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Executive summary

A number of Member States in the South-East Asia (SEA) Region of 
the World Health Organization (WHO) have gained initial experience 
of implementation of adolescent health (AH) programmes. WHO 
has provided technical assistance to SEA Region through tools for 
planning, capacity-building, monitoring and supervision which Member 
States have adapted as appropriate. The four “S” strategy– comprising 
of Strategic information, Supporting policy environment, Services and 
supplies, and Strengthening collaboration with other sectors – has 
been developed and promoted. A Regional consultation was organized 
in Bali in 2008 in which implementation and scale-up were discussed. 
Following the meeting in Bali, technical support and assistance were 
provided to the Member states. This workshop was conducted in 
Bangkok, Thailand on 11-14 October 2011, to (a) review the status of 
implementation of AH programmes in Member States, (b) share best 
practices and lessons learned in implementation of AH programmes, 
(c) provide an update on the technical guidelines and tools on AH 
programmes, and (d) discuss country plans for implementation and 
effective scale-up of the programmes.

The meeting was organized by the SEA Regional Office in 
conjunction with UNICEF (Regional Office for South Asia) and the 
United Nations Population Fund’s (UNFPA) Regional Offices for Asia 
and the Pacific (AP) and the Arab States (AS). The 82 participants 
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represented 10 countries from SEA Region, two from the Western 
Pacific (WP) Region and four from the Eastern Mediterranean (EM) 
Region; WHO staff from the countries, Region and headquarters 
(HQ); and representatives from UNICEF, UNFPA and nongovernmental 
organizations (NGOs). The workshop was inaugurated by the Regional 
Director of the SEA Regional Office. During the inauguration comments 
were given by the Director of the AP Regional Office and the Deputy 
Permanent Secretary of the Ministry of Public Health(MOPH), Thailand. 
Two books published by WHO SEA Regional Office were released by 
the Regional Director. 

The expectations of the participants from the workshop 
were identified. An effort was made to address them during the 
workshop.

A global overview on the state of policies and programmes 
for AH was followed by a Regional overview of AH programmes in 
SEA countries, the Regional situation of AH programmes in the AP 
Region and a Regional overview of adolescents in the AS Region. 
These comprised an overview of the situation with identification of 
opportunities and gaps in adolescent health and development (AHD) 
programmes. Member states worked in three groups to review the 
main health problems in the programmes, discuss what the countries 
were doing to address these problems, and the key messages that 
emerged from the discussion. Each group summarized their findings 
in plenary. 

According to the Centre for Global Development’s Millions Saved: 
Proven successes in Global Health (2007), scale-up of public health 
programmes has been successful even in poor countries. The following 
were identified as the key approaches: 

Technical consensus about an appropriate public health  �

approach

Political leadership and champions �

Innovation available at an affordable price and delivered  �

through an effective delivery system
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Effective use of information; identifying priorities. �

Good management on the ground �

Strong partnerships �

Predictable and adequate funding from international and local  �

sources 

Success stories in scaling up national programmes for maternal 
mortality reduction in Sri Lanka, fertility reduction in Bangladesh, 
vitamin A supplementation in Nepal and oral rehydration salts for the 
treatment of diarrhoea in Egypt were discussed, and the factors that 
contributed to success were highlighted. The world of adolescents is 
changing very fast, as is evident from the inroads that social media 
have made in their lives. By 2011, there were almost 5 billion mobile 
telephone users and 2 billion registered users of the internet. The 
role of media in public health during emergencies and disasters and 
in normal times was highlighted. Laws, policies and regulations in the 
context of AH have been a focus in several countries of the Region. 
The experiences of Sri Lanka and Bangladesh were shared. The 
importance of legal issues was driven home. Regarding the scale-up of 
programmes, India shared its experience in the context of the National 
Rural Health Mission (NRHM), Thailand in the form of the Princess 
Programme, and  Indonesia its policy of decentralization. Innovations 
were summarized in Mozambique, Morocco and Iraq. Experiences in 
capacity development were shared with reference to undergraduate 
and postgraduate training in India, combined WHO Orientation 
Programme package and job aids training in Bangladesh. These are 
proposed to be expanded as a part of the scale-up process. To increase 
the demand for utilization of adolescent-friendly health services (AFHS) 
and increase the awareness of adolescents about  behaviour change, 
peer-led approaches in a state in India and experiences of youth peer 
approaches in Egypt and Lebanon were discussed. Presentations 
were made on behaviour change communication (BCC) in India, and 
experience with a website from India offered good prospects for scale-
up. Other community-based approaches that were shared included 
adolescent clubs in Bangladesh, and mainstreaming of AH through 
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primary health care (PHC) in Mongolia. Scale-up of AH programmes 
may take place with the engagement of NGOs (Bangladesh), private 
health-care providers (India) and through linking up with school 
health services (Maldives). 

The critical importance of information was stressed, and a 
monitoring framework was presented based on the Tanahashi model 
in which the key elements relate to assessment of quality and 
coverage. Reference was made to the Commission on Information 
and Accountability, led by the Director-General of WHO, which was 
created to monitor the implementation of the Global Strategy for 
Women's and Children's Health launched in September 2010 by 
the UN Secretary-General (Health Accountability Report presented 
at last World Health Assembly). After the presentation of the tools 
for assessment, experiences from Bangladesh and India were 
shared. This provided an opportunity to establish benchmarks and 
make the assessment of performance on national standards. The 
experience shows promising results from the implementation of AHD 
programmes. WHO recommends the use of rapid programme review 
and a beginning has already been made and plans are underway in 
the Member countries to undertake this to help guide the policy and 
strategy. 

Partnerships and coordination of the programme are the key 
to success. The role of health-promoting schools was summarized. 
Tunisia was used as a case study, and a scheme for empowering AH, 
SABLA, which highlights the partnership between health and women’s 
and children’s development in India, was presented and discussed. 

Strengthening of skills of planning and programme management 
is critically important for AHD, especially at the district level. UNFPA 
has developed programme management training guidelines for policy-
makers and programmers, and WHO is supporting the development of 
a training course in programme management in collaboration with the 
London School of Hygiene and Tropical Medicine and other partners. 
The first course was proposed to be held in December 2011 by PHFI 
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in India. The scope of this course will be extended beyond adolescent 
reproductive and sexual health to cover non-communicable diseases 
(NCD) and mental health. 

A panel discussion was held to discuss how resources can be 
mobilized to support the scale-up of AH programmes locally, nationally 
and globally. 

Technical updates were provided on parenting of adolescents, 
teenage pregnancy and research.

Outlines of strategies were prepared for the next two years by 
the Member countries and discussed in a plenary, and the findings 
were consolidated. 
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Background

A number of Member countries in the SEA Region of WHO have 
gained initial experience of implementation of AH programmes. 
WHO has provided technical assistance to the ministries of health in 
Member countries in consonance with respective country cooperation 
strategies. WHO tools for planning, capacity-building, monitoring 
and supervision have been shared and appropriately adapted by 
SEA Region Member countries, where the four “S” strategy has been 
promoted to implement AH programmes. This strategy consists of 
strategic information, supporting policy environment, services and 
supplies, and strengthening collaboration with other sectors. However, 
the progress in institutionalizing AH programmes has been quite 
variable in Member countries, some of which have faced challenges 
during scale-up of implementation.

In the SEA Region, a Regional consultation was organized in Bali 
in 2008 with the objective of strengthening implementation of AH 
programmes in Member countries. Strategies to scale up services 
for adolescents were discussed and a strategic framework proposed 
by consensus. Since then several countries have been provided with 
further technical assistance and tools for strengthening implementation 
of adolescent sexual and reproductive health (ASRH) strategies.

General objectives of the meeting

To strengthen implementation of AH programme in Member countries 
of the SEA Region.

Specific objectives

To review the status of implementation of AH programmes in member 
countries.

To share best practices and lessons learned in implementation  �

of AH programmes. 

To provide an update on the technical guidelines and tools on  �

AH programmes.
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To discuss country plans for implementation and effective  �

scale-up of programmes

Participants

The meeting was organized by the SEA Regional Office in conjunction 
with UNICEF (Regional Office for South Asia) and UNFPA's AP Regional 
Office and AS Regional Office. It brought together representatives 
from ministries of health, NGOs, representatives of professional 
associations and academia from 10 SEA Region countries (Bangladesh, 
Bhutan, India, Indonesia, Myanmar, Maldives, Nepal, Sri Lanka, 
Thailand and Timor-Leste), 2 WP Region countries (Lao People’s 
Democratic Republic and Mongolia) and UNFPA country staff from 4 
EM Region countries/territories (Egypt, Iraq, Palestine and Tunisia). 
In addition, staff from UNICEF SA Regional Office and UNFPA AP and 
AS Regional Offices were present. WHO was represented by staff 
from SEA Regional Office and HQ as well as country staff from seven 
countries (Bangladesh, India, Indonesia, Myanmar, Nepal, Sri Lanka 
and Thailand). A list of participants is given in annexure.
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Inauguration

Session

 1 

Dr Nitas Rajyawa, Deputy Permanent Secretary, 
MOPH, Thailand, welcomed the participants. 
He stated that Thailand is implementing AH 
programmes in school settings and in health 
facilities. The emphasis is on youth-friendly 
health services. Quality assurance (QA) is 
undertaken to improve the access to and 
utilization of services. There are health-
promoting schools in the country to promote 
AH through the combined efforts of teachers 
and students. Schools, colleges and universities 
are participating in the programme. 

Ms Nobuko Horibe, Director of the UNFPA 
Asia-Pacific Regional Office briefly described 
UNFPA’s efforts in 11 priority countries of the 
Region. It is right to invest in adolescents since 
they are the future and their reproductive 
behaviour has a lot of impact on their nations’ 
health. While educated and skilled young 
people should be the focus of the programmes, 
the problems of high MMR and new human 
immunodeficiency virus(HIV) infections have 



Scaling up adolescent health in South-East Asia2

to be prioritized. There is a need to increase collaboration between 
WHO, UNICEF and UNFPA as well as between the different Regions. 
The challenges identified include development of appropriate policies, 
appropriate package of services and provision of supplies. Media 
should be used as an ally of the programme.    

Dr Samlee Plianbangchang, Director of the WHO SEA Region, 
delivered the inaugural address. He stated that there are about 350 
million adolescents in countries of the Region. Adolescents are full 
of energy and bubbling with life. They possess huge potential to 
contribute to national development provided they remain healthy. 
The transition in adolescence involves dramatic physical, sexual, 
psychological and social changes. Adolescence is generally perceived 
to be a healthy period of life but this is deceptive since adolescents 
are faced with several public health challenges that are, of course, 
different from the ones that they faced when they were children. 
Nearly two-thirds of premature deaths and one-third of the total 
disease burden in adults are associated with conditions or behaviours 
started during adolescence. Adolescents’ health and nutrition also 
affect their offspring. Adolescent women are two to five times more 
likely to die due to causes related to pregnancy and childbirth as 
compared to women in their twenties. This age group is putting at 
risk the achievement of Millennium Development Goals (MDGs) 4 
and 5 by 2015. The unmet needs for contraception are high among 
adolescents. More than one third of new HIV infections are reported in 
the age group 15-24 years. In many countries, prevalence of sexually 
transmitted infections (STIs) is high in young people. High prevalence 
of undernutrition and anaemia are a public health concern in the 
adolescent age group in many Member States in the Region. Drug 
and substance abuse among adolescents is an emerging public health 
problem. For all these reasons, adolescents deserve a sound public 
health response within national programmes. Adolescents and young 
people hesitate to use these services. Health-care providers have 
limited capacity to deal effectively and sensitively with adolescent 
clients. The last World Health Assembly passed a resolution on Youth 
and Health Risks. This will further facilitate WHO’s work in this area 
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and the linkages with the UN Secretary-General’s Every Woman and 
Child strategy and with NCD strategies.

This Region has made significant progress to meet the numerous 
challenges faced by the huge population of adolescents. Several 
Member countries have developed AH programmes with the support 
of WHO and partners. To improve the access of adolescent clients 
to services, national standards for AFHS have been developed in six 
countries. National adaptation of the Global AH training package has 
been carried out in several Member countries and they have started 
building the capacity of health-care providers to deliver appropriate 
services in a sensitive and non-judgmental manner. However, 
Member countries have faced numerous challenges in scale-up of 
implementation. The main focus of programmes has been sexual 
and reproductive health (SRH), including HIV. However, increased 
attention is needed to address unhealthy lifestyles, mental health 
and violence. It is important that partnerships are developed with 
the stakeholders and people who are “influencers” for adolescents, 
to empower them with knowledge and skills and generate demand 
for health services. 

Dr Samlee was delighted to note that WHO has been engaged 
in developing and sustaining partnerships with UN agencies and 
other partners to move forward the agenda of AHD that would help 
countries in the Region to realize the MDGs. He hoped that the 
participants would benefit from mutual sharing of experience and 
best practices as well as from the guidelines and tools that would be 
presented in this meeting. The deliberations would help develop a 
common understanding on the way forward for effective scale-up of 
AH services. The strong participation of UNFPA and UNICEF colleagues 
was very commendable and welcome. Dr Samlee was confident that 
this would provide the desired impetus to expand AH programmes in 
Member countries. He wished for the success of the meeting. 

Dr Samlee released two Regional publications: Strategic Directions 
for Improving Adolescent Health in South-East Asia Region and 
Prevention of Iron Deficiency Anaemia in Adolescents- Role of Weekly 
Iron and Folic Acid supplementation.
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Dr Neena Raina, Regional Advisor, Child and Adolescent Health, 
SEA Region, thanked Dr Raiyawa for gracing the occasion with his 
inspiring speech and Dr Samlee Plianbangchang for inaugurating the 
meeting and releasing two vital publications. She thanked Ms Horibe 
for raising pertinent issues for young people. She then thanked all the 
82 participants who were participating in the workshop. She expressed 
her thanks to the MOPH Thailand for hosting the meeting in Bangkok 
and the Faculty of Nursing, Chiang Mai University who were extremely 
helpful in meeting the challenge of the change in venue from Chiang 
Mai to Bangkok due to impending floods. She thanked WHO country 
office, Thailand and their support staff and those of the hotel for helping 
with excellent organization of the meeting.

Expectations of participants:

Dr V Chandramouli of WHO-HQ asked country groups to write one 
idea each on cards as to what was their broad expectation and what 
they would like to take back with them from the meeting. These were 
consolidated and revisited during the workshop to connect them with 
the presentations and exchange of experience in the countries.
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Global overview of policies and 
programmes for adolescent 
health (Dr V Chandramouli, WHO/HQ)

There are 1.2 billion adolescents (10-19 years) 
in the world today (the largest number in 
human history). Adolescents are no longer 
children and not yet adults. They are a diverse 
group with varied and changing needs. For 
growth and healthy development, they need a 
safe and supportive environment (because they 
live in an adult world), information and skills 
(because they are growing and developing) and 
counselling and health services (because they 
need a safety net). Adolescents also need a sense 
of connection and belonging to their families, 
their schools and their communities, a sense of 
hope and optimism built on opportunities to get 
(e.g. to study and to work) and to give (i.e. to 
contribute to those around them) and a sense 
of spirituality above and beyond any specific 
religious group or affiliation. Adolescents need 

Situation of adolescent 
health programmes

Session

 2 
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help from their parents, family members, friends, teachers, religious 
leaders, traditional healers, the media and decision-makers. In fact 
it takes an entire community to raise adolescents. 

Most young people lack comprehensive knowledge of HIV (men 
more so than women). The global contraceptive prevalence amongst 
young females is rising slowly. In some – but not all – countries, 
adolescents are less likely than adults to obtain antenatal care 
and to get skilled care during delivery. HIV testing and counselling 
services are reaching more young people, but the increase is slow, 
and condom use rates to prevent HIV in young people continue to 
be dangerously low. The MDG progress report (2011) states that 
reaching adolescents is critical to improving maternal health and 
achieving other MDGs. Anaemia continues to be a serious risk factor 
in young adolescent girls. About 16 million girls aged 15-19 years 
give birth annually (11% of births worldwide). Of these pregnancies, 
95% occur in developing countries. According to the United Nations 
Joint Programme on HIV/AIDS in 2009, an estimated 890 000 young 
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people aged 15-24 years were infected with HIV, accounting for 14% 
of all infections among those aged 15 or more. Every year, millions 
of women and children die from preventable causes. These are not 
mere statistics. They are real people with names and faces. Three 
case studies were presented to illustrate this point. Their suffering 
is unacceptable in the twenty-first century. 

