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Foreword

Health and well-being of 362 million adolescent (10–19 years) 
boys and girls in the South-East Asia Region will be the key to 
the national development of Member States as they progress 

towards achievement of the Sustainable Development Goals. Although 
adolescents are generally considered healthy, there is signifi cant 
mortality and morbidity in this age group. There were an estimated 
1.7 million deaths among adolescents in 2015 in the Region. Leading 
causes of mortality include self-harm (suicide), road injury and maternal 
mortality (among women aged 15–19 years). In addition, signifi cant 
morbidity is reported among adolescents in the Region – a loss of 
21 783 disability-adjusted life years (DALYs) per 100 000 adolescent 

sowing to self-harm, iron defi ciency anaemia, depressive disorders, road traffi  c injuries and diarrhoeal 
diseases. Investing in adolescent health ensures triple dividends in terms of health during adolescence, 
health during later adulthood (by preventing risk factors for chronic conditions like noncommunicable 
diseases) as well as health of the future generation (by ensuring health of the o  spring of women who 
themselves remained healthy).

WHO Regional Offi  ce for South-East Asia has been working with countries for over two decades and has 
provided support in developing national adolescent health programmes in our Member States. Countries 
are presently scaling-up adolescent-friendly health services and have adopted a variety of strategies to 
address public health priorities among adolescents.

Adolescent health has been included upfront in the renewed version of the Global Strategy for Women’s, 
Children’s and Adolescents’ Health (2016–2030) that is closely aligned with the global Sustainable 
Development Goals movement to which all our Member States have committed. Global Accelerated Action 
for the Health of Adolescents (AA-HA!) was launched at the World Health Assembly in 2017. It makes a strong 
case for investing in a broad adolescent health and development package and provides best experiences 
from across the world as well as recent evidence on what works. 

Regional Strategic Guidance for Adolescent Health (2018–2022) takes o   from the previous Regional 
strategy. This provides a way forward to countries to build upon the existing national adolescent health 
plans and adapt strategic elements from the Global AA-HA! Guidance in terms of o  ering a broad package 
of comprehensive services through multisectoral innovative approaches with close engagement of 
adolescents. Contribution from multiple UN agencies is a unique strength of this Regional Guidance and will 
be followed by joint country support to redesign and implement national adolescent health programmes. 

I am sure that our collective e  orts will help adolescent boys and girls in realizing the best of health, 
well-being and maximum human potential to e  ectively contribute to national development and progress 
towards achieving the Sustainable Development Goals.

Dr Poonam Khetrapal Singh
Regional Director

WHO Regional Offi  ce for South-East Asia 
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An overview of the Strategic Guidance

Countries in the South-East Asia Region have a high proportion of adolescents (10–19 years) in 
their populations, and this is likely to continue for several decades. Giving adequate attention to 
improving the health of this section of the population is essential not only for current and future 

public health, but also for social and economic development. In terms of engagement, programme 
experience and an evidence base for action, there has never been a better time to develop and 
implement programmes that will improve the health and development of adolescents. To this end, the 
UN partners have developed this Strategic Guidance to support accelerated action for the heath of 
adolescents in countries in the Region. 

It is understood that the policies and programmes focusing on the health and well-being of adolescents 
need to give adequate attention to the di  ering needs of male and female adolescents, younger 
(10–14 years) and older (15–19 years) adolescents, married and unmarried adolescents, rural and urban 
adolescents, adolescents with di  ering educational attainments and socio-economic status, and both 
the general population of adolescents and particularly vulnerable adolescents. Di  erent strategies, 
service delivery channels and settings need to be considered for reaching the entire range of subgroups 
of adolescents with evidence-informed interventions. 

While the primary focus of this Guidance will be on adolescents, it needs to be recognized that with 
transitions to adult roles taking place in the later stages of adolescence in some countries in the 
Region and in some socio-economic groups within countries, and in view of what is known about 
the developmental processes that are taking place during this period of life, e.g., brain development 
continues into the early 20s, much of what is outlined in terms of improving and maintaining the health 
of adolescents will also be important for the health of older individuals.

