among high risk

groups was followed by trias-
to the rila-
tion. An estima 5-7 fon

people in India are living with
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Figure 1. New Adult HIV Infections by Region, 1977-1999

HIV, making it the country with
the largest number of HIV-in-
fected people in the world.
Ninety per cent of these cases
occur among people aged 15-45
years of age, most of whom are
from soclo-economically dis-
advantaged groups. The male to
female infection ratio is five to
one, with female cases occur-
ring mainly among commercial
sex workers (CSW). One study
conducted among CSW in India
found a rise in HIV prevalence
from 1.6 per cent in 1986, to 18
per cent in 1995 and 51 per cent
in 1996. A similar study among
STD clinic attendees and inject-
ing drug users found a 1.4 to 40
per cent increase among the at-
tenidees and a zero to 70 per cent
increase among drug users. HIV
rates among drug users in Ma-
nipur were as high as 73 per
cent in 1996-97. Other im _or-
tant vehicles of spread include
bridge populations such as
long-distance truck drivers and
migrant labourers. One study of
truck drivers in Madras found a
rise in seroprevalence amon
the study population from 1.
per cent in 1995 to 6.2 per cent
in 1996. Unfortunately, the
high-risk groups and bridge
populations are not the only
communities affected by HIV in
India. Prevalence among these
Frnups has reached such a high
evel that transmission {8 now
rapidly occurring in the general
population. An indication of
this spread is the infection rate
among women attending ante-
natal care centres. A 1996 study
among pregnant women In
Mumbal found an infection rate
of 2.4 per cent, while a similar
study In Maharashtra found
that 3.5 per cent of pregnant
teens were HIV positive. With

such high rates of infection now
being seen among all pog. la-
tions. India alone is cted to
account for one eighth of the
world's HIV infections by the
year 2000.

Situation of HIV/AIDS in
Ban esh

The first case of HIV iIn
Bangladesh was reported in
1989, and the first case of AIDS
followed in 1990. The number
of people living with HIV re-

rted in. November 1999 is 126,
3 ger cent (104) of them are
male. The rest 22 femalc, out of
which 46 per cent (10) are
housewives infected by their
husbands, followed by five
commercial sex workers of
whom three are below the age of
16 years. Most of the HIV-in-
fected males are emigrant
workers sent back home upon
diagnosis. Majority of PLHA in
Bangladesh resides in three di-
visions - Sylhet and Dhaka
followed by Chittagong. More
{than 50 per cent of the Infected
individuals in the Bangladesh
are below 35. The number of
AIDS cases Is 12, and 10 person
already died, thc most common
cause of death were tuberculosis
(5) while others being candidial
infection (2). malaria (1), diar-
rhoea (1), enchephalitis (1).

Prevalence of HIV In
Bangladesh is still low accord-
ing to the First National Sen-
tinel Surveillance for HIV and
Syphilis 1997-98, which was
conducted by ICDDR.B in col-
laboration with the govern-
ment. The results have also
shown that HIV is also present
in considerable number among
high risk groups of the people

surveyed, such as CSW 0.6 per
cent, Intravenous drug users
(IDUs) 2.5 per cent, STD pa-

Figure 2. HIV/AIDS Cases in Bangladesh by Year of Report
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tients 0.1 per cent. Men having
sex with men 0.2 per cent and
overall prevalence among these
selected groups was 0.4 per cent.
Prevaicngic: of Syphilis is high
articularly among sex workers
60-70 per cent) both brothel-
based and floating. Although
overall prevalence of HIV is low
but it is present in considerable
numbers among IDUs (2.5 per
cent), HIV is also present In
brothel-based sex workers.
Relatively high HIV prevalence
among IDUs (2.5 per cent) sug-
ests that Bangladesh is at the
ginning of an HIV epidemic,
which has the potential of
spreading rapidly.