Dr Chandramouli concluded his presentation with a quote from 
the UN Secretary-General: “We must do more for the teenage girl 
facing an unwanted pregnancy; for the married woman who has 
found she is infected with the HIV virus; and for the mother who 
faces complications in childbirth.”

Overview of adolescent health programmes in 
SEA Region countries (Dr Neena Raina, WHO SEA Regional 

Office)

Dr Raina identified the health sector, education sector, media 
and others as the major stakeholders to contribute to AHD. The 
health sector is mainly responsible for the provision of health care 
and counselling services. In contrast, education sector should be 
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responsible for building the life skills, and the media should contribute 
to life-skills development and knowledge. The legal department has 
the responsibility to provide a safe and supportive environment. 

The Region’s four “S” strategy comprises:

S � trategic information, which requires improving the collection, 
analysis, interpretation and dissemination of the data required 
for advocacy, policies and programmes; 

S � upportive evidence-informed policies, which requires 
synthesizing, disseminating and contributing to the evidence 
base for policies (and programmes) that have an impact on 
the health and development of adolescents;

S � ervices for adolescents, which comprises increasing young 
people’s access to, and use of appropriate health services 
and commodities that respond to a number of priority health 
conditions;

S � trengthening collaboration with other sectors, i.e. mobilizing 
and supporting other sectors to maximize their contributions 
to AHD, both what they can do to strengthen the health sector 
response and what the health sector can do to support their 
actions. 
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Progress of work on strategic information in the Region includes 
the Regional situation of AH as a part of Regional strategic directions 
which was released in the present workshop, country factsheets 
on AHD printed in 2007, and country factsheets on HIV and Young 
People released in 2006. Both are now being updated. With reference 
to supportive evidence-informed policies, countries have designated 
national programme managers and allocated budgets, and developed 
an AH strategy. The assessment of laws and policies has been done 
in three countries. The strategic directions for improving AH in the 
SEA Region are being released in the workshop. Regarding services 
for adolescents, national standards have been developed in several 
Member countries, capacity-building is an ongoing effort, the WHO 
OP training package is adapted by an increasing number of countries, 
and WHO job aids are being introduced and have been included in 
training in three countries. A Regional course on programming for 
ASRH and HIV/ Acquired Immune Deficiency Syndrome (AIDS) is 
being developed and the first course is proposed in December 2011. 
The assessment of quality and coverage of AFHS has been introduced 
in many Member countries. 

The service package in most Member countries comprises 
antenatal care, childbirth care, abortion services, HIV counselling and 
testing, STI treatment, preventing mother-to-child transmission of 
HIV, contraceptive services (where legal), Emergency Contraception, 
control of anaemia and counselling for psychosocial issues. There 
have been increasing examples of collaboration between health and 
other sectors. Recognizing the importance of the continuum, Member 
countries have enhanced commitment and domestic resources for 
AH.

Adolescent health programmes in the Asia Pacific 
Region (Dr Jo Sauvarin)

There are 370 million adolescent girls between 10-19 years age in the 
AP Region. Bangladesh and Nepal are amongst the 10 top countries 
with early child marriage. Every year in the Region about 6 million 
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adolescent girls become pregnant. The fertility is highest amongst 
the poorest quintile. Many do not want to become pregnant but are 
not empowered enough to prevent this. The unmet needs for modern 
contraception are high in this age group compared with all other age 
groups, and higher in rural than in urban areas. Among the unmarried, 
although there are limited data in the AP Region, it is believed that 
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there is very low usage of condoms or other contraception and 
many hidden unintended pregnancies, which end in quick marriage 
or abortion. The unsafe abortion rates are higher than in other age 
groups. 

There is a high frequency of unplanned and forced sex, which 
limits the ability to use contraception. Particularly concerning is the 
amount of physical and or sexual violence experienced by young 
women in relationships. In some Pacific countries, over 50% of 
girls aged 15-19 experienced violence, a higher rate than among 
those aged 20-24. About 500 000 young people are living with HIV/
AIDS in Asia-Pacific Region. The problem is greatest among young 
people and adolescents who practice high-risk behaviours. Funding is 
unfortunately not focused on this group. Behaviours that put them in 
a high-risk category include multiple unprotected sexual partnerships, 
unprotected anal sex with multiple partners, and injecting drugs with 
non-sterile equipment.

Overview of adolescents in the Arab States 
Region (Dr Sasha Alexander)

The recent political shockwaves that spread across the AS Region 
were rooted in problems that varied across countries. However, a few 
factors stand out. Politics across the Region is being transformed by a 
demographic transition, thwarted expectations and a popular reaction 
against autocratic regimes that are at odds with the democratic 
transformations that have taken place elsewhere in the world. In 
addition, unaccountable politics with failed economic policies with the 
globally highest unemployment rates, and the state of prolonged/
permanent emergencies and conflicts, as well as the conflict between 
traditionalism and modernism, have further contributed to popular 
uprisings. (These statements were backed by Tweets and illustrative 
examples from selected countries.) This was attributed to loss of fear, 
confidence among young people over their capacity and potential for 
change, and a strong will to challenge power. 
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A few factors stand out. There is a need to develop and solidify the 
new wave of citizenship, use the range of options for social and political 
development and promote human rights. The Regional Director has 
accorded young people a high priority. A response strategy has been 
prepared for the UNFPA AS Regional Office for young people. Priority 
interventions of UNFPA include youth participation/empowerment, 
emergency response, reproductive health services and education, 
and strategic communication. 

Key discussion points 

Appropriate entry points should be found for AHD based on  �

the country situation and sociocultural scenario. The current 
approach of SRH should be expanded, e.g. broader context of 
health and development of adolescents. In some areas, the 
focus on ARSH alone is stigmatizing. 

NCD should be a new focus. To make this a success,  �

partnerships should be developed with those responsible for 
control of NCD, and its focus should be on health promotion 
and behaviour change. The programme on AH should support 
and strengthen the 4X4 strategy of NCD. 

Standards for quality of AFHS should be prioritized especially  �

with a focus on the 11 priority countries identified. In the 
context of standards accreditation may be the way forward 
and this is likely to act as a strong pull factor.

Regional Programme Priority Interventions in 2011

Youth Participation / Empowerment1. 

Emergency Response2. 

Reproductive Health Services & Education3. 

Strategic Communication4. 

Developing UNFPA-ASRO “Response Strategy” for Young 5. 
People / Adjusting Strategic Focus
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Adolescent pregnancy is a major issue. Involvement of boys  �

and men is critical in trying to prevent the problem and to 
deal with it. Pregnancy in early adolescence is serious and 
sexuality education is required at the appropriate age. The 
problem can also be addressed through a concerted advocacy 
to delay the age of marriage and focus on continued education 
of girls. One factor contributing to early pregnancy is the lack 
of empowerment of girls in many communities.

For empowering youth, an emphasis on determinants is  �

required. For good results, civil participation and volunteerism 
are becoming increasingly important. Partnership between 
UNICEF, UNFPA and WHO should be further strengthened. 
Young people are increasingly taking charge and this may 
have a negative impact if not given proper direction. 

A common platform should be developed and sustained for  �

the participation of key stakeholders.
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Country presentations

Session

 3 

A template prepared by WHO had been shared 
with the participants before the workshop. The 
country presentations were prepared according 
to the templates. The country participants were 
divided into three groups. 

Group 1: Bangladesh, Bhutan, Indonesia, 
Maldives and Sri Lanka

Group 2: India, Thailand, Myanmar, Nepal 
and Timor-Leste

Group 3: Egypt, Mongolia, Lao People’s 
Democratic Republic, Jordan, Lebanon, Palestine 
and Tunisia

Each group was facilitated by staff members 
from WHO, UNFPA and UNICEF. 

The summary presentation of Group I was 
given by Dr Krishna Bose. She commented that 
there had been rich discussions in the group on 
adolescent-related strategies in the different 
countries. 
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The main health problems that affect adolescents across (1) 
these countries are: 

Nutritional problems.(a) 

No data on communicable diseases, NCD, mortality and (b) 
disability-adjusted life years.

Other issues are access to ANC for adolescents in (c) 
Bangladesh, cultural barriers affecting the provision and 
utilization of services by adolescents across countries. 
In Sri Lanka, lifestyle diseases are prominent. 

What are countries doing to address the problems of (2) 
adolescents?

In Bangladesh, there is a strategy to provide services.(a) 

All the countries have life skills education programmes. (b) 

In Bhutan, sports activities have been used to reach (c) 
out to adolescents.

In Maldives, parenting skills programmes have been (d) 
initiated.

The key messages which have come out of this group are:(3) 

Health problems for adolescents are similar across the (a) 
countries.

Religious issues, family situation and urbanization-(b) 
related issues are similar across the countries.

The school health programmes seemed to be more (c) 
widespread and better developed than AFHS.

Monitoring of programmes and generating/disaggregating (d) 
data is to be given priority.

Discussion points 

In Bangladesh, life skills is not included in the health programme  �

but is implemented by the Ministry of Youth and Ministry of 
Education. The school health programme is associated with 
iron and folic acid supplementation. 
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There is a need to work with religious leaders to address young  �

people and to protect them from risky behaviours.

Religiosity is indeed a protective factor. �

The presentation of Group II countries was done by Dr Rajesh 
Mehta.

The main problems faced by adolescents in these countries (1) 
are:

SRH issues related to pregnancies, unwanted pregnancies (a) 
and abortion.

HIV-related issues are given low priority.(b) 

Anaemia is prevalent in all the countries. There is (c) 
undernutrition in all countries except Thailand.

Mental health issues are predominant in Nepal and (d) 
Timor-Leste, especially suicide among pregnant mothers 
in Nepal and insomnia and depression in Timor-Leste.

Substance-abuse-related issues are present in all these (e) 
countries.

Communicable diseases are predominant in India and (f) 
Myanmar.

Road-traffic-related accidents are more common in (g) 
Myanmar and violence-related issues are more common 
in India and Timor-Leste.

The main underlying factors for the health problems are:(2) 

Early marriage.(a) 

Pressure from the family on fertility once the marriage (b) 
takes place at an earlier age.

Unhealthy eating habits.(c) 

Obesity related to fast food (Dr. Mehta referred to the (d) 
news article which came out in the Bangkok English 
daily which had reference to the fast food culture and 
obesity).
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Low condom use.(e) 

Premarital sex in Nepal.(f) 

Pornography in Thailand.(g) 

Alcohol-related issues in Timor-Leste.(h) 

What programmes in countries are addressing the health (3) 
issues of the adolescents?

All the countries have implementation guidelines related (a) 
to adolescents.

There is a National strategy across the countries for (b) 
programmes related to adolescents.

Across the countries there is focus on outreach health (c) 
services, media involvement and health promotion in 
schools.

In Thailand, to address the adolescents there is the (d) 
initiative of “Be Number One” clubs.

AH strategy/policies are in place in India.(e) 

The key messages that have come out of this group(4) 

All of the countries have key underlying public health (a) 
priorities related to SRH, HIV, injuries and NCD.

There are data gaps.(b) 

Adolescent programmes are being initiated in the (c) 
countries; the challenge is related to scale-up.

The service package for adolescents does not cover (d) 
all the public health priorities, which include NCD and 
mental health issues.

Barriers to utilization related to adolescent clients, (e) 
providers and quality must be addressed.

Intersectoral convergence is still a challenge .(f) 

More champions are required for furthering the agenda (g) 
of adolescents.
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The presentation of the Group III countries was made by Dr Leila 
Jaudane.

The major issues affecting adolescents are related to SRH (1) 
across the countries. HIV-related issues are more in Mongolia 
and the Lao People’s Democratic Republic. Nutrition-related 
issues exist in Mongolia.

Substance-abuse-related issues are important across (a) 
all the countries.

NCDs are prominent in Mongolia and Tunisia.(b) 

In Egypt, the issue of female genital cutting/violence (c) 
against women is prominent.

The key factors underlying the problems are: (2) 

Early marriage in the Egypt and the Lao People’s (a) 
Democratic Republic.

Unhealthy habits – Mongolia.(b) 

Unmet need for contraceptives.(c) 

In terms of the country programme addressing AH:(3) 

Adolescent strategy exists across the countries in the (a) 
Lao People’s Democratic Republic, Mongolia, Palestine 
and Tunisia.

AFHS services are being provided in the countries.(b) 

Key messages from the countries(4) 

Lack of data among young people.(a) 

Low condom use.(b) 

Sustainability of the programmes is a challenge.(c) 

There is competition among the vertical programmes.(d) 

Social franchising could be an option.(e) 



Scaling up adolescent health in South-East Asia 19

Lack of information related to AFHS is a challenge.(f) 

Lack of priority for addressing adolescent boys.(g) 

Operationalizing youth policy is a challenge.(h) 

Need to create demand for adolescent services.(i) 

Minimum package of services.(j) 
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Scaling up adolescent health 
programmes and health services 
provision to adolescents

Session

 4 

Dr.V Chandramouli, WHO/HQ: Adolescents 
commonly do not utilize the services. The 
reasons for this include: (a) services are not 
accessible, i.e. adolescents are not able to 
use the services or are not aware of their 
presence, (b) services are not acceptable and 
(c) services are not equitable, i.e. some are able 
to obtain them while others cannot. Initiatives 
are being undertaken in many countries to 
reach adolescents with the health services 
they need in a variety of settings. These 
include hospitals, (public, private) and NGO 
clinics, pharmacies, youth centres, educational 
institutions, workplaces, shopping centres, 
refugee camps and on the street.

According to the Centre for Global Develop-
ment’s Millions Saved: Proven successes in 
Global Health (2007), scale-up of public health 
programmes has worked even in poor countries 
and national governments have done the job. 
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Individuals and families have adopted healthy behaviours. Successful 
programmes have been vertical, horizontal or a mixture of the two. 

Key elements of success:

The Seven Pillars for Scaling Up

Supportive Policies (1) 

Political leadership and champions(2) 

Innovative approaches delivered through an effective (3) 
delivery system

Resources for scaling up(4) 

Strong partnerships(5) 

Good management on the ground, programme review (6) 
and monitoring

Effective use of information and professional development (7) 
programmes for health professionals

Technical consensus about an appropriate public-health 
approach. Achieving and properly communicating an expert 
consensus about what to do and why to do it has helped convince 
decision-makers of the public-health importance of delivering 
a package of health and social interventions and the value of 
investing resources in doing this. 

Strategic entry points. The overall goal is to improve the 
health and development of adolescents. This can be approached 
through HIV and STI prevention and care, support and treatment, 
prevention of early pregnancy, and prevention of pregnancy-
related mortality and morbidity, or a focus on nutrition, mental 
health, substance use, and intentional and accidental injuries. 

Political leadership and champions. This includes building 
high-level commitment and has helped change existing policies 
and to put in place new ones. 
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Innovation available at an affordable price and delivered 
through an effective delivery system. The focus should be on 
improving and building on what already exists. 

Effective use of information and identifying priorities

Information helps to convince decision-makers, shape programme 
design, make mid-course corrections, motivate managers and 
workers, reassure existing funders and bring new ones on 
board.

Other key elements

Good management on the ground. �

Strong partnerships. �

Predictable and adequate funding from international and local  �

sources. 

After the presentation the experiences from countries which had 
successfully scaled up other programmes were shared. 

Dr Deepti Perera from Sri Lanka highlighted how “Saving Mothers 
in Sri Lanka” had been possible. She explained that early on in the 
initiative the policy-makers understood that the best way to go 
forward was to shift policies for deliveries from those by traditional 
birth attendants to skilled birth attendants. They only implemented 
evidence-based initiatives. The traditional birth attendants were 
converted to multipurpose workers. They also promoted institutional 
deliveries and spread awareness about this. Even remote villagers 
knew that for complicated deliveries they had to go to comprehensive 
emergency obstetric care centres, while for a normal delivery they 
should go to nearby health facilities. 

The country participant from Bangladesh described how 
Bangladesh succeeded in lowering fertility rates. The government 
initiated doorstep services through community volunteers. Union 
Health and Family Welfare centres were established in the districts. 
There was leadership in the health sector.
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Dr Naresh Pratap from Nepal talked about how Vitamin A reduced 
childhood mortality in that country. Community volunteers were used 
to provide Vitamin A door-to-door. 

Dr Ahmed Malah explained how diarrhoeal diseases were reduced 
in Egypt. Initially market research was undertaken. Then there was 
national ownership. Lastly there was provision of oral rehydration 
salts.

