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With a population of 150 million and
population growth rate of 2.02,
Bangladesh is one of the most
densely populated countries in the
world1. During the period 1994-2002,
the crude birth rate dropped from

36 to 28.9 and the death rate fell
from 13 in 1997 to 8.3 in 2002. The
Infant Mortality Rate (IMR) has also
declined from 79 in 1998 to 65 in
20042. Since 1990, Bangladesh has
risen 14 places in the HDI ranking.

The maternal mortality ratio (MMR)
continues to be high with 322 per
100,000 live births3. The adult
literacy rate (41%) is lowest in the
South-East Asia region with female
literacy as low as 31%.

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision. Population Division
of the Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

Young people (ages 10-24)
comprising of 45 million form the
biggest segment of the population
(about 32%) of Bangladesh
(Table-1).  Approximately 22% of
total population falls in the age
bracket of 10-19, classified as
adolescents, a distinct segment of

young people. There has also been
an increase in the proportion of
young people over the years.
However, this is a temporary phase
and it is estimated that by the year
2025 their proportion will be
reduced to 27%4. The proportion
of young people residing in rural

areas is also higher than in urban
areas2. However, the profile changes
gradually as young people enter the
next age group (15-19 years).
Presumably when they migrate from
rural to urban areas their numbers
fall in rural areas and rise in urban
areas.

POPULATION OF YOUNG PEOPLE

Age Male Female Total
(in years) Number (%) Number (%) Number (%)
10-14 8,376,000 5.9 8,000,000 5.6 16,376,000 11.5

15-19 7,645,000 5.4 7,251,000 5.1 14,896,000 10.5

20-24 7,104,000 5.0 6,734,000 4.8 13,838,000 9.8

Total 23,125,000 16.3 21,985,000 15.5 45,110,000 31.8

Table 1: Number and per cent of young people by age and sex in Bangladesh, 2004

NE: Not Estimated
Source: East-West Centre 1999: A look at Asia's changing youth population, Asia-Pacific Population and Policy, Number 48.

Year Youth share of Per cent Per cent in school Per cent in Per cent single
total population single (ages 15-19 only) labour force  and out of school

% M F M F M F M F
1950 18 66 0 5 NE 86 4 63 0

1970 17 75 12 25 5 81 5 57 8

1990 21 82 30 31 20 76 76 59 18

Table 2: Demographic and social trends among youth (age 15-24 except where otherwise noted)
(1950-1990) in Bangladesh

STATUS OF EDUCATION

Although literacy rate and education
level of young people in Bangladesh
have improved over the years, a large
number of them are still illiterate.
There is a steady fall in the
percentage of both males and
females in the younger age group

who have never attended school.
The Demographic Health Survey
2004 reports that for men, the
proportion which has had no
education decreases from 42% for
ages 50-54 to 9% among those
aged 10-14.  For women the decline

is more striking: from seventy to
seven per cent. Around 70% of all
adolescents receive education2. The
increase in female education has
narrowed the gap in education
levels between males and females
in young population. Nevertheless,
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EMPLOYMENT
Paid employment begins early in
Bangladesh. At ages 10-14, about
half of boys and girls are working
for cash. A decline has been
demonstrated in proportion of
school-age children engaged in paid
employment during the last decade
and half. This decline can be
attributed to government policy and
support extended for education,

particularly for girls. However,
eighteen per cent of boys and five
per cent of girls in the age group
of 10-14 are employed and are out
of school (Table-5).

More young women are employed
in urban areas than in rural areas
which is reverse in case of young
men. However, activity rates among

young people should be "compared
with caution”, because many girls,
especially in rural areas, are doing
unpaid domestic work, which does
not fit the DHS definition of work.
A Bangladesh observation study
showed that girls spend less than
half as much time on income-earning
work as boys, whether or not they
are in school6.

men are still more likely than women
to have completed primary and
secondary schools (Table-3). The
difference, however, has narrowed in
the last ten years. In 1993-1994, men
aged 20-24 were 2.3 times more
likely than women in the same age
group to have completed secondary
school; in 2004 this ratio had declined

to 1.52. More than two-thirds of
adolescents aged 11-15 years are
attending school (Table-4). School
attendance is higher for girls than
for boys in this age group. For
those aged 16-20, school atten-
dance drops sharply from levels at
younger ages, and it is higher for
males and those residing in urban

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

areas. The data from previous surveys
suggest that for ages 16-20, school
attendance has actually fallen for
males, while for females there has
been a slight increase. One of the
major causes of discontinuation of
education for adolescent girls,
especially in rural areas, is early
marriage5.

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

Table 4: Per cent of young people attending school, by age and sex in Bangladesh, 2004

Age Male Female Total

Urban Rural Total Urban Rural Total Urban Rural Total

11-15 63.0 66.9 66.1 65.9 71.3 70.1 64.6 69.2 68.2

16-20 33.3 29.2 30.2 32.2 22.0 24.4 32.7 25.3 27.0

21-24 26.2 14.5 17.6 11.3 5.1 6.7 17.6 8.8 11.1

Table 5: Per cent of working young people by age, sex and residence in Bangladesh, 2004

Age Male Female

Urban Rural Total Urban Rural Total

10-14 19.7 17.6 18.0 10.4 3.1 4.7

15-19 54.5 58.0 57.2 17.7 7.4 9.7

20-24 71.2 79.6 77.5 22.0 15.4 17.0

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004. * All figures in per cent

Table 3: Educational attainments of young people by age and sex in Bangladesh, 2004

Age No education Primary incomplete Primary complete Secondary plus

Female Male Female Male Female Male Female Male

10-14 7.3 8.7 49.5 56.4 5.6 5.9 0.1 0.0

15-19 12.0 13.3 17.5 20.0 9.8 12.1 7.7 8.9

20-24 23.9 15.8 17.7 17.4 9.4 12.1 16.4 23.8

(in years)

(in years)

(in years)
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Adolescence is generally a period of
life free from both childhood diseases
and the effects of aging. Mortality
rates among adolescents are
generally lower than those observed

at younger and older ages. In
Bangladesh, mortality rates for
females were higher than males in
the older age group, i.e. in
reproductive years (ages 15-19 and

20-24), which could be due to
disparities in terms of food intake,
access to healthcare and other
developmental care or mortality
during childbearing and childbirth.

Working adolescents are exposed to hazards

Nature of hazards working children and adolescents exposed to are:

� working with high speed rotary blades—10.7%.

� working with sharp instruments—19%.

� working with hot elements and electric tools without protective shield—15%.

� working with chemicals without gloves—14%.

Source: Rahman W. Hazardous Child Labour in Bangladesh, Department of Labour, Government of Bangladesh, 1996.

In Bangladesh, the legal minimum
age of marriage is 18 for girls
and 21 for boys. Despite the law
governing the age for marriage, early
or teenage marriages are common.
This deprives girls of some of their
basic rights and subjects them to
health risks and discrimination.
About 11% of girls aged 10-14 and
46% of 15-19 year olds are married2.
However, the median age at first
marriage has risen gradually during
the last 25 years (from 13.9 years
for women aged 45-49 to 16 years
for those aged 20-24). The proportion
of women marrying by age 15 has
dec-lined by almost half over the
time, from 62% among women aged
45-49 to 37% among women aged
20-24.  Around 79% of Bangladeshi
women marry before the age of 20
(Figure-1). The marriage rate for
adolescent girls is about eleven
times higher than for boys.

Median age at first marriage for girls2 (ages 20-24) 16 years

Median age of first birth2 18.4 years

Per cent of TFR attributed to birth by ages 15-198 18

Table 7: Marriage and childbearing in Bangladesh

AGE AT MARRIAGE

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

Figure 1: Per cent of women who were first married by specific
exact ages in Bangladesh, 2004

Per cent of women

DEATH RATES AMONG YOUNG PEOPLE

Females (%) Males (%)

Aged 10-14 Aged 15-19 Aged 20-24 Aged 10-14 Aged 15-19 Aged 20-24

1.1 2.3 3.1 1.7 2.0 2.2

Source: United Nations (1997) Demographic Yearbook 1995 New York, United Nations (ST/ESA/STAT/SER. R/26).

Table 6: Age-specific death rates among young people in Bangladesh, 1995
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Women in rural areas get married
much earlier than those living in
urban areas (Table-8). The median
age at first marriage for women aged
20-24 in urban areas is 17.1 as
compared to 15.7 in the same age
group in rural areas. Similarly,
education has also played a
significant role in increasing the age
of marriage of women in Bangladesh.
The median age at first marriage is
14 years for those with no education
and 19.8 years for those who have
at least completed secondary
education.

In Bangladesh, almost all marriages
are arranged by the parents. While

assessing the ease and confidence
of youth to discuss marriage and
partners with their parents, a youth
survey7 reported that about 40%

Source: Early Marriage, A Harmful Traditional Practice: A Statistical Exploration 2005, UNICEF.

Total Urban Rural No Primary Secondary Higher Poorest Richest
Education Education Education Education

68.4 43.6 72.1 86.2 78.2 52.6 10 86.8 40.3

Table 8: Per cent of women aged 20-24 married by the exact age of 18 in Bangladesh

Childbearing commences soon after
marriage. More than 10% of 20-24
year old young women give birth to
their first child before the age of 15
while 36% before they turn 172. The
age-specific fertility rate (ASFR) for
ages 15-19 is 135 with fertility of this
age group making up 18% of the total
fertility rate (Figure-3).  The median
age at first birth shows that more than
half of all births take place during
adolescence (18.4 for 20-24-year age
group). The Bangladesh Demographic
and Health Survey (BDHS) 2004 reveals
that 28% of teenage women in
Bangladesh are mothers and another
5% are pregnant with their first child.
In all, one-third of teenagers have
begun childbearing (Table-9).

Although there is not much change
during the last 4 years (between 2000
and 2004), the data for different age
groups shows that mean age at first

Figure 2: Trend in proportion of never married among women
15-19 and 20-24 years in Bangladesh, 1975-2004
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Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

Figure 3: Trends in age specific fertility rates (ASFR) in Bangladesh

of urban youth expressed confidence
in discussing marriage with their
parents. For rural youth figure lowered
to 32% for males and 29% for females.

birth is rising among young women
when compared with their mothers'
generation in keeping with a rising
age of marriage. The median age at
first birth has increased from 17.6
for older women aged 40-44 to 18.4
for women aged 20-242.

Early childbearing among adoles-
cents is more prominent in rural

areas, compared with urban areas.
Delayed childbearing has strong
relation with education of women.
Only 16% of the teenagers who had
completed secondary education had
begun childbearing, compared with
almost 47% of those with no
education. Childbearing begins earlier
among adolescents in the poorest
households.

Age groups

PREGNANCY AND CHILDBEARING
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Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

Table 9: Per cent of married adolescents aged 15-19 who have
begun childbearing in Bangladesh, 1999-2000 and 2004

Per cent who have begun
child-bearing

Age (in years) 1990-2000 2004

15 15.9 11.5
16 26.0 22.2
17 36.5 37.2
18 45.0 42.8
19 57.3 58.8

Residence
Urban 25.5 26.1
Rural 37.0 37.4

Education
No education 55.7 46.5
Primary incomplete 45.3 45.8
Primary complete 43.3 37.1
Secondary plus 20.9 -15.5
Total 34.7 32.7

Source: Family Care International 1998, as cited in Mathur S., Greene M., Malhotra A.
‘Too Young to Wed: The lives, rights and health of young married girls’, ICRW, 2003.

Figure 4: Maternal mortality ratio (MMR) (per 100,000 women)
by age in Bangladesh, 1998

M
M

R

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

Figure 5: Neonatal, infant and under-five mortality rates and
mother's age at birth in Bangladesh, 2004

Mortality Rates

• A large proportion of married female
adolescents are unaware of the need
for antenatal check-up during preg-
nancy, postnatal care services etc.

• Over 59% of women below 20 years
received antenatal care. The proportion
of those receiving any antenatal care
is increasing gradually.

• Over 52 percent received iron and folic
acid supplementation during preg-
nancy.

• More than 90 percent of deliveries
for women below 20 took place at
home.

• 18.2% of women below 20 years
received postnatal care.

Antenatal & delivery care3

Young mothers are more likely to suffer
from severe complications during
delivery which result in higher morbidity
and mortality for both mother and child.
Adolescents tend to have a higher
mortality rate than older women: the
risk of dying from pregnancy-related
causes is twice as high for women aged
15-19 as for women in their early
twenties (Figure-4).

The neonatal, infant and under-five
mortality rates among children of
mothers aged less than 20 are much
higher than children of older mothers.
It declines with the increase in age of
the mother at birth (Figure-5).

Induced abortion among

young people

Induced abortion is permitted only to
save a woman's life. It is available
since 1999 for up to the 12 weeks of
gestational age in the form of
'menstrual regulation' (MR). About
1.4% of currently married adolescents
reported undergoing menstrual
regulation (Table-10). As abortion
services are available only up to the
12th week of the pregnancy,
adolescents may not recognize their
pregnancy or find adequate resources
in time. Small-scale studies have
shown that while adolescents
constitute 9% of women who received
services from 'menstrual regulation'

Age group Who know MR Who used MR services (%)
10-14 52.6 0.0

15-19 75.3 1.4

20-24 81.8 3.6

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

Table 10: Per cent of currently married women who know or
have ever used Menstrual Regulation (MR) in Bangladesh, 2004

clinics, they also form 15% of those
rejected by the clinics presumably
because of the advance stage of
pregnancy. As a result many adole-
scent girls are hospitalized for
complications of undergoing an

abortion by traditional birth atten-
dants or after attempting to induce9.
Cause-specific MRs showed that
deaths from abortion among 15-19-
year-olds were twice more common
than those in women aged 20-3410.
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Table 13: Per cent of currently married young women who
discussed family planing with their husbands in Bangladesh, 2004

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

Age Never discussed Once or twice More than twice
(in years)

10-14 56.4 33.7 9.9

15-19 51.4 39.8 8.7

20-24 50.8 40.3 8.6

The family planning programme in
Bangladesh has made remarkable
progress over the last few decades.
While knowledge of family planning
methods (99%) is high among
Bangladesh couples irrespective of
their age, the use of contraceptives
by adolescents aged 15-19 (42%) is
much lower than the national
average among married women
(58%) (Table-11). Nevertheless,
contraceptive use among women
aged 15-19 has increased from 25%
in 1993-94 to 42% in 2004. The BDHS
2004 also reported that young
women showed a tendency to
initiate family planning use at lower
parities as compared to older
women (23% among 35-year-olds vs
67% among ages 15-24). Modern
methods are preferred over

USE OF CONTRACEPTION
Table 11: Per cent distribution of currently married young women
by contraceptive method currently used in Bangladesh, 2004

      Method 1999-2000 2004

10-14 15-19 20-24 10-14 15-19 20-24
years years years years years years

Any method 25.7 38.1 47.1 29.1 42.2 52.9

Any traditional method 9.6 6.9 7.0 7.2 8.1 6.2

Any modern method 16.1 31.2 40.1 21.9 34.1 46.8

Pill 11.5 21.0 26.6 15.5 23.1 31.3

IUD 0.0 0.7 0.8 0.0 0.3 0.4

Injectables 0.9 4.9 7.2 0.4 6.2 8.8

Condom 3.8 4.3 4.0 6.0 4.2 4.8

Female sterilization 0.0 0.1 0.7 0.0 0.0 0.3

Male sterilization 0.0 0.0 0.1 0.0 0.0 0.1

Norplant 0.0 0.1 0.6 0.0 0.3 1.1

Not currently using 74.3 61.9 52.9 70.9 57.8 47.1

Source - Bangladesh Demographic and Health Survey (BDHS) - 1999-2000, 2004.

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

Table 12: Per cent of currently married young women with unmet need and the total demand for
family planning services in Bangladesh, 2004

Age Unmet need for FP (%) Total demand for FP (%) Demand

For Spacing For Limiting Total For Spacing For Limiting Total % Satisfied

10-14 23.3 0.0 23.3 52.0 0.4 52.5 55.5

15-19 14.4 0.8 15.1 53.9 6.0 60.0 74.7

20-24 8.3 4.1 12.5 42.3 26.4 68.7 81.9

(in years)

traditional methods. The pill
continues to be by far the most
popular method of contraception with
injectables being another commonly
used mode. Use of condoms is
considerably low despite them being
the most effective contraceptive to
prevent pregnancy as well as STIs
and HIV/AIDS.

Over one-fifth of births to adolescents
are unplanned - 20% mistimed (child
was desired later) and 0.8%
unwanted reflecting the obvious
need for contraception among
young people2.  Young adolescents
have the highest unmet need
for family planning which decreases
gradually with increase in age
(Table-12).

The high unmet needs among
adolescents along with their
high level of knowledge of
contraception indicate that married

young people face significant
barriers to adopting contraception.
Major reasons for non-use of
contraceptives cited by 10-29-year-
old married men and women are
fatalistic attitude (19.6%),
opposition from partner (12.4%),
opposed by respondent (11.9%),
religious prohibition (9.4%) and a
fear of side effects (5.9%). The
BDHS 2004 also reported that field
workers were less likely to visit

adolescent females than older
women: 81% of 20-24-year-olds were
not visited by field workers against
86% of under-19-year-olds. Young

women are less likely to know of
a satellite clinic in the community
and are less likely to have visited
for family planning services. Only
9% of 15-19-year-olds could visit the
clinic. Inter-spousal communication
is important for adoption and
sustained use of contraception.
Young adolescent girls are less likely
to discuss family planning with
their husbands than older women
(Table-13).
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A large number of adolescents,
especially girls, suffer from mal-
nutrition. Girls consume fewer calories
than boys11. They consumed 8% less
calories at ages 10-12, 18% less at
ages 13-15 and 28% less at ages 16-
19. In the 10-12-year-old age group,
both boys and girls did not meet their
daily calorie requirements. The diet
of adolescents is deficient in all the
nutrients, particularly in iron, calcium,
vitamin A and vitamin C (Table-14).
Rural Bangladesh has the highest
prevalence of thinness and stunting
(67% and 48% respectively) among
adolescents12. At the same time, low
prevalence was observed in school-
going girls of urban Bangladesh (16%
and 10%)13. The incidence of anaemia
is as high as 100% in girls and 99%
in boys in rural Bangladesh whereas
only 22% girls were found anaemic
in the urban areas11,14.

NUTRITIONAL STATUS

Countrywide data for nutritional
status of ever married young
women shows that a significant
proportion of young mothers fall

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

SEXUAL ACTIVITY
Although Bangladesh is a
traditionally conservative society,
there is increasing evidence that a
significant proportion of young
people engage in pre- and extra-
marital sex, the vast majority of
which is unprotected. A national
survey7 on young people aged 15-24
reported that 48% of rural and 45%
of urban males had their first sexual
experience between 15-17 years of
age (Figure-7). About 31% of rural
and 38% of urban males had sex at
18-20 years of age and about one-
sixth had sex before the age of 15.
About 26% reported having sex with
commercial sex workers. The urban
youth reported higher exposure to
sex workers as compared to their
rural counterparts. The reported
prevalence of premarital sex among
females was very low (2%) compared
to males in all age groups
(Figure-6). The most common
reported partner in premarital sex

Source: Baseline HIV/ AIDS Survey Among Youth in Bangladesh, 2005, ICDDR, B:
Centre for Health and Population Research, Associates for Community and Population
Research (ACPR), Population Council, Bangladesh, August 2005.

Table 14: Nutrient intake by school-going adolescents in
Bangladesh, 1998

Nutrient               Per cent of RDA

<50% 50-74% 75-99% 100%

Energy 10 56 25 9
Fat 12 33 32 23
Protein 17 46 20 17
Calcium 48 17 14 21
Iron 31 35 11 23
Vitamin A 44 10 8 38
Vitamin C 37 18 12 33

Source: Ahmed et al., 199812.

Table 15: Nutritional status of ever married young women in
Bangladesh, 2004

Age Height less than 145 cm BMI less than 18.5
(in years) (%) (%)

10-14 17.2 39.8
15-19 15.8 39.6
20-24 16.1 36.1

for boys was girlfriend (58%)
followed by sex worker (26%). The
prevalence of extramarital sex in
married males was about 7%, of

which 57% reported having sex with
commercial sex workers7. A large
proportion never used a condom in
premarital sex (Figure-8).

below the cut-off point for height and
thinness or show signs of acute
malnutrition at which the mother can
be considered at risk (Table-15).

Figure 6: Pre-marital sexual activity among youth in Bangladesh, 2005

Source: Baseline HIV/ AIDS Survey Among Youth in Bangladesh, 2005, ICDDR, B:
Centre for Health and Population Research, Associates for Community and Population
Research (ACPR), Population Council, Bangladesh, August 2005.

Figure 7: Age at first pre-marital sex among males, Bangladesh, 2005

Per cent
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• About 7% of respondents in Dhaka and 1% in Matlab reported sexual abuse

before 15 years of age.

• The younger a woman's age at first sex the greater is the likelihood of her first

sexual experience being forced. Of all those who had their first sexual experience

before 15, 38% of women in Dhaka and 36% in Matlab said it was forced.

Sexual abuse of girls under 15 years of age and forced first sex16

Young men having sex

with men (MSM)

There is a growing evidence of MSM
exploratory behaviour among boys in
Bangladesh; though no national-
level data on young MSM is
available. A need assessment study15

for prevention of HIV/STIs among
MSM in the age group of 21-30
years in Dhaka revealed that the
mean age of first sex with other
males was mostly between 10-12
years. Most of them sold sex
with seven or eight clients per night
and 40% did not know anything
about condoms. STIs were common
and the overall use of condoms was
very low. Of the MSMs 57% were
married and some sold sex to
women as well.

Exposure to pornography

A survey of Bangladeshi youth7

showed that 75% of males and 20%
of females were exposed to
pornographic movies with the
phenomenon being more pronounced
in urban areas. Males with premarital
or extramarital sexual experience

Source: Baseline HIV/ AIDS Survey Among Youth in Bangladesh, 2005, ICDDR,. B:
Centre for Health and Population Research, Associates for Community and Population
Research (ACPR), Population Council, Bangladesh, August 2005.

Figure 8: Condom use in pre-marital sex by youth in Bangladesh, 2005

have a higher exposure to
pornographic material. Appro-
ximately 40% of female res-
pondents with a history of pre-
and extramarital sex had some
exposure to pornographic material,

18% of it being recent. Exposure
to pornography was significantly
higher among unmarried males
with a history of sexual exposure
compared to those without
exposure.

STIs AND HIV/AIDS AMONG YOUNG PEOPLE
(For details please refer to "Fact Sheets on Young People and HIV/AIDS", WHO/ SEARO)

The national adult prevalence rate
of HIV/AIDS in Bangladesh is well
below 1%17. According to the age
disaggregated data, more males were
living with HIV/AIDS in the 15-24-year
age-group than females (Table-16).

Table 17: Selected data on young people from the 4th round of national HIV behavioural
surveillance, 2002

Behaviour Per cent

Bought sex from female in the past month 18.2

Sought STI treatment at formal facilities 50.5

Bought sex from male/hijra in the past month 2.7

Condom use at last commercial sex with female 35.3

Injected drug in past year 0.4

Source: 4th round of National & Behavioural Surveillance Survey (2002), Government of Bangladesh.

Table 16: Youth (aged 15-24) living with HIV/AIDS in Bangladesh,
end-2001

Female Male

Number Per cent Number Per cent

980 0.01 1100 0.01

Source: Young People and HIV/AIDS: Opportunity in crisis, UNICEF, UNAIDS
and WHO, 2002.



B
A

N
G

LA
D

ES
H

FACT SHEET

9

Figure 9: Reported STI symptoms among male youths in
Bangladesh, 2005

Source: Baseline HIV/AIDS Survey Among Youth in Bangladesh, 2005, ICDDR, B:
Centre for Health and Population Research, Associates for Community and Population
Research (ACPR), Population Council, Bangladesh, August 2005.

The young people are an emerging
key vulnerable group for potential HIV
infection in Bangladesh which is
evident from the rising incidence of
sexually transmitted infections (STIs)
among them. The national survey
showed that approximately 25% of
males and 21% of females reported
symptoms of STIs7. The survey also
showed that unmarried and married
men who had a history of premarital
and extramarital sexual exposure had
higher prevalence of STI (Figure-9). The
BDHS 2004 showed that about 4% of
married young men were having
sexually transmitted infections.

Knowledge on STI transmission,
prevention and symptoms among
young people in the country was very
low. Most young people fail to perceive
the risk for HIV as they have little or
no knowledge of the fact that STI
increases the vulnerability towards
HIV/AIDS. Less than 5% male and
female youth surveyed perceived the
risk for STI and HIV (Figure-10).

Young people lack

information and skills

The national survey7 shows that 93%
of males and 85% of females were
aware of HIV/AIDS. Awareness was
higher among urban youth. While
more than 90% of youth had heard of
HIV/AIDS, only 36% of males and 41%
of females in the 15-24-year age group
had correct knowledge of two or more
routes of HIV transmission. More than
70% respondents had correct knowle-
dge about HIV/AIDS (Table-18).
However, less than one-third of
the youth possessed correct
knowledge regarding anal and oral sex
posing a risk factor for HIV
transmission.

A majority of youth had high levels
of misconception about the means
of transmission and prevention of
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Source: Baseline HIV/ AIDS Survey Among Youth in Bangladesh, 2005, ICDDR, B:
Centre for Health and Population Research Associates for Community and Population
Research (ACPR) Population Council, Bangladesh, August 2005.

Figure 10: STI knowlege and risk perception among youth

1. STI transmission knowledge 2. STI prevention knowledge
3. Perceived risk for STI 4. Perceived risk for HIV
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HIV/AIDS (Table-19). The awareness
among young people about the role

of condoms as a mode of protection
from HIV/AIDS/STIs was also very low.

Source: Baseline HIV/AIDS Survey Among Youth in Bangladesh, 2005, ICDDR, B:
Centre for Health and Population Research, Associates for Community and Population
Research (ACPR), Population Council, Bangladesh, August 2005.

Table 18: Correct knowledge about HIV/AIDS

Indicators Per cent

Healthy person may be HIV+ve 61

IDU is a risk factor for HIV/AIDS 72

Can get HIV from blood transfusion 79

Condoms can reduce risk 74

Limiting sex with one partner reduced risk 73

Multiple partners can increase risk 80

Females can have HIV by anal sex with males 34

One can be infected by oral sex 31
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Healthcare-seeking behaviour

No national data on healthcare-
seeking behaviour of young people,
especially unmarried, is available.
However, information on ever married
young women shows that younger
adolescents are less likely to know
about and visit the clinics (Figure-11).
Studies on a smaller scale showed that
unmarried but sexually active adoles-
cents reported not feeling comfortable
seeking family planning or STD services
from nearby clinics and pharmacies,
where they perceived the service
providers to be judgmental and
unfriendly. In urban areas, a high
proportion of boys (60%) from non-slum
areas consulted healthcare providers
as against boys (50%) living in slum
areas. In rural areas 63% boys and
54% girls consulted the healthcare
providers for their perceived
reproductive health problems18.

Another study revealed that a large
proportion of the adolescents (over
80%) suffering from gynaecological
morbidity did not seek healthcare for
their ailments indicating that
adolescents were unaware about their
reproductive morbidity. The other
reasons for not seeking healthcare
were not having autonomy and living
in a joint family19.

Exposure to media

The Baseline HIV/AIDS Survey7

conducted during 2005 among

Figure 11: Per cent of ever married young women who knew of/
reported a satellite clinic in Bangladesh, 2005

Source: Bangladesh Demographic and Health Survey (BDHS) - 1999-2000.

Ag
e 

(y
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youth revealed that only 5% and
1% of urban and rural females
respectively reported that they
read newspapers regularly. About
75% of urban and 85% of rural
males, and 59% of urban and 68%
of rural females listened to the
radio ever. The reported exposure
ever to television (TV) was 97%
among urban and 92% among
rural males. The corresponding
estimates for females were 92%
and 73% respectively. About 60%

of urban and 38% of rural males and
61% of urban and 28% of rural
females view TV everyday. The BDHS
2004 also reported that amongst
different media, exposure of young
women to television was the highest
(Figure-12). However, it was also
reported that about one-third of
young women were not exposed
to any mass media. This suggests
that the only way to reach
them is through interpersonal
communication.

Per cent

About transmission
Cough/sneeze 52
Sharing food/water 63
Sharing bath/pond 39
About prevention
Washing after sex prevents HIV/AIDS 57
Using lubricant with condom prevents HIV/AIDS 73
Taking antibiotics prevents HIV/AIDS 54
Taking vaccines prevents HIV/AIDS 54
Sex during menstruation prevents HIV/AIDS 64

Misconceptions

Table 19: Misconceptions about HIV/AIDS among 15-24-year-olds, 2005

Figure 12: Per cent of ever-married women exposed to various
media in Bangladesh, 2004

Source: Bangladesh Demographic and Health Survey (BDHS) - 2004.

Per cent of young women

INFORMATION AND CARE-SEEKING BEHAVIOUR

Source: Baseline HIV/AIDS Survey Among Youth in Bangladesh, 2005, ICDDR, B: Centre for Health and Population Research,
Associates for Community and Population Research (ACPR), Population Council, Bangladesh, August 2005.

 Per cent harbouring
misconception
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Population-based surveillance in a
rural community in southwest
Bangladesh revealed that suicide is a
major cause of mortality, especially
among young females. Mortality from
suicide occurred at a rate of 39.6 per

100,000 population per year from
1983-2002. Among young people 10-
19 years old, 42% of deaths were
due to suicides while 89% of suicide-
associated deaths in this age group
were of females. Suicide-associated

death rates from this surveillance area
are substantially higher than rates
reported elsewhere in Asia, warranting
further studies to be aimed at
identifying risk factors for suicide and
strategies for prevention21.

INJURY, ACCIDENTS AND VIOLENCE

• Child Marriage Restrain Act (Amendment Ordinance 1984), which raises the minimum age of marriage of women from 16

to 18 years and that of men from 18 to 21 years. It also provides punishment for marrying a girl child.

• The Muslim Family Ordinance 1961 regulates certain aspects of divorce, polygamy and inheritance.

• Cruelty against Women (Deterrent Punishment Act 1983) provides punishment by death sentence or life imprisonment for

kidnapping or abduction of women for unlawful purposes and trafficking and for causing of death or grievous injuries.

• The Penal Code (Second Amendment Ordinance) provides capital punishment for causing grievous injuries of acid throwing.

• The Suppression of Immoral Trafficking Act, 1933 provides punishment for forcing a girl into prostitution.

• Abortion is not legal but Menstrual Regulation is permitted to save woman's life.

Laws impacting adolescents20

Table 20: Suicide associated deaths in Bangladesh, 2003

Age Males (%) Females (%) All (%)

<19 15 54 41
20-29 43 33 37

Source: Surveillance and Data Resource Unit and Field Sites Unit, Health Systems and Infectious Diseases Division (HSID),
ICDDR, B: Health and Science Bulletin Vol. 1, No. 5, December 2003.

(in years)

Violence 20,22

• Violence, sexual abuse and exploitation are serious problems.

• Throwing acid at women (including adolescents) is one of the most gruesome and commonest form of violence against
women.

• Many acid attack survivors are girls below the age of 18.

• The mean age of sexual abuse is 11.6 years.

• Rape occurs mainly between the age of 6 & 11 years.

• About 60% reported cases of rape were of adolescents.

• Nearly 40% of male and female adolescents constitute the total victims trafficked out of the country.

• Physical and psychological torture of young domestic servants is common.

• The mean age of initiation into smoking is 17 years20.

• Nearly 80% of 15-24-year-olds used smokeless tobacco—gul, zarda, dried
tobacco leaves etc—a higher rate than any other age group20.

• The prevalence of smoking among 10-18-year-old males and females is
17.2% and 1% respectively20.

The Baseline HIV/AIDS Survey7

conducted during 2005 among youth
showed that about 8% of male and
0.4% of female respondents reported
to have consumed substance
sometime in life. Substance use was
higher among the urban male (10%)
than the rural (6%). Among
unmarried males with a history of

SUBSTANCE ABUSE

substance use 56% had history of
premarital sexual exposure.
Condom use was also low among

males with a history of substance
use. About 11% of substance users
used condom in extramarital sex.
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For further Information please contact:

Adolescent Health and Development (AHD) Unit
Department of Family and Community Health
World Health Organization
Regional Office for South-East Asia
World Health House
Indraprastha Estate, Mahatma Gandhi Marg
New Delhi - 110002 India
Email: ahd@searo.who.int
http://www.searo.who.int

January 2007
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Bhutan is a small country in South-
East Asia landlocked between China
and India. Its population in 2005 was
estimated to be around 21,63,0001

with a growth rate of 2.55%. About
8% of the total population lives in
urban areas2. The crude birth rate
declined from 40 in 1994 to 34 in

2000 and death rate from 15.9 in
1997 to 8.6 in 20003. According to
WHO/SEARO Basic Health
Indicators 2004, the Infant
Mortality Rate (IMR) and Maternal
Mortality Rate (MMR) were 60 and
255 respectively. The total fertility
rate at 5.1 is the second highest

in the South-East Asia region.
The overall adult literacy rate was
estimated to be at 47% in 20004,
with the female literacy rate
improving from 15% in 1980
to 34% that year.  Bhutan’s
human development index stands
at 0.5362.

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision. Population Division
of the Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

Bhutan has a very young
population with 33% between
the ages 10 and 24 (Table-1).
Adolescents (aged between 10
and 19) comprise 23.7% of

Bhutan’s population with boys
accounting for 12.1% and girls
for 11.6% in this group. It is
estimated that these figures
will decline in future primarily

Age (years) Male Female Total

Number (%) Number (%) Number (%)

10-14 136,000 6.3 131,000 6.0 267,000 12.3

15-19 126,000 5.8 121,000 5.6 247,000 11.4

20-24 107,000 4.9 103,000 4.8 210,000 9.7

Total 369,000 17.0 355,000 16.4 724,000 33.4

Table 1: Number and per cent of young people by age and sex in Bhutan, 2004

Education is provided free of charge
in Bhutan from primary to tertiary
levels and there is no discrimination
on the basis of gender. However,
primary education is not compulsory.
The gross primary enrolment rate
stood at 72% in 2001 and the
government aims to enhance the
enrolment of children between 6-12
years of age at the primary level to
at least 90% by 2007 during its
Ninth Five-Year Plan (2002-2007)6.
The provision for increase in
enrolment to primary and secondary
education was also accompanied by

significant progress in the
enrolment of girls. Gender parity
is close to being achieved in
primary education with girls
constituting about 47% of the total
enrolment in 2002. At the
secondary level the gender gap
was reduced from 42% in 1991
to 10% in 20027. Gender
disparities are also being reduced
in primary school drop-out rates.
However, 38% of adolescent girls
dropped out in the course of their
secondary and post-secondary
education8.

The three prominent reasons for
school drop-out among both male
and female poor and rural youth
reported by  a recent study  were:
a) they were needed at home
to assist parents; b) parents
unable to afford school expenses;
c) failing at the school exams9.
Nearly 83% of those youth who had
dropped out of school because they
were needed at home came from
peasant families. Data on literacy
rates among adolescents is not
available.

because of a significant drop in
fertility rates. By 2025, it is
projected that the population of
young people will be 29% of the
total population5.
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EMPLOYMENT
Currently the majority of the labour
work force comprises adolescents
and young people in the rural
areas which are predominantly
agricultural. Traditional practices in
agriculture are now undergoing a
gradual change because of the shift
in social patterns, improving
educational infrastructure and an
increase in the population.  There is,
however, some change over the last
15 years in the proportion of
adolescents who are economically
active (Figure-1).

Bhutan prohibits the employment of
minors although child labour is
known to exist. Children, mostly
boys, can be seen in and around
urban areas working for a living.
Girls are mostly found working in
homes as domestic helps and as
baby-sitters. The commercial
exploitation of child labour, including
child prostitution, is not known
in Bhutan.

Migration from rural to urban areas
is increasing inexorably. Young and
educated people in particular are
moving to the towns in search of

AGE AT MARRIAGE
Figure 2: Percentage of ever married adolescents aged
15-19 in Bhutan

The legal minimum age of marriage
for both men and women is 18.
All couples are encouraged to
obtain a “marriage certificate”
from the courts. The practice of
child marriage, once relatively
widespread, has largely declined
with modernization. In 1994, the  age
at first marriage for 55% of
women was less than 20 years13.
While the age at first marriage was
not included in the 2000 survey it
appears from age-specific marital
status that the average age at first

Source: The World’s Youth 2006 data sheet, Population Reference Bureau,
Washington DC.