The estimated number of
HIV-infected people is 21,000
according to O and UNAIDS
(1992). The number of reported
cases Iin males greatly out-
weighs the number of reported
cases in females. For example,
of the 29 cases detected in 1996,
23 were male and 6 were female.
Of the 17 infected women in the
BAPCP data file, 10 are house-
wives and two are SWs. Of the
68 males in this same data pool,
30 are migrant labourers, two
truck drivers and 29 categorised
as of 'occupation unknown'. For
a graphic representation of the

rowing epidemic in

ngladesh, see Figure 2.

Although the HIV/AIDS epi-
demic is currently nascent or
not fully understood In
Bangladesh, this country ex-
hibits several risk factors,
which could facilitate rapid
spread of HIV within its bor-

ers. One major problem is a
common porous border with
India and Myanmar, both of
which are currently experienc-
ing HIV epidemics.
Bangladesh's risk factors also
include premarital sex among
apprnxlmatcgr 50 per cent of
youth, 74 000 migrant workers

who leave their homes for long
periods of time each year, ap-
proximately 225,000 truck
drivers and their assistants, 50
per cent of whom have sex with
non-regular partners on their
Jrourncyu. Besides, blood trans-
usion is a major risk lactor.
Some 200,000 units of blood are
required per year of which al-
most BO per cent are drawn
from professional blood
donors, Among them 20 per
cent of professional blood
donors are from IDUs who
sharc needles (up to 97 per cent),
and over 100,000 CSW, many of
whom have a history of :
One study among CSW In
Bangladesh found that 95 per
" cent had contracted genital

herpes.and 60 per cent had
sypﬁills. Such diseases not only
facilitate transmission of HIV
but also indicate presence of
risky sexual behaviours such as
sex withoul a condom. If the
prevalence of HIV infection in
Bangladesh can be limited to
less than five per cent in high-
risk groups such as CSW, then
an epidemnic amon% the geneial

opulation can be averted.
Elowever. control of the epi-
demic in these grougs requires
immediate action by govern-
ment and NGOs in establishiag
appropriate targeted interven-
tions and STD treatment ser-
vices for national response in
Bangladesh.

Another aspects of risk gen-
erating factor are the borders
with India and Myanmar. In
these two countries HIV/AIDS
had already spread in frighten-
ing proportions. So considerin
this situation the conditions o
Bangladesh seems to be rather
vulnerable because movements
of people to and from these two
countries exist both legally and
illegally. The situation in these
countries is more serious than
Bangladesh. Any time the situa-
tion here could be like that. It
has been found that 0.6 per cent
of commercial sex workers are
HIV-positive in Bangladesh, but
there is nothing to feel happy
about because when the number
was zero there was no multipli-
cation and now when we got a
figure no matter how small it
may be, it will multiply and the
speed of that is very rapid. For
example, in 1988 in Thailand
one per cent of intravenous drug
users were HIV-positive and in
1989 that figure reached 39 per
cent. Here in Bangladesh in
1998 we found the figure in the
same population as 2.5 per cent,
but this figure may have in-
creased many times in 1999. In
Myanmar, in 1988 the percent-
age among drug users was zero,
but In 1991 it reached 71 per
cent. In India, in 1986 only one
per cent of commercial sex
workers were positive, in 1995
the ﬂ%m: rose to 18 per cent and
in 1996 to 51 per cent. So it is
evident from these figures of
HIV-positive Indian commer-
clal sex workers as to how f[ast
HIV/AIDS can spread. For that
reason we must be cautious
about our neighbouring coun-
tries. The percentage of HIV-

ositive people is relatively
igh In the Indian State of Ma-
nipur. But these Monipuris en-
ter our country without any
hindrance, without any pass-
port or visa. For that reason we

should take special care of that
region.