Dr Rajesh Mehta, WHO-SEARO, presented the role of social media 
and health. 

There has been a boom in social media in which adolescents and 
young people are participating increasingly. In the social media, the 
niche audience are created through networks of many channels. This 
has led to a fundamental transformation in how people find useful 
information and content. Social media are the number one activity 
on the web, overtaking email. This growth has been phenomenal in 
recent years. It took 38 years for radio to reach an audience of 50 
million, 13 years for TV, four years for the internet, and three years 
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for iPods, while Facebook has added 100 million users in nine months, 
and the iPhone has already been adopted by a hit large number of 
users. 

Dr Mehta cited many examples of how in both normal times 
and following disasters social media have kept people updated and 
involved. In the context of public health these have included the Asian 
tsunami, Hurricane Katrina, the recall of salmonella-contaminated 
peanut butter, and the H1N1 pandemic. The use of media has 
numerous applications in rapid data sharing. 

Dr Mehta quoted Hamadoun Touré, Secretary-General of the 
International Telecommunication Union and vice-chair of the 
Commission for information and Accountability: “By the beginning 
of this year, 2011, there are over five billion mobile users and over 
two billion subscribers to the Internet. These figures show that 
technologies already at our disposal, such as ordinary mobile phones 
with simple solutions, can play an increasingly vital role in health care, 
as vehicles both for data collection and analysis, and for delivery of 
basic health services to communities.” Media have unlimited potential 
that is waiting to be harnessed.
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Session 4.1: Supportive policies

Dr V Chandramouli began his presentation with a quotation: “It is 
easy to say NO when there’s a deeper YES! burning inside.” (Victor 
Frankl, Man’s Search for Meaning. New York. Pocket Books. 1959). 
Dr Chandramouli summarized vision and missions towards scaling 
up public health programmes. Quoting a publication by the Centre 
for Global Development, Millions Saved: Proven Successes in Global 
Health (2007), he talked of some lessons learned from previous 
success stories, and explained how this scale-up has taken place 
even in resource-poor settings. It has required leadership by national 
governments and has motivated individuals as well as their families 
to adopt healthy behaviours. These programmes have been vertical, 
horizontal or mixed programmes. 

“Technical consensus about an appropriate public-health approach” 
was the first step towards successful scale-up. It was important to 
achieve expert consensus about what to do and why to do it. When 
this consensus was properly communicated to decision-makers it 
could help convince them about the public-health value of delivering 
a package of health and social interventions and the benefits of 
investing resources in doing so. A country had to be clear about the 
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main purpose of delivery of health services, decide upon the target 
groups, use strategic entry points to reach these targets, such as 
HIV, early pregnancy, mental health, NCD, substance use, etc., and 
identify systematic approaches using national-, district- and health-
facility-level actions.

He highlighted how four questions needed to be answered by 
anyone in-charge of such a scale-up: what are the health outcomes, 
where should services be provided, by whom, and using what package 
of services? Based on the input by participants from the countries 
the responses to these questions were summarized. 

Additionally the participants were provided cards to identify two 
areas/problems with AH that they would like to have addressed at 
the end of the meeting. The participants identified some common 
problems across the countries:

Either there was no clear policy on AH (Bhutan) or the policies 
were restrictive to providing comprehensive SRH services to 
unmarried young people(Bangladesh, Indonesia), even provision of 
SRH information in schools seemed problematic in some countries 
(Maldives). Although resources were available for AH in general, there 
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were barriers to use resources for most-at-risk adolescents (MARA) 
(Thailand) or actually involving MARA in programmes (Maldives). 
There were questions on how to increase the age of marriage and 
age of childbirth (Maldives) or tackle the sociocultural barriers around 
AH (Nepal). Additionally, participants wished to know how to involve 
young people more in policy dialogue (Bangladesh),how to help them 
become more proactive in participation (Thailand), take responsibility 
for their lives (India) and seek help whenever it is required. 

Discussion points

How can we build consensus on what to do and why to do  �

it?

How can we ensure that this consensus is reflected in policies  �

and strategies?

Using human rights to examine laws regulations and 
policies in ASRH in Sri Lanka

The policy of decentralization led to devolution of power to local 
authorities. There are provisions to get free health services, and 
education is compulsory and by and large free. Reference was made to 
the WHO tool “Advancing adolescents’ sexual and reproductive health 
through human rights: strengthening laws, regulations and policies” 
developed by the Department of Reproductive Health and Research 
and the Department of Child Adolescent Health and Development in 
WHO, in collaboration with the Human Rights Programme at Harvard 
University’s School of Public Health. The tool was adapted and used, 
the study was through a desk review and a stakeholder analysis and 
a report was submitted. The focus of the report was on eliminating 
unsafe abortion, family planning, early childbearing, HIV/AIDS and 
promoting sexual health. The following issues were summarized: 

Advocate for a change of the law as a public-health issue  �

highlighting as an initial step legal termination of pregnancies 
for specified grounds such as rape, incest and severe congenital 
abnormalities. 
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In family planning, clarify the situation and develop guidelines  �

on parental and spousal consent to family planning services 
including sterilization according to human-rights standards. 

Identify adolescents clearly and specifically as a target group  �

needing and having a right to contraceptive services on the 
policy documents including Ministry of Health (MOH)circulars 
and health manuals.

Review health policy documents and circulars in the light of  �

international and national standards incorporating them to 
achieve consistency in integrating a rights-based approach 
instead of focusing exclusively on service provision.

For early childbearing, introduce amendments to the general  �

marriages ordinance in order to harmonize with the age of 
majority ordinance. 

Amendments to General Marriage Ordinance which applies to  �

the majority of Sri Lankans to incorporate jurisprudence that an 
underage marriage is void, i.e. has no legal consequences. 

The Draft National HIV/AIDS Policy clearly provides for  �

treatment for HIV/AIDS for any citizen, but adolescents have 
been identified as a special group.

A Reproductive Health Module has been developed to be  �

included in the school curriculum. It is distributed to all the 
state sector schools by the Ministry of Education and is to 
be taught from the age of 11 and to be completed over the 
following three years. 

Assessment of laws and policies in Bangladesh

The legal age of marriage is 18 years but the average age at marriage 
continues to be lower. Contraceptives are only provided to married 
adolescents through public facilities. Abortion is illegal, but menstrual 
regulation is allowed.The mean age at first birth is 19 years. The 
general fertility rates are higher among adolescents than in higher 
age groups. The entry point used was early pregnancy. WHO generic 
tool was used. A working group and a core group were charged with 
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the task and a workshop was organized. This was presented to the 
government. There is inadequate protection of girls/women from early 
marriage. Sensitization is needed on human rights, and the added 
value for the field of health was stressed.Countries need to find their 
own purpose for conducting such an assessment. In Bangladesh the 
assessment was used a door opener to stimulate dialogue and mount 
an advocacy for improving access to existing sexual and reproductive 
health services by adolescents / young people. 

Subsequently, in the special session of UN on MDG 4 and 5 the 
Prime Minister of Bangladesh has committed that one third of MNCH 
centres would be upgraded to become adolescent friendly.

Discussion points: 

The United Nations Convention on the Rights of the Child (CRC)has 
been ratified by most countries. The SEA Regional Office requested 
participants from WHO and UNICEF especially to take the initiative 
to assess laws and policies, if this had not been undertaken with 
governments already. The office stressed that assessment is essential 
for the safety of service providers and of adolescents as well.

Session 4.2: Political leadership and champions

Dr Chandramouli introduced the topic by stating that building high-
level commitment has helped change existing policies and put 
in place new ones. He quoted a few examples. The first was the 
100%-condom-only brothel programme of Thailand that was backed 
by the Thai Prime Minister’s bold leadership. The second example 
was the championship shown by Mr Jimmy Carter, the former US 
president, for Guinea worm eradication.

Dr Chandramouli brought together the problem areas identified 
by the country groups in a slide. Some countries still felt that there 
was limited budget or lack of attention to AFHS as a priority area, 
political commitment was lacking and it seemed a challenge to convert 
informally driven services or small pilots to country wide programmes 
(within MOHs).
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The two questions presented to the floor for discussion were:

What can we do to build political commitment for scaling up (1) 
public health interventions for AH?

What can we do to engage champions to advocate for scaling (2) 
up public health interventions for AH?

Discussion points:

Nepal: Dr Naresh shared his experiences in changing laws to legalize 
abortions in Nepal. It was possible due to advocacy, research evidence 
and government leadership together with civil society support.

Thailand: Ms Yupa explained how the 100% condom programme 
was possible in Thailand due to political consensus and leadership. 

Scale-up of ARSH in India was summarized by Dr Suresh 
Mohammad. The progress in seven key elements was summarized. 
There is consensus on the approach, an ARSH implementation guide 
was published in 2006, and specific budgetary provisions have been 
made in the plans of different states in the country. The funding has 
been increased for ARSH. Partnership has been forged with Ministries 
of Women and Child Development, Human Resources Development, 
the National AIDS Control Organisation and ministry of youth affairs. 
Innovations have been introduced by adding job aids with OP 
training, pre-service training and adoption of a peer-led approach; 
management capacity is being enhanced through the NRHM; health 
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management information systems (HMIS) are being fine-tuned. 
The broad focus of NRHM relevant to ARSH is communitization, 
improvement of management capacity, flexible funding, innovations 
in human resource management, and monitoring of progress against 
seven standards. The allocation for current year is 168 million Indian 
rupees. There are 4081 functional AFH clinics in the country, and a 
large number of health providers have been trained to provide AFHS 
(4990 medical officers and 14720 auxiliary nurse midwives or ANMs). 
There are links with the Ministry of Women and Child Development, 
Youth Affairs, AIDS Control Programme and School Health Programme, 
and enhanced outreach activities by community mobilization through 
village health and nutrition days and peer educators. 

Plans include a Menstrual Hygiene Programme in 157 districts, 
and weekly iron and folic acid supplementation for school going boys 
and girls and out-of-school girls. Monitoring mechanisms are being 
strengthened at national, state and district level, and a BCC strategy 
is being developed in collaboration with UNICE.F There will be a major 
push for ARSH in the Twelfth Five-Year Plan 2012-2017.
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Discussion points:

The monitoring of the ARSH programme was discussed. It was 
important to capture this age group in the future. State ownership 
is being strengthened by hiring dedicated focal persons.

Princess Ubolratana “To be Number One” Project, Thailand

Ms.Yupa Poonkhum explained that this is the campaign project 
on solving drug problems and drug prevention. It was initiated as a 
Princess project and therefore has the highest political endorsement. 
There is a huge membership for the campaign. The clubs carry out 
creative activities, e.g. music, art and sports, and they establish 
friends corners, change suffering, create happiness, solve problem 
and develop EQ. The project aims to further meet the needs of 
teenagers, provide morale and support from people with knowledge 
and counselling skills in the similar/same age group. Friends corners 
also render counselling services as well as help in increasing creative 
learning skills capacity. About 39 million members participated in 
2010. The coverage is achieved in schools, factories, communities, 
shopping malls and juvenile protection and observation homes. 



Scaling up adolescent health in South-East Asia 33

Discussion points 

Youth-friendly corners were linked with referral centres and call 
centres. Specialist guidance is provided as per need. The project’s 
acceptability to parents is good.

Implementation of AH programme in decentralized settings 
in Indonesia was presented by the School-age and Adolescent Sub-
directorate, Directorate of Child Health, MOH, Republic of Indonesia. 
Article 131 on Children’s Health and Article 79 on School Health 
have been included as legal provisions for AHD in Indonesia. These 
provisions support the implementation of AHD, including reproductive 
health and sexual health, HIV/AIDS, STIs, nutrition, drug abuse, 
mental health and violence/injury prevention. Strategy and policy as 
well as standards have been prepared, but analysis of legal issues 
and policy analysis has not been done and there is no provision of 
contraceptives to unmarried adolescents. There are data gaps for the 
unmarried adolescents. 

Due to the policy of decentralization, estimation of the total budget 
is difficult and coordination problematic. Progress has been made 
for AFHS clinics and there are more than 2100 such centres in the 
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country. Efforts are being made to enhance the demand for using the 
services by adolescents through outreach services, peer counsellors, 
media and hotlines, and linkages with schools and youth centres. 
These need to be further strengthened. There is an inter-ministerial 
task force and efforts are being made to increase coordination. Two 
factors that enabled Indonesia in scaling up AH programme were 
government commitment, i.e. national strategic planning of MoH, 
criteria for AFHS and a memorandum of understanding between four 
ministries (MOH, Ministry of Education or MoE, MoRA, MoHA); and 
the availability of funding from central government. Two challenges 
that Indonesia has faced in scaling up its AH programme are the 
different priorities at national, provincial and district levels, and limited 
resources (funding and staffing).

Discussion points: 

The laws were made centrally, although operational guidelines could 
be made locally. Most activities for training in AH were through 
decentralized funding covering districts and villages. The functionality 
of AFHS it depended on the priority given to it by the provinces.

Session 4.3: Innovative approaches delivered 
through an effective delivery system

Dr V Chandramouli highlighted the importance of learning from other 
countries. He explained that working with existing service delivery 
models in more friendly or responsive ways was key. Rarely did 
a country need service delivery points other than public services. 
Even in developed countries stand-alone health centres were not 
sustainable. Services should be able to attract adolescents and 
the service providers should be competent, non-judgemental and 
respectful of the needs of adolescents. 

Dr Chandramouli demonstrated with two kinds of innovative 
examples – focusing on what is already there and setting out to go 
beyond making health services just youth-friendly. 
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Scale-up of YFHS from Mozambique to Iraq – processes and 
challenges (George D. Georgi)

The Mozambique Generação Biz programme was started in 1999. A 
coordination committee was formed, consisting of the MOH, MOE, 
Ministry of Youth and Sports Affairs (MOYSA) and the provincial 
directorates of each of these. The MOH with its YFHS clinics had 
qualified nurses and peer educators. The MOE had school-based 
interventions with trained peer educators and teachers. The MOYSA 
had youth centres and community-based interventions, with peer 
educators and community-based youth organizations. There were 
three types of service delivery model running at the same time. 
Dedicated YFHS, integrated into PHC and integrated into youth 
centres. Each had general practitioners and paramedics and volunteer 
peer educators working with them. Only the dedicated clinics had 
social workers as well. The timings of the dedicated clinics were 09.00 
to 16.00 on weekdays, and three afternoons a week for both the 
integrated services and the services in the youth centres. All three 
had special referrals to specialists. Demand was created by providing 
pamphlets and information materials at the centres as well as through 
peer volunteers at the YFHS centres and who also did outreach in 
communities. The package of services covered reproductive health 
(RH) and HIV. Leadership and responsibility were not very clear but 
depended on the MOH, national RH programme and HIV programmes. 
QA was maintained through supervisory checklists at the national and 
provincial levels. In five years (2001-2005) five YFHS were scaled up 
to 25 YFHS and one dedicated centre. Sustainability was a challenge. 
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The package could not be sustained because it was not in the UNFPA 
mandate. There was a high turnover of qualified staff. 

When UNFPA assisted with the Morocco programme, they decided 
to find ways to overcome these challenges. The only governance 
difference was that there were separate ministries for youth and 
sports affairs, but both were involved along with the MOH and MOE, 
so this too was a multisectoral approach. Youth vocational centres 
and orphanages and reformatories were added. They expanded the 
package to include puberty, nutrition, substance abuse, violence 
and mental health in addition to RH and HIV. The WHO Orientation 
Programme was used to train the providers. QA was based on the 
WHO QA manual. For leadership the PHC directorate, school health 
division was converted into the school and AH division. There number 
of dedicated YFHS grew from five to 25 between2004 and 2008,and 
three to five YFHS were integrated into PHC. Initially UNFPA supported 
the first five centres, but later the MOH school and AH division was 
mandated to take over the programme and monitor and evaluate 
the centres. 

In Iraq UNFPA followed the Morocco example of a multisectoral 
approach. The differences were that the service package was decided 
after conducting research among young people, consulting MOH 
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staff from vertical programmes and a desk review. New operational 
guidelines were then developed. For demand creation, in addition 
to providing promotional materials at the point of service delivery, 
social marketing and social media approaches were introduced. Youth 
volunteers in and out of school provided information and sensitization 
to young people. Lessons learned from the development of these 
three country programmes were that it was necessary to include 
puberty and general health services, substance abuse, mental health, 
gender-based violence and nutrition for added value. Adequate timing 
and physical space, including involvement of youth in the process, 
e.g. privacy, confidentiality and making the clinics anonymous, all 
helped the scale-up. Additionally, integration into the health system, 
handing over the responsibility to MOH and including the training in 
the regular training of health-service providers were extremely useful 
to maintain sustainability of the process. 