At the same time, it must also be recognized that there are additional health issues that need attention 
for the older age groups, and require di  erent strategies for service delivery owing to their di  erent 
contexts in terms of their roles, responsibilities and expectations. For example, services may need to 
be provided at institutions of higher education (colleges/universities) and at the workplace as many 
adolescents may already be working.

The 4S framework (strategic information, 
supportive policies, services and commodities 
and strengthening other sectors) that outlines 
the key roles of the health sector has provided 
a structure for countries in the Region for 
adolescent health programming over the past 
decade. In addition to specifi c attention to the 
health sector response, it is widely recognized 
that several other sectors need to contribute 
to improving and maintaining the health of 
adolescents. The health sector therefore 
needs to mobilize and engage a range of other sectors – advocating for evidence-based interventions 
directed to social determinants contributing to prevention of health problems, collecting and sharing 
data needed for advocacy and programme design, monitoring the implementation and evaluating 

Strategic 
information

Services and 
commodities

Supportive 
policies

Strengthening 
other sectors

The 4S framework
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their impact. Other sectors must realize that the health sector’s role in keeping adolescents healthy 
is crucial for achieving their own goals as well, e.g., retaining adolescent boys and girls in schools, 
improving their cognitive capacity, and for older age groups, enhancing their ability to work. 

The Regional Strategic Guidance focuses on a range of adolescent health problems. Adolescent 
sexual and reproductive health (ASRH) problems like adolescent pregnancy and sexually transmitted 
infections remain important unfi nished work in the Region despite some progress. At the same time, 
there is a growing awareness of the need to give greater attention to a range of other health problems 
that are often interrelated and frequently have common determinants (1). These include mental health 
problems such as suicide, depression, anxiety, stress and substance use; violence (interpersonal 
and gender-based); unintentional injuries such as road traffi  c injuries and drowning; nutrition (both 
undernutrition/anaemia and overweight/obesity); common endemic infectious diseases and chronic 
conditions/noncommunicable diseases (NCDs); and a range of health-related behaviour and conditions 
that undermine adolescents’ health now and in the future, e.g., tobacco and alcohol use, unhealthy 
food consumption and lack of exercise.

This Guidance derives its strength from the 
Global Accelerated Action for the Health of 
Adolescents (AA-HA!): Guidance to Support 
Country Implementation (7) that has been 
prepared by WHO with inputs and support 
from key UN and other partners. This has 
been done based on the 2015 World Health 
Assembly discussions following the launch 
of the WHO interactive web-based report 
Health for the World’s Adolescents – a second 
chance in the second decade ( ) in 2014. 
The AA-HA! Global Guidance is focused on 
the adolescent health components of the 
Global Strategy for Women’s, Children’s 
and Adolescents’ Health (2016–2030) and 
its related Operational Framework.

The Global AA-HA! Guidance will contribute 
to developing and strengthening national 
adolescent health policies and programmes 
by providing the rationale for directing more 
resources to this phase of the life-course and collating evidence-based interventions for adolescent health. 
It also outlines processes that countries can use to defi ne priorities, and describes e  ective approaches for 
developing, implementing, monitoring and evaluating policies and programmes for adolescent health and 
well-being.

This Regional Guidance aims to take forward the Global AA-HA Guidance to contextualize the wealth of 
information that it contains for the South-East Asia Region. Building upon what countries have already 

This Guidance highlights a number of 
global goals and targets that countries 
can review and adapt to their own 
specifi c priorities and realities. These 
include the Sustainable Development 
Goals (SDGs) (2), the targets included 
in the UN Secretary General’s Global 
Strategy on Women’s, Children’s and 
Adolescents’ Health (2016–2030) - the 
Global Strategy (3,4,5) and the ongoing 
work being coordinated by World 
Health Organization (WHO) to develop 
consensus around core indicators for 
adolescent health (6). 
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achieved in adolescent health programmes 
in the past decade, it highlights further 
opportunities for Member States to 
strengthen their adolescent health policies 
and programmes. 

