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Dr. Zafarullah Chowdhury, the founder-projects coordinator of Gonoshasthaya Kendra, (a health
and development project in Bangladesh) is currently on a visit to India. This is an introduction to
the activities of Gonoshasthaya Kendra (GK) and to the Bangladesh health and drug policy which
has undeniably been influenced by GK and, more importantly, by Dr. Chowdhury.

Dr. Chowdhury's involvement in social and political issues dates from his student days when he
was an active and vocal member of the Dhaka Medical College students union. When war
broke out in Bangladesh he was studying in England. Like many other Bangladeshi youth, then
working or studying abroad, he returned to work with the Mukti Bahini, helping to set up a field
hospital, the Bangladesh Hospital, at the Tripura border. After the war, the Hospital moved to
Savar about 60 km from Dhaka and_became the Gonoshasthaya Kendra. x
The project's bold, innovative and often radical approach has prompted both criticism and
admiration. GK was among the earliest health projects to successfully incorporate the idea of
training local people to look after their health needs. The women paramedics of Savar have
since become a symbol of a plausible alternative to the high-cost, hospital-oriented health care
systems. GK is openly committed to improving and enhancing women's skills and its employment
policy is biased towards women. Its most recent venture is a pharmaceutical factory, the
first in the voluntary sector, set up to produce essential drugs at reasonable prices.

Dr. Zafarullah Chowdhury, with his persistent criticism of anti-people policies and exploitative
power structures (Chowdhury, 1977) and his refusal to accept limited but conventional and
approved ways of providing solutions to the problems of health, has influenced policy changes
at the national level.

During the past year, Bangladesh has been trying to implement a new drug policy which attempts
to make essential drugs available to the people at prices they can afford, while at the same
time curbing the production and sale of unnecessary, irrational and potentially dangerous
formulations. Dr. Chowdhury, who was a member of the expert committee which helped the
government formulate the new policy, has been a strong advocate of the policy's main objectives.
The policy continues to be under attack from the multinational drug companies and has received
little support from the major drug producing nations.

However, the growing consumer movement all over Europe and in Asia has been very vocal in
its support of the policy. Much of this international support has been due to Dr. Chowdhury's
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personal efforts to forestall the pressure tactics of the multinational companies and drug
producing nations — tactics which have in the past sabotaged efforts by other developing
countries to gain control of their drug production and sale.

Dr. Chowdhury's visit to India coincides with the beginning of a nation-wide campaign being
undertaken by consumer groups, the People's Science Movement, health groups, voluntary
organisations and trade union groups. The campaign will highlight the irrational drug production
patterns, high prices, artificial scarcities of essential drugs and increasing production of non-
essentials, and demand a comprehensive review of drugs.

Health for all : the Savar experience

Gonoshasthaya Kendra began as an attempt by a group of doctors to provide preventive and
promotive health care in a rural area, but has now found itself drawn into activities well
outside the conventional sphere of health care. Despite this early commitment to preventive
health care, the lack of even the most basic health facilities in the area forced them to start
clinics. Those were the years of material scarcity, when they were running clinics from tents
and had to cope with high death and disease rates and post-war destitution. The first reports
from GK talk of the growing realisation that " everything tried so far in the field of health
care had miscarried because of a basic fault in the concept of medical care which had been
taken over wholesale from the West, in complete disregard of the huge differences in the
standards of living, social structure and patterns of health and disease" (GK Report 1972).
The transition from these make-shift clinics to the present internationally-acclaimed integrated
development : project has been slow and fraught with disillusionment, failure and tragedy.

GK's primary health service now covers a population of over 100,000 and its most important
functionaries are not doctors but paramedics. A GK paramedic is usually a village woman with
a certain level of literacy, between 17 and 25 years old who has been trained in preventive and
some curative health work (Chowdhury, 1980). The number of paramedics at any one time
varies between 30 and 40.

Paramedics may begin training at any time of the year and are apprenticed to senior personnel
for a period of six months to a year. Regular classes are conducted by the seniors and occasion-
ally by doctors in the evenings. A trainee is made a member of the staff only if approved by
the villages in which she has worked and by the heads of the various departments such as
agriculture, family planning, pathology and village work. In time a paramedic gains enough skills
to be allowed to examine patients on her own, run outpatient clinics and prescribe analgesics
and antibiotics. Some of them have become department and project heads and many now conduct
sterilisation operations on their own. But their primary training is on how to provide advice on
antenatal care, family planning methods, nutrition and health education. A paramedic is trained
to conduct simple pathological tests on blood, urine and stools and to undertake immunisation
such as BCG for children, tetanus toxoid for women in the child-bearing age, and primary

smallpox.