Discussion points: 

There were discussions regarding how to retain supervisors and 
QA as part of the system. Also how the staff/providers maintained 
anonymity by not recording personal details but only the condition 
they came for was useful.

Strengthening academic programmes on adolescent health 
in undergraduate and postgraduate medical curricula  
(Dr Rajesh Mehta)

Key issues for inclusion are different needs, psychological issues that 
override physical problems, the need for privacy and confidentiality, 
challenging consent issues, and skills required to communicate 
with adolescents. In India, professional leadership is committed 
with engagement of professional associations, emerging centers of 
excellence, a supportive medical council and the inclusion of ARSH 
in some textbooks. 

The main partners are paediatrics, obstetrics and gynaecology and 
community medicine. Several entry points are available for teaching 
undergraduates. At present, AH is not included in the evaluation of 
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students and therefore they may not be interested. Consultations 
have been carried out for bringing about change and a consensus 
has been reached on curriculum change, pedagogy, clinical training 
and assessment. It is proposed to do trans-disciplinary training. 
Steps have been undertaken to teach the faculty and tools have been 
developed to facilitate pre-service training. Provisions are also being 
made for professional training, i.e. of postgraduates. The scope of pre-
service training has to be expanded to include nursing education.

Discussion points: 

Courses have not been evaluated yet and there is a possibility of 
including these trainings before internship. It would be good to 
include the course in service programmes. Also training workers from 
parallel disciplines such as psychologists and counsellors could be a 
very useful addition since mental health problems and concerns are 
common among adolescents.

Combined OP and Adolescent Job Aid (AJA) training in 
Bangladesh (Dr Rabeya Khatoon)

The generic OP training material was developed for a five-day training. 
For various reasons it has now been shortened to two days. The 
WHO Regional and country offices provided technical assistance to 
revise the existing OP. Along with the revision of the package job 
aids have been added. A master trainer’s course was organized in 
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February 2011. The job aids were introduced during the teaching of 
module 4. 

The Government of Bangladesh has bulk-printed the OP and AJA 
under their logo to support capacity building in the country. Following 
the training, a national training is planned towards the end of 2011. 
This package will be translated for training health workers. By the use 
of the combined OP and adolescent job aids the country is committed 
to achieve at least one third of the country having AFHS by 2015. 

Discussion points 

There is a need to add adolescent job aids in the training of health 
care workers. These should be integrated with the existing training 
where orientation training programme modules of WHO are used. 
Appropriate adaptation can be done with inclusion of the core modules 
and additional modules that are needed as per the country policy 
and strategy on AHD. 

Peer-led approaches in Haryana, India (Dr Vijay Kumar)

Dr Kumar shared his experiences with peer group educators in 
Haryana, a state of India. The training of peer groups is challenging 
and the work has been going on for many years in different locations. 
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The experience with training of peers has been evolving. Throughout 
peer groups have worked as volunteers and the focus has been on 
demand generation. The state has now taken it up as a part of its 
project implementation plans. The peer groups were trained by 
games or interactive processes and medicalization in the training 
was minimized to the extent possible. The objective was to increase 
the interaction with adolescents to solve their day-to-day problems 
and common concerns, learn healthy life styles and minimize the 
practice of risky behaviour. They were expected to take adolescent 
friends with problems and concerns that the peer could not tackle to 
an adolescent-friendly health clinic as soon as possible. Peers were 
convinced that in addition to helping their adolescent friends they 
will also gain in both personal life skills and leadership skills. These 
help them address the challenges in their life. 

The training was interactive and based on adult learning and 
teaching principles. The peer groups were trained on monthly basis. 
After the training they practiced the skills learned and maintained 
simple records of the concerns/problems seen. The teaching was 
done using a booklet of Frequently Asked Questions that had been 
developed based on a large number of questions asked in schools. 
At any point of time, many more adolescents and youth approached 
peer educators than ANM or AWW (health care workers) in the same 
village(30923 vs 3317). 

Evaluation of the peer groups has been built in and is ongoing. The 
types of problems seen were also similar but young people seemed 
to feel more free to talk to peer educators than to others. Due to 
frequent turnover, it was important that peer educators are trained on 
an ongoing basis. Topics related to sexuality that are sensitive in the 
local culture need to be added after the first three months or at the 
end of a five-day training course. Important attributes to select peer 
group educators are those who have good communication skills, are 
dependable and interested in performing voluntary work. To keep them 
motivated, they were given identity cards and Rs.100 per training. 
This was given to only those who met the standards established to 
evaluate the peer groups. There were frequent competitions to test 
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the knowledge of the young people and the peer educators won most 
of these competitions, so this again kept them interested in the work. 
The common conditions for which they referred the young people 
are weakness and anaemia, menstrual problems, discharge from 
the vagina, burning during urination, depression, acne, examination 
nervousness, itching around the vagina, etc. The key is that the 
training for peer educators must be linked with their life situations. 
Issues such as climate change or other upcoming discussion topics 
may be added as an ongoing process. This kind of opportunity adds 
job prospects for peer educators in the future.

Discussion points: 

The government should not try to pay the peer educators or peer 
counsellors because then their value may be lost. It is essential 
that the peer educators are selected from the grassroots, i.e. the 
community where they are residing. 

Raising demand for youth-friendly services: Y-PEER, 
UNFPA–Lebanon (Ms Nadia Naja and Dr Ahmed Malab)

Y-Peer (www.youthpeer.org) was an UNFPA initiative that started in 
2001 in over 50 countries. This was a team of diverse peer educators. 

Referrals by PGEs

Weakness and anaemia 1. 

Menstrual problems2. 

Depression that would not go away 3. 

Lack of concentration and nervousness before examination 4. 

Acne  5. 

Fever 6. 

Aches and pains (with or without fever) 7. 

Burning during micturition 8. 

Itching in and around genitalia 9. 

Discharge from the vagina10. 
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The objective of this initiative was youth participation and youth adult 
partnership. The various activities that these Y-Peers were involved in 
were capacity-building, knowledge management, advocacy, services, 
involving MARA, edutainment and networking. Y-Peer is considered 
“cool” because it gives the peers opportunities to learn new things, 
partner with MTV, get involved in social networking and become a 
more skilled peer educator. 

Two case studies were cited. The Egyptian UNFPA and Family 
planning association jointly started YFHS clinics. They had clinical 
services and a youth corner which was run by the Y-Peers. They 
extended outreach activities to schools and youth organizations. The 
Y-Peers trained other peer educators using information, education and 
communication (IEC) material, comprehensive RH messages, a fixed 
curriculum and field visits. These peer educators were able to raise 
demand for health services from young people. This was related to 
having empathy with young people, being genuinely concerned, using 
participatory methodologies, being demand-driven, not waiting for 
young people to come to the clinic but reaching out to them in the 
communities, schools and youth centres, ensuring that the services 
were of good quality (and thus youth-friendly) and keeping records. 
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Utilization of services decreased from 2009 to 2010 and this created 
concern.

In Lebanon, within the school health programme, Y-Peers were 
involved in curriculum development for life skills in relation to RH 
with a gender perspective. They were also engaged in the steering 
committee for extracurricular activities that used their IEC materials 
for training. Later they were involved in research on service delivery 
and helped in reviewing the assessment tool for YFHS, and were 
trained in collecting data and analysing data. They helped to identify 
the package for service delivery (SRH, HIV prevention and referral, 
post-abortion complications, referrals for gender-based violence, STI 
treatment and referral, nutrition, etc.). They were also involved in 
developing a training manual for health education. They helped to 
inform and publicize campaigns related to YFHS such as the voluntary 
counselling and testing campaign where service providers were trained 
to be youth-friendly. 

Discussion points

What made peer education sustainable and provided a wide gamut of 
benefits was through Y-Peer programme and reaching out from the 
YFHS as the base. A combination of strategies, i.e. YFHS and peer 
engagement, is a promising approach. 

Adolescent Health Clubs: Bangladesh BRAC  
(Dr Monovarul Aziz)

The goal of this project was to reduce the vulnerability of adolescent 
girls. The main objectives were to empower adolescent girls, help them 
take decisions, and stimulate both boys and girls to become agents 
for social change. The components of the project were an adolescent 
club, awareness generation through the use of seven booklets called 
the Adolescent Peer Organized Network (APON), livelihood skills, and 
community participation. Each club met in a tin shed and was open 
twice a week for adolescent girls or boys. There were about 25 to 
35 members and each club had a leader called Kishori Netri. They 
conducted indoor and outdoor sports, reading books, magazines and 
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newspapers, cultural activities such as singing, dancing, theatre, etc., 
and social activities and discussions to help young people form and 
express opinions. The APON course had three booklets on RH(family 
planning, maternal and child health) and four on social issues(sexual 
harassment and rape, acid throwing, trafficking, dowry, polygamy, age 
of marriage, smoking, birth registration, etc.). Among the livelihood 
skills were photography, computers, driving,sewing, beauty parlour 
work, tissue culture training, crop growing and livestock management.
The community participation activities included a mothers programme, 
parents programme , adolescent club committee and workshop for 
community leaders. See details of their achievements in the table 
below.

Districts covered 59

Ongoing kishori clubs 8660

Working with secondary schools 140

Adolescents covered 436 896

APON/SBE course (girls) 173 354

APON/SBE course (boys) 29 180

Interactive popular theatre group 184 

Trained in beauty care 485

Trained in different trades 20 360

New activities have been added: 

APON in Madrasas �

APON Interactive Popular Theatre (AIPT) �

Sports for Development �

Swim Safe• 

Outdoor Sports • 

Adolescent fairs, seminars, photo exhibitions, day  �

observation

Tutorial Initiative for Adolescents (TIA) �

Meghe Dhaka Tara (Talent Hunt) �
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MANOSHI was the rural chapter on maternal, newborn, child and 
adolescent health (MNCAH) to raise awareness. One leader from 10 
AH clubs received training in these issues. Parents of adolescents 
were also involved in this. 

Among the lessons learned, it was seen that it was mandatory 
to involve religious and community leaders in the process to change 
social norms such as dowry or early marriage and early childbirth. 
Livelihood skills not only helped adolescent girls to earn, but also 
raised their value in the eyes of their families. Later on the clubs 
were extended to include madrasas.

NGO Clinics: Reaching marginalized adolescents through 
adolescent reproductive health project in Bangladesh 
(Narayan Chandra Sarcar)

The programme comprises of quality primary education, community-
managed health care, protection of vulnerable children and disaster 
risk management. A framework was described. The context is low 
awareness of ARH issues and lack of AFHS. Therefore there is a need 
for implementation of a national ARH strategy. There is a rising trend 
in risky sexual behaviour. About 200 000 adolescents are beneficiaries 
of the programme. 
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Key project strategies are awareness-raising, adolescent peer 
education, parents peer education, life-skill training, AFHS, phase-
in and phase-out strategy, advocacy and networking. The emphasis 
is on parent peer educator development, adolescent counselling at 
Family Welfare Centers, theatre for development as a means for 
awareness development, and ownership development in the school. 
The key challenges are provision of AFHS in clinics and expanding 
the coverage among beneficiaries.

School-linked health services for adolescents in Maldives 
(Ms Fatimath Waheeda)) 

Innovative approaches are delivered through an effective delivery 
system. The literacy rate in Maldives is 100%. The country is 
going through decentralization at the moment. The school health 
programme was started in 1986. The programme has provided for 
school health officers (nurses) and counsellors. The programme 
comprises a health-promoting-school initiative. In this, life skills have 
been emphasized. A school health assembly is organized every two 
years (this event is organized and conducted by secondary students) 
and there is a Civil Happiness Programme (which includes life skills, 
drugs, substance abuse, STIs, AIDS, tobacco, child abuse, violence, 
harassment , bullying, etc.). 
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In addition there are hygiene education, nutrition education and 
oral hygiene programmes. Surveys have been conducted to assess 
the efforts. There are a number of challenges. A number of laws are 
needed to facilitate affordable, safe and high-quality health care, 
monitor the quality of health-service provision, and for health systems 
management which needs to be addressed urgently to ensure safety 
and quality of health services delivered to the population.

AFHS in private clinics: a FOGSI initiative in India  
(Dr P Mittal)

The Federation of Obstetric and Gynaecological Societies of India 
(FOGSI) has 23000 members. It has an adolescent committee 
whose objectives are to provide accurate, culturally acceptable, 
gender-sensitive information for the promotion of AH; to provide 
life-skills training that is age-appropriate and culturally acceptable; 
to enable adolescents to cope with their health and development 
including reproductive health; and to facilitate AFHS in India. It has 
four major programmes: Growing-up Programme (for girls in classes 
5-10), Smart Diet for Teens (for school girls/boys in classes 8-9), 
Challenges for Youth – 
Today and Tomorrow 
(for girls in class 10 and 
above), and Protecting 
Young Girls (for girls in 
classes 8-12 and their 
parents). The federation 
has contributed several 
books, magazines, 
booklets and pamphlets 
and launched a web site 
on AHD. 

FOGSI has adopted National Standards for AFHS to develop 
guidelines for the members to start AFHS in their clinics. It is assisting 
in establishing private AFHS in six states in India. A tool kit has been 
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prepared for capacity development. It has been started as a pilot. The 
problems encountered during the pilot will help establish programmes 
on a sound basis when going to scale. Private doctors in the country 
can contribute substantially to AHD in India. 

Mainstreaming AH in Primary Health Care in Mongolia  
(Dr G Uranchimeg)

Mongolia is a young country, with almost half of its population 
below 25 years of age, and half of its STI cases occur among this 
young 50% of the population. The review process was guided by an 
assessment tool for the Rapid Programme Review (RPR) designed 
by WHO. There was a review of all existing documents, fieldwork to 
substantiate the findings, and key informant interviews. A workshop 
was organized involving stakeholders at whichthe findings were 
presented and refined. Finally the findings were presented to the 
MOH. Among the recommendations MoH was asked to strengthen 
coordination and collaboration within the MOH and with other sectors. 
As a result, the MOECS approved the Health Education Strategy, 
2010-2015. In consultation with MOH, UNFPA has started working 
closely with MOH to scale up AFHS. This is demarcated as a separate 
output in Country Plan of UNFPA for its next Country Programme. The 
second recommendation was to integrate and scale up youth-friendly 
initiatives within the existing PHC system. They started adapting the 
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adolescent Job Aid. They also trained Soum doctors, family health 
physicians and Bagh Feldshers. They also started adolescent-friendly 
corners in PHC and started providing IEC materials and networking, 
and organized a national seminar on adolescent- and youth-friendly 
health services in May 2011. 

To take forward the agenda of AFHS, Mongolia developed a treatise 
on best practices and lessons learned and shared it with the key 
partners. They sensitized decision-makers and health managers to 
arrive at a consensus on improving AFHS. Along with the technical 
and financial support of UNFPA they promoted the Y-Peer Network of 
Mongolia. They conducted a training of trainers for three advanced 
trainers who in turn trained 130 peer educators. They utilized existing 
toolkits for this. They used theatre to engage young people and 
assessed the peer education programme. Results from the assessment 
of AFHS showed that there was a lack of centralized management due 
to a very large territory and difficult-to-reach soums and districts. 
The limited budgets and resources were a constraint. There was 
a dearth of management skills among the staff. The adolescent 
teen board members did not have adequate incentives. There was 
poor coordination between adolescent doctors, reproductive health 
coordinators and STI specialist doctors. Initially UNFPA started with 
six AFHS centres in 2003 but the Future Threshhold AH centres 
(named by adolescents) are growing in popularity. There are now 18 
centres: six in in Ulaanbaatar, 11 in aimags and one at soum level. 
The services range from basic primary health services, counselling and 
BCC, HIV, STI HIV Testing and Counseling and management, family 
planning and RH services including provision of contraceptives, and 
a reproductive tract infection/STI prevention package through social 
franchising in 2005-2006.

Session 4.4: Effective use of information

Dr V Chandra-Mouli introduced the session and gave the outline. He 
emphasized that without information it is difficult to engage political 
leaders, find out about delivery and achievements of programmes for 
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continuous scale-up, plan, and attract donors. Effective information 
can help find priorities, convince policy- and decision-makers, help 
decide on programme design, change course midway if required, 
encourage managers and reassure funders to stay on-board or come 
on board. 