Figure 1: Percentage of economically active adolescents aged
15-19 in Bhutan, 1990 and 2005

Source: The World’s Youth 2006 data sheet, Population Reference Bureau,
Washington DC.

employment.  It is estimated that
around 50,000 students will enter

the labour market during the Ninth

Five-Year Plan period (2002-2007)
and about 19,000 economically

active rural residents are expected

to migrate to urban centres seeking
employment. Jobs outside the

farming sector will need to be

created for them10. Creating
appropriate opportunities in both

urban and rural areas to meet the

aspirations of this generation is

assuming priority importance
in Bhutan11. 

The largest employer of educated
people in the country is the Royal
Civil Service12. Previously, this sector
had absorbed most university
graduates. Now-a-days, employers,
particularly in the private sector, feel
that lack of skilled labour is one of
their biggest problems and stress
the need for technical and vocational
training programmes appropriate
to organizational needs and demands.

Female Male
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Some of the reasons cited for early
marriage are lack of awareness,
poverty, family problems, and lack
of guidance from parents on matters
of love and romance14.

marriage is increasing. About
27% of adolescent girls and
8% of boys in the age group of
15-19 are now married (Figure-2).
Divorce is common and there is no

Women who marry early get
pregnant early since knowledge
about sexuality and reproductive
health is rudimentary among young
people in Bhutan. About one-third of
births in a given year are attributed
to women in the age group of 15-24
years16. 4% of women aged 15-19
give birth in one year5 and 6% of
the Total Fertility Rate (TFR) is
attributed to births by adolescents
aged 15-1915. Detailed statistics
regarding the age of the mother at
her first delivery are not available
but it is believed that teenage
marriage and pregnancy is not as
common in Bhutan as it is in some
neighbouring countries.

In a small study on youth
perspectives regarding teenage sex,

Source: World Fertility Report 2003, Population Division and DESA, UN.

Figure 3: Age-specific fertility rate per thousand women (ASFR) in
Bhutan, 1993

pregnancy and early marriage
conducted in June 2000 by the
Youth Guidance and Counselling
Division, young people had
identified lack of awareness in rural
areas as one of the main reasons
for early adolescent pregnancies17.

Unplanned sex and lack of precaution
and guidance were also cited.
Schools in Bhutan do not allow
young women to continue schooling
if they are found pregnant13,
though, there is no written policy to
this effect.

social stigma attached to it.
Both partners can initiate
divorce and there are clearly
defined procedures for each to
follow11.

The current family planning policy
provides for universal access to
family planning information and
services and does not exclude
adolescents13. However, the
reluctance of young people to seek
care and attitudes of the service
providers may be affecting
current utilization of family
planning services.

Source: Adapted from WHO Reproductive Health Profile, Bhutan 2004.

Table-2: Knowledge and use of family planning (FP) among
Bhutanese women, 2000 (all figures in percentage)

Age 10-19 Age 20-29 Age 30-39 Age 40-49 Total

Knowledge about FP 93.6 95.2 96.3 91.7 95.0

Use of FP 2.4 26.3 53.9 39.9 30.7

CONTRACEPTION

Knowledge of family planning
among adolescents is high (93.6%)
(Table-2). However, contraceptive use
among adolescents was found to be
very low (2.4%), especially in
comparison with the next age
cohort. Among young people, incorrect

use of contraceptives is a prime
cause of method failure. Young
people who do have the knowledge
about use of family planning
methods still face obstacles in
obtaining them. Furthermore, rural
women are less likely than urban
women to know of any single source
of contraceptives18.

In a study14 of 185 students, 34.2% of
respondents said they used condoms
and other contraceptives while 26.2%
did so sometimes and 20.2% did not
use any at all. The sample size being
very small and limited to the capital
city of Thimphu,  the findings do not
fully represent the views of youth across
the country.

PREGNANCY AND CHILDBEARING
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No age specific data on nutritional
status of young people in Bhutan is
available. Young people are provided
same nutrients as the rest of the
family and there are no known social
preferences for either gender or
specific age group.

Anaemia was found to be the most
common cause of complications
during pregnancy (also for pregnant
young women) in 1995 and 1996
and increased to an alarmingly high
level of 88.2% in 2001 (Figure-4). A
UNICEF study19 in 1985 found 59%
of pregnant women to be anaemic
(haemoglobin less than 11g/dl).
Anaemia prevalence was higher
(78%) in the southern zone than in
Thimphu (50%). The higher anaemia

NUTRITIONAL STATUS

SEXUAL  ACTIVITY
Bhutanese society is perceived to
have less stringent practices and
views about sexuality for both men
and women than other South Asian
countries7,12.

Studies on the sexual behaviour of
young people in Bhutan indicate

Figure-4: Anaemia among pregnant women in Bhutan

Induced abortion

Abortion as a method of contra-
ception is socially unacceptable
and illegal in Bhutan. In 1999, the
Ministry of Health and Education
legalized “Medical Termination of

Pregnancy” only if the mother’s life
is at risk or is threatened or if
the unborn child may suffer
severe physical and mental
abnormalities as a result of
the pregnancy13. The law

also permits termination of
pregnancy consequent of rape.
Information and data related
to abortion among adolescents
is not available in published
literature.

Source: RGoB/Health Department, Annual Health Bulletin,
1995-1996, 2000-2001.

that they become sexually active

in their teens. According to

reports, a few are sexually

initiated as early as when 13-years

old while almost 10% have had

their first sexual experience by the

age of 14. Girls often become

sexually active in the context of

marriage. Studies show that

early sexual activity results in

unprotected sex, multiple-partner

relationships and sex with partners

who have been at risk of HIV

exposure20.

Although there is scant evidence of
HIV/AIDS in Bhutan, its large young
population is not isolated from the
risks. According to country reports,
11 cases of HIV/AIDS have been

identified in the age group of
10-24 years21. Three AIDS-related
deaths have also taken place in
this age group. All reported cases
of AIDS in Bhutan had been infected

HIV AND YOUNG PEOPLE
 (For details please refer to “Fact Sheets on Young People

and HIV/AIDS”, WHO/SEARO)

through the heterosexual route.
Though there is no specific data on
young people with regard to other
sexually transmitted infections (STIs),
there is increasing evidence of STI

rate in the south is probably related
to the high incidence of malaria
though dietary habits could also be

a factor. The same study also
suggested iron deficiency to be the
major cause of anaemia in Bhutan.
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presence in the country22. Often
young people are unaware of the fact
that presence of other STIs,
especially those that cause ulcerative
lesions, increases the risk of HIV
transmission and thereby the
potential for its spread.

Young people lack

information and skills

Awareness about HIV/AIDS
among young people in Bhutan
is high but in-depth knowledge
about the disease is often
inadequate. Misconceptions
regarding trans-mission and
prevention are also widespread.
Though no national-level data is
available, a survey of Punakha high

Figure 5: Source of information on HIV/AIDS for adolescents in a high school in Bhutan, 2001

Source: The Mirror: The Journal of Health Sciences, July 2001 (Royal Institute of Health Sciences/Health Department)
as cited in reference No. 13.

school students conducted by

Royal Institute of Health Sciences

in 2001, reported that 99.5%

had heard of HIV/AIDS and

95.9% knew that the primary

mode of transmission was sexual

intercourse. However, 48%

thought that HIV could be

transmitted by mosquito bites,

66% thought donating blood was

risky, 69% believed HIV/AIDS to be

curable if treated early, and 76%

felt that HIV/AIDS patients should

be isolated to avoid spreading the

risk of infection24. Knowledge on

STD symptoms was about 70.2%

while 90.5% knew its mode of
transmission. The results also

indicated that boys and those in the

higher grades were better informed

than girls and those in the lower

grades. Health workers were cited

as main sources of information,

followed by newspapers and

teachers (Figure-5). Parents

constituted a source of information

only for 43.7% of those surveyed.

Although encouraging, the findings

from this study cannot be taken to

reflect the knowledge and

awareness of Bhutanese youth

across the nation. Similar studies

need to be conducted in rural/urban

schools across the country to provide

more accurate information on the

knowledge and attitude of students.



B
H

U
T

A
N

FACT SHEET

6

With the unemployment rate among
youth rising from 2.6% to 5.5%,
there are visible signs of risk
behaviours, growing incidences of
juvenile crimes, drug abuse, and
increasing HIV infection23.

INJURY, ACCIDENTS AND VIOLENCE

• Law on Marriage: Legal age of marriage for girls is 18 years.

• Law on Rape: Rape is a criminal offence.

• Law on Tobacco use: Smoking is totally banned; it is illegal to sell tobacco and tobacco products.

• Law on Alcohol use: Serving alcohol to minors below 18 years of age is prohibited.

• Laws on Drugs: The cultivation, production, possession, sale and purchase, transportation, storage and consumption of all

narcotic drugs prohibited.

• Law on Juvenile Delinquency: Promulgated in draft Act.

Laws & policies impacting adolescents25

SUBSTANCE ABUSE
In rural Bhutan most people brew
alcohol in their homes and its
consumption is a traditionally
accepted practice. Commercial
alcohol is also easily available. Due
to easy availability and low cost, the
consumption of alcohol is on the
increase. However, there is no data
specific to alcohol consumption
among young people.

Drug use is also on the increase
among adolescents who engage in
the experimental abuse of cough

syrups, sedatives, morphine,

amphetamine, glue and even

cocaine. Although there is no data

available on substance abuse by

young people, evidence shows that

school students are indulging in

drug abuse with a variety of drugs

now being available in Bhutan25.

Thimphu police records reveal that

353 males and three females were

arrested for substance abuse since

1998. Most of them were young,

aged between 8 and 25 years.

About four out of ten offenders were
students and three out of ten were
unemployed youth.

The Royal Government of Bhutan
has declared the country to be
tobacco-free. Nevertheless, smoking
is common, both among the
adolescents and youth. This is
particularly true in urban areas.
Chewing of tobacco, either in the
form of tobacco leaves with lime or
commercially prepared items such as
‘khaini’, is also observed.

It has been reported that violence
among 15-20 year-olds is
increasing. In 2004, Kuensel, the
national newspaper reported
that police had detained three
teenaged boys for physically

attacking people on the road in five
violent incidents25.  According to the
police, gang fights in which
adolescents form groups are also
common.
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The population of Democratic
People’s Republic of Korea is
estimated at 22.7 million with a
growth rate of 0.54%1. More than
60% of the total population is urban.
The total fertility rate which was

above the replacement level of
fertility in 1990 had reduced to 2.0
in 1999. The crude birth rate of the
country is 16.7 and crude death rate
9.9. DPR Korea has 100% literacy
rate for both men and women.

Maternal mortality ratio has
increased from 54 maternal deaths
per 100,000 live births in 1993 to
105 in 20002 and infant mortality
rate from 14.1 per thousand live
births in 1996 to 21.8 in 20021.

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision. Population Division
of the Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

Adolescent population (aged 10-19
years) in DPR Korea is approximately
3.8 million while the population of
young people is about 5.6 million
(Table-1). About one-sixth of the total

population consists of adolescents and
one-fourth is of young people (10-24
years), indicating a high proportion of
young people in the country. The
distribution of the adolescent female

and male population to the total is
almost equal. It is projected that in
2025 the proportion of young people
will reduce and they will number 4.8
million or 20% of the total population.

Education, knowledge, skills and
information are essential for a
successful transition to adulthood
and for success in a rapidly changing

economy. The universal free 11
year compulsory education was
implemented since 19753. The
age disaggregated data on status

1

of education is not available.
However, the literacy rate
reported for both men and
women is 100%.

Source: The World Youth 2006 data sheet, Population Reference Bureau, Washington DC.

Age Male Female Total
(years) Number (%) Number (%) Number (%)

10-14 1022,000 4.5 981,000 4.4 2003,000 8.9

15-19 950,000 4.2 911,000 4.0 1861,000 8.2

20-24 889,000 4.0 855,000 3.8 1744,000 7.8

Total 2861,000 12.7 2,747,000 12.2 5,608,000 24.9

Table 1: Number and percentage of young people by age and sex in DPR Korea, 2004

POPULATION OF YOUNG PEOPLE

With its system of free and
compulsory education, most of the
adolescents in DPR Korea are in
school and participation in the
labour force is declining (Figure-1).
There is no major gender difference
in the present adolescent labour
force in DPR Korea.

Figure 1: Percentage of adolescent (Aged 15-19) population
economically active in DPR Korea, 1990 & 2005
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Age Unmet need for FP Total demand for FP

Spacing Limiting Total Spacing Limiting Total

20-24 15.4 2.6 17.9 32.4 2.6 35

25-29 34.9 10.7 45.6 50.3 34.4 84.7

Modern method

Age Any Any modern Female Male Pill IUD Condom Any traditional
(years) method method sterilization sterilization method

20-24 17.0 8.5 0 0 1.6 2.7 3.2 8.5

25-29 39.2 28.2 0.2 0.1 3.5 17.0 6.3 11.0

The mean age at first marriage
reported for women is 24.8 years
(Table-2) and 27 years for men. It is
marginally higher in urban areas
as compared to rural. Since the
mean age at first marriage is high,
only 1% girls marry before the age
of 19 years4.

Mean age
Settings at first marriage

(years)

Urban 24.9

Rural 24.7

Total 24.8

Table 2: Mean age at first marriage of women by residence

Source: Reproductive Health Survey, Democratic People’s Republic of Korea, 2002

No data for adolescent pregnancy
and childbearing is available. The
mean age at first birth of married
women reported by 2002 Repro-
ductive Health Survey is 25.9 years.
Less than 0.5% of women aged
15-19 years give birth in a year5. The
fertility rate of women aged 25-29 is
highest and declines thereafter in
subsequent age groups (Figure-2). Source: 2002 Reproductive Health Survey, DPR Korea, UNFPA

Figure 2: Age specific fertility rate (ASFR) (per 1000 women)

Source: 2002 Reproductive Health Survey, DPR Korea, UNFPA * All figures in per cent

Source: 2002 Reproductive Health Survey, DPR Korea, UNFPA * All figures in per cent

Table 4: Need for family planning

Table 3: Current use of contraception

Contraceptive prevalence rate is low
for women aged 20-24 and doubles
in the next age group (Table-3). This
may be attributed to increased

demand for family planning by women
aged 25-29 (84.7%) as compared to
women aged 20-24 (35%). The
demand for spacing is also lower

among women aged 20-24 as compared
to the older women (Table-4). The
unmet need for spacing and limiting
is also lower among young women.

(years)

PREGNANCY AND CHILDBEARING

AGE AT MARRIAGE

CURRENT USE OF CONTRACEPTION
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It is estimated that there are fewer
than 100 people living with HIV/AIDS
in the country6,7. According to
UNAIDS estimates the adult HIV
prevalence rate in the country is less

than 0.2%8. The 2002 Reproductive
Health Survey (RHS) reported that
more than 5% of 20-24-year-old
women complained of any RTI
symptoms in the past 3 months and

out of those 90% were treated in
the hospital. There is no data
available on sexual behavioural
patterns and the prevalence of HIV
and other STIs among young people.

STIS AND HIV/AIDS AMONG YOUNG PEOPLE

The 2002 Reproductive Health
Survey (RHS) reported that
knowledge of HIV/AIDS is reasonably
high among men and women
(Figure-3). More than two-thirds of
the population knows about the
ways to avoid HIV/AIDS and miscon-
ceptions are few (Table-5). The
same survey showed no gaps in
knowledge between married women
and men.

KNOWLEDGE OF HIV/AIDS
Figure 3: Knowledge of HIV/AIDS among men and women

Source: 2002 Reproductive Health Survey, DPR Korea, UNFPA

Source: 2002 Reproductive Health Survey, DPR Korea, UNFPA *All figures in per cent

Per cent distribution of women and men who believe in the specific ways to avoid HIV/AIDS

Specific ways Men   Women Total

Limit number of sexual partner 72.5 69.1 69.7

Use condoms 65.4 60.7 61.5

Avoid blood transfusions 28.2 21.3 22.4

Avoid injections 22.3 14.5 15.8

Avoid mosquito bites 3.7 1.9 2.2

Sharing goods 9.8 7.9 8.2

Seek protection from doctor 18.8 11.0 12.3

Other 1.6 1.2 1.2

Don’t know 20.3 21.2 21.0

The 2004 DPR Korea National
Nutritional Assessment reported that
young mothers aged 20-24 years
were more likely to be affected by

malnutrition. More than 26% of
them were weighing less than 45
kilos. About 36% of mothers were
suffering from moderate anaemia.

The survey also reported that the
incidence of malnutrition had
increased during the last two years
among young mothers.

NUTRITIONAL STATUS

Table 5: Knowledge on the ways to avoid HIV/AIDS
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For further Information please contact:

Adolescent of Health Development (AHD) Unit
Department of Family and Community Health
World Health Organization
Regional Office for South-East Asia
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Email: ahd@searo.who.int
http://www.searo.who.int
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There is no data/information available
on status of adolescent health or
different behaviours of adolescents
that affect their health in DPR Korea.
Nevertheless, the protection of people’s
health is a key government policy. The
entire country has a network of

healthcare services. The fundamental
principles of the national health
policy include universal and free
medical care services, and
maintaining preventive and curative
services. The national reproductive
health strategy addresses primarily

the three reproductive health priority
areas of safe motherhood, family
planning, and maternal nutrition
during the next five years [2005-
2010]2. Ministry of public health
makes sure that health education is
a component of all programs.
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India is the second most populous
country in the world with a total
population of over 1103 million1.
About 28% of the population
lives in urban areas2. The Crude
Birth Rate (CBR) declined from 29.5
in 1991 to 23.8% in 2002 while the
Crude Death Rate (CDR) fell
from 9.8 to 8.5% per thousand

population over the same period.
The annual population growth rate
declined from 1.97 in 1991 to 1.51
in 2002. The population, however,
continues to grow as the decline
in the birth rate is not as rapid as
the decline in the death rate. The
Human Development Index
improved from 0.476 in 1985 to

0.602 in 2003. Infant mortality rate
has declined from 127 per thousand
live births in 1970 to 63 in 20033

and maternal mortality ratio from
540 per 100,000 live births in 1985
to 407 in 2002 which is still second
highest in the region. The adult
literacy rate is 61% with female
literacy pegged at just 45%.

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision. Population Division of the
Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

The total population of young
people in India is approximately
327 million making up nearly 30%
of the population of country
(Table-1). Approximately 21% of the
total population falls in the
age bracket of 10-19, which is
classified as adolescents—a distinct
segment of young people. There has
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Age (years) Male Female Total

Number (%) Number (%) Number (%)

10-14 59729,000 5.4 56221,000 5.1 115,950,000 10.5

15-19 56839,000 5.2 53233,000 4.8 110,072,000 10.0

20-24 52337,000 4.7 48845,000 4.4 101,182,000 9.1

Total 168,905,000 15.3 158,299,000 14.3 327,204,000 29.6

Table 1: Young people in India, 2004

been a steady increase in the
proportion of young people over
the years (Table-2). The proportion
of young adolescents aged 10-14
is the largest among all young
people. More young people live
in rural areas than those in
urban areas. While males
outnumber females in every age

group, the difference is  more among
young people aged between 15
and 19. The strong and overriding
preference for a male child manifests
itself in the form of sex-selective
abortions, infanticide, malnutrition,
neglect and exploitation of girls and
women and is a major cause behind
the adverse sex ratio.

Source: East-West Centre 1999, ‘A look at Asia’s changing youth population’, Asia Pacific Population and Policy, Number 48.

Youth share of Per cent Per cent in Per cent in Per cent single
Year total population single school labour force and out of school

(Ages 15-19 only)

% M F M F M F M F

1950 19 54 18 23 9 85 42 39 12

1970 18 67 27 34 12 75 34 44 19

1990 20 76 41 36 15 69 26 52 32

Table 2: Demographic and social trends among youth (age 15-24 except where otherwise noted)
(1950-1990)

1

POPULATION OF YOUNG PEOPLE
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STATUS OF EDUCATION
Despite countrywide programmes to
ensure universal, free and compulsory
elementary education, about
44 million adolescents are illiterate
(about 20%)4. However, comparison
of data of National Family Health
Surveys 1992-93 and 1998-99
indicates that illiteracy rate has been
declining among both males and
females (Figure-1). Although the
decline in female illiteracy is more
marked than for males, the gender
gap remains. Even at ages 10-14
there is still a gap of 11% points5. A
higher per cent of males than females
have completed each level of
schooling and male-female
difference grows with each level of
education (Table-4). About 47%
females are enrolled for secondary
education as compared to 58%
males (Table-5). The median number
of years of schooling is 8.5 for boys
and 7 for girls in 15-19 age group5.
The gap is mainly due to inequality
in education of girls and boys in rural

Source: (i) CSO, Women and Men in India, 2001 p.12; (ii) Office of the Registrar-General India, Sample registration system,
statistical report 1999, p.147.

MORTALITY AMONG YOUNG PEOPLE
Mortality rates among young
people are declining (Table-3).
Despite being biologically stronger,
female mortality rates are higher

1980 1990 1999

F M F M F M

10-14 1.7 1.7 1.4 1.4 1.3 1.2

15-19 2.9 2.0 2.5 1.7 2.1 1.7

20-24 3.8 2.3 3.1 2.4 2.8 2.3

All ages 12.4 12.4 9.6 9.7 8.2 8.9

Table 3: Trends in age-specific mortality rates, India 1980-1999

compared to males particularly
among the childbearing age
groups (15-24-year-olds).The
prevalent discrimination, early

marriage and complications during
pregnancy and childbirth among
adolescents contribute to higher
female mortality.

areas, where the median number
of  years for schooling was 5.5 and
8.1 respectively. The male-female
difference in illiteracy rate is also
high in rural areas where 32%
males and 67% females are
illiterate as compared to 16%
males and 23% females in the
cities. There are also large

interstate variations with some
states lagging behind the rest.  For
both boys and girls, cost was cited
most often as the main reason for
not attending school (Figure-2). A lack
of interest in studies is also frequently
given as a reason for children and
adolescents (aged 6-17)—especially
boys, not attending school.

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National
Family Health Survey (NFHS-2), 1998-99: India.

Figure 1: Reduced illiteracy rates among adolescents

Age group
(in years)
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Figure 2: Main reasons for not attending school

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National Family Health Survey (NFHS-2),
1998-99: India.

EMPLOYMENT
In India, the legal minimum age
for employment is 14 years and for
government jobs it is 18 years.
Despite enacting the law on
minimum age to protect young
adolescents and children from
harmful labour many adolescents in

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National Family Health Survey (NFHS-2), 1998-99: India.
Mumbai: IIPS.

Table 4: Educational attainments of adolescents, 1998-99

 Age Primary incomplete Primary completed Secondary completed

(in years)     (%)      (%) (%)

Female Male Female Male Female Male

10-14 31.7 37.0 35.1 40.3 0.3 0.3

15-19 7.4 8.0 18.2 21.4 14.6 18.6

Table 5: Status of secondary education, 2004

Per cent enrolled in secondary school Girls’ secondary school enrolment
(2000/2004) as % of boys’ enrolment

Female Male 1990 2000/04

47 58 60 81

Source: The World Youth 2006 data sheet, Population Reference Bureau, Washington DC.

the country do work. Economic
compulsions force adolescents to
participate in the workforce
resulting in a high drop-out
rate in education. The labour
force participation rates as per
the census are 5% for the

10-14-year age group and over
30% (about 21% as main worker
and 12% as marginal worker) for
the 15-19-year-old adolescent
population4, though there has been
a decline from previous years.
However, the recent data from
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Source: The World Youth 2006 data sheet, Population Reference Bureau, Washington DC.

Figure 3: Economically active adolescents, 1990 and 2005

The NFHS-25 data provide evidence
of a steady rise in the age at first
marriage in India. The proportion
married by exact age of 15 falls
gradually from the oldest to the
youngest age group, but even
more remarkable is the fact that
proportion falls from 24% for
young women aged 20-24 to 14%
for women aged 15-19 who are only
five years younger, on an average
(Figure-4). The practice of very
early marriage (before age 13) has
virtually disappeared in urban areas
and is becoming uncommon in
rural areas as well.

Despite this evidence of a rising age
at first marriage, the NFHS-2 data
also show that the large proportion
of women in India marry before
they reach the legal minimum
age of 18 (Figure-5). The median age
at first marriage for women aged
20-24 is 18 years, showing that 50%
of women in that age group are
married before the age of 18
(Table-6). Education plays an
important role in determining the
age at first marriage (Figure-6). While
the average age at marriage for
educationally disadvantaged females
is 15 years, it is 22 years for women
who have completed schooling. There

AGE AT MARRIAGE

Population Reference Bureau showed
that 35% of girls and 50% of boys
are economically active in the age
group 15-19 years (Figure-3). Many
studies point out that there is a gross
underestimation of child labour due
to varied definitions of work. There
is a large proportion of children and
adolescents, especially girls who are
out of school and working at home,
in family enterprises or are street
children and whose work goes
unreported.

Figure 4: Women married by the age of 15 years, 1998-99

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National
Family Health Survey (NFHS-2), 1998-99: India.

Figure 5: Women married by specific exact ages

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National
Family Health Survey (NFHS-2), 1998-99: India.

Per cent of women

are wider inter-state variations in
the proportion of girls married

before 18 years, ranging from 15% in
Goa to 84% in Bihar5.
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Table 6: Marriage and childbearing

Median age at first marriage for girls5 (ages 20-24) 18 years

Median age at first cohabitation with husband5 (ages 20-24) 18.3 years

Median age at first birth5 19.2 years

Per cent of TFR attributed to birth by ages 15-196 19

Per cent of births by adolescent attended to by trained personnel5 41.6

Figure 6: Percentage of females aged 20-24 married by the age 18 and level of education in India

Source: Early Marriage, A Harmful Traditional Practice A Statistical Exploration 2005, UNICEF.

Levels of education

Pe
r c

en
t

Adolescent fertility rates are high in
India. About 19% of the total fertility
is attributed to women in the 15-19
age group (Table-6), 15% in urban
and 20% in rural areas5. The age-
specific fertility rate reported by
National Family Health Survey
(NFHS-2) 1998-99 is 107 per
thousand girls aged 15-19 (68 in
urban areas and 121 in rural areas).
About 28% of women give birth by
age 18 and 11% of women aged 15-
19 give birth in one year7. The
median age at first birth of 19.2 years
(Table-6) indicates that about half of

PREGNANCY AND CHILDBEARING
Figure 7: Trends in age-specific fertility rate (ASFR-births per 1,000
women) in India, 1998-99

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National
Family Health Survey (NFHS-2), 1998-99: India.
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Antenatal and delivery care

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National Family Health Survey (NFHS-2),
1998-99: India.

� Almost one-third of adolescents who gave birth in the last three years preceding the NFHS-2 received no antenatal care.

� Only 59% of women aged below 20 years were given IFA, out of which 80% received all the supply and out of those 79%
consumed all the supply.

� About 23% women aged below 20 years did not get any TT injections.

� Deliveries of women below 20 in a health facility rose from 24% at the time of NFHS-1 to 32% during NFHS-2.

�· Of those who delivered at home, only 18% were followed up in the postpartum period.

� There is considerable inter-state variation in levels of pregnancy-related care of adolescents.

Figure 8: Maternal Mortality Ratio (MMR) per 100,000 live births
classified by age, 1995

Source: Krishna UR. 1995. ”The status of women and safe motherhood”, Journal of
Indian Medical Association 93(2): 34-35.

all births take place during
adolescence suggesting that a
significant proportion of women

get pregnant at ages below which
obstetric risks are particularly high5. It
was also reported by the NFHS-2 that
subsequent pregnancies were more
closely spaced among women aged
15-19 than among adults (24 months
among adolescents and 29 among ages
20-29). A comparison of the data of
the NFHS of 1992-93 and 1998-99
reveals very little decline in adolescent
fertility rate, going down by only 9
births per thousand girls aged 15-19
during the period (Figure-7).

Early childbearing has shown to have
adverse consequences for both
mother and child. A national study
conducted by the Indian Council of
Medical Research (ICMR) reports
that maternal mortality among
adolescents (15-19 years) was 645
per one lakh live births as compared
to 342 per one lakh among adult
women aged 20-34 years (Figure-8).
Postpartum complications are also
high among adolescents as compared
to older age groups (Figure-9).

Similarly, the neonatal, infant and
under-five mortality rates among
children of mothers aged below 20
are significantly higher as compared

Ages (in years)

to children of older mothers
(Figure-10) and decline with the
increase in age of the mother at birth.

Induced abortion

The data on induced abortion is
scarce as this is difficult to measure
directly, especially in case of
unmarried adolescents. It is
estimated that up to 10% of
abortion seekers in India are
adolescents8. An analysis of data
from NFHS 1998-99 shows a
lifetime induced abortion ratio
of 1.1 among married adolescents

nationally9. Adolescents constitute a
disproportionately large percentage
of unmarried abortion seekers10.

At least one-half of unmarried women
seeking abortions at facilities are
adolescents, many of whom are
below 15 years of age11. Adolescents
are considerably more likely than
older women to delay seeking
abortion services. A disturbing
proportion of adolescent abortion
seekers became pregnant as a result
of rape or non-consensual sexual
activity11.
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Figure 9: Women having postpartum complications, 1998-99

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National Family Health Survey (NFHS-2),
1998-99: India.

Figure 10: Neonatal, infant and child mortality rates and mother’s age at birth, 1998-99

Source:  International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National Family Health Survey (NFHS-2),
1998-99: India.

USE OF CONTRACEPTION
Almost all married adolescents in
India possessed knowledge about
contraception5. However, knowledge
about specific modern spacing
methods such as oral contraceptives
and intrauterine devices (IUDs) is
low among married adolescent
girls (63%). Knowledge of condoms
is even lower (59%). On the contrary,
findings of National Behavioural

Surveillance Survey 2001 which
focused more on unmarried youth
population showed high condom
awareness but it was
comparatively low among females,
especially in rural areas (Figure-11).
There is a large gap between
knowledge and use of
contraceptives among 15-19-year-
old married adolescents. While use

of contraceptives among currently
married adolescents has marginally
increased (1% between 1992-93
and 1998-99), only 8% report using
a traditional or modern
contraceptive method,18% point
lower than the figure for their 20-
24-year-old counterparts (Table-7).
Married adolescents use modern
contraceptive methods more
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frequently than traditional ones.
Female sterilization is the most
commonly used method among
married women including
adolescents, this being
the method most promoted one
under the National Family Planning
Programme. The NFHS-1 in 1992-93
reported that 29% of 13-24-year-old
women discontinued contraceptive
use compared to 39% of those aged
25-34 years.

Use of condom

The National Behavioural
Surveillance Survey 2001 findings
also revealed a significant gap in
young people’s awareness levels
and their actual behaviour as
evidenced from the lack of regular
condom use by young people.
About 50% (inter-state variation
ranged from 34% to 64%) married
and unmarried youth used a condom
with their last casual
sex partner (Table-8). However,
condom use was inconsistent as
only a third of those reporting
casual sex in a year’s recall stated
that they used condoms every time
they had sex with casual partners.
Urban respondents, however,
reported more consistent use.

Over 15% of births to adolescents
and 19% to women aged 20-24 are
unplanned—more mistimed rather
than unwanted5 showing a clear
evidence of high unmet needs for
contraception. Of all married women
unmet need for spacing is highest
among 15-19-year-olds and relatively
high among 20-24-year-olds
(Table-9). Interestingly the proportion
of unplanned births was much lower
than the unmet needs of
adolescents. There is a need to
identify the factors that explain the
difference between reported
unplanned births and unmet need to

Figure 11: Condom awareness among youth, 2001

Source:  Knowledge, Attitude and Practices of Young Adults (15-24) years:
Disaggregated Data from the National Behavioural Surveillance Survey 2001, Supported
by NACO & UNICEF (India).

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National
Family Health Survey (NFHS-2), 1998-99: India.

Current use of contraceptives by

currently married female youth (%)

Aged 15-19 Aged 20-24

Any method 8 26

Any modern method 4.7 21.2

Pills 1.3 2.8

IUDs 0.5 1.8

Condoms 1.4 3.2

Female sterilization 1.5 13.3

Male sterilization 0.0 0.2

Any traditional method 3.3 4.6

Not using any method 92 74

Table 7: Use of contraceptives, 1998-99

improve contraceptive practice
among adolescents. The unmet
need for contraception declined by
11% between 1992-93 and 1998-
99. Considerable state-wise
variation is observed: unmet need

is reported by fewer than 10% of
adolescents in Punjab and Haryana
and by more than one-third in
states such as Bihar, Jammu &
Kashmir, Rajasthan, Maharashtra
and Kerala.

Contraceptive method
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Per cent of use

Parameters Ages 15-19 (in years) Ages 20-24 (in years)

Urban Rural Urban Rural

M F M F M F M F

54.7 46.3 39 35.8 64.4 61.5 47.9 44.4

36.2 28.4 24.7 23.9 40.8 44.6 33.6 25.4

Table 8: Use of condoms by youth, 2001

Source: Knowledge, Attitude and Practices of Young Adults (15-24 years): Disaggregated Data from the National Behavioural
Surveillance Survey 2001, Supported by NACO & UNICEF (India).

Unmet need for FPS (%) Met need for FPS (%) Total demand for FPS (%)

For spacing For limiting For spacing For limiting  For spacing For limiting

15-19 25.6 1.6 5.6 2.4  31.2 4.0 22.8

20-24 18.4 5.9 7.7 18.3  26.1 24.3 51.6

Table 9: Need for family planning services (FPS) among currently married young women

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National Family Health Survey (NFHS-2),
1998-99: India.

% Demand
satisfied

Age
(in years)

Emergency contraception

Emergency contraception adds an
important option for helping sexually
active adolescents avoid unintended
pregnancy. However, a study of

healthcare providers in northern
India reported that many providers
(85% of gynaecologists, 41% of
general practitioners, 64% of
medical students, and 3% of

paramedical workers) were vaguely
familiar with the concept of
emergency contraception, but very
few knew accurately about timing
and dose44.

There is growing evidence of early
onset of sexual activity among
young people in India. Studies in
different cities showed that fewer
than 10% of young women and 10-
30% young men indulged in
premarital sex (Figure-12)10. Studies
also suggest that young people who
become sexually active during
adolescence are more likely to have
sex with high-risk partners or multiple
partners13. Early sexual debut of
Indian women is generally in the
context of marriage while young men
become sexually active between the
ages of 16-19 years14.

Figure 12: Premarital sexual activity among youth

Sources:  Reference-15. Watsa 1993; Reference-16. Abraham and Kumar 1999;
Reference-17. Kaur, et al. 1996; Reference-18. Mehra et al. 2002; Reference-43. Mehta
and Salhan, 2004.

SEXUAL ACTIVITY

Per cent reporting using on last casual
sex episodecondoms

Per cent reporting consistent condom
use in casual sex in a year’s recall
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The National Behavioural
Surveillance Survey 2001 findings
also show that young men aged 15-
19 years and 20-24 years reported
more casual sex compared to females
in the same age groups (Table-10)19.
Rural males reported more casual
sex compared to urban males. The
survey reported high inter-state
variations with more than 35%
males aged 19 and above and 25%
aged 15-19 indulging in casual sex
in Andhra Pradesh.

An increasing number of young
people are also experiencing risky
or unwanted sexual activity. Though
young women are observed to be
more vulnerable to sexual coercion
and violence, young men and
boys also experience non-consensual
sex. A study in Goa reported that
7% of the boys were forced to have
sex with an older male while 6% of
girls reported forced sexual relations
(Figure-13). Street boys in Bangalore

Source: Knowledge Attitude and Practices of Young Adults (15-24 years): Disaggregated Data from the National Behavioural
Surveillance Survey 2001, Supported by NACO, UNICEF (India).

Figure 13: Adolescents and non-consensual sex

Source:  Patel V and Andrew G. 2001.”Gender, sexual abuse and risk behaviours
in adolescents: A cross-sectional survey in schools in Goa” National Medical Journal
of India 14(5):263-267.