HIV/AIDS iIs the area of
communicable disease control,
and arguably of health and hu-
man development, where
Health Population Sector Pro-
gram (HPSP) of government
needs to demonstrate its ability
to act qulcklr. effectively, and
wisely In dea mﬂ with high pri-
ority. There is still time to avert
a catastrophic epldemic. HIV
could at any time Increase ex-
ponentially among and within
groups of Injecting drug users,
commercial sex workers, and

thelr contacts. We are running ]

out of tUme,

sh lags way behind in cardiac care

Listen and learn to live

To protect our young generation from the scourge of
AIDS, we need to create awareness among them,

writes Dr Shahida Rahman

ODAY'S children are
_T,J,mﬁur_r,oujﬁ adults. In oul

light to eradicate HIV
from the face of the earth, it is
of paramount importance that
the young generation be
protected through in-
corporating them into fold of
activities towards achieving
this goal. Our next generation
has the right to live in a clean
world free from all kinds of
blight.

The slogan or the theme of
this year for the world AIDS
campaign with children and
young people is 'Listen, Learn,
Live! whicFl is very timely and
accurately chosen as children
are more impressionable and
have the capacity to learn

uicker than the adults. Chil-

ren have their own way of
thinking and also have the ca-
pacity to resolve problems, so
we should listen to them about
their concern. We can confabu-
late with them to make it easier
for them to understand values,
respect and realise the profun-
dity of HIV and support them to
take up necessary steps towards
I:)reven!ive action. We may also
earn something in the process.

The rights of children and
young people must guaranteed
and those who have HIV/AIDS

are to be seen that they are not

victimised of stigma. If any-
body suffers from any disease,
he, in any way, is not to be ac-
cused. Medically accusation
tantamounts to crime. The
medicos in health care are to re-
lieve pain and give comfort and
try to alleviate physical and
mental sufferings.

Proper knowledge of infec-
tion dissemination will help
the younger generation to adopt
safer sex behaviour as has been
observed. By young people we
mean people who are below the
age oIPQS years and children
means up to the age of 18 years.

One-third of the 33.4 million
people living with HIV as on De-
cember 31 1998 were people
aged between 15 and 24 years. In
1998, live young people, men
and women, became infected
every minute, Three million
contracted infection with HIV
of all new infections, of whom
half belonged to this group. HIV
itself is a dangerous phe-
nomenon, and on top of that the
children issue is even a greater
headache, What happens to a
family when elders suffer from
the incurable disease in a coun-
try where large section of adult
community die of the ailment,
the children became orphans as
has happened in Uganda and
Ethiopia. In Uganda 1.7 million
children are orphans. Zim-
babwe is another one where in
1997, seven per cent children
under 15 lost their mothers.

Gender discrimination even
with young girls are usual. Due
to negligence and denial of their
rights, they hardly have control
on sexual exposure and thereby
HIV infection. Child trafficking
has been unveiled to behold a
grisly scene. It revealed that one
million children were In sex
trade all over the world In 1996,

About 100 million child“»n
in the world do not have sheller
and live on streets in violent
and dangerous situation. Even
in their own houses children
are being mentally and physi-

cally abused which may make
them prone to high risk sexual

behaviour which causes vul-
nerability to HIV.

HIV and AIDS alffected peo-
Ele need significant amount of

ealth care as it is a special is
probiems. FHO&nfechion getad!
ally progresses to even more se-
rious complications and even-
tually death.

HIV/AIDS is a multi-sec-
toral and multi-disciplinary is-
sue. Time has come when AIDS
campaign exclusively for chil-
dren and younger people is to be
carried out. Nearly three mil-
lion children died of AIDS
world-wide ever since the epi-
demic started. One million
children are living with HIV.
Child mortality has been n-
creasing due to the child birth
of HIV infected babies. Apart
from that the child may get in-
fection by breast feed.

Instead of the infection be-
ing reduced, more people are
falling into the grip of HIV
which is utterly frustrating.
HIV is slow in its action. Carri-
ers look normal and healthy
who are unaware of their car-
rier state till they became con-
firmed by blood or saliva exam-
ination, once infected, remains
infected for life.

Then, what {s to be done?
The answer Is prevention, pre-
vention from HIV. Utmost im-
portance is to be emphasised on
women. Women are to be pro-
tected from being infected with
the virus, family planning ser-
vices to be provided in places
where it is not available, and if
unwanted pregnancy occurs,
then to void the already in-
fected foetus (when law per-
mits).

