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T
he objective of the 
Action Programme on 
Essential Drugs in 
Bangladesh is to make 
drugs available to more 

of the population at a reasonable cost. 
The government has consistently pur
sued a policy of expanding the public 
health infrastructure and providing pri
mary health care to the vast majority of 
rural people, in line with WHO's global 
aim of Health for all. 

In order to achieve this objective, the 
government introduced a national 
drugs policy in June 1982 designed to 
give priority to the production of 
essential, safe and efficacious drugs, 
and at the same time to remove all 
harmful, useless and undesirable prod
ucts from the market. 

The idea of drawing up a list of 
about 200 drugs and vaccines that 
could be considered essential to good 
medical practice was introduced by 
WHO in 1977. The list enables 
developing countries to keep their 
spending on pharmaceutical products 
to a minimum while ensuring that a 
majority of ordinary people have 
access to the medicaments they need. 
The model list and the guidelines and 
recommendations of the WHO Expert 
Committee on the selection of 
essential drugs are among the basic 
components of primary health care, 
and were carefully considered when 
the Essential Drugs list of Bangladesh 
was in preparation. 

What are the criteria that apply iQI 
when products for local manufacture .i 
and registration of imported drugs are .E 
being considered? The following are ~ 
strictly observed: ~ 
- combinations of antibiotics, anal- z 
gesics, narcotics and vitamins are ~ 
prohibited; 
- combinations are only exceptionally .S 
allowed - for instance, oral rehydration ~ 
salts· ~ 
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Bangladesh girls practising first aid. § 
Treatment they will oHer for injuries will o 
be derived from the country's list of] 
essenti~mvg£ ; 

~ 
WORLD HEALTH. September-October 1990 

- manufacture or importation of drugs 
with little or no therapeutic value, such 
as cough mixtures, throat lozenges, 
tonics or gripe-water, is prohibited; 
- products with doubtful or little value 
or advantage, or differing only slightly 
in composition, are prohibited; 
- certain drugs with serious side
effects but offering favourable risk
benefit are allowed in restricted use; 
- the importation of drugs is restricted 
to those that are otherwise not avail
able in the country; 
- protection is given to drugs made 
from locally produced raw materials; 
- restrictions are placed on the manu
facture by multinational corporations 
of vitamins and antacids; 
- the production of drugs under 
licence is not allowed. 

Negative impact 
The introduction of this policy 

generated a great deal of controversy 
at first. Manufacturers were afraid that 
their production and profits would be 
disrupted, and expressed concern 
about the short-term negative impact 
on their sales. 

But the objectives and strategies of 
this drugs policy were essentially 
people-oriented - in conformity with 
the recommendations and philosophy 
of WHO on essential drugs. Since the 
adoption of the drugs policy in 1982, 
there are clear indications that the 
drug situation in Bangladesh has 

changed for the better. Any fears 
about local production being disturbed 
or of a drug crisis turned out to be 
unfounded. 

The local industries, both national 
and multinational, have adapted well 
and have adjusted themselves to 
the changed policies. The value of 
locally produced drugs rose from 
US $54,420,000 in 1981 to 
$156,400,000 in 1989. The share of 
the cost of essential drugs in expendi
ture on primary health care increased 
significantly over the year and now 
stands at 75 per cent, compared to 30 
per cent in 1981. 

In fact the production volume of the 
Bangladeshi companies actually 
increased compared to that of the 
multinationals which had dominated 
the field of local production. Local 
companies now produce nearly 52 per 
cent of the total local production 
compared to only 35 per cent in 1981. 
These companies now appear in the 
first, third, fourth and ninth position in 
the list of Top Ten companies. 

Although the total expenditure on 
imports of raw materials has increased 
over the years to meet the demands of 
local production, there has been a 
significant downward shift in the prices 
of many individual items by anything 
from 20 to 90 per cent. Consequently 
the maximum retail price of finished 
products has been lowered propor
tionately. 



Vaccines too are among the list of drugs 
recommended by WHO to ensure that 
priority is given to the local production 
of essential, safe and efficacious 
products. 

On the other hand, between 10 and 
12 per cent of the total requirements 

· of drugs of a special nature are still 
being imported. But the cost has been 
reduced from $13,500,000 in the year 
1981 to $6,800,000 in 1989. 
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population can afford allopathic health. 
care facilities. The government is seek
ing to provide health care services to 
the majority who cannot afford to 
pay, through a network of health 
centres, hospitals and institutes. Both 
preventive and curative aspects are 
taken care of. 

Donor agencies such as the World 
Bank, UNICEF and WHO, DANIDA (of 
Denmark) and SIDA (of Sweden) are 
extending their help to supplement the 
government's resources and provide 
essential drugs for primary health care. 

At present the greatest emphasis is 
given to making quality pharmaceuti
cal products available. The concept of 
quality assurance at the manufacturing 
level is given high importance and 
facilities, and the availability of trained 
manpower has to be guaranteed 
before any drug manufacturing licence 
is granted. The quality assurance of 
drugs, as embodied in good manufac
turing practice and the subsequent 
monitoring of quality from manufac
ture to use has been identified as a 
crucial element of drugs policy. 

Facilities for testing and analysing 
drugs at the government Drug Testing 
Laboratories have been considerably 
improved by procuring the latest 
equipment and technologies, and by 
training personnel with the active assis
tance of WHO, DANIDA and SIDA. This 
has enhanced the capacity of the Drug 
Testing Laboratories to handle more 
samples sent as part of routine moni
toring and surveillance. 

QuaUty control 
Further development of these 

laboratories should lead to the conti
nued availability of quality drugs on 
the market. Two government laborato
ries are now checking random samples 
of drugs from the open market on a 

·6, regular basis, under a programme 
~ known as the "national survey of 
~ quality control of essential drugs." 
e_ If any drug proves to be sub
~ standard and if the manufacturer fails 
~ to satisfy the authorities why it has 

The withdrawal of harmful, abuse
potential, useless and non-essential · 
drugs has in turn protected consumers. 
And there is no longer a scarcity of 
generic drugs identified as essential. 
The more rational prescription of 
drugs indicates that physicians, 
chemists and pharmacists are increas
ingly aware of the benefits. 

The health system in Bangladesh 
provides for health care services in 
both the public and private sectors. 
Only 15 to 20 per cent of the 

produced it, that drug is withdrawn 
from the market and will remain under 
suspension until the manufacturer 
improves the situation. 

The whole concept of essential 
drugs has been a success in improving 
the supply and use of drugs in 
Bangladesh in spite of our meagre 
resources. It has been made possible 
because of the strong political will of 
the government and with the con
tinuous backing of WHO, UNICEF, the 
World Bank and such agencies as 
DANIDA and SIDA. • 
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