In keeping with growing e  orts in the Region 
to facilitate and strengthen coordination 
among UN partners, the development of 
this Strategic Guidance has included the 
contribution of key UN agencies that have 
an interest and involvement with adolescent 
health (9). It is anticipated that this will help 
to strengthen broad consensus among 
the partners about priorities for action, 
facilitate collaboration, ensure common and 
consistent technical assistance, and make 
optimal use of available resources towards 
implementation of the strategic guidance in 
the South-East Asia Region.

This Strategic Guidance document 
deals primarily with the role of the 
health sector in improving the health 
of adolescents. This includes actions to 
achieve universal health coverage (UHC) 
to ensure that all adolescents have 
access to the promotive, preventive,
curative, rehabilitative and palliative 
health services they need; that the 
services are of suffi  cient quality to
be eff ective; and that the use of 
these services does not expose the 
adolescents or their families to fi nancial 
hardship.
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Purpose of the Strategic Guidance

The Regional Strategic Guidance is intended to provide direction to national governments, 
partners, donors and civil society stakeholders in designing or strengthening national 
and subnational adolescent health plans to address high priority health issues through 

multisectoral actions.

The overall aims of the Guidance are:

Highlight regional and global 

developments during the past decade 

that have implications for adolescent 

health policies and programmes in 

the SDGs phase in the Region

1

Provide an overview of the

health situation of adolescents in the 

South-East Asia Region and guidance to 

build upon adolescent health policies 

and programmes that have been 

implemented in the Region in the past

2

Propose key Regional and

national activities for programme 

planning, implementation and 

monitoring to accelerate action for 

adolescent health in the countries in 

South-East Asia, while contextualizing 

the Global AA-HA! Guidance.

3
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Process of developing the Strategic Guidance

The process of developing the Strategic Guidance consisted of the following steps:

Secondary Review

A review of relevant national, regional 
and global documents and reports from 
countries, WHO, H6+ partner organizations 
and nongovernmental organizations (NGOs) 
that focus on adolescent health strategies, 
plans, policies and programmes that have 
been published since the previous regional 
adolescent health strategy was developed.

Key Informant Survey

A survey among selected key informants 
in di  erent programmes at WHO Regional 
Offi  ce for South-East Asia and in countries of 
the Region, and sta   of WHO country offi  ces 
and ministries of health was conducted to 
identify lessons learnt and proposals for 
future action.

Review of Inputs & Draft

Review and inputs on previous drafts of 
the Guidance were received from national 
programme managers of ministries of health 
from Member States in the Region, global and 
regional adolescent health experts, including 
members of the South-East Asia Regional 
Technical Advisory Group.

Key Informant Inputs

Key informant inputs from the regional sta   
of H6+ UN partners, in particular UNFPA, 
UNICEF and UNESCO, including feedback 
were provided by national programme 
managers on an earlier draft of the Guidance 
during the Regional Meeting organized by 
WHO Regional Offi  ce for South-East Asia.

Strategic Guidance on Accelerating Actions 
for Adolescent Health in South-East Asia 
Region was developed.
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Guiding concepts and principles

Policies and programmes for adolescent health need to be guided by a number of principles, 

many of which were articulated in the previous Regional Strategic Guidance (10) and have stood 

the test of time. These principles are: 

• A life-course approach, both in terms of making a compelling case for the need to give increased 

attention to the adolescent years for the present and the future, for this generation and the 

next, and also in terms of making strategic links to interventions during other periods of the 

life-course, e.g., a focus on parenting from early childhood through to late adolescence