S0 awareness strategy is to
be established. Advocacy and
awareness campaign are to be
undertaken in every aspect of
community., Antiretroviral
therapy and replacement feed-
ing to be made available for the
women who still wants the baby
to be born. In the awareness
process, already infected moth-
ers are to be informed that they
are HIV positive. Voluntary
counselling and testing are to be

arranged.

If nothi is done to reduce
mother and chilkd transmis-
sion, then prevalence of

HIV/AIDS will go up. It is calcu-
lated in the areas (most sub-Sa-
haran countries) where the 20

er cent of the pregnant women

[V-positive, the cost for caring
of HIV infected and dead chil-
dren will be extremely high.
The sick parents will be strug-
gling to take care of their sic
children on top of their own {ll
health.

Today's HIV infected people
are AIDS patients of yonder
years. More than 8,500 children
and cgmmﬁ ﬁenplc become in-
fected with HIV daily, six every
minute.

Therefore, we are to prepare
ourselves with preparedness.
The danger Is imminent. With
adequate fund accumulations,
research trial centre with
health professionals and bio-
medic engineers to be opened
from where community based
prevention and treatment pro-
grammes are to be conducted.

The hard-earned child sur-
vival in many countries for ex-
ample in sub-Saharan coun-
tries has had a setback, Life ex-
pectancy between 10-15 years

has declined and mortality
rales are increasing as_more
babies are born with HIV.

Socio-economic impact is
unbelievably high. HIV creates
a great pressure especially in
countries where economic fac-
tor is acute.

The 1997 AIDS Campaign
was for "Children living in a
world with AIDS". Those chil-
dren are to be incorporated and
amalgamated in HIV/AIDS epi-
demic assembly. UNDP sup-
ports governments to
strengthen and expand the ca-
pacity building programmes of
HIV/AIDS r.-*piﬁ’emit: UN theme
roup works through Resident
oordinators of the countries.
It helps to initiate in the com-
munity to undertake ethical, le-
gal, human rights, gender sen-
sitive issues, and empower peo-

ple.

The estimated number of
children newly infected with
HIV under 15 years in 1998 was

s#about 590,000 globally. In
South and South-East Asia was
55,000 and Sub-Saharan
Africa, 530,000, the highest

number in the world. The newly
infected of young people with
HIV are (o take control of their
problems that arise in their
own set-up based on the local
values and knowledge to create
favourable political, economi-
cal and social environment.
Under 15-24 years was mor:
than 2.5 million during the
same period. 700.000 were in
Asia and Pacific and 1.7 mil-
lion in sub-Saharan Alrica
whereas in North America
where AIDS was f[irst spotted
was more than 25.000 as the
country has been able to stail
the intensity of HIV. The Latin
America and Caribbean islands
had more than 65,000, Eastern
Europe and Central Asia, more
than 25.000 and Middle East
and North Africa above S000.

Children estimated to have
been orphaned by AIDS at 14
years or younger at the end of
1997 was 200, in South and
South Asia, 2,200 in East As'a
and Pacific and in Sub Saharin
countries was 7.8 million. Total
cumulative number was 8 2
million around the world.

To contain HIV infection a
healthy rapport between chil-
dren and parents/guardiags is a
necessity. Communication be-
tween them is very important,
and for that the adults must
provide a healthy and conge-
nial surroundings for their
progeny. Parents and children
should know each other, they
should know themselves, their
likes and dislikes, what they
are, their desires, their habits
and what hurts them.

The alarm bell is ringing in
the atmosphere of Bangladesh
to expedite the action against
the oncoming epldemic explo-
sion. It is all the more impor-
tant as Bangladesh is a
stricken country. Right now,
what we are in need ol is more
sustainable funding on
HIV/AIDS sector and evalua-
tion on the positive aspect of
the intervention already done.

The writer, former National
Consultant, HIV/AIDS, BAPCP
& MOH & FW., is Chairman, Ro-
tary District 3280 (BD), AIDS &

Drug Abuse Comunittee.