STIs AND HIV/AIDS AMONG YOUNG PEOPLE
(For details please refer to "Fact Sheets on Young People and HIV/AIDS", WHO/SEARO)

Over 35% of all reported AIDS
cases in India occur among
those in the age group of 15-24
years22, indicating that young
people are not only at high risk
of contracting HIV infection but
already constitute a significant

also said they were sexually
initiated through forced sex at an
early age, sometimes even
between 10 and 12 years
by older boys20. Salam Balak
Trust, an NGO working among
street children reported that
86% of the older boys aged 14-20

surveyed at New Delhi railway
station were sexually active and
had no knowledge of proper condom
use. They also had never used a
condom while having sex, though
about 25% had heard something
about condoms21.

percentage of people living with
HIV/AIDS. The HIV prevalence rates
for young women exceed those for
young men. According to the WHO
health indicators, the HIV
prevalence was 0.46% for 15-24-
year-old females while it was

0.22% for men in the same age
group (Figure-14).

Most young people are infected
with HIV through unprotected sex.
High levels of STIs among young
people reveal increased unprote-
cted sexual activity, which puts

15-19 (Years) 20-24 (Years)

Urban Rural Urban Rural

M F M F M F M F

8 2.4 10.1 2.2 13.4 1.8 14.9 1.7

Table 10: Per cent of youth reporting casual sex in a year’s recall in India, 2001
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Figure 14: HIV prevalence among youth, 2001

Source:  Health related Millennium Development Goals, 2005 WHO.

them at greater risk of contracting
HIV. The probability of contracting
HIV increases significantly in the
presence of STIs, as a person with
STI is 8 to 10 times more vulnerable
to contracting HIV.

HIV prevalence rates are highest
among sex workers and their
clients24. Of the estimated 2 million
women involved in sex work in India,
25-30% are minors25. According to
the Social Welfare Board of India,
two out of five sex workers are under
the age of 18 years26. Male clients
of sex workers constitute a critical
bridge population in spreading
infection to the general  population.
The Behavioural Surveillance Survey
2001 showed that a substantial
proportion of clients were below 25
years and currently married and
living with their spouse19.

Young people lack

information and skills

The National Behavioural
Surveillance Survey 2001 showed
that there was in general a high level
of awareness about HIV/AIDS among
young people with urban males in
India being the most aware. Most
respondents knew of at least two
common modes of transmission of
HIV. However, inter-state and urban-
rural variations do exist. Although a
significant proportion of young
people were aware of HIV/AIDS, their
knowledge on prevention modes
was low. Only about half the
respondents were aware of two
important modes of prevention of
HIV transmission: consistent condom
use and sexual relationships with
uninfected faithful partners
(Figure-15). Rural and young female
respondents had poorer awareness
levels than the urban male while
older respondents were more
informed than the younger ones.

Figure 15: Awareness of youth on HIV, 2001

Source:  Knowledge, Attitude and Practices of Young Adults (15-24) years.
Disaggregated Data from the National Behavioural Surveillance Survey 2001, supported
by NACO and UNICEF (India).

Respondents also harboured
misconceptions on modes of HIV
transmission. Less than 30% were
certain that a mosquito bite or a
meal shared with an infected
person cannot transmit HIV and
that a healthy looking person can
transmit the virus. Even urban
males with higher literacy levels
had incorrect knowledge on these
three aspects. More than half the

respondents were aware that there
is no cure for AIDS.

Data from the National Behavioural
Surveillance Survey also reveal that
awareness level on STIs was very
low among 15-24-year-olds
(Figure-16). Only 28.7% had heard
of STIs and the awareness of the
linkage between STIs and HIV
was even lower in this group
among rural youth. Less than

Pe
r 

ce
nt

Youth (15-24 years)
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20% of the youth surveyed knew
that someone who has STI runs a
higher risk of HIV infection19.

Regarding access to information,
the survey has stated that most
young people obtained information
on HIV/AIDS/STIs from the mass
media (Table-11). Television, radio
and newspapers were quoted as the
most common source of  information.
There was less interpersonal comm-
unication for obtaining information,
indicating that there are few
discussions on these issues within
the family or the community.

Source Per cent of Youth

Radio 39.3

Television 75.6

Newspaper/magazine 45.9

Poster/bill board 30.9

Table 11: Source of Information on HIV/AIDS, 2001

Source: Knowledge, Attitude and Practices of Young Adults (15-24 years): Disaggregated Data from the National Behavioural
Surveillance Survey 2001, supported by NACO, UNICEF (India).

A 2000-2001 Survey conducted by

the National Nutrition Monitoring

Bureau (NNMB), India in the rural

populations of nine states showed

that the median intake of nutrients

was less than the Recommended

Dietary Allowance (RDA) for all age

groups of adolescents and in both

sexes. The average diet was also

grossly deficient in micronutrients.

More than 80% of adolescents were

getting less than 50% of their daily

dietary requirements of vitamin A,

more than 70% had their diets

deficient in iron by more than 50%

of RDA and more than half of the

boys and girls surveyed got less than

50% of the required calcium. The

nutrient deficit was higher than the

total energy deficit, suggesting that

the qualitative aspect of the diet

was more of a problem than the

quantitative. The same survey

reported that 39.5% adolescent

boys and 39% adolescent girls

were stunted and thinness ranged

in boys from 44% in 17-year-olds

to 77.6% in 11-year-olds. The

extent of thinness was reported

less among girls. A multi-centric

study by the Indian Council of

Medical Research showed that

over 90% of adolescent girls

throughout the country had some

kind of anaemia27. These findings

were corroborated by district level

household survey (DLHS-RCH) in

2002-2003 showing that only 5% of

adolescent girls did not have any

kind of anaemia and a large

proportion were suffering from severe

anaemia (Figure-17). The National

Family and Health Survey 1998-99

showed that prevalence of anaemia

was highest (56%) among ever-

married adolescents aged 15-19

compared to older ever-married

women of reproductive age, though

more than half of older women were

also suffering from anaemia

(Table-12).

Figure 16: Awareness of STIs among youth, 2001

Source:  Knowledge, Attitude and Practices of Young Adults (15-24 years).
Disaggregated Data from the National Behavioural Surveillance Survey 2001, supported
by NACO and UNICEF (India).

NUTRITIONAL STATUS
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Source: District level household survey—Reproductive and Child Health survey (2002-2003), IIPS, India.

Figure 17: Anaemia among adolescent girls (aged 10-19) in India

Sources: India, Registrar General, Vital Statistics Division (2004). Medical certification of
causes of death, 1999, New Delhi: pp.38.

Table 13: Causes of death among children and young people, 1999

Major causes Sex Age groups

5-14 15-24

M 5.0 7.2

F 7.8 13.9

M 8.6 9.2

F 8.3 12.9

M 1.9 3.9

F 0.9 11.4

M 12.0 7.4

F 13.9 10.6

F 1.1 34.3

M 4.7 17.7

F 5.4 30.1

The major cause of death among
young people, both male and
female, is injury and self-inflicted
harm/suicide (Table-13). Deaths
due to these reasons are the
highest for young people amongst
all ages, especially among females.

A large proportion of females
die during pregnancy and childbirth
as well. In rural India also
a high proportion of deaths
among youth, more in females,
are due to suicide, drowning and
vehicular accidents (Table-14).

Source:  International Institute for Population Sciences (IIPS) and ORC Macro. 2000.  National Family Health Survey (NFHS-2),
1998-99: India.

INJURY, ACCIDENTS AND VIOLENCE

Age Height less than BMI less than BMI 25 or more With any With severe
(in years) 145 cm (%) 18.5 (thin) (%) (%) anaemia (%) anaemia (%)

15-19 14.7 38.8 1.7 56.0 1.9

20-24 13.0 41.8 3.6 53.8 2.0

Table 12: Nutritional status of ever-married females in India, 1998-1999

The special characteristics of
adolescents make them particularly
vulnerable to road traffic accidents.
About 23.5 per cent of suicidal deaths
are in the 15-19 age group. Other
major causes of death in rural areas
are anaemia and burns.

*All figures in per cent.

Infectious and parasitic diseases

Diseases of blood and blood-forming organs

Mental and behavioural disorders

Diseases of central nervous system

Pregnancy and childbirth

Injury, poisoning and other consequences of external causes
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Crimes against young

people

Crimes against girls range from
eve-teasing to abduction, rape,
forced prostitution, violence and
sexual harassment. A total of
11,633 cases of crime against
children (boys and girls up to
18 years of age) were reported in

the country during 2003 marking an
increase of 11% over 10,469 cases
during 200231. Reported incidents of
rape have increased by 16.5%
followed by a 13% rise in cases of
murder and 11% in kidnapping and
abduction. Many cases, however, go
unreported. The states of Madhya
Pradesh and Maharashtra together

An epidemiological study by the
National Institute of Mental Health
& Neuro-Sciences in Bangalore city
reported that suicides have been
increasing at the rate of 5-10% every
year across the country28. The
autopsy records of a hospital in Delhi
revealed that out of 222 cases of
suicide 123 (55.4%) were by girls
(female-male ratio 1.24:1)29. The
commonest age group involved in
both the sexes was 15-18-years.
Psychological disorders such as
depression and anxiety occur more
often in girls than boys with the
gender disparity becoming evident
in early adolescence with onset of
puberty. The national data also
reveals a female predominance in
the case of suicides in the age group
of 14 years and below30. However,
trends get reversed with increase in
age. Another trend observed was
that most suicides (56.4%) occurred
in the months of March-July.
Common causes of suicides were
failure in examinations, family
problems, illness, love affair, dowry

dispute, poverty and unemployment.

Sources: India, Registrar General, Vital Statistics
Division. (2002). Survey of Causes of Deaths (Rural),
India: Annual Report 1998. New Delhi.

Table 14: Top killer diseases of females in rural India, 1998

Age groups*

15-19 20-24

(years) (years)

Intentional self harm (suicide) 23.5 27.7

TB of lungs 7.0 12.1

Burns 13.2 27.8

Cancer 6.1 8.6

Heart attack 3.8 17.8

Anaemia 13.9 19.4

Bronchitis & asthma 4.8 13.5

Drowning 28.6 19.5

Vehicular accidents 22.5 18.3

Source: Crime in India, 2003. National Crime Records Bureau (NCRB), Ministry of Home Affairs, Government of India.

Table 15: Trafficking and abduction of adolescents, 2003

Age groups
(Number of cases)

10-15 years 15-18 years

M F M F

Adoption 0 1 0 9

Illicit intercourse 1 163 1 209

Marriage 9 343 12 995

Prostitution 0 15 0 42

Ransom 52 6 47 4

Revenge 10 4 33 5

Sale 0 1 0 3

Slavery 1 2 3 0

Unlawful activity 25 20 20 29

0thers 116 111 137 233

TOTAL 214 666 253 1529

* All figures in per cent.

Purpose

Specific causes
(top killer diseases)
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accounted for 44% of all child rape
cases reported in the country. The
victim knew the offender in 82% of
rape cases while in a third of them
the offender was a neighbour32. In
case of sexual abuse of boys aged
between 12 and 17, they were
mostly victims of homosexual abuse.

Trafficking

A phenomenon that initially used to
be understood only in the context
of prostitution, trafficking has taken
many more forms today. Minors are
trafficked for sexual exploitation,
adoption, entertainment, marriage,
forced labour and illegal activities
such as begging, organ trade, drug
peddling and smuggling (Table-15).
Very little data is available to
assess the magnitude of trafficking

among minors. India is not only a
sending or receiving country but
also a transit point for many
victims.

It is estimated that 25% of the
victims of commercial sexual
exploitation in India are below
the age of 18 years. Almost 15%
of girls enter the prostitution
before the age of 15, and 25%
between 15-18 years31. An
estimated 85% of all prostitutes
in Kolkata and Delhi joined the
trade at an early age33 and the
numbers are r is ing. The
promotion of tourism is also
linked with prostitution. There
are an estimated 10,000 girl
prostitutes in Bangalore,
Kolkata, Delhi and Hyderabad.
UNICEF estimates that there are

Source: Crime in India, 2004, National Crime Recorts Bureau (NCRB), Ministry of Home Affairs, GoI.

Table 16: Juveniles apprehended under Indian penal code crimes (numbers)

Year 7-12 Years 12-16 Years 16-18 Years

1994 3694 11053 2456

2001 3696 12729 17203

2004 2107 12415 16421

Percentage change in 2004 over 1994 – 43.0 +12.3 +668.6

about 300,000 child prostitutes in
India. Girl prostitutes are grouped
as common prostitutes, singers
and dancers,  cal l  g i r ls  and
religious prostitutes or Devdasis.
Devdasi tradition is prevalent in
South India. A little over 50% of
prost i tutes come from other
countr ies such as Nepal and
Bangladesh.

Adolescents in conflict

with law

Incidences of vagrancy, delinquency
and crime have  been growing
among young people in the last few
years (Table-16). Boys outnumber
girls on these lists. Most of those
involved are illiterate (29%) or
have studied up to the primary
stage (41%); a large number are
school drop-outs.

India is the world’s second largest
producer of tobacco. Indians
consume tobacco in a variety of
ways, including smoking and
chewing. It is believed that like any
other developing country, the most
susceptible age for initiating tobacco
use in India is during adolescence
and early adulthood (ages
15-24)34. The majority of users start
consuming tobacco before they are
18, while some even start as young
as 1035. It was estimated  that during

SUBSTANCE ABUSE
the  period 1999-2001 about 5,500
adolescents were initiated into
tobacco use every day in India,
joining 4 million young people
under the age of 15 who are
already regular consumers35,36.

The Global Youth Tobacco Survey
(GYTS) supported by the World
Health Organization showed that
current prevalence of tobacco use
in any form among school-going
adolescents (aged 13-15) varied
from 5% to 63% amongst different

states of India. Current use of
smokeless tobacco ranged from
2.0% to 55.6% and proportion of
current smokers ranged from 1%
to 23%37. High prevalence was
reported in the north-eastern
states and Bihar. Current levels of
smoking beedi (indigeneous leaf
tobacco) in rural areas (50%) was
significantly higher than in urban
areas (2.4%) in Bihar. The survey
also revealed that current tobacco
use was positively correlated with
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variables such as parents using
tobacco, exposure to smoke at
home and smoking by friends.

The National Family and Health
Survey 1998-99 reported that
use of tobacco and alcohol is
higher among males than females

Tobacco use among 13-15 year school-going adolescents Prevalence range amongst
different states of India

Prevalence
• Currently using any form of tobacco 5-63
• Currently smoking cigarettes 1-23

Access and availability
• Bought cigarettes in a store and were NOT refused 40-98

purchase because of their age

Environmental tobacco smoke
• Live in homes where others smoke 10-80
• Exposed to smoke in public places 20-80
• Think smoke from others is harmful to them 10-70
• Think smoking in public places should be banned 10-80

Cessation – current smokers
• Want to stop smoking 20-85

School activity
• Taught/discussed in class about dangers of smoking 3-60

and effects of tobacco use

Table 17: Results of the Global Youth Tobacco Survey (GYTS), WHO

Source: The Global Youth Tobacco Survey (GYTS), supported by the World Health
Organization, 2000-02.

Figure 18: Substance abuse by youth

Source:  International Institute for Population Sciences (IIPS) and ORC Macro. 2000.
National Family Health Survey (NFHS-2), 1998-99: India.

and is higher among the older
age groups (Figure-18).

Studies among student populations
in India have reported alcohol use
to be 12.7% in high schools, 32.6%
in universities and 9.3% to 15.1%
in colleges. The one consistent
finding in all population studies has
been the very low rates for alcohol
use among females. However, the
number of women and young
individuals using alcohol is also
increasing. Another study conducted
in north-eastern India amongst
13-15-year-old school students
concluded that the prevalence of
smoking and drinking was 8.5 to
9.6% amongst boys and 2.9 to 7.7%
amongst girls which is alarmingly
high for such young children38.

The draft India Drug Country Report,
1995 had revealed that most

substance abusers were

16-35 years of age although
abuse was more predominant in

the 18-25 age group. The rate of

current abusers is low in early
adolescence (12-13 years), rises

steeply into the late teenage

years and remains high during
the early 20s. Drug abuse is
linked to other socio-economic
factors such as literacy, economic
background, unemployment and
gender. The highest risk groups

are illiterate/semi-literate youth
from rural communities. Street-
children constitute another major
risk group and several interventions
to curtail drug abuse among them
have been initiated.

An observational study of street

children from Delhi aged 6-16
years showed that 57.4% had
indulged in substance use at any
time in their life. The minimum
age at starting substance use was
found to be 5.5 years. The most

*All figures in per cent.
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common substances consumed were
nicotine (44.5%), inhalants (24.3%),
alcohol (21.8%) and cannabis (26.4%).
Use of inhalants and volatile sub-
stances in the form of sniffing of ad-
hesive glue, petrol, gasoline, thin-

ner and spirit was reported by
one-fourth of children surveyed39.
Maltreatment of the child emerged
as the only significant predictor of
substance use in the study.

Findings of the National Behavioural

Surveillance Survey (2001) on young
IDUs showed that their drug injecting
practices start by the age of 1619.
 The use of sterile injecting equipment
was sig-nificantly lower among
younger IDUs.

Health/help seeking

behaviour

No national data on health-seeking
behaviour of young people are
available. Data from small studies
show that a large proportion of young
people do not approach health
facilities, especially when they suffer
from reproductive health problems.
A study reported that over 97% girls
who suffered from cough, cold, fever
and headaches sought treatment but
only half of those who suffered from
gynaecological problems did so40.
Another study of married women 16-
22 years of age showed that two-
thirds of women with RTIs had not
sought any treatment; the reasons
cited were absence of a female
provider in the nearby healthcare
centre, lack of privacy, distance from
home, cost and a perception that
their symptoms were normal41. It was
also observed that adolescents
suffering from depression and
suicidal tendencies fail to seek help.
It was shown by a study that 26%
did nothing about it and 19.7%
spoke to friends about their problem.
Only 14% discussed their problem
with their parents42.

Exposure of females to mass

media

The information on extent of
exposure of young people to media
helps in outlining strategies
for reaching them. The NFHS-2
reported that 45% of ever-married

INFORMATION AND CARE-SEEKING BEHAVIOUR

*All figures in per cent.

Table 18: Ever-married young women’s exposure to mass media

Type of mass media 15-19 yrs 20-24 yrs

Television 38.0 45.2

Radio 33.3 37.0

Newspaper/Magazine 14.6 21.7

Cinema 14.3 14.5

Not regularly exposed to mass media 45.0 39.1

Sources: International Institute for Population Sciences
(IIPS) and ORC Macro. 2000.  National Family Health
Survey (NFHS-2), 1998-99: India.

Figure 19: Ever-married female youth (15-24 years) exposed to family
planning messages

Source: International Institute for Population Sciences (IIPS) and ORC Macro. 2000.
National Family Health Survey (NFHS-2), 1998-99: India. Mumbai: IIPS.

Type of mass media

adoles-cents are not exposed to
any mass media (Table-18).
Younger adolescents are less
likely to be exposed to the mass
media too. Television has the
greatest reach across all age
groups though radio is more
readily available in rural areas. The
proportion of women exposed to

television has increased sharply since
the time of NFHS-1 when it was
17.3% among ages 15-19 years and
22.6% among 20-24 years—
suggesting that television
can be fruitfully utilized for reaching
out to the masses to disseminate
health messages. The NFHS-2 also
reported that family planning
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Figure 20: Source of information on reproduction and sexual
health for adolescents

Source: Mehta R, Salhan RN, Safdarjang Hospital Adolescent Healthcare Network
(SHAHN), New Delhi (2002). End of term report 2005. (www.whoindia.org
accessed on 1.11.2006).

messages disseminated through the
mass media reach 60% of ever-
married young women while the
most common source of information
is television.

Source of information

The most common source of
information for adolescents are
friends. Girls also get information
from their parents but boys do not
communicate freely with them
(Figure-20). Teachers who should be
playing the major role in disse-
minating reproductive and sexual
health information fail to do so, maybe
they lack information and skills.

Laws impacting adolescents

• The Child Marriage Restraint Act, 1978

The Act prescribes the minimum age for marriage as 18 for girls and 21 for boys.

• Medical Termination of Pregnancy Act, 1972

Permitted on broad socioeconomic grounds and health grounds or without restriction as to reason, with gestational limits.

Certain other restrictions may apply such as spousal and/or parental consent.

• The Juvenile Justice (Care and Protection of Children) Act, 2000

For special treatment, care, protection and rehabilitation of juvenile delinquents and neglected children (Male below 16 years

and female below 18 years).

• The Child Labour (Prohibition and Regulation) Act, 1986

Regulates minimum legal age limit (14 years) for employment of children and prohibits the engagement of children in certain

employments.

• Immoral Traffic (Prevention) Act (ITPA) 1986

Prohibits trafficking in human beings, including children.

• The Narcotic Drug and Psychotropic Substances (NDPS) Act, 1985

Mainly deals with supply reduction activities.
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FACT SHEETIndonesia is an archipelago of
hundreds of islands inhabited by
222.6 million1 people, which makes
it the fourth largest country in the
world in terms of population2. The
population is growing at an annual
rate of 1.1%, about the same
as the world’s average2. Nearly half
(45.5%) of the people live in urban
areas. The economic crisis of the

1990s had reduced many to near-
poverty and restricted access to
social services, particularly for
women and children.

According to World Bank esti-
mates, 17% of Indonesia’s popula-
tion lived below the national
poverty line between 1997 and
2003. Indonesia is ranked 110 on a

list of 177 countries of the world in
terms of human development index.
Indonesia’s crude birth rate is 20.7
and the country has an infant
mortality rate (IMR) of 35 and a
maternal mortality rate (MMR) of
307. The total adult literacy rate is
high at 94.5%3; female literacy rate
(83.4%) being lower than the male
(92.5%) by 9%.

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision. Population Division
of the Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

The adolescent population is more
than 41 million and that of young
people above 63 million (Table-1).
With one-fifth of the population
being of adolescent age and one

in every four people a young pers
on, Indonesia’s population is
relatively young. The share of
adolescent female and male
population to the total population IN

D
O

N
E

S
IA

POPULATION OF YOUNG PEOPLE

Age    Male Female Total

Number (%) Number (%) Number (%)

10-14 10580,000 4.8 10238,000 4.6 20818,000 9.4

15-19 10679,000 4.8 10378,000 4.7 21057,000 9.5

20-24 10717,000 4.8 10560,000 4.7 21277,000 9.5

Total 31,976,000 14.4 31,176,000 14.0 63,152,000 28.4

Table 1: Number and per cent of young people by age and sex in Indonesia, 2004

STATUS OF EDUCATION
Literacy is almost universal amongst

youth in Indonesia and it is also
improving consistently with a small

gap between urban and rual areas
(Table-2). The proportion of young

females with no education reduced
from 4.5% to 2.4% from 1991 to

2002. Education is free at the
primary level and several new

schools have been established in
the past few years, which have

bolstered the national literacy rate.

is almost equal. There are more
young people in rural areas than in
urban. The population of young
people is likely to reduce by five
per cent by 2025.

Source: The world youth 2006 data sheet, Population Reference Bureau, Washington DC.

Per cent enrolled in secondary Girls’ secondary school enrolment
school (2000/2004) as % of boys’ enrolment

Female Male 1990 2000/04

60 61 83 98

Source: Indonesia Young Adult Reproductive Health Survey 2002-2003.

Table 2: Per cent of literate unmarried youth (15-24-year-olds) in
Indonesia, 2002-2003

           Male                        Female
Urban Rural Urban Rural
97.9 93.7 98.9 96.0

(years)

1

Table 3: Status of Secondary Education in Indonesia, 2004
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EMPLOYMENT
Participation of adolescents in the

labour force is declining as more

and more young people get

themselves enrolled and stay in

school. Nevertheless, more than

6% of adolescents aged 10-14

(Figure-2) and about one-fourth of

those  aged 15-19 are still part of

the work force  (Table-4). A youth

survey in 2002-20035 reported that

females are more likely to be in

school while more men are in the

work force. A large proportion of

adolescents are neither attending

school nor working (Table-4). This

group of adolescents requires special

attention. The majority of men and

women who were employed received

payments in cash or cash and kind.

Age (years) Attending Working Attending Neither attending
school only school & working school nor working

Female Male Female Male Female Male Female Male

15-19 49.7 36.7 18.2 28.3 3.1 5.7 19.8 12.4

20-24 19.0 13.6 39.6 48.9 2.5 3.3 22.7 13.8

Source:  Indonesia Young Adult Reproductive Health Survey 2002-2003.

Source: United Nations, 2001: Economic and social survey of Asia and Pacific,
New York.

Figure 1: Improvement in gross enrolment ratios at the secondary
and tertiary levels

Source: BPS (BPS-Statistics Indonesia), reference in national work force survey
1996-2001.

Figure 2: Trends in work force participation of adolescents aged
10-14 (persons per 1000) 1996-2001

The Government of Indonesia in
1994 made education compulsory

for nine years for all children
under 154.  This helped bring in

considerable equity in education
for males and females, giving

girls equal opportunity as boys
in academic pursuits. About 60%

of females and males are
enrolled for secondary education

(Table-3). Gross enrolments to the
secondary and tertiary levels have

substantially improved from
1980 to 1997 (Figure-1).

However, men are more likely

than women to work without pay

(Table-5). This is more common in

rural areas (35% of women and

37% of men) than in urban areas

(10% women and 21% men) and

among youth with no or little

education5.

Year of survey

W
or

k 
fo

rc
e 

pa
rti

ci
pa

tio
n

Table 4: Activity of youth in Indonesia, 2002-2003
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Of the young people who are
paid in cash, 6% of women and
5% of men hand over their salary to

the household while 63% women
and 68% men give part of their
earnings to meet the house-

Indonesian law prescribes the
minimum legal age to get married to
be 16 for women and 19 for men6.
There has been a substantial increase
in the age of marriage over the years.
For example, 17% of women now aged
40-44 were married by the age of 15
against 10% of those aged 30-34 and
less than 5% aged 20-244 (Figure-3).
Similarly, the median age at marriage
has increased rapidly across the
cohorts, from 17.9 years among women
in 45-49 year age group to 20.2 years

1 Median age at first marriage for girls (ages 25-29)* 20.2 years

2 Median age at first birth (ages 25-29)* 21.9 years

3 Per cent of TFR attributed to birth by ages 15-19 11

4 Per cent of birth to women <20 attend by skilled personnel 58

Table 7: Marriage and childbearing in Indonesia

Sex Earnings in cash Earnings in kind Earnings in cash & kind Non-remunerative

15-19 20-24 15-19 20-24 15-19 20-24 15-19 20-24

Female 64.8 85.4 0.0 0.2 6.9 3.3 27.9 10.3

Male 57.6 73.7 0.6 0.6 4.4 4.4 36.9 21.1

Source: Indonesia Young Adult Reproductive Health Survey 2002-2003.

Table 5: Per cent of unmarried youth who are employed by modes of payment received in
Indonesia, 2002-2003

hold expenses5. Education is
inversely linked to an adolescent’s
contribution to the household kitty.

Data from the Indonesia Demo-
graphic and Health Survey (IDHS)
2002-03 reveals that mortality rate
among young people is lower than
older age groups. Mortality rate of
those aged 15-19 is higher than
those in the 20-24 age group while
female mortality is slightly lower
than male (Table-6).

 Age (years) Mortality rates

Male Female

15-19 1.28 1.24

20-24 1.01 0.78

Table 6: Age-specific mortality rates for youth in Indonesia,
2002-2003

Source: Indonesia Demographic and Health Survey (IDHS) 2002-2003.

AGE AT MARRIAGE

* Not calculated for age group 20-24 as less than 50% of women married for the first time and had their first birth by the age of 20.
Sources:  1 & 2 - Indonesia Demographic and Health Survey (IDHS) 2002-2003; 3 - Population Reference Bureau (2000):
The World’s Youth 2000, Washington DC; 4 - The World Youth 2006 data sheet, Population Reference Bureau, Washington DC.

Figure 3: Per cent of women who were first married by specific
exact ages in Indonesia, 2002-2003

Source: Indonesia Demographic and Health Survey (IDHS) 2002-2003.

DEATH RATES AMONG YOUNG PEOPLE
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Source: Indonesia Young Adult Reproductive Health (IYARH) Survey 2002-03.

Figure 4: Decision about marriage for women
among women aged 25-29. Median
age at first marriage for females is
higher than the legal minimum age
but urban-rural disparity still exists
with rural women getting married at
an early age. Studies have shown that
in rural areas 31% of women are
married between 16-18 years and 11%
tie the knot before they turn 157,8.
While a large proportion of young
people decide about marriage on their
own, a small but significant number
still do it with assistance from their
parents (Figure-4)5.

The median age at first birth for
women aged 25-29 years is 21.9

(Table-7). However, 16% of women
begin childbearing by the age of

18 and 11% of the total fertility
is attributed to births by the age

group 15-19. While only 1% of
15-year-olds have begun child-

bearing, 25% of women have had a
baby by the age 19 (Table-8). The

Indonesia Young Adult Reprodu-ctive
Health (IYARH) survey of 2002-03

reported that 55% of young men felt
that the best age for a woman to

have her first child were 20-24. There
is a substantial difference in fertility

between teenagers who live in rural
and urban areas and those with

different levels of education. The
proportion of those who have begun

child bearing during their teenage
years is double in rural areas than

in urban. Nevertheless, a significant
decline in age-specific fertility rate

in every age group has been
observed in Indonesia in the past

30 years. The steepest decline is
between the 1970s and 1980s
(Figure-5)4.

Education has the largest impact
on the probability of women giving

PREGNANCY AND CHILDBEARING

Source:  Indonesia Demographic and Health Survey (IDHS) 2002-2003.

Table 8: Per cent of married adolescents aged 15-19 who have
begun childbearing in Indonesia, 2002-2003

Background information

Age (years)

15 1.2

16 2.5

17 6.6

18 16.0

19 24.7

Location

Urban 7.3

Rural 13.7

Total 10.4

Source: Data for 1970s to 1990s - S. Singh, Adolescent childbearing in developing
countries: A global review. Studies in Family Planning, (June 1998) Vol. 29, No. 2,
117-136; for 2002-03 - Indonesia Demographic and Health Survey (IDHS) 2002-2003.

Figure 5: Trend in age-specific fertility rate (ASFR) (per 1000 women)
among girls aged 15-19 in Indonesia, various years

AS
FR

Per cent who have begun childbearing

birth before the age of 20. This
is the only variable consistently

associated with rise in average age
of marriage and childbearing in
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Figure 8: Neonatal, infant and under-five mortality rates and mother’s age at birth in
Indonesia, 2002-2003

Source: Choe et al. “Surveys show persistence of teenage marriage and childbearing in
Indonesia and Nepal”. East-West Centre Population and Health Studies; No. 58, July 2001.

Figure 6: Per cent of women giving birth before age 20 classified
according to education in Indonesia, 1998

Source: Family Care international 1998, as cited by, Mathur S, Greene M,
Malhotra A. ‘Too Young to Wed: the lives, rights and health of young married girls,
ICRW 2003.

Figure 7: Maternal mortality per 100,000 women according to
age group
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Indonesia. Although the effects of
primary education are minor, early
marriage and childbearing drop
steeply among women who have
pursued junior high or higher
education (Figure-6).

Pre-marital/unmarried pregnancies
are not approved of by society. A
survey undertaken by the Department
of Health in 1996 showed that 7%
of adolescent girls aged 13-19 in
West Java admitted to having extra-
marital pregnancies9.  Another
survey10 in Jakarta reported that
23% of students aged 15-19 and
68.2% aged 20-24 knew of at least
one friend who had experienced
one pre-marital pregnancy.

Young mothers are more likely to
suffer from severe complications
during delivery which results in
higher morbidity and mortality for
both themselves and their children.
Adolescents tend to have a higher
maternal mortality ratio than older
women. The risk of death from
pregnancy related causes is twice
as high for women aged 15-19
years than for women in their early
twenties (Figure-7).

Mother’s age at birth can affect a
child’s chances of survival. Figure-8

shows high neonatal and infant
mortality rates for births to
mothers aged under 20 as

compared with births to older
women. It declines among women
who gave birth at age 20-29 years.
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Knowledge of contraception

Knowledge of contraceptive meth-
ods among unmarried youth in
Indonesia is widespread (95% of
female and 91% of male)5.  Virtually
all respondents who had heard of
at least one contraceptive method
were found to have heard of modern
methods (Figure-9). Unmarried
women and men are only a little
less knowledgeable about family
planning compared with currently
married women aged 15-49 and
currently married men between
15 and 54 years old who were
interviewed in the 2002-2003 IDHS.
The most commonly known methods
among unmarried women are
injectables and the pill (90% each),
followed by the male condom (77%).
For unmarried men, the most
commonly known contraceptive
modes are condoms (86%), the pill
(79%), and injectables (67%). Older
young women and men (aged
20-24) are more likely to know about
family planning methods than their
younger counterparts (aged 15-19).

USE OF CONTRACEPTION
Family planning services for
adolescents5

Currently, family planning services
available to adolescents in Indone-
sia offer a wide range of informa-
tion, education, and counselling
services. However, the provision of
contraceptive methods to un-
married persons is not part of the
national family planning prog-
ramme. In the Indonesia Young
Adult Reproductive Health Survey
(IYARHS) 2002-2003, one in four

Source: Indonesia Young Adult Reproductive Health Survey 2002-03.

Figure 9: Per cent of unmarried women having knowledge of
contraceptive methods in Indonesia, 2002-2003

unmarried women and men aged
15-24 was of the opinion that family
planning services should also be
provided to unmarried adolescents
out of which 15% women felt that
the pill should be available to
unmarried adolescents and 20%
men think that condom should be
provided to unmarried young men.
Younger, urban, and better-educated
adolescents are more likely to
agree to access to family planning
information.

Pe
r 

ce
nt

Abortions

Abortion is prohibited in Indonesia,
except when it is necessary to save
a woman’s life. It is permissible to
carry out certain medical procedures
in an emergency and with the
purpose of saving the life of a
pregnant woman or her foetus.

• About 6% of young married women below the age of 20 did not receive any antenatal care during pregnancy.

• Over 74% of young women aged below 20 received iron tablets during pregnancy, out of whom only 23.6% consumed recommended
90 or more tablets.

• Nearly 46% of young women aged below 20 received two or more TT injections during pregnancy.

• About 29.5% of young women aged below 20 as compared to 43% women aged 20-34 had given birth in any health facility.

• Over 8 % of women aged below 20 gave birth to babies weighing less than 2.5 kg at the time of birth.

Source: Indonesia Demographic and Health Survey (IDHS) 2002-2003.

Qualitative studies among various
groups revealed that premarital
abortions are becoming more
common among young adults. Data
from ten Indonesian Planned
Parenthood Association (PKBI)
clinics located in cities throughout
the country showed that the

percentage of abortions performed
on females aged 15-24 increased
from 9% of cases in 1992 to 35% in
199311. Another study in the year
1997 showed that 40% of village
women who sought abortion services
(mostly unsafe abortions) were
unmarried12.

Antenatal & Delivery Care
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Table 10: Per cent of unmarried men and women who have had sex ever and used condoms
during first and last sex

Table 9: Per cent distribution of currently married young
women by contraceptive method currently used in Indonesia,
2002-2003

Method of contraception Age (years)

15-19 20-24

Using any method of
contraception 47.3 60.7

Any traditional method 0.5 1.8

Any modern method 46.8 58.9

Pill 13.2 11.8

IUD 0.9 1.8

Injectables 31.5 41.3

Condoms 0.5 0.3

Female sterilization 0.0 0.0

Male sterilization 0.0 0.1

Implant 0.7 3.5

Not currently using a any method 52.7 39.3

Source: Indonesia Demographic and Health Survey (IDHS) 2002-2003.

There is a large gap between
knowledge of and use of contra-
ceptives. Only 47% of married
adolescents aged 15-19 are currently
using any method of contraception,
which is 13% lower than that for
their 20-24-year-old counterparts.
Married adolescents and young
women used modern contraceptive
methods more frequently than
traditional methods. Almost all
young women are using reversible
methods. Among modern methods,
injectables are most commonly used
followed by pills. Interestingly, more
adolescents (32.8%) than 20-24-year-
olds (16.4%) started using contra-
ceptives before they had any
children4. The use of condoms was
found to be very low among married
youth and it was comparatively
higher among unmarried youth
(Tables-9 & 10). However, the
majority of adolescents who have
had sex did not use any protection.
The attitudes of young people about
condom use were studied in IYARHS
2002-03 (Figure-10). A large
proportion of young men and women
recognized that condoms also
provide protection against disease.
However, about one in five men felt
that women do not have the right to
negotiate over the use of condoms
and about 4% of young men and
women, some of them highly
educated, believed that condoms
can be reused. Source: Indonesia Young Adult Reproductive Health Survey 2002-03.

Figure 10: Attitude of unmarried youth towards condom use

Source: Indonesia Young Adult Reproductive Health Survey 2002-03.