• An ecological model that directs people’s attention to individual characteristics as well as to 

the important environmental factors that a  ect adolescent health and development, both 

the immediate environment of family and friends and also the wider environment created by 

policies, social determinants, values and norms. Notwithstanding the fact that while these 

di  erent levels have an impact on adolescents, adolescents themselves have an impact on 

these factors; there is therefore a need for a two-way ecological model (11)

• A human rights-based approach that not only supports good public health but also stresses 

Member States’ obligations to ensure that evidence-based interventions for adolescent health 

are implemented to scale (12)

• Adolescents as a positive force for change. Despite the fact that it will often be the problems 

during the adolescent years that attract the attention of politicians and community leaders, it 

will be important to stress that adolescents can and do make important contributions to their 

own health and that of their families and communities

• Heterogeneity, emphasizing the need to take into consideration the similarities and di  erences 

between and within countries in the Region in terms of the environment, infrastructure and 

other resources; and also the similarities and di  erences between adolescents themselves 

in terms of age, gender, rural/urban domicile, educational and socio-economic status, ethnic 

background and other characteristics that have implications for the design and implementation 

of policies, programmes and delivery mechanisms

• Equity, which builds on concepts of heterogeneity and human rights. This important principle 

will help to ensure that countries give adequate consideration to vulnerable and marginalized 

adolescents, in terms of identifying/targeting them, understanding the determinants of their 

health problems and developing specifi c strategies, where necessary, for prevention and 

treatment/care 
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Why focus on adolescent health?

There are many reasons why Member States in the South-East Asia Region should be concerned 
about the health and development of adolescents. These have been well synthesized in a 
number of publications (13).

Demographic considerations

Adolescents in the Region constitute a large segment of the population, and maximizing their health 
and development will be essential for taking advantage of the period when the working population 
is relatively large in comparison to dependent populations (the very young and the very old) – the 
“demographic dividend”.

An important phase of development 

Adolescence is one of the most rapid and formative phases of human development, with unique 
physical, cognitive, social and emotional changes taking place that necessitate specifi c attention in 
national policies and programmes.

Human rights and global goals 

Giving adequate attention to adolescents is essential for meeting the obligations of governments in 
terms of human rights (14) and for achieving global commitments, including the SDGs and the targets 
outlined in the Global Strategy.

A signifi cant burden of disease

Adolescents bear a substantial proportion of the overall population’s disease and injury burden. In 
2015, out of an estimated 1.2 billion adolescents aged 10–19 years, an estimated 6.3 million adolescents 
died, with over two thirds of these deaths occurring in low- and middle-income countries – 26% of them 
in the South-East Asia Region. At 102 per 100 000 10–19-year-olds, the adolescent mortality rate in the 
Region is signifi cant. In addition to mortality, the years of healthy life lost due to ill health, disability or 
premature death among adolescents is signifi cant as well. 

The triple dividend 

Adolescence provides an opportunity to build on and avoid wasting investments in health that have 
been made during the fi rst decade of life, and possibly make up for defi cits that may have accrued. 
During the adolescent years many aspects of health-related behaviour and conditions begin or are 
consolidated, which have implications for adolescents now, for their health as adults, e.g., NCDs and 
the health of their children.

Evidence for action

Not only is there a strong imperative to act, but it is also increasingly clear what needs to be done. 
There is a signifi cant evidence base for e  ective interventions and growing experiences of countries 
taking these interventions to scale globally, and within the South-East Asia Region. 
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An overview of the health status of adolescents in the Region

Detailed data, graphs and information on adolescent health issues in the Region for this section is 
given at Annex 1. A summary analysis is presented below.