Some interesting problems identified by countries were: 
inadequate data on adolescents, inadequate monitoring and evaluation 
tools, no disaggregation of data by age, and inadequate costing and 
effectiveness data on programmes. 

Dr Chandramouli posed the following questions to encourage 
discussion:

What additional information do we need to gather? How could  �

we do this?

What could we do to analyse and use the information that is  �

already available? How could we do this?

Monitoring framework for adolescent health (Dr Krishna Bose, 
Dr Rajesh Mehta)

Dr Bose outlined the programmatic pathway for improvement of 
AH. She explained how implementation of programme activities is 
expected to improve availability, accessibility, demand and quality of 
health care. They are also expected to improve knowledge of families 
and communities about AH and where to get services for young 
people. The outputs are in turn expected to increase population-
based coverage of key, effective interventions. Finally, effective 
coverage with key interventions is expected to result in improved 
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survival and health. While this is one pathway for improved AH, it is 
noteworthy that there are several other determinants of AH including 
socioeconomic and education factors.

Dr Bose presented Regional data to give an overview and 
demonstrated how the framework for measurement of health 
information could be used. To start with, a country needs to look 
at health status indicators such as morbidity, mortality, growth and 
development indicators. Even though mortality is not very common 
among adolescents, it needs to be tracked. Nutritional status varies 
from malnutrition to obesity and HIV prevalence looks very different 
in the countries. 

Countries must also review outcome indicators such as risk 
and protective behaviours. Risk behaviours could be consumption 
of alcohol, tobacco use, sexual debut (not much data available on 
unmarried adolescents), lack of condom use in higher-risk sex, etc., 
while protective behaviours include utilization of health services, 
etc. These could be taken from the Global School Health Survey, 
Demographic and Health Surveys, Multiple Indicator Cluster Surveys, 
etc. Next countries must look at output indicators (quality, availability 
of service-providers trained in AH, AFHS performance against 
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standards). These could be obtained from quality assessments or 
MNCAH surveys. Lastly, input indicators are the programme efforts 
such as policies of the government, human resources, financing, 
commodities and supplies. These may be determined from rapid 
programme reviews and administrative records. 

How to track and support data collection on national 
policies and health systems: Accountability mechanisms 
for countries, international organizations and partners and 
expenditure tracking

Existence of national policies, evidence-based policy statements, and 
key health systems elements facilitate the provision of quality care 
to mothers, newborns, children and adolescents. The Commission 
on Information and Accountability, led by the WHO Director-General, 
was created to monitor the implementation of the Global Strategy 
for Women’s and Children’s Health launched in September 2010 by 
the UN Secretary-General (Health Accountability Report presented 
at last World Health Assembly); Periodic report of the “Countdown 
to 2015” from the Partnerships for Maternal, Newborn and Child 
Health. Collecting, analyzing, and making data available for decision-
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making are core functions of WHO at all levels. It builds on previous 
programme-specific experiences (CDD, IMCI) and lessons learned 
with the 2009/2010 integrated MNCAH questionnaire. The present 
emphasis is on integrated approach for minimizing duplications among 
various technical units like Child and Adolescent Health, Making 
Pregnancy Safer, Reproductive Health and Research, Immunizations 
and Biologicals, Nutrition and Health Systems.

The MNCAH questionnaire was developed in collaboration with 
WHO Regional Offices and partners (e.g. UNICEF, WHO, Partnership 
for Maternal, Newborn and Child Health); data collection and 
coordination through WHO country offices. The questionnaire takes 
into consideration the continuum of care. A test of the tool was done 
in 2009-2010. Examples of findings were shared.

The adolescent health indicators include Situation Analysis; ADH 
Policy and Strategy Environment; National AFHS Standards; Legal 
environment for access to services; HMIS and availability of age-sex-
disaggregated data; districts with AFHS plans and budgets; Health 
Workers trained in ADH. Proportion of trained service providers 
reported by the SEA Region was near 60%. 
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The next steps identified include: (a) improve information about 
the need for policy and health systems’ country data, and the 
understanding of the questionnaire; (b) start completing the 2011 
questionnaire as soon as it is received; (c) make suggestions on 
how the questionnaire could be improved, streamlined, made more 
useful for countries (on last page of questionnaire); (d) send the 
questionnaires back (expenditure tracking and policy/health systems) 
to your Region and HQ as soon as possible.

Discussion points 

India shared experiences of the Indian government on QA programme 
as a regular, integrated part of general monitoring. The presenters 
agreed that this is very important and that the aim is not to add 
indicators, but rather to fold them into regular monitoring activities. 
Efforts at global level are aiming at this. The chair concluded that 
this conceptual framework was very useful for countries. 

Assessment of Quality and Coverage of services: 
Introduction of WHO tools for assessment (Dr Krishna Bose)

Globally, measurement of AH is lacking. However, the SEA Region is 
showing examples of the feasibility of doing this. Dr Bose presented 
the Quality Conceptual Model and stated that measuring effectiveness 
of AH was seen to be more difficult than measuring effectiveness 
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of child health. The essential elements for quality are: accessible, 
acceptable, appropriate, equitable and effective. Dr Bose presented 
the framework for coverage (Tanahashi, 1978) looking at availability, 
accessibility, acceptability, contact and effectiveness coverage. She 
highlighted the fact that “What is not being measured cannot be 
improved”, therefore assessments of quality and coverage are very 
important. For the purposes of AFHS we should consider availability 
and contact as the most important aspects to measure. The first 
question to ask is:Have planned activities been carried out? This 
can be done by self-assessment of facility staff and an external audit 
(observation –record review, client–provider interaction), interview 
with facility managers and health-service providers, adolescent client 
and gatekeeper client exit interviews. 

The next question is: Have activities to improve the quality of 
health services led to increased utilization? Availability is measured 
through mapping while contact coverage is measured using service 
statistics in a facility (data on utilization of services by adolescents 
and youth) or self-reporting about use of services by young people 
in the community. Measurement of utilization of services can be done 
over time (before after cross-sectional) or between facilities. 

Discussion points

It was discussed that ethical clearance was preferable, especially for 
coverage assessments in households and if results are going to be  
published.

Sri Lanka asked about denominators and the presenter admitted 
that this is a difficult and tricky question and that each case had to 
be handled appropriately.

There was discussion about the recently released document 
“Strategic Direction for Improving Adolescent Health in SEA Region” 
which emphasizes national standards on YFHS and addresses the 
issue of measuring “friendliness”, which is being done from both a 
client’s and provider’s perspective.



Scaling up adolescent health in South-East Asia56

Rapid Programme Review tool (Dr V Chandra-Mouli)

Dr Chandra-Mouli defined RPR based on Robert Chambers’ work on 
Rapid (Rural) Appraisal. RPR is similar to a situational analysis, but 
is limited to health issues and is not as exhaustive. The RPR answers 
questions on what the national programme is doing, how it is doing 
it, and how it could do it better. Dr Chandra-Mouli then described the 
objectives, steps and outputs of the RPR. The MOH of the country (and 
not WHO) must decide what needs to be examined. He presented six 
different questions based on which the RPR is conducted. He concluded 
that there is nothing new to this, but that it is a very useful tool for 
countries. 

Discussion points:

The discussion surrounded issues related to resistance from  �

governments and barriers and the presenter emphasized 
that it depends on how you do the RPR and the purpose of 
doing it. The approach is crucial and needs to be cooperative 
and respectful, not aiming at teaching and pointing out 
problems and lacking data, but rather looking at improvement 
potentials. Many MOHs are in fact asking to be helped and 
should come on board easily. This survey can be used to 
strengthen collaboration between different ministries and 
build confidence.

The Global School Health Survey is another important source  �

of information.

The RPR was more about “rolling up ones sleeves” and sitting  �

down together to talk and discuss. 

The previously conducted Short Programme Reviews on Child  �

Health and Maternal Health (conducted in Bangladesh, Nepal, 
India, Indonesia and Sri Lanka) provide good examples of 
reviews conducted at national and subnational level. WHO 
tools are available for adaptation by countries to take stock 
of the country situations. 

The usefulness of the tool in a decentralized setting or at  �

subnational levels was discussed.
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Country experiences of quality and coverage assessments

Assessment of quality and coverage of services: Bangladesh 
experience (Dr Rabeya Khatoon, Dr Mahfuza Mousumi))

Dr Mahfuza presented the background of HIV/AIDS Prevention and 
Strategic Responses in Bangladesh (which was supported by the 
Global Fund to fight AIDS, Tuberculosis and Malaria or GFATM) and 
a situational analysis of the HIV/AIDS situation in the country. Four 
million young people in Bangladesh received services during 2005-
2011. Dr Khatoon discussed the Quality and Coverage assessment 
of the YFHS under the HIV/AIDS Prevention and Strategic Responses 
in Bangladesh, how it was done and what the results were. The 
Government of Bangladesh, with technical support from WHO, 
conducted a QA and coverage assessment (CA) in 2010. GFATM 
was the main partner in the AFHS pilot that started in 2005 with 23 
YFHS but was later scaled up to 224. The study design was a cross-
sectional, quasi-experimental non-equivalent control group design. 
The sample size: for QA was 44 intervention and 44 comparison 
facilities, while for CA it was eight males and eight females from each 
site (n=1372). Eight QA tools were used: facility manager tool, health 
service provider tool, registration staff tool, youth client exit interview 
tool, gatekeeper in facility tool, observation, facility audit and CPI 
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observation tool. Two coverage tools were a youth in community tool 
and a community member tool.

Bangladesh has 10 standards. Each standard has several input, 
process and output criteria. These were assessed using questions from 
the QA and CA tools mentioned above. A score of 1 was assigned for 
good quality and 0 for bad quality. Then a “weighted average” score 
was assigned so that there is equal contribution to the total scores 
from all the standards. 

The results of the assessment showed that overall, YFHS facilities 
are doing better than comparison facilities in all standards. The mean 
difference in score ranged from 2 to 19 (mean being 9 with Standard 
Deviation of 5). YFHS facilities are doing better in three standards 
(Standard 2,4 and 10) and doing the same in the remaining seven 
standards (Standard 1,3,5,6,7,8 and 9) compared to comparison 
facilities. 

Assessment of quality and coverage of services: India 
experience (Dr Vijay Kumar)

Dr Kumar gave a snapshot of the quality surveys in Haryana, Gujarat 
and Maharashtra, as well as the coverage survey in Haryana. The 
main objective of the QA and CA assessment in India was to make 
a comparison of the quality in AFHS and non-AFHS facilities. An 
additional aim was to find the status of quality of care and the barriers 
to effective implementation and availability of resources in the health 
system to support the initiative. The tools used were the same as for 
other countries, except the nomenclature was slightly modified. There 
were two health service provider tools: one for the medical officer 
and one for the ANM. There was a support staff tool, district manager 
interview tool, a facility checklist for community health centres/PHC 
and a separate one for the subcentres and an adolescent client exit 
interview tool. 

In the preparatory phase, a four-day training workshop was 
organized in Panchkula in July 2009. This was followed by translation 
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of the tools, training of the surveyors and supervisors and finally the 
QA was done at each site under the guidance of a coordinator. The 
analysis and report-writing was done as per an agreed format. To 
understand the meaning of the results we have to know what were 
the different standards for India.

Standard I: Health facilities provide the specified package of  �

services that adolescents need

Standard II: Health facilities deliver effective services to  �

adolescents

Standard III: Adolescents find environment at health facilities  �

conducive to seeking treatment

Standard IV: Service providers are sensitive to adolescents’  �

needs and are motivated to work with them

Standard V: An enabling environment exists in the community  �

for adolescents to seek services

Standard VI: Adolescents are well informed about the health  �

services

Standard VII: Management systems are in place to improve/ �

sustain the quality of health services

In all the three states standard 4 seems to be the best score. The 
worst scores were for the last three standards which were related to 
demand creation for AFHS in the community. More work was possible 
in areas of privacy and confidentiality. 

The recommendations centered on the need for simpler tools for 
monitoring and supportive supervision and the need for immediate 
feedback after a QA.

The coverage assessment was done in 30 intervention and 30 
control villages in Haryana. In each village 20 male and 20 female 
adolescents were interviewed. Only 1193 adolescents were available 
for interviews. 
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The knowledge and awareness was good and those who did not 
receive condoms from public health facilities felt they could freely 
get them from pharmacies. The girls being all enrolled in secondary 
education did not report many unwanted pregnancies. Sanitary napkins 
were available more easily free of cost in the intervention villages. Iron 
and folic acid was also more accessible in the intervention villages. 
The coverage survey helped to set a benchmark for assessment of 
coverage. It demonstrated the benefits of implementing AFHS as 
a package using the continuum of care across different delivery 
channels. Due to the joint efforts of peer educators and community 
health workers there was an increased demand for AFHS in the 
intervention villages.

Discussion points:

India highlighted the need for a gender-equal staff to meet  �

both adolescent girls’ and boys’ needs and the presenter 
agreed that more can be done in this area.

Bangladesh asked about reasons for different quality scores  �

in Haryana and Gujarat and the presenter responded that the 
multisectoral approach that was used in Haryana might have 
been lacking in Gujarat.

Iraq raised the question of the most suitable health-service  �

provider (specialist or paramedics?) and the presenter argued 
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that rather than focusing on a single service provider, a team 
approach is preferable. 

It was discussed that programmers should look at the data  �

from countries in terms of potential for improvement rather 
than final evaluation data. The tool should rather be used as 
an incentive and a monitoring managerial tool.

The supervisory checklist for A/YFHS used in India was shared and 
countries were encouraged to use it, with necessary adaptation.

Session 4.5: Strong partnerships 

An overview regarding strong partnership was presented by  
Dr Chandramouli to set the stage for the session. These should have 
a value fund-raising capacity and partnerships between different 
organizations like NGOs, governmental organizations, international 
nongovernmental organizations (INGOs) and civil society. It is 
important to know how they are functioning and how they can be 
better coordinated. 

It was explained how partnerships could develop among different 
sectors/ministries and how there could be partnerships for different 
reasons, e.g. delivering specific packages of services, funding or 
advocacy. 



Scaling up adolescent health in South-East Asia 63

He shared the different problems that countries faced with 
partnerships, such as involving different stakeholders for scale-up, and 
the need for road maps on how to do this. Pooling funds donated by 
external developmental partners was a partnership mechanism, but 
there had to be better collaboration among UN agencies (One UN). 

School health programme for adolescent health –  
an approach (Dr Suvajee Good)

Promoting the physical, social, spiritual, mental and social wellbeing of 
pupils and staff and constantly strengthening their capacity for leading, 
learning and working is the purpose of health-promoting schools. 
Dr Good compared the activities of the school health educational 
programme and health-promoting schools and demonstrated how 
the latter have a better prospect. The key areas are school health 
policy, school health education, school health services, school health 
environment (Healthy school), supportive community environment 
and parental cooperation.

Health-promoting schools need to have a framework for 
coordination with different sectors. Global school-based health survey 
results have reported better indicators in the health-promoting 
schools in comparison to others. The common concerns in SEA 
Region countries were smoking, unintentional injuries, violence, low 
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physical activity, nutrition and food safety. Common challenges were 
inadequate policies and lack of understanding about AH status.

School-linked adolescent health services, Tunisia  
(Dr Leila Joudane)

In Tunisia 20% of the population is aged 15-24 years. Developing a 
comprehensive population policy led to the success of the programme: 
political commitment was ensured, there was a legal framework, 
the religious authorities supported it, there was UN support to 
reach MDGs 4 and 5, the was UNFPA support for AH with a life-skills 
approach and in-school and out-of-school adolescents through a 
partnership approach was provided. Youth and adolescents in schools 
and universities and out of school were looked after by NGOs, UN 
agencies, MOH and school and university medical college services. 
The challenges were poor communication with work practices and 
work-like vertical programming. The quality of service providers and 
their attitude was a challenge. Youth sexual reproductive health was 
a national challenge in the underprivileged.
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Convergence of adolescent reproductive and sexual health 
(ARSH) and Rajiv Gandhi Scheme for Empowerment of 
Adolescent Girls: SABLA in INDIA (Dr Dinesh Paul)

This is a centrally sponsored scheme of the Government of India which 
targets adolescent girls between 11 and 18 years age (beneficiaries 
about 83 million girls). The major components are nutrition and non-
nutrition services to empower adolescent girls. 