Age (years) Use of condoms

During first sex During last sex

15-19 3.9 20.6

20-24 6.8 9.7
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Source: Indonesia Demographic and Health Survey (IDHS) 2002-2003.

Figure 11: Per cent of ever-married women who have knowledge
of source of male condoms and access to them 2002-2003

The IDHS 2002-2003 revealed a low
level of knowledge about the source
of condoms among married
adolescents (Figure-11). Very few
births, especially to young
mothers (7.2% to those aged below
20 and 11% to ages 20-24) were
unplanned (not wanted at all or
wanted later). The percentage of
unwanted births increases with an
increase in the age of the mother4

and the greater proportion of
unplanned births are mistimed
rather than unwanted. The
proportion of unplanned births to
young Indonesian mothers was
almost equal to the unmet need for
contraception. The total demand for
family planning by adolescents is
much less when compared with older
age groups showing that for married
adolescents there may be barriers

Table 11: Per cent of currently married women with unmet needs for family planning

Source: Indonesia Demographic and Health Survey (IDHS) 2002-2003.

Age Unmet need for family Total demand for family   Per cent of demand

(years) planning for planning for satisfied

Spacing Limiting Spacing Limiting

15-19 6.4 0.4 50.1 4.2 87.4

20-24 7.8 1.0 62.4 8.1 87.5

to contraceptive use (Table-11).
Besides other familial and societal
barriers, the inability to negotiate
on use of contraceptives is a major

stumbling block for adolescent
women who are less likely to discuss
family planning with their partners
(40% never discussed the same)4.

A food consumption survey among
adolescents19 found that their energy
intake was between 1104-1238 kcal,
which is far below the recommended
allowance.  Low energy intake was
associated with faulty food habits.
Iron deficiency anaemia is a public
health nutrition problem.  A national
household health survey in 1995
found that the prevalence of anaemia
among school boys and girls was

to be 80.2% and 57.4% respectively.
The study also showed a limited
awareness of anaemia due to
inadequate information provided by
school curriculum, family and mass
media. Findings of IYARHS 2002-03
also showed that knowledge of
anaemia, its causes, prevention and
treatment is low among adolescents
(Table-12).

46.4% and 48% respectively.
Among the 10-14-year age-group
also the prevalence was 45.8% in
boys and 57.1% in girls. The
National Household Health Survey
2001 showed that anaemia
prevalence was 27% among women
aged 15-195. A baseline study
among adolescent girls in ten
districts in East and Central Java
provinces showed the prevalence

NUTRITIONAL STATUS
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SEXUAL ACTIVITY
Pre-marital sex, though not tradi-

tionally widely accepted, is not
uncommon in Indonesia. Studies

indicate that almost 12.5% of
adolescents approved of pre-marital

sexual relationship if they planned
to marry the same person and

8.6% felt it to be a part of being in
love13. There are different attitudes

towards pre-marital sex for
unmarried men and women. While
about 6% of male adolescents and

3% of female adolescents (aged
15-19) among those responding to

the IYARHS 2002-2003 accepted
pre-marital sex for men, only 3% of

males and 2% of females accepted
pre-marital sex for women.

Adolescents aged 15-19 are more
likely than young men aged 20-24

to approve premarital sex. Very few
respondents admitted to being

sexually active though about
one-third youth aged 15-19 and

about half aged 20-24 claimed to

Source: Indonesia Young Adult Reproductive Health Survey 2002-03.

Figure 12: Per cent of unmarried young women and men who
have at least one friend who has had a sexual experience

know of others who have been
engaged in pre-marital sex

(Figure-12). The proportion of
respondents of the survey who

admitted having sexual intercourse
was very low (less than 1% of

women and 5% of men). Young
people living in urban areas and

with a higher level of education

were more likely to be sexually
active.  The reasons for first sexual
intercourse cited were—love,
curiosity and influence of peers.
The majority (60%) of adolescents
who have had sex did it without
using condoms14.

According to another study
(Figure-13) on community behaviour

Table 12: Knowledge of causes of anaemia among young people in Indonesia, 2002-2003

Causes of anaemia Women (%) Men (%)

15-19 20-24 15-19 20-24

Lack of consumption of meat, fish and liver 23.1 24.4 22.7 23.9

Lack of consumption of vegetables and fruits 28.5 23.5 19.0 23.7

Bleeding 2.9 1.9 1.4 4.0

Menstruation 1.9 3.5 0.7 1.7

Malnutrition 9.9 13.1 10.9 12.6

Infectious diseases 0.4 0.5 0.3 0.4

Other 41.9 49.4 34.5 37.9

Don’t know 24.7 15.1 31.6 27.5

Source: Indonesia Young Adult Reproductive Health Survey 2002-03.

Pe
r 

ce
nt

Indonesia DHS 2002-03 reported that
more than 1% women under 20
suffered from night blindness during

pregnancy and 39% received a
vitamin A dose post-partum. Only
24% of young women aged less

than 20 consumed iron tablets for
90 days during pregnancy and another
10% consumed them for 60-89 days.
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Source: National AIDS Stragetic plan 2003-2007, Directorate General of Disease
Contral and Environmental Health, MoH Indonesia, 2002.

Figure 13: Increasing sexual activity in high schools in Jakarta
and Surabaya, 1997 & 1999

STIs AND HIV/AIDS AMONG YOUNG PEOPLE
(For details please refer to "Fact Sheets on Young People and HIV/AIDS", WHO/ SEARO)

While the estimated HIV prevalence
rate in the adult population (15-49
years) is 0.1%, HIV/AIDS is
increasingly affecting young people
aged 15-24  with the prevalence being
0.05%14. The cumulative percentage
of reported AIDS cases indicates
that the 20-29 years age group
is the most affected (Figure-14).
As many as 2,638 new AIDS cases
were reported between January
and December 2005. Of them, 54.4%
were less than 30 years old. Of
the 875 new HIV-positive cases,
56.5% were less than 30 years old15.

Figure 15: Per cent of ever married women and currently married men classified according to
knowledge of symptoms of STIs in Indonesia, 2002-2003

Source: HIV/AIDS Report, Directorate General of Disease Control and Environmental
Health, Ministry of Health, Indonesia, quarter IV, 2005.

Source: Indonesia Demographic and Health Survey (IDHS) 2002-2003.

in two big cities of the country—
Jakarta and Surabaya—the number
of sexually active male students
in high school had increased
from 8.8% in 1997 to 22.9%  in 1999.
The corresponding figure for female
students of the same schools in 1997
was 0.5%, which increased to 4.3%
in Jakarta in 1999. In Surabaya, the
corresponding figures for male
students was 8% in 1997 and 11.4%
in 1999, while that for female
students was 4% in 1999, up from
2% in 1997.

Figure 14: Cumulative per cent of AIDS cases in Indonesia by age
group up to December 2005
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The major route of transmission of
HIV is heterosexual activity and IDU

behaviour. HIV transmission to a large
extent is influenced by the incidence
of Sexually Transmitted Diseases.

Though age-specific data for young
people of the age group 10-24 years

is not available, research suggests
a high level of STI in networks, where

multiple partnerships are common.
This accentuates the spread of HIV

in the wider population, a large part
of which comprises the youth.

Indonesia DHS reveals that a small
proportion of young women have

knowledge of STI symptoms in
females and in males (Figure-15).

Of the reported AIDS cases among

IDUs in Indonesia more than 40%
belonged to the 15-24 year age

group (Figure-16). Information from
various rehabilitation centres in

Jakarta in 2004 indicated a high
prevalence (48%)17 of HIV among the

IDUs. Most of these IDUs were young,
relatively well educated and living

with their families.

Figure 16: Reported HIV/AIDS cases among youth IDUs
(30 June 2005) in Indonesia

Source: Presentation by Anasrul SR & Fonny S (MoH Indonesia), Regional
Consultations on HIV and Young People, 11-14 October 2005, Chiang Mai, Thailand.

Young people lack

information and skills

In Indonesia, a large proportion of

young people have heard of HIV/
AIDS. Regardless of age never

married young men and women are

much more likely than their ever
married counterparts to have

knowledge of HIV/AIDS (Table-13).
The percentage of awareness is

less among the younger age-group.
Knowledge about prevention of

the HIV infection was lower
among both ever married and never

married young people (Table-14).

The young people’s lack of in-
depth knowledge was reflected by

the survey result showing that
only less than 10% of ever married

and about 11-12% unmarried
young women and men were aware

that a healthy looking person can
be infected with HIV.

Young people adopt risky behaviours
and are often poorly informed about
their bodies, sexuality and the
consequences of unprotected sex.
Behavioural Surveillance Survey data
reveals that less than 10% of young
people having knowledge about HIV

prevention were using condoms
consistently18. Studies also reveal

that mere information is also not
adequate as it does not necessarily

translate into safe or preventive
behaviours. It was found that though

Sources:  *Indonesia Demographic and Health Survey (IDHS) 2002-2003.

**Indonesia Young Adult Reproductive Health Survey 2002-03.

15-19 20-24 15-19 20-24 15-19 20-24 15-19 20-24
(years) (years) (years) (years) (years) (years) (years) (years)

Ever-married youth* 59.8 67.3 29.2 37.9 NA 79.6 NA 58.7

Unmarried youth** 84.0 91.6 61.1 79.0 78.4 85.7 58.6 72.7

  Women       Men

Heard of Believe there is a Heard of Believe there is a
HIV/AIDS way to avoid HIV/AIDS HIV/AIDS way to avoid HIV/AIDS

Table 13: Per cent of ever-married and unmarried young people who have knowledge about HIV/AIDS
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The 2001 National Socio-economic
Survey (Susenas) reported that the
prevalence of smoking among people
aged 10 and above had increased

from 23% in 1995 to 28% in 20015.
Data from IYARHS 2002-03 indicate
that males are more likely to smoke
then females: over 50% of male
adolescents are currently smoking as
against 1% of female (Table-15).
Smoking starts early; of those who

Sources: * Indonesia Demographic and Health Survey (IDHS) 2002-2003.
** Indonesia Young Adult Reproductive Health Survey 2002-03.

SUBSTANCE ABUSE

Table 15: Cigarette smoking among unmarried youth in Indonesia, 2002-2003

Age (year) Non-smoker Current smoker Smokes daily

F M F M F M

  15-19 86.8 21.6 1.4 50.4 1.1 49.3

  20-24 83.9 12.5 1.7 69.8 1.7 69.4

Source: Indonesia Young Adult Reproductive Health Survey 2002-03. *All figures in per cent.

ever smoked, 17% of women and
19% men took to smoking before
they were 13 years old. Most
women and men started smoking

at the age of 15-17. The survey also
revealed that young women and
men aged 15-19 generally started
smoking at an earlier age than
those aged 20-24. It was reported
by the Baseline Survey of Young
Adult Reproductive Welfare 1998

that the adolescent smoking rate is
high in places where tobacco
products are produced and young
people have easy access to them.

The Global Youth Tobaco Survey
(GYTS) conducted among school
children also revealed that 70% of
students could purchase the
cigarettes easily from stores despite
their young age (Table-16). Boys who
had frequent conversations with their

most injectors knew where to get
sterile needles almost 88% of the
IDUs still used non-sterile injecting
equipment17.

Among unmarried young women and
men who have heard of HIV/AIDS, the

information was obtained from
television in over 80% of cases. The

next most popular media was the
radio (40%). Half of all women and
46% of men surveyed reported that

they received the information from

school or from their teacher5.
Indonesia DHS 2002-2003 also

reported that half of the young
women and more than 60% of young
men did not discuss HIV/AIDS

prevention with their spouses.

Table 14: Per cent of ever married and unmarried young people having knowledge of ways to avoid
HIV/AIDS

 Do not know any way             Know one way        Know two or more ways

     15-19      20-24       15-19        20-24           15-19            20-24
     (years)      (years)       (years)        (years)           (years)            (years)

F M F M F M F M F M F M

Ever married* 74.6 NA 64.6 46.9 8.4 NA 11.5 26.1 17.0 NA 23.8 27

Unmarried** 66.3 60.1 48.3 46.4 27.7 32.5 37.9 40.1 6.0 7.4 13.8 13.6
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INJURY, ACCIDENTS AND VIOLENCE
Accidents

The occurrence of accidents with
adolescents is quite significant
when compared with the frequency

of other sicknesses. According
to the 1995 SKRT (Health and
Househeld Survey) on the main
patterns of cause of death in

the 10-24 year age bracket,
accidents occupy the first place in
case of males and the third in
case of females20.

INFORMATION AND CARE-SEEKING BEHAVIOUR
Source of knowledge for

young people

A significant proportion of young
people never discussed reproductive
health with anyone (Figure-17). The
majority of young people who
discussed reproductive health did it
with their peers. More women than

men talked to their family and
relatives. Though teachers play an
important role in imparting
knowledge about reproductive
health, it is not clear whether young
people personally discussed the
topic with their teachers or
received the information by way of

class instruction. Health service
providers play a less significant role
as a source of information on
reproductive health. Younger, rural
and less educated young people,
both men and women, are less likely
to discuss reproductive health with
anyone.

fathers during childhood are less
likely to smoke at ages 15-19
than boys who had not. Older age,
being out of school, and being
married substantially increases the
probability of smoking among
15-19-year-old boys.

Alcohol consumption

Alcohol consumption patterns vary
considerably with cultural settings.
Since the population of Indonesia
is predominantly muslim, consump-
tion of alcohol is not part of
cultural tradition. Data from IYARHS
2002-03 indicate that men aged
15-24 are more likely to consume
alcohol than women of the same age
group. About 98% of young women
had never taken alcohol and only
1% have done so occasionally. A
total of 34% of men have taken
alcohol at some time. A very small
percent-age (2%) drink daily. Among
men who have ever consumed
alcohol, 13% started drinking by age
14 and 43% by age 16.

Drug use

IYARHS 2002-03 reported that
8% of young men and less than

1% of young women had used
drugs and almost all of them
have smoked the drug. About
3% of men reported that
they inhaled, injected or drank

Tobacco use (%)

Prevalence
• Currently using any form of tobacco 21.0
• Currently smoking cigarettes 20.0

Access and availability
• Bought cigarettes in a store and were NOT refused

purchase because of their age 70.0

Environment
• Live in homes where others smoke 67.4
• Exposed to smoke in public places 82.0
• Feel smoke exhaled by others is harmful to them 58.3
• Feel smoking in public places should be banned 89.0

Cessation – current smokers
• Want to stop smoking 82.7

School activity
• Taught/discussed about dangers of smoking

and effects of tobacco use in the class 63-70

Table 16:  Global Youth Tobacco Survey of school-going
adolescents of class 8-10 in Indonesia, 2000

Source: Global Youth Tobacco Survey 2000, WHO South-East Asia Regional
Office, New Delhi, India.

the substance. However, as the
use of drugs is not socially
accepted and is classified as a
criminal act, it is likely that it was
underreported.
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Figure 18: Per cent of women and men aged 15-24 who have been exposed to various types of media
in Indonesia, 2002-2003

Source: Indonesia Young Adult Reproductive Health Survey 2002-03.

Source: Indonesia Young Adult Reproductive Health Survey 2002-03.

Figure 17: Per cent of unmarried youth (aged 15-24) who discussed reproductive health with
specific persons in Indonesia, 2002-2003

Media exposure of young

people

The role of the media in disse-
minating information has become
increasingly important. Television is
the most popular and print media
the least popular mass media among
young people (Figure-18). There is no
marked difference in the exposure
to mass media between unmarried
men and women. However, among
their married counterparts, males are
more exposed than females.
Unmarried young people are more
likely than their ever-married

counterparts to be exposed to any
media. Music, drama, quiz and
news are the most popular
programmes on radio and movies
on television. On the other hand,
programmes related to health are
not very popular, about one to 2%
of men and women listen to them.
Women are more likely than men
to watch programmes that discuss
pregnancy prevention and
advertise condoms. While 29% of
women watched programmes
related to delaying marriage, only
18% of men did so. Less than

one-third of the respondents watch
messages on family planning on
television.

Problems in accessing

healthcare

The major barriers to accessing
healthcare stated by respondents of
IDHS 2002-03 were: getting money
for treatment, distance to a health
facility and not wanting to go alone
(Figure-19). Adolescents aged 15-19
are more likely to report problems
in accessing healthcare than women
in the next age group.
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Figure 19: Per cent of ever married young women who reported having problems in accessing health
care for themselves when sick, 2002-2003

Source: Indonesia Demographic and Health Survey (IDHS) 2002-2003.

Laws impacting adolescents

• Law no. 1 of 1974 (marriage law) declares the minimum legal age at marriage to be 16 years for
women and 19 years for men.

• Law no. 2 of 1979 makes nine years of basic education compulsory for all.

• Law no. 20 of 1999 regarding enactment of ILO convention no. 138 stipulates a minimum age to be
allowed to work.

• Law no. 23 of 2002 deals with child protection.

• Law no. 23 of 1992 defines abortion as illegal and permitted only in case of emergency with the
purpose of saving the life of mother or foetus.

• Law no. 5 of 1997 regarding psychotropics and Law no. 22 of 1997 regarding narcotics relating to
substance abuse, prevent the circulation and misuse in communities, including adolescents.

• Law no. 23 of 2004 deals with elimination of violence in the household.
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For further Information please contact:

Adolescent Health and Development (AHD) Unit
Department  of Family and Community Health
World Health Organization
Regional Office for South-East Asia
World Health House
Indraprastha Estate, Mahatma Gandhi Marg
New Delhi - 110002. India
Email: ahd@searo.who.int
http://www.searo.who.int

January 2007
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The population of Maldives was
329,000 in 20031, with about 29%
living in urban areas. More than a
quarter of the country’s population
resides in Malé, the capital.  In
2000 the average annual
populat ion growth rate was
1.96% down from 3.4% in 1989.
The Total Fert i l i ty Rate (TFR)
declined from 5.4 during 1990-95
to 2.8 in 20002. The country is in

the second stage of a
demographic transit ion. The
Crude Death Rate (CDR) declined
from 6 per 1000 population in
1990 to 4 in 2000 and the Crude
Birth Rate (CBR) from 41 to 20
over the same period3. The
Maternal Mortality Ratio (MMR)
has come down from over 400
per 100,000 live births in the
early ‘90s to 110 in 2000. The

Infant Mortality Rate (IMR) has
also decl ined over the past
decades coming down from 157
per 1000 live births in 1970 to 55
in 2003. The adult literacy rate is
a high of 97.2%. The country’s
Human Development Index in 2005
was 0.745 which makes it to rank
73 among 177 countries in the
world and 37 among 103
developing countries4.

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision. Population Division
of the Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

The number of adolescents and youth
has substantially increased in recent
years (Table-1). Around 81,000
Maldivian adolescents (aged 10-19)

constitute one-fourth (24.7%) of the
total population. Taking into account
the population of young adults aged
20-24, the total population of young
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POPULATION OF YOUNG PEOPLE

Age (years)    Male Female Total

Number (%) Number (%) Number (%)

10-14 22,000 6.7 20,000 6.1 42,000 12.8

15-19 20,000 6.1 19,000 5.8 39,000 11.9

20-24 17,000 5.2 16,000 4.9 33,000 10.1

Total 59,000 18.0 55,000 16.8 114,000 34.8

Table 1: Number and per cent of young people by age and sex in Maldives, 2004

STATUS OF EDUCATION
Maldives has a high literacy rate
with very few (0.8%) illiterate young
people (Figure-1)4. The percentage
of female youth with no education
is identical to that of male youth.
There is no disparity between boys
and girls in the levels of enrolment
at pre-primary, primary and
secondary level education. In

people is more than a third of the
total for the country. Males out
number females in all the age groups
(52% males against 48% females).

fact, girls outnumber boys at
the secondary level (Table-2).
However, marked gender
differences emerge at the upper
secondary level and above (36%
females to 64% males)5. The
disparity between girls and boys
arises due to socio-cultural factors.
Facilities for upper secondary

education are available only in
Malé. Parents find it difficult to
send girls away from home to seek
higher education. Another cause for
concern is the number of students
who drop-out during or after the
secondary level, especially after
the age of 15. The drop-out rate,
contrary to the usual patterns in 1
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EMPLOYMENT

Activities Male (%) Female (%) Total (%)

Economic activity 25 9 34

Unpaid family work 2 3 5

Household chores and childcare 1 10 11

Attending school/educational institution 18 21 39

None 5 5 10

Not specified 1 0 1

Total 52 48 100

Table 3: Main activities in which youth (15-24-year-olds) are engaged in Maldives

Source: Human Development Report 2005. United Nations Development Programme.

Figure 1: Trends in youth (aged 15-24) literacy rate in Maldives,
1990-2003

According to the final draft report
of the UN survey (2006)8, 39% of
youth attend an educational
institution as a full-time activity
while more than one-third are
engaged in an economic activity for
generation of income (Table-3). Only
one in 10 young females is engaged

in economic activity compared
to a quarter of the young
male population. A substantial
proportion of these females is
engaged in household chores and
childcare. Findings of the survey
also showed that ten per cent of
the youth were not engaged in any

many developing countries, is
slightly higher among males6. Drop-
out rates for girls are higher in
post-secondary levels5. There is also
a virtual absence of girls enrolled
in vocational and technical training
schools7.

A UN ‘Facts, opinions and solutions’
survey final draft report (2006)8

showed that the decisions on
education of the youth are mainly
made by their families (57%) while
those regarding their career are
made mostly by themselves (63%).

Youth literacy Net primary enrolment Net secondary enrolment

Female rate Female rate Male Female Ratio of Male Female Ratio of

(% ages as % of male ratio* ratio female to ratio ratio female to

15-24) 2003 rate 2003 2000/04 2002/03 male 2002/03 2000/04 2002/03 male 2002/03

99.2 100 92 93 1.0 48 55 1.15

Source: Human Development Report 2005. United Nations Development Programme.
* The State of the World’s Children 2006, UNICEF, UNICEF House, New York, USA.

Table 2: Male and female school enrolment ratios and gender equality in education in Maldives

Source: UN ‘Youth Voices – Facts, opinions and solutions’ survey, final draft report 2006. Office of the Resident Coordinator,
Maldives.

activity. A higher percentage of
young people aged 15-19 than those
in the 20-24 year age group were
reported to be ‘neither studying
nor working’. Of all employed
youth, 34% worked for an average
of 16 hours per week and reported a
high degree of job satisfaction.

Year
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DEATH RATES AMONG YOUNG PEOPLE

 Age (years) Age-specific death rate

Male Female

10-14 3 5

15-19 7 4

20-24 7 4

Table 4: Age-specific death rates in Maldives, 2004

Source: Vital Registration System (VRS) 2004/Ministry of Health (MoH), Maldives.

The mortality rates among adolescents
are generally lower than those
observed at younger and older ages.
Mortality rates for Maldivian females
were higher than males in the younger
age group but the trend is reversed in

the older age groups of 15-24 years
wherein male mortality is higher than
female (Table-4). This is in contrast
to the trend observed in most other
countries of the South-East Asia
Region where mortality rate is higher

for young females, which may be due
to disparities in terms of food intake,
access to healthcare and other
developmental care or because of high
mortality during childbearing and
birth.

FAMILY RELATIONSHIPS
In Maldives, a high proportion
(86%) of youth live with their
parents or relatives (Figure-2)8.
Gender disaggregated data shows
that the proportion living with
parents is higher for females than
males (64% females versus 57%
males). Youth who reported living
by themselves are mainly
concentrated in the central region
and are mainly engaged in the
tourism industry.

Figure 2: Living arrangement for youth in Maldives

Source: UN ‘Youth Voices – Facts, opinions and solutions’ survey, final draft report,
2006. Office of the Resident Coordinator, Maldives.

Age at first marriage

Attributes Mean Median

1999 2004 1999 2004

Age of women

Up to 30 17.9 19.1 18 19

>30 17.1 17.8 17 17

Education

Primary and above 18.4 19.1 18 19

None or non-formal 16.8 17.2 16 17

Table 5: Age at first marriage for women in Maldives, 1999 and 2004 (All figures in years)

Source: Republic of Maldives Reproductive Health Survey 2004, Ministry of Health, Republic of Maldives.

AGE AT MARRIAGE
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PREGNANCY AND CHILDBEARING

Figure 3: Trends in Age-Specific Fertility Rate (ASFR) (per 1000 women)

Age group Number of live births to mother

Year 1996 Year 2004

15-19 676 299

20-24 2008 1777

Table 6: Number of live births classified by age of mother in
Maldives, 1996 and 2004

Source: Vital Registration System, (VRS), 1996 and 2004, Ministry of Health, Republic
of Maldives.

The mean age at first marriage for
males and females was 22.3 years
and 18.4 years respectively in 2004,
and the median age of first marriage
for them was 22 years and 18 years
respectively9. The age of first
marriage among females who had

received education through formal
schooling was higher than among
those who had received no education
or only non-formal education
(Table-5). Women below 30 years of
age at the time of the 2004
Reproductive Health Survey had

married two years later than respondents
over 30 years of age. The difference in
age of marriage vis-à-vis age at the time
of the survey was not significant among
men. This suggests that the age at first
marriage has increased especially among
women of the younger generation.

As the age of marriage increases,
instances of childbearing during
adolescence are also decreasing.
However, many couples in the country
become adolescent parents, leading
to health problems for both mother
and child. In 1996, the number of
live births among the late adolescent
group (15-19 years) was 676; 10.8%
of the total mothers aged from
15-49 years. This reduced to 299 births
in 2004 (Table-6). The age-specific
fertility rate for adolescents aged
15-19 years also declined significantly
in line with the decline in fertility for
all age groups (Figure-3).

The focus group discussion during the
Reproductive Health Survey 20049

reported that the majority of Maldives
youth accepted as a fact that unwanted
pregnancies did occur among them.
Abortions are also occurring among
unmarried youth. However, in most
cases of unmarried pregnancies the
male youths take the responsibility for
the child and avert the possibility of
abortion. About two per cent of all
young unmarried respondents of the
survey revealed that they had been
pregnant or fathered a child. Out of
those there were 16 live births, six
abortions, two stillbirths, and one
spontaneous abortion.

Antenatal and delivery care

There is no age disaggregated data
available for antenatal care of
adolescents in Maldives. However,

Sources: For the year 1990—World Fertility Report 2003, Population Division,
and DESA, United Nations; for rest of the period - Population Division of the Department
of Economic and Social Affairs of the United Nations Secretariat, World Population
Prospects: The 2004 Revision and World Urbanization Prospects: The 2003 Revision,
http://esa.un.org/unpp.

(in years)

the Reproductive Health Survey
2004 reports that all except one
woman (273/274) aged 15-49 who
delivered in the last year reported
at least one antenatal care visit9.
The advice they most commonly
received during antenatal checkup
was about nutrition (37%), family
planning (15%), preparation for

delivery (12%), about high risks
(11%) and newborn care (5%).In the
year 2004 about 92% of young
women aged below 20 gave birth in
any health facility and eight per cent
had non-institutional live births.
About 15% of young women aged
below 20 gave birth to babies
weighing less than 2.5 kg at birth10.
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Figure 4: Per cent of ever-married female youth who have ever
used contraception, 1999 and 2004

CONTRACEPTION

Source: Reproductive Health Survey 2004, Ministry of Health, Republic of Maldives.

Age in Years

Knowledge about contraception Males (%) Females (%)

Always use a condom 56 56

Only have sex at certain times of the menstrual cycle 34 48

Don’t have sex 40 39

Cannot avoid pregnancy 5 2

Don’t know 20 18

 Table 7: Ways of avoiding pregnancy reported by unmarried male and female youth in Maldives, 2004

Source: Reproductive Health Survey 2004, Ministry of Health, Republic of Maldives.

The proportion of ever-married
women who have ever used any
method of contraception was higher
in 2004 than in 1999 for all age
groups (Figure-4). The improvement
was more in ages 15-20. Women
residing in the atolls are more likely
to use contraception as compared
to those living in Malé. However,
the proportion of men who have ever
used contraception was not different
in Male’ and the atolls.

The Reproductive Health Survey
2004 found that only 56% of
unmarried youth were aware that
condoms can protect against
unwanted pregnancies (Table-7).
More males than females said that
they did not know of ways to avoid
a pregnancy or believed that
pregnancy cannot be avoided. The

Figure 5: Unmet need for modern contraception

Source: Reproductive Health Survey 2004, Ministry of Health, Republic of Maldives.

survey also reported that of those
youth who were sexually active, four
per cent did not know what a
condom was and 45% had never
used one. The most common reason
for not using condom was dislike of
using condoms (47%). A smaller
number said their partner did not
like to use condoms. Of those who
used condoms, nearly half said they
used them to avoid pregnancy and
around 18% used them to avoid STIs
and HIV/AIDS.  Almost half (48%) of
youth said they did not know if
talking about condoms made young
people more promiscuous, and
nearly a quarter (24%) believed that
it did.

There are legal barriers to the
provision of contraceptives to
unmarried individuals, and
procuring all methods, including

condoms, require a prescription12.
The Reproductive Health Survey

2004 also found that 10% of married
women aged 15-20 years wanted to
limit their families but were not using
any method of contraception. The

percentage has, however, reduced
during the last five years (Figure-5).
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SEXUAL BEHAVIOUR

Source: Rapid Situation Assessment of Drug Abuse in Maldives, Narcotics Control
Board, Republic of Maldives 2003; UNESCAP and UNDP.

Figure 6: Age at first sexual experience among young drug users

in Maldives, 2003
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The increase in mean age at

first marriage has important

implications; as the period prior to

marriage is extended, the chances

of premarital sex may increase. Due

to its illegal status, the extent of

premarital or extramarital sex is not

known. However, it is estimated that

by the age of 21 a high proportion of

youth has had sexual intercourse at

least once13.

The Reproductive Health Survey

2004 also reported that one in 10

young people had admitted to having

sexual intercourse—14% young men

and 5% young women. Almost

two-thirds of those who had had sex

said their first sexual intercourse was

before the age of 18. About half of

the youth (49%) participating in the

survey had a girlfriend/boyfriend;

63% met their partners regularly,

four per cent had sex with partners

from their own age group while an

equal number reported having sex

with older people. Early debut

of sexual activity among young

people often exposes them to

multiple partners and with partners

who have been at risk of HIV

exposure, accentuating their HIV

vulnerability.

The Rapid Situation Assessment

(RSA) on drugs reported that age at

first sexual experience among drug

users ranged from 7 to 24 years

(Figure-6)11. One-third of the

respondents in the survey reported

sexual exposure by the age of 15

years. More than half (54%) had a

sexual experience by 16 years and

almost three quarters (72%) had sex

by the age of 17. Ninety-two per cent

had a sexual experience during

their teens. Of this group, 94 per

cent said the sexual experience

was voluntary while the rest said

it was forced.

Of the respondents reporting

premarital sex, three per cent

spoke of sexual intercourse with a

member of the same sex. Another
43% had experienced group sex
(defined as more than two persons
having sex at the same time), 26%
reported having had sex with a sex
worker (paid sex). The age range
of respondents reporting sex with
same-sex partners was 13 to 20
years; for those reporting sex with
a sex worker it was 11-27 years.
Half of this group was aged 16 years
or less. About 76% of the
respondents reported multiple sex

partners during the last year.

Unwanted sexual activity

for youth

About four per cent of respon-

dents in the Reproductive Health

Survey 2004 reported that they have

been forced into unwanted sexual

activity by people of their own age

as well as older. Young females were

more likely to be involved in

unwanted sexual activity with

someone older than them than

young males.

Other sexual behaviours such

as commercial sex practices are

known to exist. Foreign and

Maldivian sex workers can be found

in the island country since a large

number of workers work away from

their homes, thereby creating a

pool of potential commercial sex

clients.
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In Maldives, the estimated HIV
prevalence among the 15-49 year
age group was 0.1% in 200114. The
major route for HIV transmission is
heterosexual. Though the presence
of HIV/AIDS is scant in Maldives,
increasing numbers of sexually
transmitted infections (STIs) are
being reported.

The findings of the Reproductive
Health Survey 2004 revealed that
most unmarried youth had correct
knowledge about STIs, their
transmission and prevention. Very
few (3%) were unable to mention
any prevention method and only 4%
did not know how to protect
themselves from STIs. About 67% of
the surveyed unmarried young
population thought the best way to
avoid STIs was to avoid (sex with)
people with STIs. 51% males and
44% females reported the best way
of STI prevention was consistent
condom use. However, 65% of the
youth still felt that they needed more
information about how to prevent
STIs, which implies that young people
need more information and skills to
protect against the same.

Though aware of prevention and
transmission of STIs, young people
scored low on knowledge of
symptoms of STIs (Table-8). A quarter
(26%) of the youth surveyed did not
know of any signs or symptoms
of STIs.

Data available on the awareness
indicators in the country show that
99% of youth have heard about HIV/
AIDS. About 91% know of at least
two ways of transmission and two
ways of prevention of HIV infection.

STIs AND HIV/AIDS AMONG YOUNG PEOPLE
(For details please refer to “Fact Sheets on Young People and HIV/AIDS”, WHO/SEARO)

Symptoms Number of respondents Per cent

Urination problems 576 51

Itching and soreness 565 50

Discharge 510 45

Bleeding 387 34

Poor immunity 328 29

Back/stomach pain 259 23

Rashes 240 21

Weakness/tiredness 218 19

Swollen glands 205 18

Loss of appetite/weight 191 17

Fever 156 14

Miscellaneous 156 14

Don’t know 293 26

Source: Reproductive Health Survey 2004, MoH, Republic of Maldives.

Table 8: Symptoms of STIs identified by youth

Table 9: Knowledge among youth on HIV prevention

Source: Reproductive Health Survey 2004, MoH, Republic of Maldives.

Ways of avoiding HIV/AIDS Per cent

Respect religious tradition 69

Avoid sharing sharp objects 67

Get information about HIV/AIDS 65

No premarital sex 46

Always use condoms 44

Adhere to one partner only 43

Don’t have sex 39

Avoid people with AIDS 33

Cannot avoid it 10

Don’t know 4

The data from the Reproductive
Health Survey show similar findings
(Table-9). However, there are some
misconceptions about risks of HIV
infection and how to protect

oneself from STIs and HIV infection.
About one-third of respondents
(34%) did not know if people with
HIV can appear healthy and about

13% believed that one can get HIV
from sharing a meal with someone
who has AIDS (Table-10). About half
of the respondents did not know that
condoms can prevent HIV.

The risky sexual behaviour of a large
proportion of young people also indicates
that there is a major gap between
knowledge and practice on HIV/AIDS.
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SUBSTANCE ABUSE
The Rapid Situation Assessment of

Drug Abuse in Maldives (RSA)
revealed that 98% of respondents

were smokers. Almost half (48%) had

initiated smoking between the age
of 10 and 14 years and 42% between

15 and 19 years (Figure-8). Five per

cent of those who smoked started
before they were 10. In all, 95% of

drug-using respondents had started

smoking by the age of 20. Fun (66%)
and fashion (9%) were cited as the

most common reasons for initiation

into smoking.

The Global Youth Tobacco Survey

(GYTS) supported by the World

Health Organization conducted in
2003 in Maldives showed that

current prevalence of tobacco use,

in any form, among school going
youth (age 13-15 years) is 13%

(Table-11). The survey also

Figure 8: Age of initiation into smoking

Source: Rapid Situation Assessment of Drug Abuse in Maldives, Narcotics Control
Board, Republic of Maldives, 2003; UNESCAP and UNDP.
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A Rapid Situation Assessment (RSA)
of the drug scenario in Maldives11

(conducted on a limited sample)
reported that only half of the
respondents (drug users) who had
premarital/extramarital sex had ever
used a condom. Among those who
had, only one-third claimed to have
used it always (Figure-7). About 48%
of them always used condoms when
they had sex with sex workers and
28% used condoms rarely during sex
with sex workers.

Figure 7: Frequency of condom use during sex

Source: Rapid Situation Assessment of Drug Abuse in Maldives, Narcotics Control
Board, Republic of Maldives, 2003; UNESCAP and UNDP.

Source: Reproductive Health Survey 2004, MoH, Republic of Maldives.

Statements True False Don’t know

People with HIV can look healthy 46% 21% 34%

You can get HIV from sharing a meal with someone with AIDS 13% 63% 24%

Condoms can protect against HIV/AIDS 50% 15% 35%

Table 10: Perceptions of youth on transmission of HIV

revealed that a large proportion
of adolescents have easy

accessibility to cigarettes and half

of them live in homes where others
smoke, making them more

vulnerable to smoking. Almost

half of the students have a parent
who smokes and one out of ten

students have friends who smoke.