6.1 Demographics, mortality and morbidity

In 2015, there were 362 million adolescents (10–19 years) in the Region, which was 30% of the global 
population of adolescents. With an overall mortality rate of 102/100 000 adolescents, there are an 
estimated 1.7 million deaths in this age group in a year (~27% of global deaths). In addition, an estimated 
21 783 DALYs are lost per 100 000 adolescents (13% of the global DALYs lost during adolescence) (15). 
The fi ve leading causes of adolescent mortality in the Region were self-harm (suicide), road injuries, 
diarrhoeal diseases, drowning and lower respiratory infections; and the fi ve main causes of lost DALYs 
were self-harm, iron defi ciency anaemia, depressive disorders, road traffi  c injuries and diarrhoeal 
diseases (16).

Fig. 1 gives the percentage share of the total population of adolescents for Member States in the 
Region. 

Fig 1: Adolescents’ share of the total population (%)
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Source: United Nations, Department of Economic and Social Aff airs, Population Division. World Population Prospects: The 2017 Revision. New York: United Nations; 
2017.

6.2 Structural determinants of adolescent health

A rising economic growth has been observed in several countries in the Region, accompanied 
unfortunately by rising inequalities within countries (17). There has been a progressive trend of rural-
to-urban migration, growing penetration of mobile phones (18) and increasing use of social and 
interactive media by adolescents. These social and economic trends are observed in most countries 
in the Region, although not for every adolescent – many remain left behind. These changes have both 
positive and negative e  ects on the health and development of adolescents. 
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Education

SDG 4 on quality education aims to ensure inclusive and equitable quality education and promote 
lifelong learning opportunities for all (19). Education has an important impact on the health of 
adolescents now, later as adults and on the health of their children (intergenerational e  ect). It is both 
a cause and a consequence of social and economic inequalities, which in turn have an impact on health 
across the life-course.

The rate of enrolment in primary school has increased over the past decades; however, low enrolment 
in secondary school and vocational training, which particularly applies to girls, limits the potential of 
adolescents. 

Overall, data indicate that there has been slow progress in reducing the number of out-of-school 
adolescents in the Region (20). Despite signifi cant e  orts, many adolescents are still not in school. For 
countries where early marriage of girls is common (Bangladesh, India, Indonesia and Nepal), girls on 
average spend less time in schools than boys (21).

Employment

Employment is a complex issue during the adolescent years, with e  orts during early adolescence 
being primarily directed to keeping younger adolescents in school and away from work (child labour). 
In the latter years of adolescence, e  orts are required in helping get access to decent work. 

The proportion of youth who are neither 
in employment nor in education or training 
(the “NEET rate”) is a new indicator. Such 
adolescents and youth are at a greater 
risk of becoming vulnerable and/or socially 
excluded, and lack the skills to improve their 
economic situation (22). Country-wise data 
on NEET is given in Annex 1. Unemployment 
rates among youth (15–24 years) in the 

Region vary from high levels in Maldives (42%), Indonesia (48%), Sri Lanka (33%) and Thailand (48%) to 
low levels in Bhutan (29%) and Timor-Leste (14%) (23).

Early marriage

Marriage before the age of 18 years is a violation of human rights. Many factors interact to place a 
girl at risk of marriage, including: poverty and illiteracy; the perception that marriage will provide 
“protection” to girls post-puberty; social norms, customs and religious laws; inadequate legislative 
framework; and the state of a country’s civil registration system.

Early marriage and consequent pregnancy interrupt the schooling of girls and interfere with their full 
growth and potential, in addition to the adverse e  ects on their health and nutrition. Child mortality 
is higher among newborns and infants born to adolescent mothers. Although the proportion of early 
marriage for girls has declined over time in all countries in the Region, it remains relatively high in 
several countries – Bangladesh (59%), Nepal (41%), India (27%) and Bhutan (26%) (24). In terms of 

On average, 26% of youth (15–24 years) 
in the South-East Asia Region are not in 
education, employment or training. The 
proportion is higher among females 
(36%) as compared to males (16%).
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absolute numbers, India alone accounts for one third of the global total of child brides. Bangladesh 
has the highest rate of marriage involving girls under the age of 15 years. 