GK's paramedics have undertaken far more medical tasks than village health workers elsewhere.
Experiments of a similar nature in India have generated strong resentment among the medical
profession who often see this as a trespass into an area reserved for 'professionals'.

The GK health service includes four subcentres, each with a staff of five paramedics. The
subcentres have little equipment; only two of them have kerosene refrigerators for storing
vaccines. For five days of the week, one paramedic runs the subcentre while the others go into
the villages, each paramedic being responsible for a population of 3,000 (or approximately
3 villages). Since mobility is so important, all paramedics have to learn to ride a bicycle . In
the beginning, women paramedics on bicycles came in for a lot of criticism from the traditional
society and from the religious leaders. But now, bicycles are very much a part of the GK
health scene.
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Another significant feature at GK is that the 'ward' or sick room at the main centre or 'hospital'
is also managed by a paramedic and not a doctor. The inpatient unit has eight general beds,
one labour bed and one reserved for tentanus cases. The most common causes of admissions
are diarrhoeal diseases, self-poisoning (attempted suicide especially among women) and peptic
ulcers. Admissions due to the first cause are almost always from areas outside the project
limits which is a telling comment on the success of the preventive and promotive work of
the paramedic. The infant motality project area is 120/1000 )ive births as against the national
rate of 140/1000 live births (1981).

Family planning has been an important component of the health service activity. The project
area has one of the lowest growth rates in the countrv. Sterilization and menstrual regulations
are done almost exclusively by senior paramedics and, interestingly, for tubectomies people
prefer women paramedics to doctors. (Chowdhury and Chowdhury, 1976).

The project began to use the now controversial injectable contraceptive, Depo Provera in
1974 when there were 7,000 acceptors. However, it was found that many of the women ex-
perienced menstrual chaos, some had severe bleeding and there was even a case of chorian
carcinoma necessitating a hysteroctomy. These findings together with Stephen Minkin's now
famous article (1980, reprinted) exposing long withheld information about the contraceptive,
prompted the health workers to decide to withdraw Depo Provera in 1979. By contrast, the
Bangladesh government decided to introduce Depo Provera in their official family planning
programme around this time — a move which was highly criticised by GK. (Progress Report, 7).

Dr. Chowdhury has been very vocal in his criticism of the Western attitude to the problem
of overpopulation in developing countries. He is also critical of any form of compulsion and
even of the incentive scheme introduced to encourage sterilization, which he sees as being
degrading and devoid of any human concern for the acceptors. (Chowdhury, 1982).

A health insurance scheme was instituted right at the outset, but had to be drastically modified.
Now, the project identifies three categories for the scheme : the first consists of those who
are unable to obtain even two meals a day for their families. This group does not pay for
registration, but only a fee of half a taka (0.25 p) per patient per visit. The second group is
of those who own upto 5 acres of land (arable or otherwise), pays 12 taka for registratian,
10 ‘taka for yearly renewal and 2 taka per patient per visit. The third group comprises those
who have more than 5 acres of land. They pay the same registration and renewal charges but
5 taka per patient per visit. In 1979-80, 47 percent of the recurrent expenditure of the health
programme was met by the insurance fees. (Progress Report, 7).

A .characteristic feature of GK has been its ability to assimilate and integrate new experience.
It has also survived tragic repercussions of its pioneering zeal. One of GK's most painful
periods of self examination; (especially for people like Dr. Chowdhury) came after the brutal
murder of Nizam, a paramedic, in 1976. Nizam had succeeded in establishing a subcentre in an
area dominated and wholly controlled by the local landlord and political boss. He had also helped
the local people to organise a credit cooperative which would have considerably undermined
the influence of the landlord. The local doctor, whose exploitative practices had been exposed
by Nizam conspired with the landlord to have Nizam murdered. He had been beheaded and
his body was discovered days after the event. But inspite of the watchman's eyewitness account
of the incident and Dr. Chowdhury's considerable influence in government circles, the murderers
although identified, have never been apprehended. (Chowdhury, reprinted 1978).

Nizam's murder has been a constant reminder of the consequences of disturbing the balance
of social and political forces. " ........ if there was, perhaps for some months, the unavowed
wish among us to forget about the terrifying events surrounding Nizam's death and to pretend
it never happened, the anniversary has created an atmosphere of acknowledgement of the
dark forces operating in ‘our society and a determination to fight them so that Nizam may
not have died in vain." (Progress Report, 6).