One out of ten were offered a free
cigarette by a tobacco company

representative.  Only 54% of current
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There has been a growing concern

about drug abuse among Maldivian

youth. Country reports at SAARC

Symposia in 1992 and 199715, 16, 17

indicate the presence of a high

percentage of young drug abusers

between 16 and 24 years of age.

The Ministry of Defence and

National Security has documented

maximum number of cases of drug

abuse in the age group of 16-24

years (Table-12).

Table 12: Reported drug abuse cases classified by age group
(1997-2001)

Year Total                            Age group

Under 16 16-24 25-39

1997 200 16 118 65

1998 320 26 196 93

1999 208 15 118 70

2000 220 0 129 76

2001 216 2 123 87

Source: Statistical Yearbook of Maldives, 2002, cited in Rapid Situation Assessment of
Drug Abuse in Maldives, Narcotics Control Board, Republic of Maldives, 2003; UNESCAP
and UNDP.

DRUG ABUSE

Tobacco use Per cent of
Adolescents

Prevalence

� Currently using any form of tobacco 13.0

� Currently smoking cigarettes 7.8

Access and availability

� Bought cigarettes in a store and were NOT refused purchase because of their age 81.5

Environmental tobacco smoke

� Live in homes where others smoke 50.6

� Exposed to smoke in public places 74.8

� Think smoke from others is harmful to them 62.0

� Think smoking in public places should be banned 91.1

Cessation – current smokers

� Want to stop smoking 53.7

School activity

� Taught/discussed with about dangers of smoking and effects of tobacco use in class 25.3

Table 11: Global Youth Tobacco Survey of school-going adolescents of class 8-10 in
Maldives, 2003

Source: Global Youth Tobacco Survey 2003, WHO South-East Asia Regional Office, New Delhi, India.

smokers in Maldives want to stop

smoking. Schools are not contri-
buting appreciably to anti-smoking

awareness generation.  Only 25% of

the students were taught or had

participated in class discussions
about the dangers of smoking and

ill-effects of tobacco use.

Alcohol consumption

Alcohol consumption is prohibited in
Maldives and punishable under
Shari’ah law.
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INFORMATION SEEKING BEHAVIOUR

Figure 9: Age at first drug use

Source: Rapid Situation Assessment of Drug Abuse in Maldives, Narcotics Control Board, Republic of Maldives, 2003; UNESCAP
and UNDP.

The 2003 UNDP Rapid Situation
Assessment (RSA) of Drug Abuse in
Maldives revealed that drug abuse
is on the increase in the country and
is initiated at a very young age.
Opioids, primarily brown sugar,
hashish oil and other cannabinoids
are the most frequently seized and
abused drugs. The mean age at first
use of any drug apart from tobacco
was 16.8 years with an age range of
10 to 27 years (Figure-9). First drug
use follows a couple of years after
onset of smoking. Knowledge about
drugs was mainly obtained from

friends (81%) or relatives (nine per
cent). Peer pressure was the most
common reason for initiation (38%)
followed by a desire to experiment
(26%). About a fifth of respondents
had initiated drug use for fun while
10% cited family problems as the
reason. Drug use was initiated
most commonly at home (30%), in
a friend’s house (27%) or a public
place (18%). Most respondents in
all the research sites had initiated
drug use with friends (87%). They
had mainly acquired the drug
through friends (72%). A smaller

number had bought it on the first
occasion (19%) and a few (8%) had
stolen the drug for first use. About
44% reported drug use by a family
member, mainly brothers (68%) and
cousins or nephews (22%). A smaller
number reported drug use among
sisters (7%), mothers (5%) and
fathers (5%) too.

The median age at which injecting

drug use had been observed was 17

years, though the survey reported that

drug injecting was not common in

Maldives.

Source: Reproductive Health Survey 2004, Ministry of Health, Republic of Maldives.
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Per cent of youth Per cent of youth

Figure 10: Whom do youth talk to about
problems?

 Figure 11: Whom do youth talk to about sex?
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In Maldives, the youth share their
problems mostly with friends9 and a
few with a parent (Figure-10). About
one in 10 did not discuss their
problems with anyone and a large
proportion did not talk about sex
with anyone. While a friend was the
commonest choice for discussing
sex, few opted for parents or
teachers (Figure-11). Many reported
that their parents spoke to them
about their future and relationships
but few said their parents talked to
them about sex (Figure-12). Parents
are more likely to talk to daughters
about sex than sons.

Figure 12: What parents talk to unmarried youth about sex?

Source: Reproductive Health Survey 2004, Ministry of Health, Republic of Maldives.

The most common sources of
information about sex reported by
youth were school, television and
radio and friends (Figure-13). Though
health facilities were indicated as the
place from where young people would
like to seek information on sex, many
expressed the need to get the
information in a more confidential
setting. Young people’s concerns
about privacy and confidentiality at
health facilities often act as barriers
depriving them of essential
information and skills.

Exposure to media

Mass media plays a very important
role in dissemination of information
to people. According to the
Reproductive Health Survey 2004 of
Maldives more than three quarters
of young people (77%) said they
watched television every day and
another 13% watched it at least

Source: Reproductive Health Survey 2004, Ministry of Health, Republic of Maldives.

Figure 13: Sources of information about sex for youth

Per cent of youth

once a week. About one in ten
watched television occasionally or

never at all. More than half of those
who watched television said they

watched TV Maldives and 45%

watched cable or satellite television.
About 57% listened to the radio

every day and 14% listened to it at

least once a week. More than a

quarter (28%) listened to the radio

occasionally or never at all. One in

four young Maldivians read news-
papers and magazines every day or

almost every day and 40% read

them at least once a week. About
13% read magazines about once a

month and 22% read them occasionally

or did not read them at all.

Per cent of youth

• Minimum legal age of marriage is 16 years

• Premarital and extramarital sex is forbidden

• Abortion is prohibited, or permitted to save woman’s life

• The person who helps provide drugs to a minor (less than 16 years old) is culpable.

Laws impacting adolescents
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Myanmar’s population is estimated
at 50.52 million1 with a growth
rate of 1%. Nearly 70% of the
population is rural. The sex ratio
was estimated to be 989 males
per 1000 females in 20022. According
to the Fertility and Reproductive
Health Survey (FRHS) in 2001, the

total fertility rate has decreased
from 4.0 in 1990 to 2.4 in 20012.
In 2001, the crude birth rate was
23.9 and crude death rate
11.23. The infant mortality rate
has declined from 79 per 1000
live births in 1997 to 49 in 2001
(48.3 in urban and 50 in rural

areas). In the year 2000 the maternal
mortality ratio of the country was
360 per 100,000 live births. The
adult literacy rate improved from
83.1% in 1995 to 96.5% in 2001
and the Human Development
Index of Myanmar for 2003
was 0.5784.

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision. Population Division
of the Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

Young people aged 10-24
constituted over 30% of the total
population in 2004; including
over 20% of adolescents aged
10-19 (Table-1).  Almost negligible
gender inequality has been

observed in the adolescent and
young people population. 
Myanmar is at the threshold
of a demographic transition
from a younger to an older age
distribution with the proportion
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POPULATION OF YOUNG PEOPLE

Age (years)    Male Female Total

Number (%) Number (%) Number (%)

10-14 2727,000 5.4 2667,000 5.3 5394,000 10.7

15-19 2550,000 5.0 2503,000 4.9 5053,000 9.9

20-24 2455,000 4.8 2426,000 4.8 4881,000 9.6

Total 7732,000 15.2 7596,000 15.0 15,328,000 30.2

Table 1: Number and per cent of young people by age and sex in Myanmar, 2004

STATUS OF EDUCATION
Education has always been given
high priority in Myanmar society
since ancient times when
monasteries were the main centres
of enlightenment5. The youth literacy
rates, especially female literacy,
have improved consistently over the
last decade (Table-2). A majority of
both young girls and boys are
literate. The State Child Law has
provision for providing free basic
education for every child at the
primary level in schools opened by
the state7.   

of population below the age of
25 decreasing from 58.8% in 1985
to 50.8% in 20055.  It is estimated
that by the year 2025 the
proportion of young people will
be reduced to 22%6.

Source: UNESCO Institute for Statistics 2005.

Table 2: Trends in youth literacy rate in Myanmar, 1990/91 and
2000/04

                Male                         Female

  1990/91 2000/04 1990/91 2000/04

  90.1 95.6 86.2 93.2

The data from State of world’s
children 20068 and Human
Development Report 2005 shows
that primary education is universal
in the country indicating that at
the primary school level boys and
girls have almost equal opportuni-
ties for education.  Nevertheless, 1

in secondary school, enrolment
rates are less than 50% of that
at the primary level with a small
gender gap emerging (Table-3).  The
mean number of years spent in
school is 6.7. Girls outnumber boys
in academic institutions at the
tertiary level.
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EMPLOYMENT
The participation in the labour force

in the age group of 15-19 years is

64% for males and 54% for

females6. A small decline is observed

in the proportion of economically

active youth, both male and female,

during the 15-year period from 1990

to 2005 presumably because more

young people enrol and stay on in

schools (Figure-1).

Employment opportunities for out-

of-school youth are very limited

and an estimated 90% are

unemployed.  Many uneducated young

people from rural areas and different

ethnicities have to migrate to the

capital city of Yangon, other larger

towns or even neighbouring countries

such as Thailand and China for work,

due to economic constraints9,10.

Source: Human Development Report 2005.

Source: The World Youth 2006 data sheet, Population Reference Bureau,
Washington DC.

Figure 1: Per cent of economically active adolescents aged
15-19 in Myanmar

Youth literacy Net primary Net secondary Gross  tertiary
enrolment enrolment enrolment

Female Female Female Ratio of Female Ratio of Female Ratio of
rate (%) rate as ratio female to ratio female to ratio female
in ages (%) of male (2002-03) male (2002-03) male (2002-03) to male

15-24 (2003) rate (2003) (2002-03) (2002-03) (2002-03)

93.2 98 85 1.01 34 0.94 15 1.75

Table 3: School enrolment ratios and gender equality in education

A study carried out among migrant
children and youth along the
borders of China, Myanmar and
Thailand found that there is a
greater demand for adolescent and
young adult migrants and,
increasingly, for female workers11.

The study identified that the
majority of cross-border migrants
were youth from rural areas with little
or no formal education. Those from
Myanmar have made up the
largest proportion of this mobile
population.

The legal minimum age for
marriage in Myanmar is 20 years5

for both men and women.  The
average age at marriage has
continuously risen over the last
three decades with young people
tending to marry rather late. Only
3% of men and 11%  of women aged
15-19 are married (Figure-2)6. The
mean age at marriage for women
has increased from 21.2 years in
1973 to 26.0 years in 1997 while for

AGE AT MARRIAGE
Figure 2: Per cent of ever married adolescents aged 15-19 in Myanmar

Source: The World’s Youth 2006 data sheet, Population Reference Bureau,
Washington DC.

Female Male
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men it increased from 23.8 to 27.6
years during the same period12.  The
average age at first marriage in

Although there is a decline in
adolescent fertility over the years,
about 23 women in 1000 bear
children (Figure-3)2. Among women
married at a very young age,
43% started childbearing by the
age of 15, which increased to 73.9%
at the age of 1913.  According to
data from the World’s Youth 2000,
5% of TFR is attributed to births
in the age-group of 15-1915. In
Yangon, adolescent pregnancies in
1998 were reported to be 8.9%
of total pregnancies5.

Figure 3: Trend in adolescent (15-19) age-specific fertility rate per
thousand women (ASFR) in Myanmar

Source: For the year 1971 and 1996 -World Fertility Report 2003, Population Division,
and DESA, United Nations; for 2001- Myanmar Fertility and Reproductive Health
Survey 2001, Ministry of Immigration and Population, Yangon 2003.

The 2001 Fertility and Reproductive
Health Survey (FRHS) had shown
that a large proportion of pregnant
women do not seek antenatal care.
About 26% of adolescent women
(15-19 years) and 20% of women
aged 20-24 years are not seeking
antenatal care as compared to less
than 20% of women of older age

groups.  In addition, adolescent
pregnant women are twice more
likely not to be assisted during
delivery (3.5%) than women of
any other age group (less than
1.7%)2. It is estimated that
approximately 8% of maternal
deaths are attributed to women less
than 20 years of age16.  National

Mortality Survey17 data of Myanmar
also report that 20-30% of maternal
deaths are of women aged below
25 years.

Unmarried girls and young women
are especially vulnerable to unwanted
pregnancies because reproductive
health services are targeted only at
married women.

2003 was 22.4 years13. Studies
have, however, reported that in
many provinces the age at

marriage was significantly lower
with some women even marrying at
the young age of 1414.

According to FRHS 2001, the
knowledge of at least one modern
method of contraception among
currently married women has
increased from 92.4% in 1997 to
96.1% in 2001. The mean number of
contraceptive methods known to them
was 5.22.  However, adolescent girls
aged 15-19 years were found to know

fewer methods of contraception (4.7)
than women in other age groups
and a higher proportion of them
had no knowledge of contraception
(5% versus 3.5% in the overall
sample). Adolescents (15-19 years)
are less likely to use contraception
(29.1% for any modern method)
than women in the mid-childbearing

age (20-44 years).  The most
commonly used contraceptives
reported were injectables and oral
contraceptive pills5. Condoms were
used by only 0.3% of married women
as a contraceptive method in 2001
largely because they tend to be
associated with prevention of STIs
and HIV/AIDS18. 

NUTRITIONAL STATUS
A cross-sectional survey19 to study
the dietary habits of adolescents
(10-19-year-olds) showed a high

prevalence of malnutrition among
adolescents (Table-4). Malnutrition
was more prevalent in rural areas

and among boys with the gender
difference more pronounced in the
hilly region. Going by age group,

USE OF CONTRACEPTION

PREGNANCY AND CHILDBEARING
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both under-nutrition and stunting
were more prevalent among 16-18-
year age group (40.6% and 44%
respectively). Highest incidence of
anaemia (46%) was observed among
17-year-old school girls. A qualitative
review indicated that a large
majority of adolescents knew that
the right kind of food is essential for
staying in good health. Students and
their teachers knew of the physical
symptoms of anaemia but not its

possible long-term consequences.
Many young people consume iron-
inhibiting foods; over 70% eat tea-
leaf salads with meals, 30% take
desserts containing phytates
and 12% consume strong coffee
after meals.

Some faulty dietary patterns such
as snacking on energy-dense foods
and wide use of fast foods that are
low in nutrients are now also
common among adolescents of

developing countries. A food study
carried out in schools of Myanmar
(Table-5) showed that approximately
half of the students buy and eat
snacks as they consider them
healthy. Between 30% and 50% of
students consumed snacks that are
advertised, out of curiosity. It can
also be inferred that preferences
can be guided by peer influence,
which is usually very strong in
this age group.

Though there are strong cultural
values rooted against sex before
marriage, the rising average age of

marriage for both girls and boys
provide a longer period of chance
to indulge in premarital sex.

Behavioural Surveillance Survey
(BSS) of 2003 showed that 16% of
the youth population was sexually

Region Undernutrition (%) Stunting (%) Anaemia (%)

Boys Girls Boys Girls Any kind Severe

Hilly 36.0 13.0 46.6 30.5 7.6 0.3

Plain 41.0 25.9 34.4 25.8 31.7 0.7

Delta 48.6 22.3 36.6 29.5 28.0 0.3

Coastal 40.3 27.6 33.2 35.8 38.0 0.3

Union 41.5 22.2 37.6 30.4 26.4 0.33

Table 4: Nutritional status of adolescents aged 10-19 in Myanmar, 2002

Source: National Haemoglobin and Nutritional Status Survey among Adolescents, 2002. National Nutrition Centre, Ministry of
Health, Myanmar.

Variables Thah ton Tadau Sanchaung South Dagon Dagon S.H.S.(1)
School School School School  School

Factors that influence the choice of snack

Price 4.2 2.7 4.6 8.9 6.8

Preference 44.4 42.2 50.2 37.7 45.9

Advertisement – 1.4 3.1 5.7 6.6

Health and nutritional benefits 51.4 53.4 42.2 47.8 40.7

Habit of consumption of
advertised foods 30.8 42.9 37.9 51.2 32.0

Reasons for buying advertised snacks

Nutrition level 5.9 25.0 2.9 4.8 –

Taste/preference 64.7 37.5 61.2 48.3 67.6

Curiosity 29.4 37.5 35.8 40.8 32.4

Tempted by freebies – – – 6.1 -

Source: Phyu Phyu Aung, 2002, cited in “Adolescent Nutrition: A review of the situation *All figures in per cent
in selected South-East Asian countries, WHO/SEARO, 2006.

Table 5: Results of a food study carried out among adolescents in schools of Myanmar, 2002

SEXUAL ACTIVITY
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active20. The median age at first sex
reported by the youth was 22 years
and 19 years for men and women,
respectively. Premarital sex is
increasingly reported among young
men. The attitude towards premarital
sex is rather conservative: in a study
conducted by the Department of
Health Planning, only 5% of men
interviewed reported that it was
acceptable for women to engage in
premarital sex whereas 28% felt the

same for men21. According to BSS
2003 a few respondents reported
having had sex with a commercial
sex worker (CSW) or having had
casual sex in the past year. About
3% youth reported having sex with
commercial sex workers in the past
year; majority of these respondents
had two or less non-regular
partners. The proportion of youth
who reported using condom
consistently with CSW was 60%.

(For details please refer to "Fact Sheets on Young People and HIV/AIDS", WHO/ SEARO)

Myanmar is one of the countries
in Asia hardest hit by the HIV/AIDS
epidemic23. The cumulative number
of all reported HIV positive cases
indicates that the 25-29-year age
group is most affected (Figure-4).
It is predicted that AIDS will
constitute a major cause of death
in young adults during the coming
decade in Myanmar24. Though there
is a lack of comprehensive national
data on young people, they are likely
to be particularly at high risk given
the high prevalence of HIV in the
general population.

The predominant mode of trans-
mission for both HIV and sexually
transmitted infections (STIs) is
sexual intercourse.

Young people lack

information and skills

According to the Behavioural
Surveillance Survey (BSS) of 2003
(Figure-5), over 91% of young people
have heard about HIV/AIDS and more
than 91% of both male and females
in the 15-24-year age group were
aware that a healthy looking person
can be HIV-infected. However, most
young people in Myanmar have
misconceptions about HIV and a very
small percentage know about

prevention methods. Only 43% of
young females reported knowing
that HIV can be prevented by
consistent condom use.

Across the survey sites, only 27% of
youth correctly rejected the three
common misconceptions about the
spread of HIV and AIDS.

Figure 4: Cumulative HIV+ cases by age and sex (1988 to
December 2003) in Myanmar

Source: National AIDS Program, Department of Health, Ministry of Health, 2004.

HIV AND YOUNG PEOPLE

Figure 5: Knowledge of youth on HIV/AIDS in Myanmar, 2003

Source: Behavioural Surveillance Survey (BSS) 2003, General population and youth.
Ministry of Health, Union of Myanmar.

A WHO study of risk behaviours and
attitudes among ninth standard
students22 showed that 2.9% of them
had engaged in unprotected sex
(Table-7). Most students expressed
a positive attitude towards sexual
abstinence during adolescence and
on engaging in sexual relationship
only after marriage. A majority
expressed a negative opinion
regarding premarital sex (71.9% of
males and 76.3% of females).
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SUBSTANCE ABUSE
The Global Youth Tobacco Survey

(GYTS) of school-going adolescents

of Class 8-10 conducted by WHO

South-East Asia Regional Office

revealed that one in five of them use

any form of tobacco in Myanmar

(Table-6). The current smoking rate

for girls (4.7%) is significantly

lower than that of boys (37.3%).

Passive smoking or environmental

smoke affected a substantial

proportion of non-smokers and

current smokers. Boys were likely to

be more exposed to environmental

smoke than girls both at home and

in public places.

Almost 87% of current smokers

said they want to stop smoking.

Schools are also contributing

to generating awareness against

smoking.  About 67% of the

students were taught about or

had participated in classroom

discussions about the dangers of

smoking and the effects of tobacco

use. It was also observed that

almost one in 10 currently smoking

students smoke at home, reflecting

the absence of any parental

pressure to stop them. More than

70% young people are able to

purchase tobacco products from

shops and they were not refused the
sale in spite of their young age. This
shows the easy accessibility of these
products to school students.

Another WHO study22 of risk
behaviours and attitudes among ninth
standard students revealed that
more male students were found to
be engaged in high-risk behaviours
compared to female students. A
statistically significant difference
between the two was found in
responses related to smoking and
drinking of alcohol where male
students vastly exceed female
students (Table-7).

Tobacco use

Prevalence

• Currently using any form of tobacco 20.5

• Currently smoking cigarettes 15.7

Access and availability

• Bought cigarettes in a store and were not refused purchase because of their age 72.2

Environmental tobacco smoke

• Live in homes where others smoke 53.7

• Exposed to smoke in public places 58.4

• Believe smoke from others is harmful to them 29.8

• Feel smoking in public places should be banned 81.8

Cessation – current smokers

• Want to stop smoking 86.5

School activity

• Taught/discussed about dangers of smoking and effects of tobacco use in the class 67

Table 6:  Global Youth Tobacco Survey of school-going adolescents of class 8-10 in Myanmar, 2001

Source: Global Youth Tobacco Survey 2001, WHO South-East Asia Regional Office, New Delhi.

Per cent
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Table 7: High-risk behaviours among ninth standard students in Hlaing Township, Myanmar

Behaviour Male Female Total

Smoking (ever smoked) 43.9 3.03 23.3

Alcohol consumption 47.4 14.1 31.2

Drug use (ever used) 12.4 5.4 8.8

Unprotected sexual exposure 5.3 1.3 2.9

Source: Dr Pe Thet Htoon, Dr Yi Yi Myint and Dr Min Thwe. “Risk behaviours, *All figures are in per cent.
attitudes and subjective norms among ninth standard students in Hlaing Township”.
1998, Regional Health Forum, WHO South-East Asia Region (Volume 3).

Table 8:  Attitudes on health-related behaviours among ninth standard students in Hlaing
Township, Myanmar

Attitude Sex Positive Negative Not sure

M 15.5 76.3 8.2
Smoking does not endanger health

F 15.0 85.0 -

M 10.3 76.3 13.4
Smoking enhances one’s image

F 7.2 87.6 5.2

M 5.2 73.7 21.1
Experimenting with narcotic drugs is not dangerous

F 5.1 73.7 21.2

M 20.6 77.3 1.1
Needle-sharing cannot transmit HIV/AIDS

F 11.8 84.9 2.3

M 82.2 11.5 6.2
Sexual abstinence by adolescents should be encouraged

F 89.9 8.1 2.0

M 72.9 20.8 6.3
One should engage in sex only after marriage

F 77.1 13.5 9.4

M 15.6 71.9 12.5
Engaging in premarital sex is acceptable

F 14.41 76.3 9.3

M 8.4 71.6 2.0
It is acceptable for adolescents to drink alcohol

F 11.1 79.8 9.1

M 11.3 79.4 9.3
Drinking alcohol cannot cause ill health

F 11.1 87.9 1.0

Source: Dr Pe Thet Htoon, Dr Yi Yi Myint and Dr Min Thwe. “Risk behaviours, *All figures are in per cent.
attitudes and subjective norms among ninth standard students in Hlaing Township”.
1998, Regional Health Forum, WHO South-East Asia Region (Volume 3).

Though many students harboured
a negative attitude on smoking and
alcohol consumption (Table-8),
56.3% of one or both parents
of the respondents happened to
be smokers and smoking was
considered a part of growing up
into adulthood by 53.7% of students.
This may account for the high
percentage (43.9) of male students
who smoked, which was significantly
higher than that for female students.

Similarly the influence of
commercial advertisements of all
forms of alcoholic beverages might
have raised the rate of alcohol
consumption by students.

Students also have a negative
attitude towards the use of narcotic
drugs, calling it highly against the
social norm. While 95.3% cited
parental disapproval, 72.7%
stating religious influence against
the use of drugs. About 9% of

the students had ever used drugs
in spite of these negative attitudes
and the influence of the social norms
which should be reinforced.

National data indicates that of all
among registered new drug addicts
in 2002, 4.9% were 15-19-year-olds
and 12% were 20-24-year-olds25.
It was also found that 12.4% of male
students and 5.4% of female
students had experimented with
drugs.
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For further information please contact:

Adolescent Health and Development (AHD) Unit
Department of Family and Community Health
World Health Organization
Regional Office for South-East Asia
World Health House, Mahatma Gandhi Marg,
New Delhi 110 002
Email: ahd@searo.who.int
www.searo.who.int

January 2007

References
1.  United Nations. World population

prospects: the 2004 revision, 2 vols.
New York: Department of Economic
and Social Affairs, 2005. (Accessed 21
Sep 2006:  http://esa.un.org/unpp)

2. Ministry of Immigration and
Population. Myanmar fertility and
reproductive health survey 2001:
preliminary report. Yangon:
Department of Population and
UNFPA, 2002. 

3. World Health Organization, Regional
office for South-East Asia. 2004 Basic
Indicators: Health situation in South-
East Asia. New Delhi, 2004.

4. UNDP. Human development report
2005: International cooperation at a
crossroads: aid, trade and security
in an unequal world. New York,
2005. (Accessed 21 Sep 2006: http:/
/hdr.undp.org/reports/global/2005/)

5. UNESCO.  Myanmar country profile:
demographic, social and economic
characteristics of adolescents.
Bangkok. (Accessed 25 Sept 2006:
h t t p : / / w w w . u n e s c o b k k . o r g /
index.php?id=286).

6. Population Reference Bureau. The
world youth 2006 data sheet.
Washington DC, 2006. (Accessed 21
Sep 2006: http://www.prb.org/pdf06/
W o r l d s Yo u t h 2 0 0 6 D a t a S h e e t .
pdf#search=’Wor ld%20Youth%
202006%20Data% 20Sheet’).

7. Melchiorre A..  At what age? ...Are
school-children employed, married
and taken to court? 2nd edition.
Right to education project, 2004.
(Accessed 25 Sept 2006: http://
www.right-to-education.org/).

8. Moccia P. State of the world’s children,
2006: Excluded and invisible. New
York: UNICEF, 2006. (Accessed 25
Sept 2006: http://www.unicef.org/
sowc06/fullreport/full_report.php).

9. ILO.  Forced labour in Myanmar
(Burma):  Report of the commission
of inquiry appointed under Article 26
of the constitution of the international
labour organization to examine the
observance by Myanmar of the Forced
Labour Convention, 1930 (No. 29).
Geneva, 1998. (Accessed 25 Sept
2006: http://www.ilo.org/public/
engl ish/standards/re lm/gb/docs/
gb273/myanmar.htm).

10. Caouette TM and Pack ME. Pushing
past the definitions: migration from
Burma to Thailand. Bangkok:
UNESCO, Refugees International
and Open Society Institute, 2002.
(Accessed 25 Sept 2006: http://
w w w . i b i b l i o . o r g / o b l / d o c s /
Caouette&Pack.htm)

11. Caouette TM. Small dreams beyond
reach: the lives of migrant children
and youth along the borders of
China, Myanmar and Thailand.
2001. (Accessed 25 Sept 2006:http:
www.save thech i ld ren .o rg .u k /
scuk_cache/scuk/cache/cmsattach/
412_smalldreams.pdf)

12. Ministry of Immigration and
Population. Fertility and Reprodu-
ctive Health Survey 1997. Yangon:
Department of Population and
United Nations Population Fund,
1999.

13. World Health Organization. Family
planning fact sheets: Myanmar and
birth spacing: an overview. New
Delhi: Regional office for south-east
asia, 2004. (Accessed 25 Sept
2 0 0 6 : h t t p : / w w w . s e a r o . w h o .
intLinkFilesFamily_Planning_Fact_
Sheets_ Myanmar.pdf)

14. Myanmar, Ministry of Health. A
reproductive health needs
assessment in Myanmar. ARSH
News. 1995.

15. Population Reference Bureau. The
World Youth 2000. Washington DC,
2000.

16. UNFPA . Proposed Projects and
Programmes, Recommendation by
the Executive Director, Proposed
Special Assistance to Myanmar, 13
July 2001. Executive Board of the
United Nations Development
Programme and of the United
Nations Population Fund, cited in
Demographic, Social and Economic
Characteristics of Adolescents,
Myanmar, Adolescent Reproductive
and Sexual Health, Country-specific
ARHS Information. Bangkok:
UNESCO’ 2001. (http: www.
u n f p a . o r g / c p m m r m m r
0205.pdf#search=’Proposed%
2 0 P r o j e c t s % 2 0 a n d % 2 0 P r o g r
ammes%2C%20Recommendation%
20by%20the%20Executive%20
Director % 2C% 20Proposed%
20Special%20Assistance%20to

%20Myanmar’, accessed 25
September 2006).

17. Ministry of Health, Myanmar. National
mortality survey, 1999. Yangon:
Census Statistics Office, MOH, 2000.

18. Population Council,. Reproductive
Health Profile for the Union of
Myanmar. Report prepared for World
Health Organization South-East Asia
Regional Office. Bangkok: 2003.

19. Ministry of Health. National
Haemoglobin and Nutritional Status
Survey among Adolescents. Yangon:
National Nutrition Centre, 2002.

20. Min Thwe, Aye Myat Soe, Tin Aung.
Behavioural surveillance survey
2003: general population and youth.
Ministry of Health, 2005. (http://
data.unaids.org/pub/Report/2005/
Myanmar%20BSS%202003.pdf#se
arch=’B ehavioural%20Surveillance%
2 0 S u r v e y % 2 0 % 2 8 B S S % 2 9 %
202003', accessed 25 September
2006:)

21. Department of Health Planning,
Yangon, UNICEF and Population
Council. 2000. Men’s Knowledge,
Attitude and Experiences of Sexually
Transmitted Diseases. Unpublished
Report. Cited in Population Council,
2003, as cited in UNESCO.  Myanmar
country profile: demographic, social
and economic characteristics of
adolescents. Bangkok

22. Pe Thet Htoon, Yi Yi Myint and Min
Thwe. Risk Behaviours, Attitudes and
Subjective Norms among Ninth
Standard Students in Hlaing Township.
Regional Health Forum. Vol-3. (http:/
/w3.whosea.org/EN/Section1243/
S e c t i o n 1 3 1 0 / S e c t i o n 1 3 4 3 /
S e c t i o n 1 3 4 4 / S e c t i o n 1 3 5 1 /
Section1686_7198.htm)

23. HIV/AIDS estimation workshop, NAP/
WHO/UNAIDS, 2004.

24. United Nations Development
Programme.  Myanmar at a glance.
YOU AND AIDS: HIV/AIDS portal for
Asia Pacific.Yangon: UNAIDS, 2006.
( h t t p : / w w w . y o u a n d a i d s . o r g /
Asia%20Pacific%20at%20a%20Glance/
Myanmar/index.asp, accessed 30
October 2006).

25. Annual report of National Drug Abuse
Prevention and Control Programme 2003.



FACT SHEET
Nepal is a land-locked country with
a population of nearly 27 million1.
The population continues to grow at
a high rate of 2.2% annually mainly
because of high fertility (CBR - 32.9/
1000 population) and declining

mortality2. There has been a
significant improvement in Nepal’s
Human Development Index over a
period of 15 years (0.296 to 0.526)3

though health indicators suggest
that there is considerable scope for

improvement. Nepal’s MMR (415/
100,000 live births) is second to only
Timor-Leste among the countries of
the South-East Asia (SEA) Region.
The female literacy rate of 26.4% is
very low2.

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision. Population Division
of the Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

Nepal’s adolescent population
(aged 10-19 years) is approximately
6.3 million while the population of
young people is about 8.8 million
(Table-1).  About one-fourth of the total
population consists of adolescents and

N
E

P
A

L

POPULATION OF YOUNG PEOPLE

Age (years)    Male Female Total

Number (%) Number (%) Number (%)

10-14 1740,000 6.4 1638,000 6.0 3378,000 12.4

15-19 1505,000 5.5 1416,000 5.2 2921,000 10.7

20-24 1284,000 4.7 1236,000 4.6 2520,000 9.3

Total 4529,000 16.6 4290,000 15.8 8819,000 32.4

Table 1: Number and per cent of young people by age and sex in Nepal, 2004

Source: Population monograph of Nepal, Central Bureau of Statistics 2003, Nepal.

Figure 1: Improved literacy rates of adolescents classified
by age and sex (1991-2001)
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STATUS OF EDUCATION

one-third is made up by the young
population, indicating a high
proportion of young people in the
country. The share of the adolescent
female and male population to the
total is almost equal. There are no

major differences among the rural-
urban distribution of adolescents4.
Owing to high fertility and the young
age distribution of population the
proportion of adolescents is likely to
increase in coming years.

Literacy of adolescents has
increased over the years (Table-2,
Figure-1). However, the educatio-
nal attainments of young people
are still low. Gender disparity
in educational attainment is
gradually shrinking but a signi-
ficant gap between the literacy
levels of boys and gir ls  st i l l
exists (Figure-1). About 28% of
10-14-year-old and 38% of 15-19-
year-old gir ls  have had no
schooling compared to 10% and
13% boys of the respective age
groups (Figure-2). The policy of free
education for all children through 1
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EMPLOYMENT
There is no explicitly outlined legal
age for employment. However, a
certificate of citizenship that can
only be obtained after reaching the
age of 16 years is mandatory for
employment in both the public and
private sectors. Despite this, 27%
of young adolescents aged 10-14
are reported to be in the labour
force5. A high rate of employment
is observed among adolescents
aged 15-19 (Figure-3). More girls
than boys are working in the
agriculture sector (94% girls and
54% boys aged 15-19). A large
number of adolescents are also
engaged as domestic labourers6.
The national figure for urban
areas was estimated at 42,674 for
children below the age of 14 and

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001.

Figure 2: Adolescent (aged 15-19) and young people (aged 10-24)
with no education in Nepal, 2001

Source: The World Youth 2006 data sheet, Population Reference Bureau,
Washington, DC.

Figure 3: Per cent of adolescent (aged 15-19) population
economically active in Nepal, 1990 & 2005

the seventh grade was adopted in
1990. Access to education has
undoubtedly increased since then
despite the fact that a large
proportion of children who start
primary education do not complete
it. School drop-out rates are
relatively higher for adolescent
girls than for boys. Various socio-
cultural and economic factors
account for the school drop-out
rates, part icular ly among
adolescent girls. Early marriage is
the key factor that denies higher
education to girls.

55,655 for adolescents below
the age of 18. The high rate
of economic act iv ity among

adolescents reveals that only a
small number of them are in school
or continuing with their education.

Pe
r 

ce
nt

Age group Some level of Completed primary Some level of secondary Completed
(years) primary education education education secondary education

Male Female Male Female Male Female Male Female

10-14 64.2 52.4 12.1 9.4 13.2 10.1 0.1 0.0

15-19 18.8 17.2 10.7 8.0 47.8 30.3 7.4 5.7

20-24 17.2 10.5 9.3 5.1 32.7 17.5 13.4 6.4

Table 2: Per cent of young people by highest level of education attended or completed in Nepal, 2001

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal Demographic and Health Survey 2001.
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In Nepal, the legal age at marriage
with parental consent is 18 for both
sexes and 20 in cases of marriage
without parental consent. Despite
the law governing marriage, more
than half of all women aged 20-24
were married by the age of 18 years
and 14% by the age of 15 (Figure-4).
About 42% of women aged 15-19
had ever been married7. However,
the mean age at first marriage for
women has increased by four years
over the last four decades (Figure-5).

AGE AT MARRIAGE
Figure 4: Per cent of women who were first married by specific
ages in Nepal

Figure 5: Trend in mean age at first marriage classified by sex,
Nepal census years 1961-2001

Source: Population monograph of Nepal, Volume 1, CBS 2003.

Source: Early marriage, a harmful traditional practice: A Statistical Exploration 2005,
U N I C E F.Child marriages are still prevalent

in selected communities in Nepal,
particularly in rural areas. Marriages
occur very early among rural
females, with 16% of them marrying
before the age of 15 years. Although
females in urban areas get married
at a later age, an 11% rate of child
marriages (marriage before the age
of 15) have still been recorded in
cities and towns8.

Young males marry at a much later
age than young females. There is
also a large urban–rural difference
in the age of marriage among males

Place of residence Household wealth Education

Rural Urban Poorest Richest No Education Primary Secondary

59.6 34.2 66.9 33.8 70.6 58.7 34.3

Table 3: Proportion of women aged 20-24 married by the exact age of 18 classified by socio-
demographic and economic variables

as well. About one-third of rural

males are married by the age of 20

compared to one in 10 urban males8.