The median ages for marriage female/male (female/male) were 17/17 in Timor-Leste, 18/18 in Sri Lanka, 
Maldives and Bhutan, 18/21 in India and Bangladesh, 20/20 in Nepal and 21/21 in Indonesia and Thailand (25). 
There have been many policy proposals against child marriage in recent years. Promising interventions and 
strategic policy choices are available to put girls on the path towards prosperity, progress and peace (26).

6.3 Protective and risk factors for adolescent health

By defi nition, factors are called “protective” if they discourage one or more type of behaviour that 
may lead to negative health outcomes, or encourage behaviour that might prevent a negative health 
outcome; similarly, factors are labelled “risk” if they either encourage or are associated with one or 
more type of behaviour that might lead to a negative health outcome or discourage behaviour that 
might prevent them (27).

Family connectedness

Family connectedness is an important protective factor that encourages positive health-related 
behaviour, leading to a positive health outcome (28). The Global School-based Health Survey (GSHS) 
includes questions on whether parents understood their adolescent children’s problems and worries, 
whether they really knew what the adolescent students were doing with their free time and whether 
they checked if their homework was done.

For all the countries and all of the questions, the male to female ratio indicated that girls scored better 
on these questions than boys – they felt more connected with their parents. Sri Lanka, India, Nepal and 
Myanmar scored the highest in terms of family connection, while Thailand and Timor-Leste scored the 
lowest. 

School connectedness

It is now well recognized that the school ethos is also an important protective factor for adolescent 
health and development, including mental health and health-related behaviour. The GSHS includes 
questions relating to whether or not other students are perceived to be helpful, or if there is bullying. 
Countries in which students are most likely to feel that other students are helpful (over 50%) are 
Maldives, Bangladesh, Nepal and Sri Lanka, and this indicator is the lowest in Indonesia, Myanmar and 
Timor-Leste (see Annex 1). Over 50% of students feel bullied in Nepal and Myanmar, with rates in the 
20%–30% range in all countries except India (although the question in India was worded di  erently).

Media/Internet usage

There are signifi cant disparities in the Region between countries in terms of adolescents’ access to 
the media, including the Internet, something that is likely to be refl  ected within countries as well. The 
limited data that are available for selected countries in the South-East Asia Region (29) indicate that 
while over 25% of 15–19-year-olds in the Maldives and Nepal have access to all three media (TV, radio 
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and Internet), in countries such as Timor-Leste and Bangladesh around 40% of adolescents do not have 
access to any of these media. 

6.4 Health problems and health-related behaviour

Sexual and reproductive health

About 6 million adolescent girls between 15 and 19 years of age give birth each year in South-East Asia. 
The adolescent birth rate among 15–19 year old girls in the South-East Asia Region is 33.9/1000, just 
below the global average of 44.1 and lower than all other regions except the European Region and the 
Western Pacifi c Region (17.6 and 15.3, respectively) (30).

There is wide variation in adolescent birth rates between countries within the Region, with high rates 
of 113, 71 and 60 per 1000 seen in Bangladesh, Nepal and Thailand, respectively and at the other end 
are the low rates of 28.4, 28.1, 20.3, 13.7 and 0.7 per 1000 reported in Bhutan, India, Sri Lanka, Maldives 
and DPR Korea, respectively. Since the year 2000, there has been a decline in the adolescent birth rate 
in all countries in the Region except Myanmar, Sri Lanka and Thailand (which increased from 35/1000 
to 60/1000) (31).

Where data are available, they indicate that a signifi cant percentage of adolescent births are 
“unwanted”, ranging from 28% and 25% in Maldives and Nepal, respectively (both rates higher than 
in 20–24-year-olds) to 12% and 10% in Timor-Leste and Indonesia, respectively (both rates lower than in 
20–24-year-olds). Much of data related to sexual and reproductive health is from national demographic 
and health surveys (32).