The objectives are to improve their nutrition and health status, 
upgrade their life, provide home-based services and through vocational 
skills promote awareness about health, hygiene, nutrition ARSH and 
family and child care. Provisions are made for building awareness of 
existing public services such as health services, post office, bank, 
police station, government offices, etc. Mainstreaming out-of-school 
adolescent girls into formal/non-formal education and to enable their 
self-development and empowerment. Besides nutrition services it is 
proposed to provide counselling and life-skills education. Convergence 
is provided with the health department and the labour and employment 
department. A card has been prepared and there will be voluntary and 
NGO groups to facilitate the process. A training kit and monitoring tools 
have been developed. The launch was done by the leader of the ruling 
political coalition in the country, Mrs Sonia Gandhi. 
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Communication strategy for adolescent health  
(Mr Chaitanya Prasad)

Addressing ADH means also a fight against poverty, illiteracy, inequity 
and gender discrimination. It is important to address the needs 
of the next generation. The barriers are sociocultural, inadequate 
health statistics, lack of enabling environmental factors and lack of 
awareness. 

Mr Prasad discussed the paradigm shift in AH. There was a 
need to address the service delivery framework for preventive, 
promotive, curative and supportive services. He explained key 
areas of communication such as awareness, advocacy and BCC. The 
six steps of communication strategy were summarized. The right 
communication tools were required for the different levels. The way 
forward is to provide the key advocacy messages, have an integrated 
consensus on forecasted delivery. The role of media and information 
communication technology in ADH was elaborated.

Uses of information communication technology in working 
with adolescents (Dr Monika Arora)

A unique collaborative effort between the Indian Ministry of Health 
and Family Welfare and the Public Health Foundation of India (PHFI) 
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has led to the development of the website www.healthyindia.org.
in. The objective of this project was to disseminate information on 
health issues and chronic diseases to reduce the disease burden and 
improve health-seeking behaviour. The web portal is an interactive 
forum for exchange of information and experience-sharing on health 
practices for young people. It provides culturally sensitive information 
by using a mascot group (the Swasth family). 

Also it conducts off-line activities such as street plays, workshops, 
competitions and online promotions to disseminate information. This 
website provides interesting health tools that young people can use such 
as a Stress Analyser, Smoking Cost and Lifespan Calculator, Diabetes 
Calculator, BMI Calculator, etc. Additionally it provides responses to 
health queries, takes pictoral polls, helps change mass opinions and 
vote out unhealthy initiatives, etc. It also runs offline campaigns. It 
has links to other health websites run by its partner organizations such 
as Y4H which mobilizes young people in schools and colleges. A daily 
activity is promoted for adopting healthy lifestyles. The Y4H website 
was able to get the La Tomotino Festival, which promotes free alcohol 
and tobacco to children young as 15, stopped.
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Session 4.6: Good management on the ground 

Dr. Chandramouli introduced the topic by asking two questions for 
discussion:

How well is health service provision to adolescents  �

managed?

What can we do to strengthen the management of health  �

services for AH?

He further went on to demonstrate that good management was 
vital and could only work if the previous steps had been addressed. 
But for good management of AFHS the following three conditions 
must be satisfied:

Competent and motivated health workers are in place. �

They are supervised and supported. �

They have medicines, equipment and supplies to do their  �

job.

Strengthening the management capacity for implementing 
AFHS (Dr Monica Arora) 

Dr Arora described the development of a course on AH for programme 
managers in the SEA Region. This course is being jointly developed 
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by PHFI,WHO-SEARO, and London School of Hygiene and Tropical 
Medicine. 

The purpose is to 
equip participants with the 
knowledge, conceptual 
frameworks and tools 
manage health-sector 
policies and programmes 
for AHD. An outline of 
the course content was 
described. A variety of 
teaching and learning 
methods will be used, 
including interactive learning, case studies and field trips. There will 
be a facilitator’s guide, Power-Point presentation set of modules, 
and background documents including essential reading, additional 
reading and recommended website resources. The first course is 
proposed from 5-16 December 2011. The course content will include 
an epidemiological overview of adolescent health, HIV/AIDS and 
adolescents, sexual and reproductive concerns of adolescents, injuries 
and violence, substance abuse: tobacco use and alcohol abuse, 
nutrition and adolescents, physical activity and adolescents, mental 
health and adolescents, gender and young people, and common 
endemic communicable diseases in adolescents.

Discussion points:

There was concern among the participants that the course  �

was a mix of profiles. But one size fits all may not be the best 
approach. The presenter responded saying that the focus of 
the course would be on HIV and RH.

This was the first course but monitoring and evaluation of the  �

course, including the management of the course planning, 
had already begun.

There was a critical need to strengthen the management  �

capacity of programme staff. There was a need to strengthen 



Scaling up adolescent health in South-East Asia70

the basic skills and capacity before adding on HIV or RH 
concentrations. The presenter responded that the upgrading 
of skills can only be done over time and not in a short time.

There was a suggestion that instead of continuing the course  �

for two weeks it would be better if one week was face-to-face 
study and the second week was an online or electronic course 
in future.

WHO and UNFPA had started the course and had tried to  �

institutionalize the course. But since the training was for 10 
days, the district staff found it problematic to join for so long. 
For this reason the course has been shortened and at the end 
of the course the district staff could continue working on the 
district plans even when they went back to their district.

WHO and UNFPA would be more than happy to institutionalize  �

the course and share the curriculum with all those who are 
interested.

There was a suggestion that the course could have optional  �

elements which programmers or health workers could choose 
from according to their needs.

Capacity-building course for policy makers and 
programmers on Adolescent Health: UNICEF/UNFPA/
UNESCO (Dr Josephine Sauvarin)

This short course on AH adopts a theory-to-practice approach. It 
explores relevant issues and uses a range of country case studies 
to demonstrate promising practices. The course applies interactive 
methods and builds on the differing skill bases of participants. 
Activities include: lectures, case studies, guided group activities, field 
visits, role play, group-based problem-solving and critical analysis. 

The course is open to government officials, participants from UN 
agencies, INGOs, NGOs, and youth themselves. This also encourages 
participation from other sectors. The course gives preferences to 
country teams of 4-5 participants. It covers a cross- sectoral approach 
and is evidence-based and uses participatory methodology. It builds 
the critical and analytical skills of participants to assess different 
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frameworks used for young people, with special reference to resource-
poor settings. 

The course has a special focus on most-at-risk adolescents 
and young people and helps understanding what programming for 
these groups involves. It also provides tools to assist with such 
programming and clarifies understanding regarding the human rights 
and governmental perspectives associated with these groups of young 
people. It also shares strategies for appropriate engagement of member 
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of these groups into programming for them. Different core groups of 
regional trainers conduct the training for trainers programme. There 
is knowledge sharing across the countries and regions.

Discussion points:

The participants wanted to know how the high level of course  �

materials could actually be related to service provision. The 
presenter responded that the course trained the participants 
in communication and outreach work.

There were questions about the cost of the course. The  �

presenter responded that it was a regional course and so 
was free of charge. However if it was included in a national 
institution the cost would not be a barrier.

There were suggestions to carry out Regional to national  �

training of trainers so that the number of trainers would 
increase.

As the training is for four days, there was a suggestion that  �

the manager needed to make a work plan that would include 
activities to help staff working with adolescents to actually 
implement programmes.

There was a need to analyse the course in further detail. �

Session 4.7: Resources for scaling-up

Predictable and adequate funding from international and 
domestic sources: Panel discussion 

The participants in the panel were Dr Naresh Pratap (Nepal),  
Dr Dinesh Paul (India), Dr Ratna Kirana (Indonesia), Dr Aleksandar 
Sasha Bodiroza (UNFPA-ASRO), Ms Kimberly Allen (UNICEF, India),  
Dr Neena Raina (WHO-SEARO) and Dr Deepthi Perera (Sri Lanka). 
Panel discussion was coordinated by Dr Rajesh Mehta (WHO-
SEARO).

Dr Ratna Kirana: As Indonesia had a decentralized structure 
and policy, the Ministry of Finance with inputs from the Ministry of 
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Planning proposed the budget for the district and provincial level. 
Each district is free to decide what their priority areas are. But for 
AFHS they ask the provincial levels for the budget. The MOH in turn 
asks the Finance Ministry.

Dr Naresh Pratap: Nepal pooled money from all donors and 
conducted RH priority programmes. Huge incentives were given to 
women for delivery in the facility. It was free and they were paid the 
transport costs. Under the Nepal sector plan ASRH was a priority. One 
thousand health facilities will become adolescent-friendly. However, 
if resources are poor it becomes difficult to carry out this plan. So 
advocacy for RH should continue.

Dr Aleksandar Sasha Bodiroza: The AS Region is going through 
a financial crisis, so the need for resources is becoming more and 
more evident. Major funds come from HIV/AIDS but in recent 
years there have been serious deficits and that led to curtailing 
of about $ 45 million in 2012. So the challenge is how to shuffle 
and look at alternative sources of funding. Some donors wanted to 
support a proposal on AH but wanted to see it linked to employment 
opportunities. Private-sector money could be tapped into for ADH. 
Also we need to look beyond HIV. NCD, and adolescents in the context 
of maternal health are some promising areas for the future.

Ms Kimberly Allen: India UNICEF country office is flush with funds 
as the largest country office in the Region and it focuses on ADH. 
Currently it has collaborated with the Ministry of Women and Child 
Development to tackle anaemia and nutrition, and with the National 
AIDS Control Organisation for prevention of HIV/AIDS. Their policy 
at present seems to be to “capture” adolescents / young people only 
when they get pregnant. Adolescent Health will receive more attention 
by UNICEF in the next 5 years. UNICEF is working in partnerships 
in the Region for MNCAH, WASH and sanitation in schools, and for 
increasing awareness on menstrual hygiene.

The United Nations Joint Programme on HIV/AIDS funds at 
the national level while the Australian Government Overseas Aid 
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Programme funds at the district level. Government is placing 
adolescents on the agenda. At the district level they have their own 
priority agenda. Creativity is important in integrating these two 
levels.

Dr Deepthi Perera: Even though the challenge of maternal 
mortality has been covered, Sri Lanka needs to advocate for HIV/
AIDS and other health problems, e.g. suicide, NCD, etc.

Dr Neena Raina: Advocacy is required with the other UN agencies 
at global level. There is a need for more advocacy at the country level 
to increase focus and investments in AH. As UNICEF, UNFPA and WHO, 
can we help governments with technical assistance? It is important 
to promote technical support to Member countries in scaling up AH 
programmes to achieve MDGs 4, 5 and 6. 

Dr Dinesh Paul: Not only financial resources but advocacy should 
be provided for adolescent health and this would be directly or 
indirectly linked with adolescent budgeting.

Discussion points:

For high-level advocacy, global forums should be used as a platform 
by senior level advocates. 

AH is important to address as a part of maternal health, NCD, 
mental health, tobacco and many other relevant programmes. Sharing 
of resources by all these programmes to target adolescents is critical 
in achieving desired outcomes.
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Technical updates

Session

 5 

Dr Chandramouli took the participants through 
an overview of three important tools that had 
relevance for improving AH programmes.

Parenting guidelines

The parenting guidelines were developed by the 
World Council of Churches and based on the 
conceptual framework on parenting developed 
by WHO. The tool targeted parents and 
guardians (foster uncles, aunts, grandparents) 
but could be used for sensitizing parents 
by churches, community groups, NGOs or 
government community-based programmes.

It explained how parents needed to 
connect to their children through love, control 
the behaviour of the children, respect their 
individuality (based on CRC), model the 
right behaviour for their children, provide for 
them economically and protect them. The 
methodology of training for parents was through 
games, role play and story-telling. The various 
processes involved in producing the toolkit were 
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through commissioning by SFH Trust and consultations with WHO. This 
was followed by writing, pretesting, rewriting, reviewing and editing, 
illustrating, translating from Malawi and finally producing it. 

Discussion points:

Gender roles have been included in this booklet using multiple  �

methods – comments by facilitator, choice of case studies.

In most cases the initiative to train facilitators was taken by  �

the church or an NGO.

Discussions about staying dry from alcohol use could be raised  �

while adolescents had dinner with their families.

There was some discussion on how to reduce the gap of boy  �

talking to father and girl talking to mother.

The participants agreed that the religion of young people of  �

today was the internet and the MTV culture. So the parents 
needed to wake up to this reality and take timely corrective 
measures.

Response from India said as parents they did not want to  �

talk to their child about SRH and protective behaviours, the 
parent–teacher auxiliary of schools could try this.
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Nepal commented that the thoughts of an adolescent were  �

his/her own but the parents could generate happy thoughts 
by being connected to the adolescents mentally.

A study in Bangladesh was discussed that had tried to  �

understand whether being authoritarian was bad or good.

Kids who report connection and regulation can stay away from  �

alcohol, tobacco and vandalizing.

One may not be born a good parent but may become a  �

good parent by communicating and connecting with their 
adolescents.

WHO Adolescent pregnancy guidelines

Dr Chandramouli described the four outcomes that could help 
prevent early pregnancy in the Guidelines developed by WHO. He 
related four stories trying to explain the situation of adolescents 
under which they become pregnant. At the policy level he explained 
how making legislation against early marriage and implementing it, 
developing programmes that support pregnancy prevention, making 
laws for access to contraceptives for adolescents, reducing the 
cost of contraceptives for them and making legislature to prohibit 
coerced sex were important. At the community level there needed 
to be programmes to empower young girls to decide, keep them in 
school, educate on sexuality, influence and critically appraise norms 
that support early pregnancy or coerced sex, help adolescents get 
access to contraceptives and engage men and boys to learn about 
and oppose existing gender norms.

Outcome 1: Preventing early marriage

Outcome 2: Preventing early pregnancy

Outcome 3: Increase utilization of contraceptives

Outcome 4: Reduced coerced sex
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Discussion points:

It was discussed that there should be some legislation on  �

preventing coerced sex and exploitation of young girls in the 
workplace. This could help girls who had to work because of 
their financial needs.

No post-exposure prophylaxis, hepatitis B vaccination  �

or emergency contraception was routinely given to rape 
victims.

Country specific action plans and concluding 
session 

Country-specific action plans

Countries worked in groups and the participants prepared country 
outline plans according to the template provided, keeping in mind 
the seven steps for scale-up of AHD strategies These were then 
displayed on the charts. These were critiqued and then summarized 
by the facilitators. The outline was then summarized by Dr Neena 
Raina. Nine key points were consolidated and the countries that 
had included them were identified in front of each point. These are 
summarized in the table.

Regional AH meeting Bangkok 
synthesis of priority follow-up actions from country plans

Priority Actions Countries

Development of National Policy / 1. 
Strategy / Operations Plan

MMR, THA, BHU, MAV, TLS,  
LAO-PDR

Development of National 2. 
Standards

MMR, MAV, MONGOLIA

Capacity Building: Adaptation of 3. 
OP-AJA, Pre-Service

MMR, NEP, BHU, BAN

M and E: Adaptation and use of 4. 
Framework and tools, Strength 
Data disaggregation

NEP, THA, BHU, SRL,  
ARAB STATES
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Priority Actions Countries

Coordination Mechanism at 5. 
national level

IND, SRL, INO, MONGOLIA,  
LAO-PDR

Demand generation: Youth 6. 
involvement, Peer models, LSE

NEP, IND, INO, MONGOLIA,  
ARAB STATES

Programme review: National / 7. 
Subnational;  
Review of Laws and Policies

SRL, INO 
 
LAO-PDR, ARAB STATES

Develop National Scaling-up plan8. IND, INO, BAN, TLS

Advocacy and communication for 9. 
programme and resources

NEP, BAN, BHU, MAV, TLS

Conclusions and recommendations of the meeting

Conclusions

Countries agreed that the key issues for scale-up of AH  �

interventions highlighted in the meeting would be utilized 
as a guide by the Member countries to revamp and scale up 
programmes according to the policy context in the Member 
countries and their specific needs. 

Much progress has been made, although it is variable.  �

Supportive evidence and documentation of experience give 
grounds for optimism, but the focus on evidence needs to be 
enhanced for policy and advocacy at all levels.

Resource support from Member countries and partners has  �

been increasing, although it will require intensive and sustained 
efforts to leverage the resources required for scale-up

Collaboration has been active between WHO, UNICEF, UNFPA  �

and other developmental partners, and this needs to be 
sustained and enhanced at all levels. 