In both urban and rural Nepal,

husbands tend to be older than their

wives by a few years. The mean age

difference for couples is greater in

urban areas than in rural areas

(5.3 years against 4.2 years). The
age difference is greater for
couples where the bride is below
18 years of age than those where
she is 18 or older9.

Nepalese parents have
considerable influence over
deciding the age of marriage of

their children, especially in rural
areas. At the same time, more and
more young men and women are
getting involved in choosing their
spouses.

A higher proportion of girls who have
not received formal education get
married earlier than those who

Source: Early marriage, a harmful traditional practice: A Statistical Exploration 2005, UNICEF.
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As the average age at marriage
increases, cases of adolescent
pregnancy and motherhood among
women aged 15-19 years are on a
slow but steady decline. In 1996, 24%
of women aged 15-19 were either
mothers already or pregnant with
their first child. By 2001, this figure
had decreased to 21%. However,
13% of TFR is attributed to births by
adolescents aged 15-19 (Table-4).
The proportion of adolescents who
have started childbearing increased
with age (Table-5). Adolescent fertility
is higher in rural areas than in urban
areas and it declines with increasing
education.

Delayed consummation of marriage
plays an intermediary role in
reducing the impact of early marriage
on early motherhood. It is common,
especially for couples who marry
early in many parts of Nepal. It is
more common for brides below the
age of 15 (three-fifths in urban
against two-thirds in rural areas) and
less common among brides aged
15-17 (one-fifth in urban compared
to one-third in rural areas). Among
married female youths with delayed
consummation, the most common
interval between marriage and
spousal co-residence is 12 months
and median duration is 24 months8.
As this practice gradually becomes
less common with rising age at first
marriage and social modernization,

PREGNANCY AND CHILDBEARING

Table 5: Per cent of all married adolescents aged 15-19 years who
have begun child bearing in Nepal, 2001

Background characteristics     Per cent who have begun childbearing

Age (in years)

15 1.5

16 9.3

17 17.5

18 34.0

19 40.5

Residence

Urban 12.6

Rural 22.5

Education levels

No education 31.5

Primary education 19.6

Secondary education 13.2

SLC and above 8.3

Total 21.4

continue their education till
secondary level, thus reflecting the
key role that education plays in
delaying marriage. Even primary
education has been observed to
have a positive effect on the delaying
of child marriages (Table-3). Early
marriage rates were very low (5%) 9

for women who continued their
education up to the tertiary level.
Polygamy is not very common in
Nepal with only 1.6% of girls aged
15-19 currently in polygamous
union9—a relationship in which a
man has more than one wives. Girls
in urban areas and those belonging

to the more affluent segment of the
population are more likely to be in
polygamous union, revealing the trend
among Nepalese adolescents is the
exception to that in other countries
where polygamy is more common in
rural areas and among the poorest
segment of the population9.

Table 4: Marriage and childbearing in Nepal

Median age at first marriage for girls (for ages 20-24)* 16.8 years

Median age of first birth (for ages 20-24)* 19.9 years

Per cent of Total Fertility Rate (TFR) attributed to births
by ages 15-19**

Per cent of births by adolescents attended to by trained
personnel**

Source: *Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001.
** Population Reference Bureau (2000), The World Youth 2000. Washington, DC.

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal

Demographic and Health Survey 2001.

the first birth interval is likely to
shorten. Thus, the age at first
birth is not likely to rise as quickly
as the age at marriage. Emerging
new patterns of behaviour such

as rising prevalence of premarital
friendships with the opposite sex and
love marriages also indicate that the
interval between marriage and first birth
is likely to shorten.

13

14
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Figure 6: Trend in Age-Specific Fertility Rates (ASFR) in Nepal, 2001

• A gradual increase in visits to the health facility by women less than 20 years
of age for antenatal check-up was observed. The rise was from 56% from
1996 to year 2001.

• More younger women below 20 years of age than older women received
antenatal care (59% vs 50%).

• About 30% of women below 20 years of age in comparison with 23% aged
20-34 received IFA tablets during pregnancy.

• 7% of women below 20 as compared to 6% of all women took IFA tablets
for 90 days during pregnancy.

• About 86% of young women below 20, as compared to 89% of all women,
delivered babies at home. Nearly 12% had institutional deliveries.

Antenatal & delivery care10,13

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health  Survey 2001.

Despite a gradual increase in the
proportion of pregnant adolescents
visiting a health facility for antenatal
health check-ups, a large proportion
still does not consult any health
provider for such check-ups. Delivery
of children at home is the norm in
Nepal although there has been
a steady increase in the proportion
of adolescents delivering in
any health facility—from 9%
institutional deliveries in 1996 to
12% in 200110.

Early childbearing or childbearing
during adolescence may have wide-
ranging adverse social, economic,
psychological and health conse-
quences for the mother. Early
childbearing (during the age of
15-19 years) also runs a greater
relative risk of death during
pregnancy and delivery in
comparison with that of young

Pregnancy outcomes Live births Stillbirths Miscarriages

Mother’s age at the end
of pregnancy (in years)

(Figures in per cent) 92.4 93.1 2.1 2.1 5.2 4.3

Table 6: Pregnancy outcomes classified according to mothers’ age at the end of pregnancy in Nepal,
2001

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal Demographic and Health Survey 2001.

women aged 20-24 years. A
significant proportion (18.9%) of
maternal deaths occur during
adolescence, according to figures
shown by the ‘Maternal mortality
and morbidity study’ in 19985. As in
other developing countries, the
incidences of spontaneous abortions/

The consequences of early
marriage and early childbearing
extend to the lives of the next
generation. Infants born to

miscarriages in Nepal too are more
in number for women less than
20 years of age than those of next
age cohort of 20-24 (Table-6).

Table 7: Delivery characteristics according to mothers’ age at birth in Nepal, 2001

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal Demographic and Health Survey 2001.

Size of child at birth

Very small Smaller than average Average or larger

Mother’s age at Birth
(in years)

(Figures in per cent) 7.1 5.6 16.9 14.2 75.8      80.1

adolescent mothers are more likely
to be of low birth weight. National
level data according to exact birth
weight is not available. However, as
per the size of the baby at birth
higher percentage of babies who
were very small or smaller than
average were delivered by

<20 20-24 <20 20-24 <20 20-24

<20 20-34 <20 20-34 <20 20-34
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Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001.

Figure 7: Neonatal, infant and under-five mortality and mother’s
age at birth in Nepal, 2001

NUTRITIONAL STATUS

Induced abortion

Abortion was legalized in 2002.
Kathmandu Maternity Hospital
records showed that only 4% of
adolescents utilized the services of
the hospital for induced abortion. But
about 16% of all patients admitted
in a hospital in Kathmandu in 2003

Table 8: Extent of utilization of CAC and PAC services provided at maternity hospital by adolescents
in Nepal, 2004

Abortion Services   All ages Number of adolescent clients     Adolescents %
(19 years and below)    of all ages

Induced abortion—Comprehensive
Abortion Care (CAC)

Post-abortion Care (PAC) 1199 186 15.5

Age Height less than BMI less than 18.5 BMI less than 16.0 Suffered night blindness
(in years) 145 cm (%) (Thin) (%) (Severely thin) (%) during pregnancy (%)

15-19 15.7 23.2 1.3 4.8*

20-24 15.7 23.4 1.5 6.6

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal Demographic and Health Survey 2001.
* <20 age group.

Mortality Rates

Table 9: Nutritional status of ever-married young women in Nepal, 2001

Mother’s Age

Source: Maternity Hospital, Thapathali, Kathmandu, mid-September 2004 cited in ‘Adolescent Health and Development in
Nepal: Status, Issues, Programmes and Challenges, A country profile 2005’. Department of Health Services, Family Health
Division, Nepal.

adolescent mothers (Table-7). Infants
and children of mothers who give
birth to them before the age of 20
face higher mortality rates even
up to the age of five. The neonatal,
infant and under-five mortality rates
among children of mothers under the
age of 20 are much higher than
those in the immediately next cohort
aged 20-29 (Figure-7).

for post-abortion complications
were adolescents. This reveals that
even after the legalization of

abortion, very few adolescents
utilize the services of health
facilities and instead resort to

induced abort ion performed
largely by unskilled persons.
These often result in compli-

cations for which they require
post-abort ion care (PAC) in
hospitals. The proport ion of

adolescents using PAC is higher
than those using comprehensive
abortion care (CAC) (Table-8).

Results of the Nepal Demographic
Health Survey 2001 showed that
nearly one-quarter of married young
females fell below the cut-off BMI of

18.5, indicating relatively high
levels of chronic energy deficiency
(or thinness) among married young
women (Table-9). Another 16% of

young women were less than
145 cms tall. Thin and shorter than
average women are more likely to
have poor pregnancy outcomes and

1429 62 4.3
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Table 10: Per cent distribution of currently married female youth by
contraceptive method currently used in Nepal, 1996 and 2001

Contraceptive Method Year 1996 Year 2001

(Aged 15-19) (Aged 15-19) (Aged 20-24)

Ever used any method 12.3 21.9 42.4

Current use of contraception 6.5 12.0 23.4

Any traditional method 2.2 2.7 2.7

Any modern method 4.4 9.3 20.7

Condom 2.2 4.4 4.0

Injectable 1.2 3.7 8.0

Female sterilization 0.4 - 4.1

Male sterilization 0.2 - 1.8

Pill 0.3 1.0 1.7

IUD - 0.1 0.4

Implant - - 0.7

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001.

Knowledge about family planning
and contraceptives is nearly
universal among married
adolescents and young people. A
study conducted among young
factory workers showed that 95% of
them knew of at least one
contraceptive method12. However, a
higher level of knowledge of this
group has not translated into a
higher level of use of contraceptives.
Current use of contraceptives among
young married women aged 15-19 is
only 12% while it is 23.4% in the
20-24 year age group (Table-10).
Nevertheless it is encouraging to
note that use of contraceptives,
especially modern methods, among
ages 15-19 has doubled over the last
five years.   The condom is the most
sought-after contraceptive among
adolescents, though only 4% of
young women using modern
contraceptive methods use it. Other
contraceptive methods popular
among young people are the
injectables and pills.

Condom use

The NDHS 2001 revealed that while
more than 90% of married
adolescents were aware of the source
of condoms, the use of the same was
far too low (Figure-8). Only 2% men
used the condom for the first time
before the age of 16 and 8% at the
ages 16-17.  This proportion increases
with age to 14% at ages 18-21 and
19% at age 22-24. Most men (94%)
used condoms for the first time to
avoid pregnancy while 6% did so to

Figure 8: Knowledge of source and use of condoms by currently
married male and female youth in Nepal, 2001

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001.

avoid contracting sexually
transmitted diseases and 5% to
prevent HIV infection. The use of

USE OF CONTRACEPTION

condoms is less common during
intercourse with the spouse than with
any other partner (Figure-8).

obstructive labour during childbirth.
According to the 1998 Nepal
Micronutrient Status Survey (NMSS),
nearly 72% of women under 20 years
of age had mild, moderate or severe

anaemia. The highest prevalence of
sub-clinical vitamin A deficiency
was also observed among girls
below 20 years of age. Another
study conducted by the Ministry of

Health revealed that anaemia
prevalence was low among girls with
higher education and adolescents
belonging to the upper income
group11.
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SEXUAL ACTIVITY

Table 11: Per cent of currently married young women with unmet needs and the total demand for
family planning services in Nepal, 2001

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal Demographic and Health Survey 2001.

Unmet need for FP Total demand for FP

For For For For
spacing (%) limiting (%) spacing (%)  limiting (%)

15-19 33.4 2.2 44.1 3.5 25.2

20-24 23.8 9.4 32.4 24.2 41.4

A Knowledge, Attitude, Practice and
Skills survey of unmarried adolescents
aged 12-18 revealed that among boys
who had sex, the rate of condom use

Age
(in years)

Demand

satisfied (%)

was higher in the capital city. It
was also higher among in-school
teenagers (70%) than out-of-school
teenagers (61%) and among urban
boys (72%) as compared to rural
boys (52%)14.

Unmet needs for family planning

About one-fourth of births to married
adolescents are unplanned, 22%
mistimed and 1% unwanted13. The
unmet need for family planning
among adolescents is higher than the
national average of 28%. Almost half
of the married adolescents have a
demand for family planning and only
25% of that demand has been
satisfied (Table-11). The unmet need
for spacing is higher for ages 15-19
compared to the next age cohort of
20-24. Over 2% of women aged
15-19 had already completed their
family size as compared to 9% of
20-24-year-olds. Unmet need is twice

Figure 9: Trend in unmet needs for contraception of married
adolescent girls aged 15-19 years and demand satisfied.

Sexual activity begins early for
young people in Nepal. The median
age at first sexual intercourse for
females is identical to that of
the median age of marriage,
suggesting that women have their

first sexual intercourse within
marriage (Table-12). It is reverse
in the case of males indicating
that their first sexual intercourse
begins outside of marriage. The
proportion of never-married

men and women aged 15-19 is
steadily increasing. This leads to
more unmarried adolescents,
particularly young men becoming
sexually active outside of
marriage.

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001.Calverton, Maryland, USA: Family Health
Division, Ministry of Health; New ERA; and ORC Macro.

as high among rural women as
among urban and is negatively
associated with women’s level of
education. The high unmet needs

among adolescents and their high
level of knowledge of contraception
indicates that married young
people face significant barriers to

contraception. However, the infor-
mation from two DHSs suggests that
there is a gradual decrease in unmet
need for family planning and the

degree of demand satisfied
has increased from 1996 to 2001
(Figure-9). For unmarried adolescents
no data is available.
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Table 12: Median age at marriage and median age at first sexual intercourse in Nepal, 2001

Age Female   Male

Median age at Median age at first Median age at Median age at first
marriage sexual intercourse marriage sexual intercourse

20-24 16.8 16.9 18.7 17.8

25-29 16.9 16.9 20.0 19.0

30-34 16.7 16.8 20.1 19.1

35-39 16.6 16.8 20.3 19.4

40-44 16.4 16.7 20.1 19.2

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. *All figures in years
Nepal Demographic and Health Survey 2001.

Recent behavioural data indicates
wide gaps between new emerging
norms and the existing cultural ones.
A UNICEF survey14 of 1400 unmarried
adolescents in seven different
districts of Nepal showed that almost
20% of teenagers considered
premarital sex to be ‘proper’,
however, 91% felt that their parents
did not approve of premarital sex.
One in five boys and nearly one in
10 girls interviewed had had a sexual
experience. Another survey among
young factory workers revealed that
sexual activity among unmarried girls
and boys and with non-regular
partner was common. About 20% of
unmarried boys and 12% of
unmarried girls aged 14-19 years
were sexually active. Interestingly,
the mean age of sexual debut
(15 years) was the same for both
boys and girls12. Nepal Adolescent
and Young Adult Survey (NAYA) 2000
reported that the level of premarital
sex is very low among female youth.
Less than 1% of female respondents
reported that they ever had
premarital sex. However, a
considerable proportion of male
youth are sexually active: 9% of 15-
19-year-olds and 17% of 20-22-year-
olds reported ever having premarital
sex with little difference between
rural and urban responses8.
Extramarital sexual activity is a little

higher among young men aged 15-
24 compared to older age groups13.
The number of boys who had had
sex is much higher than the
number of girls suggesting that a
high number of boys were visiting
commercial sex workers14 . The
UNICEF survey also reported that
among the boys who were sexually
active over 50% had multiple
partners.

Sexual activity among resident and
non-resident young men was also

detected in five border towns of
Nepal15. A significant proportion of
young unmarried residents (54%)
and non-resident (40%) men
between the ages of 18-24 engaged
in sex with a non-regular partner.
The majority of non-resident young
men (67%) cited a commercial sex
worker as their most recent casual
partner. A higher proportion of
married non-resident young men
(46%) than unmarried non-resident
men (18%) were involved in casual sex.

Regular use of condoms during sex
with non-regular partners was
generally low and only a small
proportion of them considered
themselves to be at risk of
contracting STDs and HIV16.

Young Intravenous Drug Users (IDUs)
were found to be sexually active with
multiple sex partners. Sexual activity
during adolescence is common
among IDUs. The 2003 BSS study in
Eastern Terai showed that 79% of
male IDUs had their sexual debut
when they were less than 2017.

The host of factors that induce
high-r isk behaviours such as
alcoholism, drug abuse and casual
sex among adolescents are
boredom, rebellion, disorientation,
peer pressure and curiosity
about sex and drugs. Gir ls
often gave in to their partners
showing they lack communication
skills and bargaining power. They
knew about condoms but few
actually asked their partners to
use one14.

(in years)

Table 13: Per cent of married men classified by number of sexual
partners (excluding spouse/cohabiting partner)

Age No. of sexual partners

0 1 2+

15-19 95.4 4.6 0.0

20-24 93.4 3.1 3.4

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001.

(in years)
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STIs AND HIV/AIDS AMONG YOUNG PEOPLE
(For details please refer to "Fact Sheets on Young People and HIV/AIDS", WHO/ SEARO)

Figure 10: Prevalence rate of HIV/STIs among MSW & MSM in
Kathmandu Valley, 2005

Young people (aged 10-24 years) of
Nepal have been identified as one
of the groups most vulnerable to the
growing HIV/AIDS pandemic. The
estimated HIV prevalence among
youth (aged 15-24 years) was 0.17%
in males and 0.18% in females by
the end of 200118. Ever reported HIV/
AIDS cases at testing centres
indicate the highest prevalence of
HIV/AIDS in the 20-29-year age
group (Table-14).

Table 14: Cumulative HIV infection by age group (1988 to 31
December 2005)

Age group Male Female Total New cases in
 (in years) December 2005

0-4 42 25 67 1

5-9 36 28 64 5

10-14 24 10 34 1

15-19 179 183 362 4

20-24 774 361 1135 21

25-29 1075 409 1484 58

30-39 1633 428 2061 70

40-49 411 116 527 17

50 and above 75 19 94 4

Total 4249 1579 5828 181

AIDS+ 696 263 959 30

+Of the total number of people living with HIV.
Source: National Centre for Aids and STD Control, Teku, Kathmandu, MoH, Nepal,
December, 2005.

The major transmission route of HIV
in the country is heterosexual and
sexually transmitted infections (STIs)
form a significant part of the HIV
epidemic. A recent study conducted
by the Family Planning Association
of Nepal indicated that nearly one-
third of young people were aware of
STIs though their knowledge on
means of transmission and
prevention was relatively low.  STI
prevalence was 5% among adults
while it was 3% among adolescents
and 6% in young women aged 20-
24 years19.  Access to STD services
is poor while the use of condoms for
effective infection prevention is not
commonly known, leading to
increasing incidence of sexually
transmitted infections among young
people.

An Integrated Bio-Behavioural
Survey (IBBS) in Kathmandu Valley
where a large majority of the
sample represented young MSM
(59% MSM and 61% MSW
were aged between 16-24 years)
showed an HIV prevalence of 4.8%
among MSW and 3.6% in MSM
(Figure-10). The survey also
revealed a high prevalence of STIs
among them.

IBBS 2005 among 1245 IDUs in
Eastern Terai, Kathmandu Valley,
Pokhara Valley and Western to Far
Western Terai revealed that the
HIV prevalence was very high in
the places surveyed, with figures
of 51.7% in Kathmandu Valley,
31.6% in Eastern Terai, 21.7% in
Pokhara Valley and 11.7% in
Western to Far Western Terai.
More than 40% of IDUs were
below 25 years of age.

There are also increasing numbers
of Nepalese female sex workers and
young male workers who have been
infected with HIV in India and who
have returned or will return to
Nepal20. It is estimated that as many
as 70% of sex workers returning
from India are HIV-positive. There are
no national statistics for the rate of
HIV prevalence among young sex
workers but it is believed that figures
are growing21.

Source: Integrated Bio-Behavioural Survey (IBBS) in Kathmandu Valley conducted
by NCASC, FHI, USAID, CREHPA, SACTS and BDS 2005 (Nepal).
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Figure 11: Knowledge of HIV/AIDS among young people

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001.

Knowledge of AIDS is much higher
among young men than young women
(Figure-11).  Two out of every five young
women and four in five men believe
there is a way to avoid HIV/AIDS.
Although there is no disaggregated
data for ages 15-24 on rural-urban
differentials and on levels of
education, data for all ages show that
knowledge of AIDS is very low among
rural women and among those who
have not had any formal education13.

The UNICEF 2001 survey14 among
adolescents revealed that though
Nepalese adolescents are highly aware
of the risk of HIV, this awareness did
not necessarily translate into safe
sexual behaviour. Although a vast
majority (92%) of teenagers had heard
about HIV/AIDS, a significant proportion
(23%) had the mis-conceptions about
HIV transmission. Only 74% of them
knew that they should use condoms
to protect themselves from HIV and
over 69% said that they should not
have sex with commercial sex workers
to avoid HIV/AIDS.

Figure 12: Per cent of married female and male youth who discussed
HIV/AIDS with their spouse in Nepal, 2001

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001.

Young people lack

information and skills

Tobacco use

According to the Nepal Adolescent
and Young Adult (NAYA) Survey
2000, about one quarter of young
boys and one in 10 girls have
smoked tobacco at some time or the
other. Among boys, 24% initiated

smoking between ages 15 and 20.
Region-wise analysis revealed that
teen smoking is more prevalent
among hill residents and among
youth who had urban exposure23.
The NDHS 2001 had also revealed
a high rate of smoking and alcohol

consumption among adolescents and
young people (Figure-13).

Existing data indicate that young
people do not have adequate
access to appropriate information
and services regarding sexual and
reproductive health issues.
Moreover, spousal communication
about HIV, its transmission and
prevention is very l imited,

especially among the younger
age group and uneducated
segment of the populat ion
(Figure-12). Little sex education
is provided in schools and sex and
reproductive health are not
topics openly discussed in
families. Girls are in a particularly

vulnerable position because they
have less access to formal
institutional structures (such as
schools and healthcare systems)
than boys and are unlikely to be
incorporated into or receive accurate
information through informal
communication networks22.

SUBSTANCE ABUSE

The Global Youth Tobacco Survey
(GYTS) of school-going adolescents
of class 8-10 conducted by WHO in
the South-East Asia Region revealed
that one in 10 school-going



N
E

P
A

L
FACT SHEET

12

Figure 13: Per cent of youth who smoke and consume alcohol in
Nepal, 2001

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001. Calverton, Maryland, USA: Family Health
Division, Ministry of Health; New ERA; and ORC Macro.

adolescents in Nepal use some form
of tobacco (Table-15). The current
smoking rate for girls is significantly
lower than that for boys. Passive
smoking or environmental smoke
affected a substantial proportion of
non-smokers and current smokers.
They are exposed to smoke both at
home and in public places. Despite
a substantial proportion of
adolescents using tobacco, a large
proportion of current smokers want
to stop smoking. Schools are
contributing towards generating
awareness against smoking. However,
there are a number of factors such
as regular presence of smokers in
the family and easy accessibility of
tobacco products that contribute to
the prevalence of the smoking habit
among adolescents in Nepal. The
advertisements sponsored by the
tobacco industry that target young
people have a negative impact too.
It was also observed that almost one
in 10 currently smoking students
smoke at home, revealing that there
is no parental pressure on them to
stop. Almost 70% of adolescents

were able to purchase tobacco
products from shops with ease and
were not refused the item in spite
of their young age.

Drug abuse

Drug injecting among adolescents
and young people is a growing
concern in Nepal. Half of the
country’s 50,000 people injecting
drugs were between the ages 16
and 25 years18. Over one-eighth of

the male injecting drug users in
Kathmandu (14.3%) and Pokhara
(13%), and one-tenth (11%) in
Eastern Terai were found to be
adolescents in an in-depth study
about injecting practices and sexual
behaviour (Table-16). UNICEF 2001
survey reported that more than one
in 10 teenagers admitted to taking
drugs. Of these, 56% took drugs by
smoking, 26% by inhaling and 5%
by the injecting route14. The
Integrated Bio-Behavioural Survey
(IBBS) 2005 among 1245 injecting
drug users in different parts of
Nepal24 revealed that more than
50% of the IDUs were less than
25 years old. Comparisons between
findings of the first round (2002-03)
and second round (2005) of the
survey revealed that a higher
percentage of IDUs had started
injecting drugs at an earlier age
(Figure-14).

Source: Global Youth Tobacco Survey 2001, WHO/SEARO, New Delhi.

Almost all of drug users reported
smoking cigarettes as the entry into
the drug habit. In Kathmandu, over
half of male IDUs reported initiating
use of non-injecting drugs between
the ages 15-19 and switched to
injecting drugs after a short period of
time10. The probability of initiation of
substance use is highest at the age

Tobacco use (%)

Prevalence
• Currently using any form of tobacco 11.6

• Currently using any product that is smoked 7.2

• Currently smoking cigarettes 4

Access and availability
• Bought cigarettes from a store and were NOT refused

on account of their age 70

Environmental tobacco smoke
• Live in homes where others smoke 37.8

• Exposed to smoke in public places 47

• Believe smoke from others is harmful to them 76

• Feel smoking in public places should be banned 72.6

Cessation – current smokers
• Want to stop smoking 81.9

School activity
• Taught/discussed about dangers of smoking and

effects of tobacco use in class 55.0

Table 15: Global Youth Tobacco Survey of school-going adolescents
of class 8-10 in Nepal, 2001
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Table 16: Per cent of adolescent injecting drug users in Nepal

 Place All ages            Adolescents (10-19 years) % Adolescents

Male Female Male Female Male Female

Kathmandu 63 21 9 9 14.3 42.9

Pokhara 24 – 3 – 12.5 –

Eastern Terai 55 4 6 – 10.9 –

Source: FHI/CREPHA, 2002-2004, cited in ‘Adolescent Health and Development in Nepal: Status, Issues, Programmes and
Challenges, A Country Profile 2005. Department of Health Services, Family Health Division, Nepal.

Figure 14: Increasing per cent of IDUs at the age <20 years in
Nepal, 2002/03 and 2005

Source: Integrated Bio-Behavioural Survey (IBBS), NCASC, USAID, SACTS and
FHI, 2005, Nepal.

of 15. Main factors associated with
initiation of substance use during
adolescence in Nepal are urban
exposure, low level of father’s educa-
tion, high level of mother’s education,
leaving school and leaving the parental
home at an early age23.  UNICEF 2001
survey reported that majority (76.7%)
of the adolescents were introduced to
the drugs by their friends and 12%
started taking on their own while 7%
were encouraged by their father
and uncles14.

The IBBS 2005 also reported that the
HIV prevalence was very high among
IDUs. It also revealed that sexual
contact of the surveyed IDUs with
female sex workers had increased from
22% to 26% in Eastern Terai, 13% to

21% in Kathmandu and from 33%
to 42% in Pokhara over the
preceding 12 months. Consistent
condom use with different sexual
partners had also declined in the

Violence and suicide

Adolescents and young people are
often subjected to violence, intimida-
tion and coercion. Women in
particular are more prone to be
subjected to domestic violence at the
hands of parents, husbands and other
male family members. A survey
conducted in 1996 on domestic
violence found that 13% of the
respondents knew of at least one
case of child sexual abuse25. Out of
all reproductive age suicides, 27.5%
were found in the adolescent
age group5.

Nepal has faced protracted political
conflict for over a decade which
forcibly displaced thousands of
people, mostly young, both internally

as well as across the border.
According to data from “Child
Workers in Nepal (CWIN) Concern
Center” 2004, in the period of
armed conflict, a large number of
children have been directly affected
by the violence. Almost 2,000
children have been orphaned while
more than 8,000 have been
displaced. Those affected are
forced to work as labourers and
domestic servants. About 200,000
child soldiers under 16 years of age
were serving with government
opposition forces10. They are also
at risk of being raped and sexually
manipulated. There are also reports
which have shown that a number
of young women displaced to the
cities are practising commercial sex

in hotels and restaurants as a means
of livelihood.

Commercial sex workers

Though there are no red light areas
or brothels in Nepal, commercial sex
work is prevalent in many towns,
border areas and highways. Studies
show that several girls as young as
13 years of age and young married
women sell sex26. A study in Pokhara
on female sex workers revealed that
59% of them were young girls aged
between 10-19 years. In Jhapa
district, 31% of the female sex
workers were adolescents27.

Trafficking

Quantitative research on trafficking
of children is quite impossible due

INJURY, ACCIDENTS AND VIOLENCE

past 12 months. A large number of
IDUs were still at risk due to
dangerous practices such as sharing
of needles and drug solutions from a
common container24.
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Exposure to media

The media can serve to disseminate
information needed for the better
development of and awareness
generation for adolescents and young
adults. The mass media, however, can
also be a source of misinformation,
misperception, and negative ideas
and attitudes about various health
issues.

The Nepal Adolescents and Young
Adults (NAYA) survey 2000 showed
that a large proportion of urban youth
were exposed to different mass media
(Table-17). Daily exposure to the radio
and newspapers was higher among
males but more women were exposed

to its clandestine nature. Nepal and
Bangladesh are the main source
countries in South Asia for trafficked
children. The trafficking of girls from
Nepal into India for the purpose of
prostitution is probably the busiest
‘slave traffic’ of its kind. Every year
around 10,000 Nepalese girls, mostly
between the ages of nine and 16,
are sold to brothels in India. More
than 200,000 Nepalese girls are
involved in the Indian sex trade28.
ILO puts the number of victims annually
at 12,000 while certain estimates
peg the figure in the range of 20,000
victims, mainly children, every year29.
There is the general agreement that
trafficking is on the rise and that the
majority of women and girls trafficked
are brought into the sex industry.

INFORMATION AND CARE-SEEKING BEHAVIOUR
to TV. However, NDHS 2001 showed
that females were less likely to be
exposed to the media than men.
NAYA also revealed that married
youth had a lower level of exposure
to the media than unmarried
presumably because of their pre-
occupation with household chores
and responsibilities. The survey also
showed that males were more likely
than females to have seen, heard or
read about condoms, drug addiction
and HIV/AIDS or other sexually
transmitted infections. Females on
the other hand were more likely to
be aware about family planning, girl
trafficking and domestic violence.

Source of information

UNICEF 2001 survey reported radio
as the most preferred way of learning
about sex followed by TV, books and
newspapers/magazines (Table-18). As
most parents disapprove of sex
education, teenagers therefore felt
that radio was a good means of
learning about sex without their
parents’ knowledge14 . Very few
adolescents wanted to learn about
sex from teachers or doctors at the
hospital. Nepal Adolescents and
Young Adults (NAYA) survey 2000 on
the contrary revealed that the most
preferred sources of information on
sexual matters for youth are friends

It is estimated that of all trafficked
girls nearly 40% meet such a fate
before they turn 1410. A qualitative
research study reported that
almost all Nepalese girls trafficked
in debt bondage in India’s sex
industry were under the ages of
1830. They end their period of
bondage at the age of 18 to 22.
The length of time they spend in
slavery/bondage ranges from 2-10
years. These girls are forced to
work longer hours and have more
clients than local women. They are
abandoned when they become
infected with HIV31. Of the 218
Nepalese girls rescued in February
1996 in a police raid in Mumbai,
India, 60-70% were found to be
HIV positive28.

Thus trafficking has long been
associated with poverty, social
exclusion, ignorance, illiteracy as well
as gender discrimination, violence
and, more recently, the ongoing
armed conflict in the country.

The Nepalese NGO ‘Child Workers
in Nepal’ (CWIN) had reported32

that besides the sex trade
thousands of Nepalese children are
also trafficked to work in carpet
factories, circuses, agricultural
projects, road construction sites and
to be forced into beggary in the
bigger cities in India. About
1.9 million children in Nepal (from
six to 14-years-old) are economically
active, thus representing the highest
rate for such figures in the South-
Asian Region.

Source: Thapa S. and Mishra V. Mass media exposure among urban youth in Nepal. *All figures in per cent
Asia-Pacific Population Journal, March 2003.

Table 17: Daily exposure of youth (%) to mass media in Nepal, 2000

Media type Male Female Total

Single Married Single Married

Television 72.0 36.3 79.8 61.6 71.6

Radio 43.9 29.2 33.1 17.3 35.3

Newspaper 33.4 16.8 23.2 4.4 24.5

Any one 83.7 57.5 86.8 67.8 81.2

All three 17.6 2.7 8.9 1.8 11.4
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Figure 15: What do adolescents do when they knew they contracted
STD, 2001

Source: UNICEF 2001: “A Survey of teenagers in Nepal for life skills development
and HIV/AIDS prevention”, UNICEF Nepal country office, Kathmandu.

Figure 16: Problems of young females in accessing healthcare in
Nepal, 2001

Source: Ministry of Health [Nepal], New ERA, and ORC Macro. 2002. Nepal
Demographic and Health Survey 2001.

Per cent of young females

Source: Adolescent Health and Development in Nepal: Status, Issues, Programmes and Challenges, A country profile 2005.
Department of Health Services, Family Health Division, Nepal.

Laws impacting adolescents

• Legal age of marriage for both boys and girls with parental consent is 18 years and without parental consent is 20 years.

• The National Abortion Policy 2002 guarantees access to safe and affordable abortion services to every woman without
discrimination.

• Labour Act (1991) and Children’s Act (1992) make the trafficking, sexual exploitation and employment of children below 14 years
a penal offence.

• Children under 16 years are prohibited from buying and consuming liquor in shops or hotels.

• The Human Trafficking (Control) Act 1986 (to combat growing trafficking of women and girls), the Civil Code ‘Muluki Ain’ 1963
(categorized trafficking of humans out of the country as a crime and also prohibited the separation of minors from their legal
guardians without consent) are operational.

Table 18: Specific sources
preferred for getting information
on sexual matters, 2001

Preferred source Per cent of
adolescents

Radio 23

Television 18

Books 17

Newspaper/magazines 14

Friends 9
Health workers/social
workers/elders 4.9

Training/discussion 3.6

Teachers 1.7

Doctors 0.6

Movies 0.3

Don’t know 7.6

Source: UNICEF 2001: “A Survey of
teenagers in Nepal for life skills
development and HIV/AIDS prevention”,
UNICEF Nepal country office, Kathmandu.

available. UNICEF 2001 survey of
teenagers reported that half of
adolescent boys and 25% girls
treated themselves when they had
contracted an STD (Figure-15).
About 30% boys and 63% girls
had consulted a doctor. More girls
than boys consult a traditional
healer14.

It has also been reported by some
qualitative studies that they rely
more upon home remedies and
traditional faith healers. They visit a
health facility only when the problem
becomes acute10. A larger proportion
of adolescents had problems in
accessing healthcare as compared to
young women aged 20-24 (Figure-16).

(47%), books (38%) and doctors
(37%) followed by television (28%)
and radio (19%)33. The differentials
in media exposure are also
associated with differences in socio-
demographic characteristics, namely,
urban locale, ethnicity, household
living standards, age, education and
work status.

Help/healthcare-seeking

behaviour

Most adolescent girls, irrespective
of type and nature of sexual and
reproductive health (SRH) problem,
do not generally seek medical
attention from a health facility.
However, not much quantitative
information on healthcare-seeking
behaviour of young people is
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For further Information please contact:
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Department of Family and Community Health
World Health Organization
Regional Office for South-East Asia,
World Health House,
Indraprastha Estate, Mahatma Gandhi Marg,
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Email: ahd@searo.who.int
http://www.searo.who.int
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Media exposure

Media exposure of ever-married young

women varies with age, residence and

education. The most popular media

among adolescents is radio, especially

in rural areas. Due to high literacy

levels, there is a high exposure to
newspapers which increases with
age and education (Table-15).
Watching television is more popular
among urban youth.

Majority of unmarried adolescents
are exposed to all kinds of mass

social conditions16. The HIV
prevalence rate among female sex
workers was found to be 0.2%18 in

the 2003 sentinel surveillance.
Clients of sex workers are
primarily young military personnel

as more than 60% of the 180,000
armed forces in Sri Lanka are young
men aged between 18-24 years.

Sources of information

Even when the horizon extends beyond
the home, mothers were still identified

as the most preferred person for

adolescents to discuss their personal
problems, followed by friends (Figure-13).

The proportion of adolescents that

preferred mothers declined with age; the
mother is gradually replaced with friend.

Boys preferred friends whereas girls

continued to prefer mothers.

Figure 13: Persons  to whom adolescents preferred to talk
openly on personal matters

Source: National survey on emerging issues among adolescents in Sri Lanka:
UNICEF 2004 (10-19-year age group).

media (Table-16). However, frequency
of exposure is more to radio and
television. Music and educational
programmes and teledrama are more
preferred by them. The most common
time for watching TV or listening to
radio was in the evening or at night.

Laws impacting adolescents

• Minimum legal age for marriage is 18 years for both males and females.

• Minimum age for work is 14 years.

• Abortion is prohibited, or permitted only to save a woman’s life.

• The National Child Protection Authority has been empowered to protect and prevent child abuse.

Table 15: Per cent of ever married female youth exposed to media in Sri Lanka, 2000

No regular exposure to Read newspaper at Listen to radio at Watch TV at least

Media least once a week least once a week    once a week

15-19 years 20-24 years 15-19 years 20-24 years 15-19 years 20-24 years 15-19 years 20-24 years

18.4 13.1 31.9 36.9 62.6 67.2 51.5 69.2

Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

Table 16: Media exposure of unmarried adolescents

Reading of Newspaper Listening to radio             Watching television

Read Newspaper Daily Once a Listen to Daily Weekly Watch Daily Weekly
week radio TV

88.7 25.6 60.4 88.4 72.1 19.4 86.8 79.7 13.7

Source: National survey on emerging issues among adolescents in Sri Lanka: UNICEF 2004 (10-19-year age group).
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INJURY, ACCIDENTS AND VIOLENCE
Violence among adolescents

Very limited data is available on the

incidence of violence against

adolescents in Sri Lanka. Evidences of
rape can be obtained from hospital

records where female adolescent rape

victims have been admitted (Kalutara
district hospital, Sept-October 1999).

Most of the victims were raped by

family members at a time when their
mothers were working abroad.

 Sri Lanka has a high suicide rate with

about half of the total suicides in 1991
occurring among ages 15-2417.

Sexual abuse

A national study8 reported that about

10% of early adolescents and 14% of

mid- and late-adolescents in-school

admitted to have been sexually
abused sometime in their lives. More
boys (14%) than girls (8%) were
abused during early adolescence
while there was no gender difference
seen in the number of those who
have been abused during their mid-
and late-adolescence. Abuse rates
seemed to be the lowest in the
middle socio-economic quintiles.
About 10% of out-of-school
adolescents reported being abused.
The type of perpetrator changed with
age: perpetrators of abuse in early
adolescence were mainly a family
member (38%) or a relative (27%).
Among mid- and late-adolescents,
the commonest perpetrators (38%)
of abuse were still a family member
but the proportion of outsiders rose

to 35%. Little more than a quarter of
young adolescents were aware of
sexual abuse though the awareness
increased with age. Non-consensual
sexual experiences of young people
have also been reported by other
studies: 7% of young men in a
community-based study reported
sexual intimacy with an older male at
age 13 or less under coercion11.

Young sex workers

The number of commercial sex workers
in Sri Lanka is estimated   to be around
30,000. Though the number of young
sex workers is not known, it is
suggested that their numbers are
increasing unrelentingly as few
thousands join the trade every year
because of deteriorating economic and

Alcohol use among

adolescents

The same national survey8 showed

that nearly a quarter of all in-school

boys (24%) and a tenth of the girls
(9%) reported that they had

consumed alcohol at least once in

their lifetime. Only 6% of boys and
less than 1% of girls are current

users of alcohol though alcohol use

prevalence is high among out-of-
school adolescents. Nearly half of the

boys and one-fifth of the girls have

ever consumed alcohol and 19%
reported current use. The most common

type of alcoholic drink used by adolescents

was beer (81.1%). Adolescent boys and
girls initiate use of alcohol at an average

age of 14 years.

The majority of adolescent boys and
girls were influenced by friends to

consume alcohol (Table-13). Most

boys and girls took their first
alcoholic drink out of sheer curiosity.

Source: National Survey on emerging issues
among adolescents in Sri Lanka: UNICEF 2004.

A friend A family member An outsider

14-16 64.0 4.0 32.1

17-19 84.1 1.7 14.2

Drug abuse

The rates of drug use by young

males were ten times higher than
in females (Table-14)8. As could be
expected urban areas of the country

Table 13: Persons who influenced the first alcoholic drink among
adolescent boys

and especially the capital of
Colombo had the highest number
of those who had ever abused
substances. The mean age at

starting mood-altering drug intake
by both boys and girls was
15.6 years.

According to the National Dangerous
Drugs Control Board (NDDCB), the

estimated number of heroin addicts
in Sri Lanka is 35,000. The majority
of drug users are in the age group of
20-35 years16.

Source: National Survey on emerging issues among adolescents in Sri Lanka:
UNICEF 2004.

Table 14: Use of any form of mood-altering drug by out-of-school
adolescents

Male Female All

Number % Number % Number %

5042 6.1 5037 0.6 10079 6.7

*All figures in per cent

Age
(in years)
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Table 11:  Nutritional status of ever married young women in
Sri Lanka, 2000

Age BMI less than BMI 25 or BMI 30 or
18.5 (%) more (%) more (%)

15-19 33.6 9.2 1.7

20-24 31.6 11.2 1.1

Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

A study of 11-19-year-old boys and

girls by the Family Health Bureau

revealed that 40% of girls and 31.6% of

boys were anaemic14. Another

study15 of 14-18-year-old girls in

three schools of Colombo showed

that although overt anaemia was not

common among the girls, a large

number of those belonging to the

lower socio-economic groups were

SUBSTANCE ABUSE
The first puff on a cigarette, the first

taste of alcohol and sometimes the

first use of a narcotic drug (mood-

altering substances) occur mostly

during adolescence.

Prevalence of smoking

A national survey8 on young people

reported that the prevalence of

smoking was 6% among boys and

1% among girls. The mean age at

which adolescent boys began to

smoke was 14 yrs and for girls it was

13 yrs. It is important to note that
though fewer girls smoke than
boys they start the habit earlier. A
majority of boys (70%) who smoke
picked up the habit under the
influence of a friend. A higher
percentage of younger boys
reported smoking their first
cigarette at home compared to
the older cohort. Most boys and
girls smoked their first cigarette
out of curiosity. A large proportion
of adolescents were confident that

they would never start smoking
though only half of the adolescents
thought that non-smokers were
healthier. Girls and boys also lack the
understanding about the possible
addiction to tobacco and thought
smoking could be stopped at will.

The global youth tobacco survey
(Table-12) of students in grades 8-
10 revealed that the students have
easy accessibility of cigarettes and
they are not refused the sale in spite
of their young age.

in the early stages of iron deficiency
and had depleted iron stores. They
are, therefore, at risk of developing

clinical manifestations of iron
deficiency when the demand for iron
is increased, e.g., during pregnancy.

Tobacco use among 13-15 years of school-going adolescents Prevalence (%)

     1999       2003

Prevalence

� Currently using any form of tobacco 10.6 8.7

� Currently smoking cigarettes 4.5 2.5

Access and availability

� Bought cigarettes in a store, were NOT refused purchase because of their age 37.5 –

Environmental tobacco smoke

� Live in homes where others smoke 55.8 51.3

� Exposed to smoke in public places 67.4 68.3

� Believe smoke from others is harmful to them 73.9 –

� Believe smoking in public places should be banned 90.6 92.9

Cessation-current smokers

� Want to stop smoking 80.0 68.5

School activity

� Taught/discussed about dangers of smoking and effects of tobacco use in class 34-61 42-72

Table 12: The results of the Global Youth Tobacco Survey (GYTS), WHO, on use of tobacco in Sri Lanka,
1999 & 2003

Source: Global Youth Tobacco Survey 1999 & 2003, WHO South-East Asia Regional Office, New Delhi.
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Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

Figure 12: Per cent of ever married female youth who are aware of at least
three symptoms of STIs in Sri Lanka, 2000

Another national survey8 on young
people aged 10-19 years showed that
knowledge of adolescents about
symptoms and signs of STIs and of
their prevention was poor. Only 57%
of adolescents were aware of the
existence of STIs and 59% of AIDS.
Their knowledge of symptoms and
signs of different STIs was even
lower with less than 20% being
able to correctly identify them.

Table 9: Per cent of adolescents who were aware of STIs & HIV in
Sri Lanka, 2004

Source: National Survey on emerging issues among adolescents in Sri Lanka: UNICEF
2004 (10-19-years age group).

14-16 17-19 Male Female All

51.0 75.4 55.1 58.6 57.0

Awareness of HIV/AIDS 53.6 75.2 56.7 60.8 59.0

risks of STIs and the link between

STIs and HIV/AIDS can pose a

significant risk of acquiring HIV

infection to a large number of young

people13.

Young people lack

information and skills

The Demographic Health Survey of
2000 found that 70% and 80% of
ever married females aged 15-19
and 20-24 years respectively were
aware of AIDS and other STIs and
knew at least one method of
prevention. However, the same
survey revealed that only 20% or
less of ever married female youths
were aware of at least three
symptoms of STIs (Figure-12).

Misconceptions about STIs are also
widespread.  Though awareness
o f  and  knowledge  on  ST I s
increased with age and an
improved socioeconomic status
of these young people, there
seems to be an overall lack of
comprehensive and accurate
information on STIs and its
linkages with HIV.

Only 59% among 14-19-year-olds were
aware of HIV/AIDS (Table-9). Knowledge
on its transmission and prevention was
even lower. However, it was better
among out-of-school compared to the
in-school adolescents (Table-10).
According to the survey, familial and
social environmental factors had a
strong influence on awareness levels
of adolescents.

NA - Not available.
Source: National Survey on emerging issues among adolescents in Sri Lanka: UNICEF 2004. (10-19-years age group).

Abstain Use condoms Having only Avoiding Avoiding Avoid using
from sex during sex one partner sex with multiple sex non-sterile

who is not homosexuals partners needles/
infected syringes

33.9 25.8 29.1 17.9 25.1 17.6

43.3 60.8 68.4 36.4 NA NA

Table 10: Per cent of adolescents who were aware of modes of HIV prevention in Sri Lanka, 2004

NUTRITIONAL STATUS
Limited information is available about
the nutritional status of adolescents.
According to DHS 2000, one-third of
ever married young women are thin

and 10% are overweight (Table-11).
Malnourishment was slightly higher
among adolescents than among
adult women. Rural women and

those who had less or no schooling
were found to be more malnourished
than those residing in urban areas or
with a higher level of education.

Age
(in years) Sex

Category

Adolescents

In-school

(n- 19,934)

Out-of-school

(n- 10,079)

General awareness
of STIs
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Table 8: Prevalence of sexual intercourse among adolescents in Sri Lanka, 2004

Schoolgoing adolescents

Male Female All

% who had friends having heterosexual relationship 40.1 10.7 20.5 NA

% who ever had heterosexual relationship 13.9 2.2 6.12 2.2

% who had homosexual relations 18.2 3.6 10.2 9.3

Source: National survey on emerging issues among adolescents in Sri Lanka: UNICEF 2004 (10-19-year age group).

The prevalence of heterosexual
experience was 14% among
adolescent boys and 2% among
girls of that age group (Table-8).
Even if an allowance is made for
under-reporting of such a sensitive
issue on the part of girls, the gap
is considerable. This raises the
possibility of males being exposed
to high-risk sources of sex such as
commercial sex workers. Reports

of sexual experience among out-
of-school adolescents were the
reverse of the pattern observed
with the in-school population.
Heterosexual relationships were
more common in this group (22%)
while 9% reported homosexual
experiences. Most heterosexual
relationships involved intercourse
with girlfriends or boyfriends
though about 12% reported

having sex with commercial sex
workers. Of those who reported
heterosexual experiences, only
39% said they had used condoms.
Although these percentages may
appear rather small ,  they
represent a sizable number of the
population, stressing the need
to provide information and
reproductive health services
specific to this group.

YOUNG PEOPLE AT THE CENTRE OF HIV/AIDS EPIDEMIC
(For details please refer to “Fact Sheets on Young People and HIV/AIDS”, WHO/SEARO)

HIV prevalence among 15-24-year-

olds was estimated to be 0.02%

among males and 0.03% among

females (Figure-11)13.

Figure 11: Estimated per cent of HIV prevalence among youth of
Sri Lanka, 2005

Source: Health-Related Millennium Development Goals 2005, WHO.

A large number of young persons

are at risk of acquiring HIV infection

unless they are aware of ways to

avoid risky behaviour. The main

route of transmission was found to

be heterosexual. Though the

prevalence of HIV/AIDS is low in the

country, STI prevalence is on the

rise among young people. Lack of

information about the causes and

A significant proportion of sexual

debuts, however, were between

friends who were not in love.

Slightly more than one-tenth of

respondents (11%) had their sexual

debut with a commercial sex worker

(Figure-10).

Figure 10: Partners with whom adolescent had their first sexual
intercourse

Source: National survey on emerging issues among adolescents in Sri Lanka: UNICEF
2004 (10-19-year age group).

Out-of-school
adolescents



S
R

I
L

A
N

K
A

FACT SHEET

6

SEXUAL ACTIVITY
Young people tend to become more
vulnerable to indulging in premarital
sexual behaviour with the steady
increase in the average age at
marriage and decrease in age of
menarche (Figure-9). Though there
are strong cultural and religious
traditions that impose restrictions on
sex before marriage, the age of sexual
debut has been found to be around
15.3 years for males and 14.4 years
for females8. Six percent of
14-19-year-olds in school reported
that they have experienced
heterosexual intercourse while 10%
spoke of having homosexual relations.

Source: Somanathan A, Eriyagama V and Elwalagedara R. Adolescent and youth
reproductive health: Issues, programmes and operational barriers, Health Policy Research
Associates. http://www.hpra.lk

Figure 9: Opportunity for risk taking behaviour of young people

Table 7: Per cent distribution of currently married young women by contraceptive method currently
used in Sri Lanka, 1993 & 2000

Ages 15-19 Ages 20-24

Year 1993 Year 2000 Year 1993 Year 2000

Any method 30.3 52.8 53.6 61.2

Any traditional method 12.7 11.8 17.9 16.8

Any modern method 17.6 41.0 35.7 44.4

Pill 7.1 9.3 12.3 9.2

IUD 3.8 8.1 5.0 5.2

Injectables 5.3 22.4 12.0 26.4

Condoms 0.8 1.2 2.4 2.5

Female sterilization 0.0 0.0 3.5 0.8

Male sterilization 0.0 0.0 0.5 0.0

Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

Figure 8: Reason for using condom as reported by 20-24-year-old women in Sri Lanka, 2000

Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

Method of contraception
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Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

Figure 6: Neonatal, infant and under-five mortality rates classified by mother’s age at birth in Sri Lanka,
2000

Knowledge of contraception, i.e.
knowing of at least one modern
method of averting pregnancy is
universal among ever-married
women aged 20-24 and is 94%
among the 15-19 age group
(Figure-7)4. However, another national
survey8 of young people aged 10-19
years showed that only 28% of
14-16-year-olds and 64% of 17-19-
year-olds had ever heard of
contraceptive methods. In general,
more boys were aware of
contraceptive methods than girls.
Condoms (29%) and pills (24%) were
the most commonly known
contraceptive methods to adolescents.
Only 8% of adolescents knew that
using condoms protect individuals
from STIs in addition to its
contraceptive benefits. Knowledge of
contraception was found to be better
among out-of-school adolescents than
among school-going ones.

There is a large gap between
knowledge levels and actual use of
contraceptives, however, the use of
contraceptives, especially among
currently married young women, has
been increasing significantly over the
last seven years. Married young

people use modern contraceptive
methods more frequently than
traditional methods. There has also
been a sharp increase in the use
of injectables, which is a method
of choice for many young women
(Table-7). The use of condoms was
very low for all age groups and was
mostly used for family planning
purpose (Figure-8).

Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

Figure 7: Per cent of currently married youth in Sri Lanka having
knowledge of contraceptive methods, 2000
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Unmet need for

contraception

A large proportion (30%) of births
to adolescents is unplanned,
highlighting the unmet need for
contraception. There is a paucity

of data on contraceptive use among
unmarried adolescents. A small
survey in Kandy of unmarried youth
aged 17-26 found that only 12% of
young men and 6% of young women
had ever used contraceptives9.  Though
unmarried adolescents were aware
of contraceptives, the use is very low.
Abortion is not legal in Sri Lanka
and is only permitted to save a

USE OF CONTRACEPTION

woman’s life. National level data on
abortion is not available. A study on
abortions in Sri Lanka by the Family
Planning Association revealed that
about one-fifth of all abortions occur
among adolescents and youth10.
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Sri Lanka has a low fertility rate with

the total fertility rate (TFR) being l.94

and per cent of TFR attributed to births

by adolescents (aged 15-19 years)

pegged at five. The median age at first

birth for women aged between 25 and

29 years is 22.6 (Table-4). An

examination of trends for age-specific

fertility from 1987 to 2000 revealed a

gradual decline in the fertility rate for

all age groups (Figure-5). Only 5.3% of

women had their first birth before the

age of 18 (Table-5). Low adolescent

fertility can be attributed to the high

age of marriage and high literacy rates.

A national survey8 on young people

aged 10-19 years revealed that a small

proportion of adolescents had the

knowledge on issues related to

conception and pregnancy. Less than

one-fifth knew how a woman can

become pregnant and only one-third

of respondents were aware that

teenage pregnancies have more

complications.

Antenatal and delivery care

A high proportion of young women

below the age of 20 received

antenatal care either by visiting a

health centre or through home visits

by the family health worker4.

Similarly having delivery in a health

facility is a common practice.

PREGNANCY AND CHILDBEARING

Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

Figure 5: Trends in age-specific fertility rate (ASFR) in Sri Lanka, 2000
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Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

Age at first childbirth Per cent

<15 0.6

15-17 4.7

18-19 8.4

Table 5: Per cent of married 20-24-year-olds who had first child by
specific ages

However, women below 20 have

more deliveries at home as

compared to older women.

Neonatal, infant and

under-five mortality rates

Infant and under-five mortality

levels are low in Sri Lanka.

However, surveys have shown that

babies born to women below 20

years of age are at higher risk of

dying within the first month of

birth (Figure-6). Child mortality

levels are also higher in case of

young mothers aged below

20 years.

Place of delivery

<20 95.9 3.6

20-34 97.2 1.5

Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

Table 6: Per cent of live births by place of delivery and mother’s age in Sri Lanka, 2000

Age
(in years)

Institutional/health facility (%) Home (%)
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The legal minimum age of

marriage for both men and

women is 18 years. The median

age at first marriage for Sri

Lankan women is 21.8 (25-29-

year-olds) (Table-4). Very few

women get married before the

age of 18. Although there is a

gradual decrease in the

proportion of women getting

married early, 10% of young

females (20-24-year-olds) tied the

knot by the age of 18 (Figure-3).

Sri Lanka has been identified as

a pioneer among developing

countries in Asia for ushering in

a change in the marriage

pattern–women are marrying not

at puberty but a decade after

that7. The mean age of marriage

for women increased from 18.1

years in 1901 to 24.6 in 20004.

The gradual decrease in the

proportion of ever-married women

aged 15-19 and 20-24 is shown

in Figure-4. The reason for this

high age of marriage can be

attributed to the high level of

education for girls.

Figure 4: Trend in proportion of ever married women aged 15-19
and 20-24 in Sri Lanka, 2000

Source: Sri Lanka Demographic and Health Survey (DHS) 2000.
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Figure 3: Per cent of women who were first married by specific
ages in Sri Lanka, 2000

Source: Sri Lanka Demographic and Health Survey (DHS) 2000.

Median age at first marriage for girls (for ages 25-29)*,# 21.8

Median age at first birth (for ages 25-29)*,# 22.6

Per cent of TFR attributed to birth by ages 15-19** 5.0

Per cent of births by adolescents attended by trained personnel** 82

AGE AT MARRIAGE

#Not calculated for ages 20-24 as less than 50% of women had their first birth by age 20.
Sources: *Demographic and Health Survey (DHS) 2000;
**Population Reference Bureau (2000), The World Youth 2000,  Washington DC, Population Reference Bureau, Measure Communication.

Table 4: Marriage and childbearing in Sri Lanka, 2000

Adolescence is generally a period

of life free from both childhood

diseases and the effects of aging.

Mortality rates among adolescents

are generally lower than those

observed at younger and older

ages  (Table-3). As compared to

females the death rates are higher

among males aged 10-24.
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EMPLOYMENT
The legal minimum age of

employment is 18 years. Parti-

cipation in the labour force is

declining as more young people aged

15-19 are enrolled and stay in school

(Figure-1). Males make up most of

the adolescent labour force

(Figure-2). The highest participation

rate for females in the labour force

is reported to be in the age group of

20-24 (51%)6. It is estimated that at

any point of time, approximately

400,000 young Sri Lankan men and

women are employed in the Middle-

East and other Asian countries6. Source: The World Youth 2006 data sheet, Population Reference Bureau, Washington DC.

Figure 1: Per cent of adolescent (aged 15–19) population
economically active in Sri Lanka, 1990 & 2005

Source: Labour force survey 2003. The Department of Census and Statistics, Sri Lanka.

Figure 2: Employed youth (Aged 15-24) by sex in Sri Lanka, 2000
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Female (%) Male (%)

Aged 10-14 Aged 15-19 Aged 20-24 Aged 10-14 Aged 15-19 Aged 20-24

1995 0.4 0.9 1.0 0.5 1.7 3.6

Table 3: Age-specific death rates of adolescents and youth classified by sex and age group in
Sri Lanka, 1998

Year

Source: United Nations (2000) Demographic Yearbook 1998, New York, United Nations (ST/ESA/STAT/SER. R/29).

DEATH RATES AMONG YOUNG PEOPLE
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Currently, Sri Lanka has a population
of about 19.2 million1 with
approximately 24% of it living in
urban areas. The population growth
rate (0.81) and crude birth rate
(16.4) are the lowest in the South-
East Asia Region. Several social
welfare measures implemented in
the country over the last few

decades have yielded rich
dividends. The Human Develop-
ment Index (HDI) of Sri Lanka has
improved from 0.681 in 1985 to
0.751 in 20032. The human
development indicators in the
country are among the highest in
the world, almost equaling levels
achieved by developed countries.

With the primary education
completion rate nearly 100%, the
difference in literacy rates of
males (95%) and females (90%)
has narrowed down to 5%. Infant
mortality rate, at 13, is the lowest
in the region2 and maternal
mortality ratio (92/100,000 live
births) is lowest after Thailand.

Adolescents (10-19 years) and young
people (10-24 years) comprise 17%
and 26.3%, respectively, of the

Sri Lankan population3 (Table-1).
Though the proportion of adol-
escents and young people is highest S

R
I

L
A

N
K

A
STATUS OF EDUCATION

Sri Lanka has a high literacy rate

with very few uneducated

(3.3% females and 2.8% males)

young people4. The percentage of

female youth with no education is

nearly identical to that of male

youth. Compulsory education for the

5-14-year-old age group has helped

draw a large number of children,

including girls, to school and also

prevented them from joining the

labour workforce at a very young

at present, it is estimated that it
will decline in future because of a
significant drop in fertility rates.

age. Cases of dropping out of

school are mostly seen at the

secondary level. About 89%

females and 84% males are

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision. Population Division
of the Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

   Male Female Total

Number (%) Number (%) Number (%)

10-14 878,000 4.2 857,000 4.1 1735,000 8.3

15-19 905,000 4.4 883,000 4.3 1788,000 8.7

20-24 979,000 4.7 952,000 4.6 1931,000 9.3

Total 2,762,000 13.3 2,692,000 13.0 5,454,000 26.3

Table 1: Number and percentage of young people by age and sex in Sri Lanka, 2004

Age (years)

POPULATION OF YOUNG PEOPLE

Source: The World Youth 2006 data sheet, Population Reference Bureau,
Washington DC.

Table 2: Status of secondary education in Sri Lanka, 2004

Per cent enrolled in secondary school Girls’ secondary school enrolment as
(2000/2004) % of boys’ enrolment

Female Male 1990 2000/04

89 84 109 106

enrolled for secondary education

(Table-2) while a higher proportion

of females than males are likely to

enrol for higher education5.

1
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The population of Thailand reached
64.3 million by 2005 while the
annual population growth rate
decreased from 2.9% in the 1970s
to 0.6% in 20051.  About one-third
of the population lives in urban
areas. The Human Development
Index (HDI) of Thailand improved
from 0.678 in 1985 to 0.778 in 2003,
ranking it at 73 among 177

countries by 20052. Significant
strides have been made in the
health sector over the past
decades. Mortality rates among
infants and children under five
years of age fell from 74 and 102
per 1000 live births respectively
in 1970 to 17.3 and 26 per 1000
live births in 2005. The crude birth
rate (13 per thousand population)

and maternal mortality ratio (13.2
per 100,000 live births) of Thailand
are lowest among the countries of
the South-East-Asia Region3. Life
expectancy at birth increased from
58.3 to 71.5 years between 1970
and 2005 with females living an
average of seven years more than
males1. The adult literacy rate is
as high as 93%4.

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision. Population Division of the
Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

The dramatic decline in fertility rates
in the last three decades has changed
the age structure of the Thai popula-
tion with numbers and proportions in
the young age groups, including

T
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POPULATION OF YOUNG PEOPLE

   Male Female Total

Number (%) Number (%) Number (%)

10-14 2660,000 4.1 2603,000 4.0 5263,000 8.1

15-19 2721,000 4.2 2682,000 4.2 5403,000 8.4

20-24 2762,000 4.3 2729,000 4.2 5491,000 8.5

Total 8143,000 12.6 8014,000 12.4 16,157,000 25.0

Table 1: Young people in Thailand, 2004

young people, steadily declining. In
2005, there were 15.7 million1 young
people aged 10-24 years as against
16.1 million in 2004. Adolescents
(10-19 years) and young people

(10-24 years) constitute 16.5% and
25%, respectively of the total popula-
tion (Table-1). It is projected that in
2015 these age groups will number 14.2
million or 20% of the total population11.

STATUS OF EDUCATION
The National Education Act
provides for free quality education
for all for at least 12 years and
makes education compulsory
until Grade-95. Nearly all Thai
adolescents are literate. The youth
have a higher average literacy rate
than the general adult population
(Table-2).

Table 2: Literacy rates for youth and adult, 2000-2004

Literacy Rates

Total Male Female

Youth (15-24) 98.0 97.8 98.1

Adult (15+) 92.6 94.9 90.5

Source: UNESCO Institute for Statistics (UIS) Literacy
Table, July 2004.

*All figures in per cent.

Age (years)

1

Age Groups
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EMPLOYMENT
Labour by children under 15 years

of age is prohibited in Thailand by
the Labour Protection Act, 19988.
In 1997, 49% of persons aged 13

to 24 years were employed9. More

than half of adolescents aged 15-19

At very young age groups, education
is almost universal. However, the
proportion of young people
attending school decreases with
age (Table-3). Gross secondary
enrolment rates, both for males and
females increased substantially in
the last decade (Table-4) and no
gender disparity was observed
(Table-5). Remarkable gains were
also made with regard to secondary
enrolment in rural areas6.
Secondary enrolment rates also
improved in urban areas, although
at a less dramatic pace. The drop-
out rate for the 15 to 17-year age
group declined from 58.2% in 1992

Source: National Statistical Office (NSO), 2003, Report of the Children and Youth
Survey 2002 (Bangkok), p23, Table 4.

Source: Office of the National Economic and Social Development Board (1998).“Impact of the
Economic Crisis on the Standard of Living in Thailand”, Journal of Development Evaluation Division,
Bangkok: NESDB.

Table 4: Gross secondary enrolment rates, 1992 and 1997

Gross Enrolment

Male Female Total

1992 Lower Secondary 61.5 57.0 59.3

1997 Lower Secondary 91.7 91.7 91.7

1992 Upper Secondary 18.2 22.2 20.1

1997 Upper Secondary 33.4 39.0 36.2

to 29.6% in 1997, translating into
1.13 million more youth attending
school in 1997 than in 19927. The
two primary reasons for dropping
out of school by both male and
female youth, as cited in the

National Statistical Office’s (NSO)
Children and Youth Survey, 1997,
were the need to earn a livelihood
(40.0%) and the lack of funds
required to continue their education
(33.7%).

Source: The World Youth 2006 data sheet, Population Reference Bureau, Washington DC.

Table 5: Status of secondary education in Thailand

Per cent enrolled in secondary school Girls’ secondary school enrolment
(2000/2004) as per cent of boys’ enrolment

Female Male 1990 2000/04

77 77 94 100

Table 3: Youth currently attending educational institutions

Age Males Females
(years) (%) (%)

12-14 93.2 96.0

15-19 62.4 69.4

20-24 16.2 16.7

*All figures in per cent.

Year Level
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were employed in the year 2005

(Figure-1). Youth labour force

participation rates were higher in

rural areas than urban areas in

the 15 to 19-year age group as

more urban youths of that age

were enrolled in education. The

2002 Health and Welfare Survey

found that about half among

youth aged 15-24 had worked

during the 12 months before the

survey, with 10% more

males employed than females.

Figure 1: Economically active adolescent (aged 15-19)
population, 1990 and 2005

Source: The World Youth 2006 data sheet, Population Reference Bureau,
Washington DC.

LIVING ARRANGEMENTS
Living arrangements may have a
significant impact on the lives of
adolescents. Adolescents depend
largely on their families, and
especially their parents, for financial,
emotional and psychological support.
The majority (70%) of young children
aged between 9 and 14 years live in
the same household as their parents
with males having a slightly higher
proportion of co-residence with
parents than females (Table-6). Those
whose parents do not reside at home
are looked after by other family
members such as grandparents or
relatives as part of a common
practice in Thailand.

Table 6: Co-residence of children aged 9-14 years with parents, 2002

Co-residence Male Female
(%) (%)

Both parents 70.6 69.7

Father only 2.6 2.4

Mother only 12.1 13.4

None 14.7 14.6

Total 100.0 100.0

Source: National Statistical Office (NSO) Children and Youth Survey 2002,
Table 3, page 15.

Mortality rates of youth were lower than
those of the total population and were

much lower as compared to other
countries of the region. Male death

rates were higher than female death
rates across all age groups (Table-7).

Source: The United Nations (2000) Demographic Yearbook 1998, New York, United Nations (ST/ESA/STAT/SER. R/29).

Table 7: Age-specific death rates of adolescents and young people, 1998

Female (%) Male (%)

Aged 10-14 Aged 15-19 Aged 20-24 Aged 10-14 Aged 15-19 Aged 20-24
(years) (years) (years) (years) (years) (years)

0.3 0.6 1.1 0.5 2.1 3.3

DEATH RATES AMONG YOUNG PEOPLE
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The age at first marriage is generally
high in Thailand. About 85% of girls
and 96% of boys aged 15-19 are not
married11.  From 1970 to 2000, the
percentage of males in the 15-19-
year age group who were still single
remained the same at around 96%,
while the corresponding figures for
females increased from 81% to 85%.
There has been an increase in the
percentage of unmarried persons
aged 20-24; nearly two-thirds of
males in this age group were not
married compared to nearly half
the females (National Statistical
Office 2002).

During the same period the average

AGE AT MARRIAGE
Table 9: Marriage and childbearing

Average age at first marriage for girls 23 years

Per cent of women giving birth by age 20 years 24

Per cent of TFR attributed to birth by ages 15-19 years 20

Per cent of birth by adolescents attended by trained personnel 61

Source: Chanpen Chupraphawan, The Rural Doctor,
Volume 25, Issue 295, Nov. 2003 (Thai version).

The Verbal Autopsy Study on causes
of death in Thailand10 reported
the leading causes of death among
youth, in descending order, to be
traffic accidents, HIV/AIDS, suicide,
homicide, drowning and cancer
(Table-8). It was also observed
that two-thirds of all deaths of
adolescents were caused by
unintentional and intentional
injuries. Traffic accidents due to
drunken driving and not using the
seatbelt and crash helmets caused
more deaths among males than
among females. The death rate from
accidents among youth exceeded
the national rate for the same in
1996. The rate was much higher in

Table 8: Leading cause of death among youth (15-24-year-olds)

Cause Males Females

Traffic accidents 39.5 19.6

HIV/AIDS 13.7 28.3

Suicide 10.6 8.0

Homicide 6.8 2.4

Drowning 4.8 2.5

Cancer 3.3 7.8

All other causes 21.3 31.4

rural areas than in urban areas.
Pesticide-related accidents among
youth were common in rural areas

while traffic accidents were single
biggest cause of accident-related
deaths in urban areas.

Source: Population Reference Bureau (2000), The World Youth 2000, Washington DC.

*All figures are in per cent.

Figure 2: Trend for average age at first marriage, 1970-2000

Source: National Statistical Office (NSO), 2002.

age at first marriage also
increased. The age gap between

men and women in marriages was
about two to three years (Figure-2).
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Fertility has declined across

all age groups, including

adolescents (Figure-3).

However, adolescent fertility

levels remain high compared

to other countries in spite of

increasing age at marriage and

declining fertility. Fertility

at ages 15-19 years accounts

for 20% of total fertility

(Table-9).

PREGNANCY AND CHILDBEARING
Figure 3: Trend in age-specific fertility rate (ASFR) (per 1000 women)

Source: World Fertility Report 2003, Population Division, and DESA, United Nations.

CONTRACEPTION
A high rate of current use of
contraceptives was observed
among married young men and
women. A higher contraceptive
rate was reported by adolescent
boys compared to young men
aged 20-24 (Table-10). The most

commonly used contraceptive
methods in order of preference
are pills and injectables. The use
of condoms among young people
as a method of contraception is
alarmingly low. The only group
that reported condom use was

Source: Chayovan, Napaporn et al, 2003. Economic Crisis, Demographic Dynamics
and Family in Thailand: A research report. Bangkok College of Population Studies,
Chulalongkorn University.

Males Females

Age 15-19 (years) 20-24 (years) 15-19 (years) 20-24 (years)

Any method 83.4 64.3 75.6 78.4

Pills 88.0 77.9 65.7 61.8

IUD - 1.5 3.3 1.3

Injectables 12.0 16.8 25.1 24.6

Implants - - 4.9 0.4

Female sterilization - 1.4 0.6 7.3

Vasectomy - - 0.4 -

Condoms - - - 3.5

*All figures are in per cent.

women aged 20-24. None of the
male respondents reported current
use of condoms as a method of
contraception. However, i t  is
interesting to note that more
young people do use condoms with
sex workers.

Table 10: Current use of contraceptives by currently married young people, 2003

Contraceptive Methods
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Figure 4: Average age at sexual debut, 2004

Source: Bureau of Epidemiology, Department of Communicable Diseases Control, Ministry of
Public Health. Report on the HIV/AIDS situation in Thailand, 2004.

Not much information is available
about the nutritional status of young
people in Thailand. In 1998, a
random survey of Thai youth12

reported that one-tenth of the
respondents consumed inadequate
amounts of nutrients. More female
youth in both rural and urban areas
perceived themselves to be
consuming adequate and proper
nutritious food compared to their
male counterparts. About 10% of

school students have been
reported to be undernourished by
the Basic Education commission.
Another study of secondary school
students in 1990 reported that
obesity is emerging into a prime
health problem. Over 9% of
students of grade 6-12 were
found to be obese13. The National
Survey of Food and Nutrition
1995 reported that 15.5% of
adolescents aged 15-19 years

were obese and another 23.5%
were overweight. Females were
more obese than males and about
6% of females suffered from
undernutrition.

The consumption of high calorie
foods, such as snacks and soft drinks
and other junk food reported to be
the major cause of obesity, was
higher among adolescents as
compared to older people.

NUTRITIONAL STATUS

Evidence corroborates the early
initiation of sexual activity among
young men and women in Thailand.
Recent data from the National
Behavioural Surveillance (2004)
among 2nd year secondary school
students indicates that the average

age of first sex among sexually

active 8th grade students was
13 years for both boys and girls

(Figure-4). National data from 1996

to 2004 surveys shows a significant
rise in the proportion of secondary

school students who are sexually

active (trends for both male and
female students of 5th year of

secondary school are shown in

Figures-5 and 6).  Results of other
studies also corroborate the National

Surveillance data to show an

increase in extramarital and casual
sex among young Thai men and

women who happen to be engaging

in more premarital relationships
compared to earlier generations14.

Adolescent boys and girls also

engage in risky behaviours more
frequently than their peers did a few

years ago, thereby exposing

themselves to HIV infection15.