Collaboration and cooperation within the MOH and with other  �

sectors have been initiated in many countries, and this needs 
to be broadened at different levels to optimize resources and 
outcomes. 
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National Standards for AFHS have been established by many  �

countries of the Region. A beginning has been made to assess 
the coverage and quality of AH services and use programme 
reviews. Evidence can be increasingly leveraged to influence 
policy and resource mobilization. 

Demand-generation efforts have been initiated with some  �

success. There are many success stories in the form of peer 
involvement, use of IT, branding and packaging. These can form 
the basis for strategy development in different settings.

Progress has been made in establishing adolescent-friendly  �

health centres in different settings with a range of packages 
delivered, but a lot more needs to be done to increase access, 
quality and coverage by adolescents.

Recommendations

For Member countries 

Advocacy should be accelerated to ensure political commitment  �

to bring AH into the mainstream of policy-planning with an 
equity approach. This should be evidence-based to advocate 
for adolescent-/youth-friendly policies. A national adolescent/
youth strategy through a multisectoral approach involving all 
stakeholders including adolescents/youth is needed. 

Investing in AH should be a priority agenda in the national  �

policy so as to be visible amongst the different national priority 
health programmes. Short and rapid programme review tools, 
findings of recent coverage, and QA should form the basis 
for strategic planning and implementation plans whenever 
possible. The tools for district implementation should be 
utilized to support this process. 

Monitoring and evaluation systems should be an integral part  �

of the implementation plans with agreed indicators consistent 
with national standards. These need to be used increasingly 
and consistently at all levels to improve the quality of 
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services delivered on an ongoing basis. This should also form 
the basis for information-based planning and programme 
management. 

Efforts are needed to incorporate and integrate key indicators  �

as a part of national HMIS with emphasis to monitor equitable 
outcomes. Disaggregated data and information on adolescents 
should be a part of the national data and information 
system. 

Management capacity for AH programme should be assessed/ �

reviewed, gaps identified and filled at all levels. 

Implementation of the currently available tools for capacity  �

development in service delivery for AH should be accelerated 
across the Region (e.g. orientation package, job aids, tools 
for monitoring, etc.).

Ensure youth participation in programming (planning,  �

implementation and monitoring), their mobilization, optimum 
utilization and sustainability complemented by youth–adult 
partnerships based on innovations. 

Innovations should be encouraged as ongoing to form the  �

basis for progressive scale-up of AFHS.

For WHO and partners

Strengthen collaboration among WHO, UNICEF, UNFPA and  �

other major stakeholders to advocate intensively for AH as 
the way forward for national development and achievement 
of MDGs. Such collaboration should be ensured at national 
and subnational levels. 

The meeting of national programme managers, WHO, UNFPA,  �

UNICEF and other stakeholders should be organized once a 
year to exchange experiences and advocate for placing AH on 
a higher platform.

Technical support to Member countries should be enhanced  �

and strengthened for advocacy in the countries as well as 
regional forums like the South Asian Association for Regional 
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Cooperation and the Association of Southeast Asian Nations 
to mobilize resources and build capacity in member countries. 
Priority should be assigned to enhance managerial capacity 
at all levels, with an emphasis on district planning and 
programming of AH.

Technical support should be provided to accelerate the  �

process of review, QA and CA (based on national standards) 
to strengthen policy, strategy and implementation of AH 
programmes.

Adolescents should be seen as the means to 
sustain national development
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Meeting of Regional Programme Managers on 
Scaling Up of Adolescent Health Programme 
Chiang Mai, Thailand, 11-14 Oct 2011

Address of Dr Samlee Plianbangchang 
Regional Director, WHO South-East Asia Region 

Distinguished participants, dear colleagues, ladies and gentlemen,

It gives me great pleasure to welcome you all to this meeting 
dealing with an issue of vital importance. Adolescence, as we know, 
is a period of rapid transition from childhood to adulthood. This phase 
of life is full of opportunities and risks. There are about 350 million 
adolescents comprising about 22% of the total population in countries 
of the South-East Asia Region. Adolescence is generally perceived to 
be a healthy period of life since mortality is relatively low in this age 
group. However, this is deceptive since adolescents face several public 
health challenges that are, of course, different from the ones that they 
faced when they were children. Every year 2.6 million young people 
die globally and most of these deaths are preventable. Ninety-seven 
percent of these deaths occur in low and middle income countries, 
mostly in Asia and Africa. In South-East Asia maternal causes of death 
(haemorrhage, sepsis, abortion complications) account for a higher 
proportion of deaths among young women, whereas, among young 
men, injury-related deaths (traffic accidents, violence, fire-related 
injuries and drowning) account for a high proportion of deaths.

Moreover, it is estimated that nearly two-thirds of premature 
deaths and one-third of the total disease burden in adults are 
associated with conditions or behaviours initiated during adolescence. 
Their health and nutrition status also has an inter-generational effect 
on their offspring. 

Early marriage and early child bearing among girls by 18 years 
of age is common in a number of countries of the Region. More than 
68% of girls in Bangladesh, 51.4% in Nepal, 47.4% in India and about 
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24% in Indonesia are married by 18 years. Early pregnancy has higher 
chances of adverse reproductive health outcomes like high maternal 
mortality and infant mortality. Adolescent girls are two to five times 
more likely to die due to causes related to pregnancy and childbirth 
as compared to women in their twenties. Hence, this age group is 
significantly responsible for contributing to population momentum 
and a high MMR and IMR in the Region putting the achievement of 
MDG 4 and 5 by 2015 to risk.

Distinguished participants,

The mean age of initiation of sexual activity reported among 
adolescents varies between 13-14 years in some countries. Early 
sexual activity associated with a low condom use rate exposes 
adolescents to the risks of STIs and HIV, unintended pregnancy, 
unsafe abortion and its complications. Unmet needs for contraception 
are high among adolescents in Bangladesh, India and Nepal. In 
addition, contraceptive use is low. In India 87% and in Bangladesh 
58% of 15-19 year old married women were not using any method 
of contraception.

Under-nutrition and anaemia are a public health concern in 
the adolescent age group in many Member States of the Region. 
Over-weight and obesity are also increasingly seen in children and 
adolescents. Drug and substance abuse among adolescents is an 
emerging problem. The Global Youth Tobacco Survey showed a 
high prevalence of tobacco use in young people in countries of the 
Region. 

For all these reasons, adolescents deserve a sound public health 
response within the national programmes. It is a common observation 
that although health services may be available in the countries, 
adolescents and young people hesitate to use them due to lack of 
privacy, and confidentiality in addition to many other socio-cultural 
and financial barriers. Health care providers have limited capacity to 
deal effectively and sensitively with adolescent clients. 
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Ladies and gentlemen, 

During the last World Health Assembly a resolution on Youth and 
Health Risks was passed with effective interventions from 32 Member 
States, all very supportive and noting the importance of this issue. This 
will further facilitate WHO’s work in this area and promote linkages 
with the UN Secretary-General’s “Every Woman and Child” strategy 
and with control of non-communicable diseases as was noted by the 
World Health Assembly.

It is a matter of great pleasure and pride to note the significant 
progress made in countries of our Region to meet the numerous 
challenges faced by adolescents. Several Member States like 
Bangladesh, Bhutan, India, Indonesia, Maldives, Myanmar, Nepal,  
Sri Lanka, Thailand and Timor- Leste are implementing adolescent 
health programmes with the support of WHO and partners. To improve 
the access for adolescent clients to health services, national standards 
for provision of good quality, comprehensive health services have 
been developed in Bangladesh, Bhutan, India, Indonesia, Nepal, 
Thailand, Sri Lanka and Timor-Leste. To strengthen the capacity of 
programme managers and health care providers, training materials, 
guidelines and tools have been adapted and used in nine countries 
of the Region. A large number of health workers and doctors have 
been trained to effectively manage adolescent friendly health 
clinics. However, Member States have faced challenges in scaling-up 
implementation.

Efforts are underway to strengthen strategic information for 
advocacy, planning and programming. Availability of age- and sex-
specific data at national level remains a challenge. Information related 
to adolescent age groups is not easily available from usual sources 
like DHS and HMIS. WHO has advocated for inclusion of adolescent 
health indicators and analyze the data with respect to age and sex. 
Meanwhile, WHO has supported age and sex disaggregation of the 
existing data to understand the trends of sexual and reproductive 
health indicators related to adolescents. 
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At present, the main focus of programmes has been sexual and 
reproductive health, including HIV. However, increased attention is 
needed to address nutrition, unhealthy lifestyles, mental health, 
violence and injuries. It is important that partnerships are developed 
with different stakeholders and people who are ‘influencers’ for the 
adolescents, to empower them with knowledge and skills and to 
generate demand for health services. 

I am happy to note that WHO has been engaged in developing 
and sustaining partnerships with UN agencies and other partners to 
move forward the agenda of adolescent health and development. 
This would certainly help the countries to realize the Millennium 
Development Goals in the Region. 

I am particularly pleased that this meeting of regional programme 
managers has been organized to scale-up implementation of 
adolescent health programmes in Member States. I am sure that the 
participants would benefit from mutual sharing of experiences and 
best practices as well as from the guidelines and tools that would be 
presented in this meeting. The deliberations would help develop a 
common understanding on the way forward for effective scaling up of 
the adolescent health services. The participation of colleagues from 
UNFPA and of countries from other regions is most encouraging and 
welcome. I am sure this would provide further impetus to expand 
adolescent health programmes in the Member States.

Ladies and gentlemen, I wish you fruitful deliberations and an 
enjoyable stay in Chiang Mai.
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Annex 1

Key points in the country action plans

Bangladesh (2012-2013)

S. No. Activities Reasons/Suggestions

1 OP-AJA pre-service training. To increase awareness on 
ASRH/AFHS among health 
service providers.

2 Develop a national scaling up 
plan for AFHS.

The Prime Minister’s 
commitment  to make one 
third health facilities youth-
friendly by 2013.

3 Advocacy and communication 
for programme and 
resources.

Need to ensure that there are 
enough resources (financial 
and human) to take up this 
challenge.

Bhutan (2012-2013)

S. No. Activities Reasons for suggesting

1 Develop the National 
Adolescent Health Strategy.

For uniform activities.

2 Inclusion of ASRH in pre-
service teacher curriculum.

To build capacity of human 
resources.

3 Develop capacity of HCP in 
HRM (Job Aid , OP).

HCP not trained in OP and Job 
Aid.

4 Develop monitoring and 
assessment for HMIS 
Supervision.

To ensure quality of services 
and strengthen supervision  
and reporting. 

5 Mobilize adequate funding. Inadequate funding.
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India (2012-2013)

S. No. Activities Reason for suggesting

1 Scale up menstrual hygiene 
programme to all districts.

Unmet need for information 
and products among 
adolescent girls in rural 
areas.

2 Collaboration and 
strengthening of health and 
women, child and education 
departments to tackle 
adolescent anaemia WIFS 
(weekly iron and folic acid 
supplementation) being 
launched countrywide.

High prevalence of anaemia 
in adolescent boys and girls 
need to be tackled on a war 
footing.

3 Lifeskills education for 
adolescents improved 
through school-based and 
out-of-school (peer)- based 
approach.

Adolescents need to be 
empowered to make 
appropriate decisions for 
better social and health 
outcomes.

Indonesia (2012-2013)

S. No. Activities Reason for suggesting

1 Reactivated AH Working 
Group

Organized quarterly •	
meeting
Integrated programme •	
planning- policies
Budget allocation and •	
sustainability

There is a lack of coordination 
between the related ministry 
and the Organization.

2 Rapid programme review of 
AH.

To understand the current 
situation of AH and to develop 
an improved programme.

3 a) Scaling up standards for 
AFHS for health providers.
b) Scaling up youth 
involvement.

To improve service delivery 
and to increase youth 
coverage.

4 Develop monitoring and 
assessment of HMIS and 
supervision.

To ensure quality of services 
and strengthen supervision 
and reporting.
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Lao PDR (2012-2013)

S. No. Activities Reason for suggesting

1 Situation analysis of laws 
and policies that support 
adolescent health and 
development.

We need an evidence-base 
to be able to prioritize and 
assess if laws and policies are 
consistent and enabling.

2 Technical consensus Solid foundation and direction 
for policy and strategy 
development (Common 
goals and complementary 
elements).

3 Advocacy on AH policy and 
strategy development. 

To find a home for AH 
programming /policy and 
strategy development.

4 Establish coordination 
mechanism

Multisectoral collaboration 
needed with high-level 
authority.

Maldives (2012-2013)

S. No. Activities Reason for suggesting

1 Finalizing and implementing 
youth health strategy (final 
draft completed).

Different organizations carry 
out different activities related 
to adolescents or youth with 
less focus on youth health.

2 Developing national 
Standards on Adolescents.

Currently no nationally 
standardized guidelines.

3 Developing national minimum 
standards and guidelines 
for youth- friendly health 
services.

Young people do not seek AH-
related care from hospitals 
and lack of YFHS in hospital-
care settings.

4 Sensitize and train health-
related personnel and other 
relevant stakeholders on AH 
and YFHS.

Lack of trained personnel and 
lack of awareness among 
stakeholders and general 
public on the importance of 
AH and YFHS.

5 Utilizing funds from donor 
agencies timely and 
productively.

Current funds not utilized 
well and donor agencies 
hesitate to fund AH-related 
programmes.
Most funds are under-
utilized and taken back by 
headquarters.
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Mongolia (2012-2013)

S. No. Activities Reason for suggesting

1 Establishing a coordination 
committee on ARH at the 
NGMGH.

To improve coordination 
and collaboration between 
stakeholders.

2 Setting up youth and 
adolescent- supportive clubs; 
involving and attracting 
political leaders and 
celebrities.

To increase awareness of 
communities and partners; to 
mobilize additional financial 
resources in AH.

3 Review and updating 
guidelines /standards on 
adolescent and youth- 
friendly health services.

The previous guidelines /
standards of 2003 are 
outdated. 

Myanmar (2012-2013)

S. No. Activities Reason for suggesting

1 Conduct national 
stakeholders’ meeting for 
development of operational 
plan (OP) in the context of 
NSP on AH & D (2009-2013).

To operationalize existing NSP 
on AH & D.

2 Develop national standards 
on service provision on AH.

No national standards so • 
far.
To promote accessibility to • 
AH services.

3 Ground work for adaptation 
for AJA in the context of 
Myanmar.

No guidance on service 
provision.

*Continue working on life skills-based activities
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Nepal (2012-2013)

S. No. Activities Reason for suggesting

1 Dissemination of NAYS 
(2010), NDHS (2011) census 
(2011) and further analysis 
to get disaggregated data on 
AH.

Paucity of data in AH

2 Advocacy meeting with 
parliamentarians.

To sensitize them on investing 
in AH.

3 Peer education on AH through 
existing child clubs.

Child health clubs exist in all 
75 districts and are close to 
the community.

4 Develop /adapt the training 
and monitoring tool for AH 
services.

Strengthening the capacity 
of service providers and 
ensuring quality of AH 
services.

Sri Lanka (2012-2013)

S. No. Activities Reason for suggesting

1 To revive the multisectorial 
steering committee on 
adolescent health.

To develop partnership with 
all relevant entry points.

2 To review the adolescent 
health programme at 
different levels 
National (PR/WHO)
District (SPR).

To strengthen the NSP on 1. 
ADH
To improve the 2. 
programme planning at 
the district level

3 Mainstreaming of AFHS 
within PHC settings with 
new innovative packages 
(Communication, IT, Y- Peer).

To improve the coverage of 
AFHS.
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Thailand (2012-2013)

S. No. Activities Reason for suggesting

1 National AH strategy and plan 
established. 

Fragmented policies and 
directions of AH.

2 AH body with policy influential 
role established. 

No responsible coordinating 
body and mechanism.

3 Evidence Based policy 
development and 
programming /public 
advocacy is ensured.

Assumption based 
programme and policy 
development are observed.

4 Harmonization on national 
M&E on AH.

No unified M&E system on 1. 
AH
Difficulties in accessing 2. 
integrated data

Timor Leste (2012-2013)

S. No. Activities Reason for suggesting

1 Review and develop the 
National Reproductive Health 
Strategy (NRHS) 2004-2015. 
[ARSH is in component 1]

No review since1. 
Add new update 2. 

2 Expand YFHS to Health 
Facilities for scaling up 
through out the country.

Provide services for more 1. 
youth around the country.
Improve youth awareness 2. 
on ASRH.