SEXUAL ACTIVITY

Figure 5: Sexual behaviour of male secondary school students

Source: Bureau of Epidemiology, Department of Communicable Diseases Control,
Ministry of Public Health. Report on the HIV/AIDS situation in Thailand, 2004.
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Nevertheless, following the spread
of HIV/AIDS, young Thai men began
to change their sexual partners
from prostitutes to girl friends,
lovers, casual acquaintances, or
classmates16.

The 10th round of the National
Behavioural Surveillance also
reported that over 24% of 8th grade
students exchanged sex for money.
The survey also reported homosexual
activity among young males in all
age groups. Although the overall use
of condoms during premarital sex
was reported to be low among
students of all ages (especially older
students), they were found to be
prudent enough to use condoms
more often during sex with female
sex workers (Figure-7). The use of
condoms is lowest among MSMs.

Young people, especially girls and
young women, are also found to be
more susceptible to coercive sex. The
National Behavioural Surveillance
(2004) data on 8th grade secondary
school students reveals that 50% of
girl students had an unwanted/forced
first sexual experience that
increased the risk of STIs and HIV
(Figure-8). Another survey conducted
among 6700 female students across
24 provinces of Thailand reported
that 1448 (21.6%) among them were
already sexually active. About 500
female students reported that their
first sexual experiences were forced
and these were with mostly older
men17.  Sexual coercion was also
reported by 6.5% of males and 21%
of females in Ching Rai. The mean
age at first occurrence was 16 years
(range 8-20) among males and 17
years (range 5-21) among females.
Most perpetrators were male (52%
among males; 98% among females)
and familiar to the participants18.

Figure 6: Sexual behaviour of female secondary school students

Source: Bureau of Epidemiology, Department of Communicable Diseases Control,
Ministry of Public Health. Report on the HIV/AIDS Situation in Thailand, 2004.

Figure 7: Condom use among sexually active male secondary school
students (2004)

Source: Bureau of Epidemiology, Department of Communicable Diseases Control,
Ministry of Public Health. Report on the HIV/AIDS Situation in Thailand, 2004.

Figure 8: First sexual experience of sexually active 2nd year
(8th grade) female secondary school students, 2004

Source: Bureau of Epidemiology, Department of Communicable Diseases Control,
Ministry of Public Health. Report on the HIV/AIDS Situation in Thailand, 2004.
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Figure 11: Condom use among male students, 1996-2004

Source: Bureau of Epidemiology, Department of Communicable Diseases Control,
Ministry of Public Health. Report on the HIV/AIDS situation in Thailand, 2004.

STIs AND HIV/AIDS AMONG YOUNG PEOPLE
(For details please refer to "Fact Sheets on Young People and HIV/AIDS", WHO/ SEARO)

Thailand was the first country in Asia

to document the HIV/AIDS epidemic.

The HIV prevalence among young

people aged 15-24 years was 0.88%

among males and 1.32% among

females (Figure-9).

The primary modes of HIV

transmission in Thailand include

sexual transmission, unsafe injection

practices and vertical transmission.

Increasing sexual risk behaviours

among young people increases their

vulnerability to sexually transmitted

infections. In 2003 young people with

sexually transmitted diseases

accounted for almost one-third

(31.7%) of the total number of STI

cases reported. The proportion of

gonorrhoea cases found among

15-19 year olds increased from

8.39% in 2001 to 16.67% in 2004.

While only 3% of new STI cases were

reported among students in 2000,

the figure had increased to more

than 10% by 200415.

Young people lack information

and skill

Although most young people have

heard of HIV/AIDS in Thailand

(91%)19, National Surveillance (2004)

data among secondary and vocational

students show that less than 20%

of both male and female students of

these schools could  answer all

questions about HIV/AIDS correctly

(Figure-10). Recent surveillance

assessing risk behaviours to HIV

infections shows that the Thai youth

continue to engage in risk

behaviours. These include a higher

proportion of sexual experiences,

high rates of unprotected sexual

Source: Health Related Millennium Development Goals 2005, WHO.

Figure 9: HIV prevalence among youth (aged 15-24), 2001

Source: Bureau of Epidemiology, Department of  Communicable Diseases Control,
Ministry of Public Health. Report on the HIV/AIDS Situation in Thailand, 2004.

Figure 10: Knowledge about HIV/AIDS, 2004
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activity among sexually active youth

and low rates of consistent condom

use with both steady and casual

partners. The trends show that over

a period of time condom use by

young males has gone down even

with high-risk partners such as

female sex workers (Figure-11). There

was a negligible use of condom by

sexually active 5th year (11th grade)

secondary school female students

with males who were not boy friends

(Figure-12).

Figure 12: Condom use among female students, 1996-2004

Source:  Bureau of Epidemiology, Department of Communicable Diseases Control,
Ministry of Public Health. Report on the HIV/AIDS Situation in Thailand, 2004.

ABORTION
A high rate of induced abortion is

reported among young people in

Thailand. A study carried out in 1999

in government hospitals revealed

that out of 13,090 women with

induced abortion, 47% were of less

than 25-years old and of them 21%

were adolescents with many having

little or no access to contraception

(Table-11)20. Over 61% of women

less than 25 years of age, of whom

30% were adolescents, had had

their abortion done by providers
outside the hospitals. Only 29%
of abortions outside the health
facility were done by health
personnel such as a physician,
obstetrician, nurse or midwife.
Significantly, higher complica-tions
were caused by unqualified
personnel, midwives and providers
of unknown status.

In another study of vocational

school students in northern

Source: Warakamin S, Boonthai M. Tangcharoensathien V. 2004. “Induced abortion in Thailand:
Current situation in public hospitals and legal perspectives”. Reproductive Health Matters 2004:12
(24 Supplement): 147-156.

Age Spontaneous abortions Induced abortions Abortions done by Abortions done
(years) physician in hospital outside hospital

<15 0.3 0.7 1 1

15-19 14 20 7 29

20-24 25 26 18 31

25-29 24 20 28 16

Table 11: Situation of abortion in Thailand, 2004

*All figures are in per cent.

Thailand21, 48% of male and 43% of

female students had reported ever

having had sexual intercourse. Of

them, 27% of the women and 17%

of the men admitted that they or their

partner had ever been pregnant and

95% of these pregnancies were

aborted. The high rates of pregnancy

and abortion in this population

indicate the need for better sexual

health education and access to

effective contraceptive methods.
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SUBSTANCE ABUSE
Smoking

In Thailand, the Consumer
Protection Act 1992 penalizes
smoking in public places and selling
cigarettes to children under the age
of 18 years. Rapid economic growth
and social changes experienced by
Thailand have made consumer
goods accessible to the majority of

Table 12: Smoking among young people, 2003

Source: Health and Welfare Survey 2003.

Male Female

11-14 15-19 20-24 11-14 15-19 20-24

(years) (years) (years) (years) (years) (years)

Currently smoke 0.8 16.6 39.7 0.1 0.8 1.3

Once smoked and quit 0.1 2.8 4.8 0.2 0.0 0.7

Never smoked 99.1 80.6 55.5 99.7 99.2 97.9

the population. The youth have
become particularly vulnerable to
substances, which are now readily
available, including alcohol,
cigarettes and certain drugs. The
national surveys revealed an
increase in the smoking rate.
People started smoking at the age
of 13-14 years with the youngest
smokers aged only 10 years. Many
became regular smokers by the age
of 1513 .

Smoking rates for female were
significantly lower than those for
males (Table-12).

There is a strong correlation
between different types of risk
behaviours among boys. More than
half of all boys who drink also
smoke or use drugs. On the
contrary, most girls who drink do

1991 1996 2001

Male Female Male Female Male Female

11-14 – – 0.2 0.05 – –

15-19 21.7 2.1 20.8 1.0 19.9 1.9

20-24 59.5 5.4 56.0 5.7 55.8 7.2

Table 13: Alcohol drinking rate among young people, 1991-2001

Source: Health and Welfare Survey, National Statistical Office, cited
in Thailand Health Profile, 1999-2000.

*All figures in per cent.

*All figures in per cent.

not smoke. About 73% of all boys

who smoke in Thailand also drink

or use drugs. Virtually no young

people – boys or girls – use drugs

without also consuming tobacco or

alcohol22.

In 1999 the National Statistical

Office (NSO) indicated that

initiation into smoking for males

was maximum in the age group of

15-19 years and was mainly due

to the influence of friends or out of a
curiosity to try it. However, the
younger age group was also
influenced by family members who
smoke.

Alcohol consumption

National surveys have shown a
marginal decline in the alcohol
consumption behaviour of young

people, especially males (Table-13).
However, another survey showed a
marked increase in alcohol use
among secondary school students
during 1985-99 (Table-14). Another
study of the drinking patterns of
youth in Bangkok schools in 1998
found that 53.5% of male students
and 25.1% of female students
consumed alcohol. Male students
consumed three times more alcohol

than female students13.

Status

Age group
(years)
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Drug abuse

Drug abuse is a serious problem
among certain groups of youth in

Source: Survey of drug abuse among secondary school students, Department of General
Education and Office of Narcotics Control Board, 1999.

Figure 13: Drug and substance use among 2nd year (8th grade)
secondary school students, 2004

Source:  Bureau of Epidemiology, Department of Communicable Diseases Control, Ministry of
Public Health. Report on the HIV/AIDS situation in Thailand, 2004.

Figure 14: Effect of “Lack of connectedness to family” on smoking,
drinking and drug use (ages 15-19 years)

Source:  Minja Kim Choe 2001, ‘Does being connected reduce the risk of teenage drinking,
smoking and drug use? Survey result from South-East Asia’. Population and Health Studies
Number 57, East-West Center Honolulu, USA.

Table 14: Substance use among secondary school students, 1985-1999

Type of drug 1985 1989 1999

Tobacco 9.16 7.62 5.28

Liquor 9.79 7.92 13.56

Marijuana 1.05 1.78 0.80

Stimulants/Amphetamine 0.18 0.60 1.52

*All figures in per cent.

Thailand, particularly those living in

poor communities in both rural and

urban areas. It is also becoming a

growing problem amongst the youth

in general. Findings of the 10th

round of the National Behavioural

Surveillance (2004) revealed the

presence of drug and substance

abuse among secondary school

students with higher percentage of

young males using drugs as

compared to females of the same

grade (Figure-13). Young drug

injectors were also found to be

engaged in risky sexual behaviours

along with the sharing of needles.

High rates of unprotected sexual

activity and multiple partnerships

were reported. In 2001, a study of

46,936 students in all types of

educational institutions ascertained

the main reasons for students to get

involved with drugs to be curiosity,

peer pressure, the fixation of it being

trendy, and family problems such as

poverty, broken families, bad home

environment, lack of adequate

attention from parents, mingling

with friends who had family and

other problems. Besides, students

were also able to obtain these drugs

easily. Lack of “connectedness” to

the family led to the initiation into

drinking, smoking and use of drugs

at ages 15-19 in many cases

(Figure-14). The strongest effect of lack

of connectedness was observed in the

case of drug use by adolescent girls23.
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Males Females

10-14 15-19 20-24 10-14 15-19 20-24
(years) (years) (years) (years) (years) (years)

Slip 22.2 4.3 0.0 10.3 0.0 0.0

Sharp object 19.4 6.4 8.8 20.7 18.5 16.7

Burn 5.6 0.0 0.0 0.0 7.4 0.0

Animal 13.9 4.3 2.9 17.2 11.1 0.0

Traffic accident 25.0 63.8 79.4 41.4 55.6 77.8

Electric shock 0.0 0.0 0.0 0.0 3.7 0.0

Sport 5.6 12.8 5.9 0.0 0.0 0.0

Assault 5.6 2.1 2.9 0.0 3.7 0.0

Collision 0.0 0.0 0.0 6.9 0.0 0.0

Fall from height 2.8 2.1 0.0 3.4 0.0 0.0

Work-related 0.0 4.3 0.0 0.0 0.0 5.6

Total 100 100 100 100 100 100

Table 16: Cause of injury for youth, 2003

Source: Health and Welfare Survey 2003, National Statistical Office
(NSO) 2004, Bangkok (in Thai).

INJURY, ACCIDENTS AND VIOLENCE
Injury

In Thailand, Health and Welfare
Survey 2003 reported that about 2%
of adolescents aged 11-24 years
reported having suffered from
injuries in the previous month
(Table-15). The rate is slightly higher
among males than females for all
age groups. Traffic accidents are the
leading cause of injury for both sexes
and all age groups, especially among
youth aged 20-24 years (Table-16).
A Youth Risk Behaviour Survey in
Bangkok24 showed that 67% of
students never wore a bicycle
helmet while driving; 19% had taken
a ride from a drunken driver and
12% had driven a vehicle after
consuming alcohol.

 Age Males Females
(years)

11-14 1.1 0.9

15-19 1.9 1.1

20-24 1.7 0.9

Number 7660 7726

Table 15: Youth and injuries

Source: Health and Welfare Survey 2003, National
Statistical Office (NSO) 2004, Bangkok (in Thai).

*All figures are in per cent.

*All figures are in per cent.

Causes

Crime and violence

There has been an increasing
concern about violence among
young people. Data drawn
from official criminal records

show that there has been a marked

increase in the number of adolescent

criminals, especially those

who committed serious crimes

(Table-17).
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Source: Office of International Service, Office of the Attorney General, as cited in Thailand country profile: Adolescent health
and development (draft), IP SR, Mahidol university, Thailand, 2004.

Year/age Death Life in In prison In prison In prison In prison Probation Fine Other Total
penalty  prison >10 years  <10 years <3 years  <6 months  penalty

1998

7-14 - - 2 - 67 85 2669 1176 5501 9500

15-18 - 1 44 225 1568 1994 29,180 8538 9638 51,187

19-20 5 27 355 1770 6746 7946 48,226 36,344 2498 103,917

Total 5 28 401 1995 8380 10,025 80,075 46,058 17,637 164,604

1999

7-14 - - 2 6 57 49 2143 1012 4412 7681

15-18 - 2 47 295 1670 1821 29,497 7251 9827 50,410

19-20 2 33 425 2466 7191 8217 45,650 29,403 1889 95,276

Total 2 35 474 2767 8918 10,087 77,290 37,666 16,128 153,367

2000

7-14 - - 1 1 57 59 2011 710 3874 6713

15-18 1 - 43 317 1486 1853 29,429 5498 9313 47,940

19-20 2 33 471 2689 8204 8660 46,034 24,388 1733 92,214

Total 3 33 515 3007 9747 10,572 77,474 30,596 14,920 146,867

Table 17:  Number of youth sentenced by courts, 1998-2000

The Youth Risk Behaviour Survey24

reported that about one-third of
students had been involved in at
least one violent event that had
occurred on or outside school
property and 8% carried a weapon
to school. The survey also reported
that 14% of students had been
physically assaulted and had been
injured and needed hospitalization.
Poor paternal relations were cited
as the major reason behind
delinquent behaviour.

A multi-country study on women’s

health and domestic violence
against women in two towns of
Thailand, sponsored by the World
Health Organization25, conducted
between 2000 and 2003, revealed
that:

• 8% of respondents in Bangkok
and 10% in Nakhonsawan had
experienced physical violence
since the age of 15 years at
the hands of a non-partner.
Relatives were most commonly
mentioned as perpetrators.

• 6% of women in Bangkok and

3% in Nakhonsawan had
experienced sexual violence since
the age of 15 years by a non-
partner.

• 9% of all respondents in
Bangkok and 5% in
Nakhonsawan reported sexual
abuse before the age of 15 years.

Suicide

The Youth Risk Behaviour Survey of
school students, young people in the
community and in juvenile homes in
Bangkok24 reported that 20% of
students had experienced bouts of
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depression 12 months preceding the
survey. About 12% had suicidal
tendencies and 8% attempted
suicide. The data from the Thai mental
health department showed that
suicide rates are higher for males than
for females in all age groups (Table-
18). There is also palpable evidence
of a recent rise in cases of suicide in
Thailand26.

Age (years) Males Females

10-14 1.0 0.6

15-19 7.9 3.2

20-24 19.7 4.3

Table 18: Suicide rate per 100 000 young people classified by
age (2001)

Source: : Department of Mental Health, Mental Health in Thailand, 2001-2002, cited in Thai
Health Report, p91.

INFORMATION AND CARE-SEEKING BEHAVIOUR
Health/help-seeking

behaviour

A large proportion of young people

who reported being ill in the month

before the 2003 Health and Welfare
Survey had sought care for their

illness (Table-19). However, almost

one-fourth of them opted for self-
treatment through the purchase of

curative drugs at a pharmacy. This

may indicate that even if many had
access to services they were not

Sources:  Health and Welfare Survey 2003.

Table 19: Illness and source of treatment for youth

Males Females

10-14 15-19 20-24 10-14 15-19 20-24
(years) (years) (years) (years) (years) (years)

None 6.0 7.1 7.5 4.6 9.6 6.7

Traditional healer 1.2 0.9 1.1 0.0 2.5 0.4

Self treatment 18.9 26.9 31.6 26.4 27.6 31.8

Health centre 25.5 14.6 10.7 21.6 15.9 8.4

Hospital 67.1 63.2 58.8 65.0 59.4 59.1

Other 1.2 1.9 1.1 0.9 0.8 2.1

*All figures in per cent.

Source of
healthcare

comfortable seeking them. Factors

leading to this choice may be

financial, perceived, or may be

guided by actual negative attitudes

of health workers as well as the

stigma attached to seeking medical

care for certain illnesses such as

STIs. One-third reported that they

had access to clinics and hospitals

when they fell ill. Very few

respondents used traditional

medicines.

Source of health education

for young people

The Youth Risk Behaviour Survey24

reported that 91% of young people
surveyed had received sex education; a
large proportion (69%) from school,
59% from media and 47% from
peers and a small number (19%) from
parents. About half of the young
population under study received the
information from their peers. The quality
and implications of such knowledge has
to be regarded with caution.
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Laws impacting adolescents

The legal minimum age of marriage for both boys and girls is 18 years.

The National Education Act of 1999 provides for free education for 12 years.

Labour Protection Act (1998) provides for legal measures to safeguard the rights of all workers with separate chapters
devoted to the rights of workers under 18 years of age and of female workers. Section 15 of the Act stipulates that employers
are obliged to treat male and female workers equally. Section 16 prohibits sexual harassment of women and children. Labour
by children under 15 years of age is prohibited in Chapter 4 of the Act, which repeals the former legal working age of 13 years
in Thailand.

Abortion law: Abortion is prohibited or permitted to preserve women’s physical health and to save her life or in
cases of rape.
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For further Information please contact:

Adolescent Health and Development (AHD) Unit
Department of Family and Community Health
World Health Organization
Regional Office for South-East Asia
World Health House
Indraprastha Estate, Mahatma Gandhi Marg
New Delhi - 110002 India
Email: ahd@searo.who.int
http://www.searo.who.int

January 2007
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There is limited information about
the population of and basic
demographic indicators for Timor-
Leste. The total population of the
country is around 926 2691 with an
overall sex ratio of 107 males per

hundred females. About 85% of the
population lives in rural areas2. The
annual population growth rate is
3.9%. Timor-Leste has a high total
fertility rate (TFR) of 7.73 and the
crude birth rate is 23.8. While

demographic statistics are scarce,
the estimated maternal mortality
ratio is thought to be extremely high
at 800 per 100,000 live births as is
the infant mortality rate (75-95/1000
live births)2.

Source: World Population Prospects: The 2004 Revision and World Urbanization Prospects: The 2004 Revision:  Population Division
of the Department of Economic and Social Affairs of the United Nations Secretariat. http://esa.un.org/unpp

The adolescent population of
Timor-Leste is about 25% of the
total and the proportion of young
people is 35% (Table-1). With one-
fourth of the population being of

POPULATION OF YOUNG PEOPLE

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings.
Dili, Timor-Leste: Ministry of Health.

Table 2: Per cent of youths who are literate in Timor-Leste, 2003

Education levels in Timor-Leste are
uniformly poor across the board for
the overall population and more
so for women3. However, young
Timorese people of both sexes are

increasingly unlikely to have had no
education, with women showing the
greatest improvement. About 70%
of youth are literate (Table-2). No
gender disparity was observed

among adolescents (10-19 years) even
at the secondary education level
(Table-3). The school attendance rates
for boys and girls are almost equal
at the younger age groups but
girls are less likely to attend
educational institutions as they
grow up. This is particularly applicable
to girls especially in the age group
of 19 to 24, perhaps because of
greater responsibility shouldered
at home.

EDUCATIONAL STATUS

Age (in years) Male Female Total
Number (%) Number (%) Number (%)

10-14 56 000 5.9 54 000 5.7 110 000 11.6

15-19 63 000 6.6 60 000 6.3 123 000 12.9

20-24 53 000 5.6 48 000 5.1 101 000 10.7

Total 172 000 18.1 162 000 17.1 334 000 35.2

Table 1: Number and per cent of young people classified by age and sex in Timor-Leste, 2004

Table 3: Educational attainments of young people classified by age and sex in Timor-Leste, 2003

Age Young People with Incomplete primary Primary education Secondary or higher
(in years) no education education completed education

Female Male Female Male Female Male Female Male
10-14 12.7 11.6 78.3 80.2 0.8 0.8 8.2 7.5

15-19 15.4 13.3 20.8 23.1 3.4 1.7 60.4 61.9

20-24 23.9 18.3 18.5 18.5 8.7 6.0 49.0 57.2

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. * All figures in per cent
Dili, Timor-Leste: Ministry of Health.

Age group (in years) Literacy rate (%)

Female Male

15-19 72.8 Not Available (NA)

20-24 69.1 67.1

adolescent age and one in every
three people a young person,
Timor-Leste’s population is
relatively young. There were
more adolescents aged 10-14 in

rural areas than in urban3. This
ratio was reversed as the age
increased possibly due to migration,
particularly of males to urban
areas.
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Marriage patterns in Timor-Leste vary
across the country.  Recent surveys,
however, indicate that marriages
below 20 years of age are not
common with over 65% of women
tying the nuptial knot between the
ages of 20-24 (Figure-1). The median
age at first marriage for ages 20-24
is 20.5 years.

Younger women were more likely to
have married under the age of 20 than
older women (Figure-2). This indicates
a falling age at marriage, in contrast
to the trend in most parts of the world
where the spread of education
fosters social and economic roles for
girls that offer incentives to delay
marriage3. In Timor-Leste, the school
system has not been sufficiently
advanced to witness any major
enrolment of teenage girls and the
social situation in the past inhibited
early marriages. Women looking for
partners 20 years ago were
disadvantaged as many eligible
young men were fully engaged in the
struggle against the colonial powers
and could not contemplate domestic
settlement. Surveys have revealed
that girls from wealthier households
were also more likely to delay their
marriage than those from poor
households3.

EMPLOYMENT

AGE  AT MARRIAGE

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. Dili,
Timor-Leste: Ministry of Health.

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. Dili,
Timor-Leste: Ministry of Health.

Figure 1: Per cent of never-married youth in Timor-Leste, 2003

Table 4: Per cent of youth employed in Timor-Leste, 2003

Age Female Male
(in years) (ever-married

women)

15-19 28.5 NA

20-24 35 NA

About a third of the ever married
female youth were found to be
employed at the time of conducting
the Demographic Health Survey (DHS)
2003. The figure was much higher in
rural than urban areas. The lower
urban female employment rates
reflect the importance of farm work
in rural areas and perhaps a shortage
of employment opportunities for
women in urban areas. Many rural
women worked without wages. The
dominant occupation is agriculture,
usually on personal or household land

holdings. Only one per cent of
women employed in the agriculture
sector received payments in cash as
opposed to 25% of women engaged
in non-agricultural pursuits.

However, age disaggregated data
classified by background chara-
cteristics for employment is not
available. The proportion of working
women increases with age (Table-4).

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. Dili,
Timor-Leste: Ministry of Health.

Figure 2: Age at first marriage of women
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Timor-Leste has the high fertility rates
and it appears to be rising3.
Adolescent fertility rates rose and
then fell over the period from 1984 to
2003 (Figure-3). The fertility rates of
young married women aged 20-24
rose to a peak in the early 1990s and
then again rose to an unprecedented
level between 2000 and 2003. One-
third of young women in Timor-Leste
are giving birth in any given year.

The median age at first birth has
dropped in the preceding two or three
decades, as reflected in older women
having a higher median age than
younger women (Table-5). The median
age at first birth was 24 years for the
oldest among those women surveyed

(aged 45-49) while for women aged
20-24 it was reported to be 20.7
years. Table-6 reveals that 8% of

adolescents began childbearing by
the age of 18 and 37% by the age
of 19.

Figure 3: Trends in age-specific fertility rates (ASFR) for youth in
Timor-Leste, 1984-2003

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. Dili,
Timor-Leste: Ministry of Health.

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. *All figures in per cent
Dili, Timor-Leste: Ministry of Health.

  Per cent of woman who
 have begun childbearing

16 4.8

17 6.3

18 8.0

19 37.2

Residence

Urban 11.3

Rural 15.6

Education

No education 21.6

Primary education incomplete 18.0

Primary education completed 38.3

Secondary+ 9.5

Wealth index

Lower 17.6

Upper 11.8

Total 14.5

Table 6: Per cent of married adolescents aged 16-19 who have begun
childbearing

PREGNANCY AND CHILDBEARING

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. Dili,
Timor-Leste: Ministry of Health.

Current age         Woman Age at first birth
(in years)  with no births

15-19 87.7 0.4 7.3 4.6 n/a n/a

20-24 34.4 3.5 16.5 24.5 15.2 20.7

45-49 3.6 2.6 8.4 8.5 13.9 24.6

Table 5: Women aged 15-24 classified by age at first birth

The DHS 2003 also showed that more
than one third of adolescents (35%)
who had had a live birth in the last
five years did not receive any
antenatal care. These findings were
also mirrored for women of other age
groups. The proportion of women not
receiving antenatal care was much
higher in rural areas than urban.
More than half of all women received
antenatal care from a nurse or a
midwife. Just under half of the
adolescents interviewed (49%) said
they had received iron tablets while
47% of them did not receive a
tetanus toxoid injection.

More than 85% of live births in the
five years preceding the survey had
occurred at the home of the
adolescent mother. Deliveries at
home, however, were more likely to
occur with women from the older age

<15  15-17  18-19  20-21

Median
age at first

birth

Age (in years)
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Figure 4: Early childhood mortality rates classified by mother's
age at birth

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. Dili,
Timor-Leste: Ministry of Health.

Table 8: Current use of contraceptives among currently married young women

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. *All figures are in per cent
Dili, Timor-Leste: Ministry of Health.

group3. Adolescent women are less
likely to get assistance during
delivery from least qualified persons
such as friends and relatives as
compared to older women. The
difference in proportion was, however,
not large.

No association was observed in the
survey between the lower age of the
mother during childbirth and child
mortality rates. In fact mortality rates
are observed to be lower among
women aged less than 20 (Figure-4).

Knowledge of contraceptive methods
among Timorese men and women
was very low and married youth were
not an exception. Over 60% of
female youth and about 70% of male
youth failed to recognize any of the
methods listed in the Demographic
Health Survey (DHS) 2003 and
demonstrated no knowledge
of any contraception methods

(Table-7). The survey also reported
that more than 90% of youth did
not receive any information on
family planning and only a
negligible proportion received the
same from their nurse, doctor and
family planning officer. More
adolescents than young adults
aged 20-24 are not likely to receive
family planning information from

any source indicating the need for
making family planning services
adolescent-friendly.

As anticipated from the information
on women's knowledge of
contraception, the ever and current
use of contraceptives was very low.
Over 94% of currently married
female adolescents and 87% of
20-24-year-old currently married
young women were not using any
contraception (Table-8).  The use of
contraception increased with age.
Among the small number of young
women who did use contraceptives,
the method preferred was the
injectable contraceptive.

Method Aged 15-19 years Aged 20-24 years

Any method 5.8 12.4

Any traditional method 2.5 3.0

Any modern method 3.3 9.4

Pill 0.6 2.0

IUD 0.0 0.0

Injectables 2.7 7.1

Condom 0.0 0.0

Female sterilization 0.0 0.3

Male sterilization 0.0 0.0

Not currently using 94.2 87.6

CONTRACEPTION

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. Dili,
Timor-Leste: Ministry of Health.

Age (in years) Females Males

15-19 69.0 76.7

20-24 59.6 68.4

Table 7: Per cent of ever-married youth having no knowledge of
contraceptives
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The first case of AIDS in Timor-Leste
was reported in December 2001.
Though national data on STIs and
HIV/AIDS prevalence among young
people is not available, a recent
biological and behavioural study
provided information on the major
risk groups: sex workers, men who
have sex with men (MSM), the
military, students and taxi-drivers. An
HIV prevalence of 3% was found
among female sex workers and 1%
among MSM4. All those infected with
HIV had reported having sex with
foreigners.

The median ages of first sexual
intercourse for ever-married women
indicates sexual activity tends to
precede formal marriage in all regions,
at all educational levels and for
women from all wealth index groups.
The median age of first marriage for
all women (aged 25-49 years) is 21.4
and median age of first sexual
intercourse is 20.73.

A recent biological and behavioural
study of 900 university students in
Timor-Leste4 found a very tiny
fraction of females reporting any
sexual activity at all while nearly
three out of four male students were
not sexually active (Figure-5). Around

The 2003 DHS revealed that
married women and men in Timor-
Leste were ignorant of HIV/AIDS
and the means to prevent it.
Young people were more likely to
recognize the disease than old, but
even then a few more than a
quarter of female youth had heard
of HIV/AIDS and only 13% believed
that there is a way to avoid HIV/
AIDS (Table-9). With such poor levels
of familiarity with the disease it is
not surprising that the bulk of the
population had no idea of how to
prevent the spread of the infection.
Only 8-11% of youth knew of at

least one programmatically impor-
tant method to avoid contracting HIV
and only a handful of men and
women knew about two or more
ways. Among those who knew of at
least one method, only a few of them
mentioned the use of condoms.

Just as with HIV, knowledge of STIs
was also very limited among people
including youth. Virtually no women
and only a small percentage of men
admitted to knowing about STIs, and
consequently only a small proportion
of the population recognized the
symptoms (Table-10).

SEXUAL ACTIVITY

STIs AND HIV/AIDS AMONG YOUNG PEOPLE

Figure 5: Per cent of university students (average age 23 years) in
Dili who have had sex with different partner types in the last year

Source: "HIV, STIs and Risk Behaviour in East Timor: An historic opportunity for
effective action," Family Health International and USAID, 2004, Dili, East Timor.

15% male students in Dili reported
having sex with sex workers. The
difference between levels of sexual
activity reported by men and

women suggests that while men may
be exaggerating, the women may be
underreporting their levels of sexual
behaviour.

(For details please refer to “Fact Sheets on Young People and HIV/AIDS”, WHO/SEARO)

Age Have heard of Believe there is a Know of one program- Know of two/three
(in years) HIV/AIDS way to avoid matically important programmatically

HIV/AIDS way to avoid HIV/AIDS important ways to
avoid HIV/AIDS

Female Male Female Male Female Male Female Male

15-19 25.6 NA 13.2 NA 8.1 7.9 0.6 0.0

20-24 28.0 38.6 13.6 16.3 7.7 11.6 2.0 1.0

Table 9: Per cent of ever-married youth having knowledge of HIV/AIDS

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. *All figures are in per cent
Dili, Timor-Leste: Ministry of Health.
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Age Have heard of    Did not mention any Mentioned one Mentioned two/three symptoms
(in years)         STIs       symptom of STI symptom of STI               of STI

Female Male Female Male Female Male Female Male

15-19 4.1 7.9 96.5 92.1 3.0 7.9 0.5 0.0

20-24 6.5 11.7 94.8 90.8 3.7 6.5 1.5 2.8

Table 10: Per cent of ever-married youth having knowledge of sexually transmitted infections

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. *All figures are in per cent
Dili, Timor-Leste: Ministry of Health.

No data is available on the dietary
patterns and nutritional status of
adolescents and young people in
Timor-Leste. DHS data of 2003 on
married adolescents and young
people indicated that women of
reproductive age in the country had
poor nutritional status and a high
prevalence of nutritional risk factors
for maternal pregnancy and delivery
complications and low birth weight.
More than 40% of the non-pregnant
adolescents had low BMI (less than
18.5 kg/m2) or evidence of chronic
energy deficiency (Table-11). There
is a higher prevalence of low BMI
among adolescents as compared to
young adult women or middle aged
women. About five per cent of female

youth had severe CED or BMI
<16 kg/m2. A high percentage of
women in Timor-Leste were short
statured (13%).

About 25% of male youth were
found to have low BMI (Table-11);
nonetheless it was substantially
lower than for young women. The
difference might be related to
differences in the distribution of
food within the household or also
to the differences in the average
workloads of men and women.
Women, especially in poorer
households, have to collect water
and firewood, cook for the entire
family, care for the children and
the elderly and provide food for
the men folk in the fields3.

NUTRITIONAL STATUS
The prevalence of anaemia
among young women was low in
Timor-Leste. About 26% of the
not pregnant adolescents aged
15-19 were recorded as anaemic
(Hb <120 g/L). Among pregnant
adolescents and young women,
anaemia preva-lence was higher
than their non-pregnant counterparts
(Table-12).

The limited data on pregnant
adolescents suggests that more
than half the adolescents did not
receive an iron supplement during
pregnancy (Table-13). The majority
of women who did take supple-
ments took them only for less
than 60 days.

Table 12: Per cent of not pregnant and pregnant young women having anaemia, 2003

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. *All figures are in per cent
Dili, Timor-Leste: Ministry of Health

             Anaemia (Hb <120 g/L) prevalence

Not pregnant Pregnant

15-19 25.6 27.9

20-24 28.2 36.2

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. Dili, Timor-Leste: Ministry of Health

Table 11: Per cent of ever married female and male youth having chronic energy deficiency (CED) or
low body mass index  (BMI) and short stature, 2003

BMI (kg/m2)
<16.00 <18.5 18.50-24.99

Female Male Female Male Female Male

15-19 5.0 NA 40.5 25.1 59.5 74.9 13.1

20-24 4.8 NA 35.4 24.4 63.1 75.0 12.4

Age
(in years)

Age
(in years)

Per cent of females
having height

<145 cm
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Exposure to the media was found to
be very low for young people in the
country (Table-14). A large majority
of young respondents of both sexes
reported they did not read a
newspaper, listen to the radio or
watch television, and if they did so,
it was less than once a week.

Newspaper readership was
particularly low with only 8% of
young women and 14% of young
men reading a newspaper more
than once a week. The radio has a
clear advantage over newspapers,
which are often difficult to obtain
and also are of little or no use to

      Age Received vitamin A Number of days of consuming iron during
   (in years) dose postpartum        pregnancy

None <60 60-89 90+

15-19 30.7 51.3 39.0 0.8 2.0

20-24 26.5 42.7 45.0 1.2 5.9

Table 13: Per cent of women who received a vitamin A dose in the first two months after delivery
and per cent who took iron tablets for specific number of days, 2003

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. *All figures are in per cent
Dili, Timor-Leste: Ministry of Health.

Source: Timor-Leste 2003 Demographic and Health Survey: Key findings. *All figures are in per cent
Dili, Timor-Leste: Ministry of Health.

There is a paucity of information and
statistics related to violence against
adolescents in Timor-Leste. According
to a recent study, of 138 reported
cases of child abuse, 33% were of

the many illiterate or poorly
literate. Television, too, scored
over newspapers. In Timor-Leste,
accessibility to the media does not
have any correlation with age.
Women were less likely to be
exposed to any form of media
than men.

EXPOSURE TO MEDIA

INJURY, ACCIDENTS AND VIOLENCE

Age Reads a newspaper Listens to the Watches television No exposure to
  (in years) more than once radio more more than once any form of mass

a week than once a week a week media

Female Male Female Male Female Male Female Male

15-19 4.4 NA 22.2 NA 7.5 NA 53.9 NA

20-24 7.8 14.0 25.3 31.0 10.8 11.8 47.6 43.4

Table 14: Per cent of ever-married youth who usually read a newspaper, watch TV or
listen to the radio, 2003

Laws and policies impacting adolescents

Timor-Leste's legal system has been in a prolonged, transitional phase since independence. While new civil and criminal codes

are being drafted, the Indonesian Civil and Criminal Codes find application except in instances where they are viewed to be

contrary to international human rights covenants5.

sexual abuse, 24% physical abuse
and 30% of various forms of neglect.
Of the victims of sexual abuse, 88%
were girls. In 31% of cases the
perpetrator of the abuse was a

parent or guardian, in 58% of
cases the perpetrator was part of the
victim's extended family and
in 42% of cases the violence or abuse
had occurred within the victim's home5.
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