3 Advocacy for leveraging 
resources at all levels and 
with all stakeholders for 
ASRH.

Adolescence is a sensitive 
time. Everyone involved 
needs clear understanding of 
adolescent needs.
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Arab States (2012-2013)

S. No. Activities Reason for suggesting

1 Regional and National 
assessment of laws and 
policies related to AFHS  
services to reach consensus 
on main action points 
with regional partners 
(Government, NGOS, 
parliamentarians, celebrities , 
UN agencies).

Advocate for enhancement 
of adolescent health service 
package and modality.

2 Outreaching young people 
using different innovative 
approaches (peer educators, 
social media and ICT) and 
linking SRH with other social 
and political issues.

New Wave of mobilizing 1. 
young people 
To promote human rights 2. 
including reproductive 
health rights among young 
people.

3 Build consensus on specific 
YFS indicators.

To guide programme outcome 
and progress.
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Annex 2

Agenda

Review implementation of AH programme in the countries and  �

share challenges and successes in institutionalizing it. 

Sharing successful models on: �

demand generation for services  -

linkages with school health programmes -

Experience in the use of WHO tools and Introduction of new  �

tools: 

Rapid Programme review -

Assessment tools for quality and coverage -

Adolescent Job-Aids -

Orientation Package for professional organisation -

Regional course for district programme managers on ASRH  -
and HIV/YP. 

Way forward: Region and Country specific action plans on  �

scaling up during 2011 and directions for the next biennium 
(2012-2013)
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Annex 3

Programme

DAY 1 - 11 October 2011 

Time/ 
Session

Topic Facilitator/Speaker

09.00 – 
10.30

Session 1

Welcome remarks -	

Introductions of participants-	
Review of the objectives and -	
agenda
Expectations of participants-	

Neena Raina
Jo Sauvrin

Neena Raina
Neena Raina 

Chandra-mouli V.

Session 2
11.00 – 
13.00

Chair: Yupa Poonkhum
Co-Chair: Kimberly Allen
Rapporteur: Anna Haggblom

Situation of adolescent health 
programmes 

Global overview:-	
Discussions-	
Regional overview:-	

WHO/SEARO•	
UNFPA – APRO•	
UNFPA - ASRO•	

Discussions-	

 

Chandra-mouli V. 
WHO-HQ

Neena Raina
Jo Sauvarin
Aleksander B.

Session 3
14.00 – 
15.30

Country Presentations: 
Current state of adolescent health 
programmes

Three concurrent 
groups

Group 1
‘Rainbow’
5th floor

Bangladesh•	
Bhutan•	
Indonesia•	
Maldives•	
Sri Lanka•	

Facilitator:
Neena Raina
Krishna Bose

Group 2
Queen 
Park 4
2nd Floor

India •	
Myanmar•	
Nepal •	
Thailand•	
Timor-Leste•	

Facilitator: 
Rajesh Mehta
Suvajee Good
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Group 3
Queen 
Park 5
2nd Floor

Mongolia •	
Lao PDR•	
Egypt•	
Jordan•	
Tunisia•	
Palestine•	
Lebanon•	

Facilitator: 
Jo Sauvarin
Aleksander B. 
Chandra-Mouli V.

Session 3 
(contd.)
16.00 – 
16.45

Chair: Deepthi Perera
Co-chair: Deki Tshomo
Rapporteur: Sunil Thomas 
Jacob

Krishna Bose
Rajesh Mehta
Aleksander B.

Feedback from the country 
presentations

Session 4
16.45 – 
17.30

Scaling up adolescent 
health programmes and 
health service provision 
to adolescents: An Analytic 
Framework

Discussions -	

V Chandra-mouli

Evening 
Lab
1730 – 
1800

Use of Information and 
Communication technology to 
work with adolescents:
Social media and Health: 
Rajesh Mehta
Internet: Website provision 
of Information: PHFI ‘Healthy 
India’

DAY 2 -12 October 2011 

Time/
Session

Activity Facilitator/Speaker

09.00 – 
10.00

Inauguration of the meeting 
by Regional Director, WHO-
SEARO

Chair: Mohammed Sharif
Co-chair: Josephine Sauvarin
Rapporteur: Kishori Mahat

10.30 – 
11.00

Recap of Day 1
Overview of Day 2

V Chandra-mouli 
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Session 
4.1
11.00 – 
11.30

Supportive Policies
Assessment of Laws and -	
policies related to ASRH: 

Sri Lanka •	
Bangladesh•	

Discussions-	

10 min each

Sri Lanka:
Dr. Ayesha 
Lokubalasuriya

Bangladesh: 
Ms. Anna Haggbloem

Session 
4.2
11.30 – 
13.00

Political leadership and 
champions

Scaling-up of AH under National -	
Rural Health Mission in India
Number One- Royal Patronage -	
in Thailand
Implementation of AH -	
programme in decentralization 
setting in Indonesia 

10 min each+5 min. 
discussions 

MoH – India:
Dr. Suresh Mohamed

MoH – Thailand:
Yupa

MoH - Indonesia

Session 
4.3

Chair: Suresh K. Mohammed
Co-chair: Aleksandar Sasha 
Bodiroza
Rapporteur: Anoma 
Jayathilaka

10 min each followed 
by 5 min discussions

14.00 – 
15.30

Innovative approaches 
delivered through an effective 
delivery system

Applying - lessons from -	
Mozambique to Iraq
Evaluation of OP-AJA training: -	
Research findings (WHO-HQ)
Pre-Service Training in India -	
Combined OP-Adolescent Job--	
Aids training
School linked services -	
Peer led approach in Haryana -	

 
 

Georges D.Georgi
UNFPA
V Chandra-mouli 
India –Rajesh Mehta 
Bangladesh- Dr. 
Rabeya Khatoon
Maldives (cancelled)
India-V Kumar

Session 
4.3 
(Contd.)
16.00 – 
17.30

Raising demand for YFS: -	
Y-PEER, Egypt/Lebanon 
Adolescent Health Clubs: -	
Bangladesh
NGO Clinics: Plan Bangladesh-	

Summing Up

UNFPA- Lebanon/ 
Egypt 
Ms. Nadia Naja/ 
Dr.Ahmed Malab
BRAC,Bangladesh-Dr. 
Monovarul Aziz
PLAN, Bangladesh-
Mr. Narayan Chandra 
Sarkar
Dr. V. Chandra Mouli
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DAY 3 -13 October 2011

Time/
Session

Activity Facilitator/Speaker

08.45 – 
09.00

Recap of Day 2 and Preview of 
Day 3

Session 
4.3
Contd.

Chair: Suresh K. Mohammed
Co-chair: Aleksandar Sasha 
Bodiroza
Rapporteur: AnomaJayathilaka

09.00-
09.45

AFHS in private clinics: FOGSI -	
initiative, India
Mainstreaming AH in Primary -	
Health Care in Mongolia

Complete Action points for 
session 4.3

India, Pratima Mittal
Mongolia- G. 
Uranchimeg,

Session 
4.4

Chair: Naresh Pratap K.C
Co-chair: Ne Win
Rapporteur: Rabeya Khatoon

09.45 – 
10.30

Effective use of information
Monitoring Framework for -	
adolescent health

K Bose
Rajesh Mehta

11.00 – 
13.00

MNCAH Survey-	
Rapid Programme Review tool -	

Assessment of Quality and 
Coverage of services:

Introduction of WHO tools for -	
assessment
Country experiences:-	

    1. Bangladesh 
    2. India
Complete action points for 
session 4.4

Krishna Bose
Chandramouli ?
 

K Bose

Rabeya Khatoon
Vijay Kumar

Session 
4.5

Chair: Ratna Kirana
Co-chair: George Georgi
Rapporteur: T. Karki 

15 min + 5 min 
discussion
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14.00 – 
15.45

Strong partnerships 
School Health Programme: -	
Overview in SEAR 
School linked adolescent health -	
services 
Convergence of ARSH and -	
Adolescent Development 
services (Sabla Programme) in 
India 
Communication Strategy for AH-	
Website for adolescent health-	

Complete action points for 
session 4.5 

S Good 

Tunisia 

Dinesh Paul
 
 

Chaitanya Prasad
Monika Arora

Session 
4.6

Chair: San Myint
Co-chair: Somchai 
Peerapakorn
Rapporteur: P. Bollen

15 min + 5 min 
discussion

16.15 – 
17.30 

Good management on the 
ground:

Strengthen management -	
capacity for implementing 
AFHS: WHO-UNFPA-LSTHM 
course: PHFI
Capacity building course -	
for policy makers and 
programmers on Adolescent 
Health: UNICEF/UNFPA/
UNESCO course

Monika Arora 
 
 

Jo Sauvarin

Evening 
Lab
1730 – 
1800

Professional development 
programmes for health 
professionals:

EUTEACH course-	
Geneva course -	
LSTMH course-	
WHO-IPA Course-	

Chandramouli
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DAY 4 - 14 October 2011

Time/
Session

Activity People

09.00 – 
09.30

Recap of Day 3
Preview of Day 4

Chandra

Session 
4.7 
09.30 – 
10.30

Resources for scaling-up:
Predictable & adequate funding 
from international & domestic 
sources: Panel Discussion 
Complete action points for 
session 4.7

Discussions

11.00 – 
12.00

Complete action points 
template: Group Work
Write 3 priority actions up to 
Dec 2013 on Flip Chart

Country Teams on 
tables  

Session 5 Chair: Enkhtur Shookhuuz 
Co-Chair: Fatimath  Waheeda
Rapporteur: P.R. Deo

12.00 – 
13.00

Technical Updates 
Adolescent Pregnancy -	
Guidelines
Parenting-	
Research Priorities in -	
adolescent health

Chandra-mouli

Session 6 Chair: Neena Raina
Co-Chair: Josephine Sauvarin 
Rapporteur: Subidita 
Chatterjee

14.00 – 
15.00

Discussions on Country specific 
action plans and presentation of 
synthesis

15.00 – 
15.30

Conclusions and Recommendations
Closing
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BANGLADESH

Dr Md. Amanullah 1. 
Medical Officer 
School Health Programme 
Directorate-General of Health Services 
Dhaka, Bangladesh 
Email: dr.mdamanullah@yahoo.com

Dr Mohammed Sharif 2. 
Director (MCH) 
Directorate-General of Family Planning 
Dhaka, Bangladesh 
Email: sharifmd01@gmail.com

Dr Fahmida Sultana 3. 
Assistant Director (MCH) and  
Deputy Program Manager 
Directorate General of Family Planning 
Dhaka, Bangladesh 
Email: fahmida_50@yahoo.com 

BHUTAN

Ms Sonam Peldon 4. 
Programme Officer 
Adolescent Health Programme 
Department of Public Health 
Ministry of Health 
Thimphu, Bhutan 
Email: sonam_peldon@health.gov.bt

Mr. Kinley Tshering 5. 
Basic Health Worker 
Lingmethang BHU 
Mongar, Bhutan 
Phone: 17835102

Ms Deki Tshomo  6. 
Deputy Chief Programme officer 
Comprehensive School Health Division  
Department of Youth and Sports  
Ministry of Education 
Thimphu, Bhutan 
Email: dtshomo@gmail.com

 
 
 
 
 
 

INDIA

Dr Suresh K. Mohammed 7. 
Director (RCH) 
I.H. Section 
Ministry of Health and Family Welfare 
Government of India 
Nirman Bhavan 
New Delhi, India 
TeleFax: 011-23061333 
Email: suresh.mohammed@nic.in

Dr Sushma Datta 8. 
Joint Director (RCH) 
Focal Person, Directorate of Health 
107 Chandar Nagar 
Government of Uttarakhand 
Dehradun-248001 
Uttarakhand, India 
Mobile: 09412055564 
Fax:+91-135-2729897  
Email: drsushmadatta@gmail.com

Mr Chaitanya Prasad 9. 
Officer on Special Duty and Director 
(Media and Communication) 
Ministry of Information and Broadcasting 
New Delhi, India 
Phone: +91-9818350242 
Email: chatty111@hotmail.com

Ms Suman Bhatia 10. 
Consultant, Health and Nutrition 
New Delhi, India 
Phone: +91-9899067873 
Email: sumanbhatia99@gmail.com

INDONESIA

Dr Lina R. Mangaweang  11. 
Head, Sub-Directorate of Risk Group   
Mental Health Management 
Directorate of Mental Health 
Directorate General of Health Effort 
Management,  
Ministry of Health 
Republic of Indonesia, Jakarta 
Phone number: +62 21 5222429 
Mobile: +62 82111212489 
Fax: +62 21 5222429 
Email: lina_regina@yahoo.com:

Annex 4

List of participants
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Dr Ratna Kirana  12. 
Head of SubDirectorate School Age and 
Adolescent 
Directorate of Child Health 
Directorate-General of Nutrition and 
Maternal and Child Health 
Ministry of Health,  
Republic of Indonesia, Jakarta 
Phone number: +62 21 5273422 
Mobile: +62 81210166123 
Fax: +62 21 5214891 
Email: kiranaratna@yahoo.com

Ms Susilawaty 13. 
Head, Division of Programme and 
Development 
Centre for Health Manapower Education 
and Training 
Board for Human Resources Development 
and Empowerment 
Ministry of Health 
Republic of Indonesia, Jakarta 
Phone number: +62 21 7256720 
Mobile: +62 818116877 
Fax: +62 21 7398950 
Email: susilawaty_dez@yahoo.com

Ms Naning Nugrahini 14. 
Chief of Monitoring & Evaluation 
Subdirectorate AIDS $ STI 
Directorate General of Disease Control 
and Environmental Health 
Ministry of Health, Jakarta 
Mobile: +62 8161820534 
Fax: +62 21 4280390 
Email: adikryna@yahoo.com

Mr Nofrijal  15. 
Head, Provincial BKKBN in North Sumatra 
National Population and Family Planning 
Board 
Jl. Gunung Krakatau no 110 
Pulo Brayan Barat II, Medan 21239  
Mobile: +628126606312  
Phone:+62-61-6612732  
Fax:+62-61-6610084 
Email: nofrijal_nf@yahoo.com 

Mr Andi Hendardi Ismoyo,  16. 
Head of Division of Youth Directorate  
National Population and Family Planning 
Board (BKKBN)  
Jl. Permata No 1 Halim Perdanakusuma,  
Jakarta Timur, 13650 
Mobile: +62-811906674 
Phone: +62-21-8009029 ext 481 
fax: +62-21-8008548 
Email address: hismoyo@ymail.com

MALDIVES

Ms Fathimath Waheeda 17. 
Programme Officer 
Youth Health Cafe 
Ministry of Human Resource Youth and 
Sports 
Male, Maldives 
Email: fathun.yhc@gmail.com

Ms Fathimath Nisha Fahumy 18. 
Senior Counsellor 
Department of Drugs  
Prevention and Rehabilitation Service 
Ministry of Health and Family 
Male, Maldives 
Email: fathimathnisha@hotmail.com

MYANMAR

Dr Hla Mya Thway Einda (Mrs) 19. 
Deputy Director (Basic Health) 
Department of Health 
Ministry of Health 
The Government of the Republic of 
the Union of Myanmar 
Naypyitaw, Myanmar 
Phone: 95 67 411392 (office 
Fax: 67 411016  
[at the international Health  Division, 
MoH] 
Mobile: 959 514 8454 
Email: hlaeinda@gmail.com

Dr San Myint (Mrs) 20. 
Deputy Director  
Department of Health 
Ministry of Health 
The Government of the Republic of the 
Union of Myanmar 
Naypyitaw 
Phone: 95 67 411390 (office 
Fax: 67 411016 [at the international 
Health Division, MoH] 
Mobile: 959 511 2484 
Email: drsanmyintdoh@gmail.com

NEPAL

Ms Mangala Manandhar 21. 
Senior Public Health Officer 
Department of Health Services 
Ministry of Health & Population 
Government of Nepal 
Kathmandu, Nepal 
Phone: (977-1)4360-029 
Fax: (977-1) 4256181 
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Fax: +94 112 690 790 
Mobile: +94 718 251 320 
Email: fhb.dmch@gmail.com
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Dr. P.R. Deo 58. 
State Programme Coordinator 
United Nations Population Fund, 
UN House, 2nd Floor, 
41-42, Polytechnic Colony, 
Shyamla Hills, 
Bhopal - 462 011 
Phones : (0755) 2661246 / 2661247 
Fax: (0755) 2661245 
Email: deo@unfpa.org
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Email: jayathilakac@searo.who.int
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Mobile: +91-11-9871891665 
Direct Inward Dialling: 23309315 
Fax: 91-11-23370197, 23379395, 
23379507 
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