The demand for contraception among 15–19 year old girls is above 50% in all countries for which data 
are available, except India and Timor-Leste (40% and 35%, respectively), with rates of 64% in Bangladesh 
and 68% in Sri Lanka. However, in all countries there remains a signifi cant unmet need for contraception. 
In some countries it is particularly high – 42% in Nepal, 36% in Maldives, and 27% in Bhutan. 

Sources of information about puberty and 
sexual health for youth from countries in the 
South-East Asia Region vary signifi cantly. 
While many adolescents reported having 
obtained information from their parents, 
friends and the media, relatively few 
reported obtaining information from 
schools and health workers.

Mental health

Information is available for a few indicators related to mental health: anxiety, loneliness (depression) 
and “have no friends” from GSHS undertaken in various countries. The highest rates of these three 
conditions/situations are reported in the Maldives (15.1%, 15.5% and 8.7%, respectively) followed by 
Timor-Leste (11.5%, 14.0% and 4.4%), with intermediate rates in Thailand, India and Bhutan, and lower 
rates in Indonesia, Sri Lanka and Nepal. The lowest rates are found in Myanmar (3.9%, 8.8% and 3.7%). 
The male to female ratios indicate that adolescent girls are almost universally more a  ected than boys.

Comprehensive knowledge about sexual 

and reproductive health among young 

people is below 40% in all countries 

except Thailand, where the fi gure is 56%.
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Estimated suicide rates per 100 000 population aged 15–29 years show that, with the exception of 
India and Bangladesh, suicide-related mortality is higher in young males than females. Overall rates 
are highest in India, Nepal, Sri Lanka, Bhutan and Myanmar (35.5, 25.8, 23.7, 15.7 and 15.7/100 000, 
respectively), and lowest in the Maldives and Indonesia (4.1 and 3.6/100000, respectively) (33).

Nutrition, diet and physical activity

Nutritional outcomes have important implications for health and development: thinness (poor nutrition) 
results in limiting school achievement and work productivity and gives rise to poor reproductive health 
outcomes; and obesity not only has an impact during adolescence but also across the life-course as a 
risk factor for NCDs.

Based on body mass index (BMI) measurements, where data were available, countries had higher 
rates of thinness (BMI < 18.5) than obesity (BMI > 25) : 25% vs 11% (Bangladesh); 23% vs 21% (India); 24% vs 
20.4% (Maldives); 30% vs 3% (Nepal); 40% vs 4.5% (Sri Lanka); and 33% vs 15% (Timor-Leste) (34). In 2015, 
in India, Maldives, Myanmar and Thailand there were more 15–19-year-olds who were overweight than 
there were students who were hungry most/all of the time (10.8/3.5, 20.4/6.9, 5.1/2.6, 10/3.4), although 
the opposite was the case in Indonesia and Sri Lanka (5.8/5.9 and 4.5/6.5) (35).

Another important indicator of nutritional status is the prevalence of anaemia. Unfortunately, there is 
no national data collected on anaemia in adolescents, despite the fact that this is estimated to be the 
number one cause of lost DALYs in 10–19 year old girls and 10–14 year old boys in the South-East Asia 
Region. 

Physical activity is important for a range of health outcomes from nutritional status to mental health 
and as a risk factor for obesity and NCDs. The GSHS results indicate that a relatively small number of 
students are achieving the global standard for adolescents of 60 minutes of moderate to vigorous 
exercise per day. 

Tobacco, alcohol and substance use

For all countries in the Region for which trend data are available, tobacco use is decreasing among 
adolescents, with the exception of Bhutan. Rates vary signifi cantly between countries, with rates of 
24.6% and 20.1% in Bhutan and Timor-Leste, respectively and rates of 3.4% in India and 1.2% in Sri Lanka. 
In all countries, rates of smoking in 13–17 year-old boys are higher than they are in girls, the disparities 
being much higher in some countries (Myanmar, Indonesia, India, Sri Lanka and Bangladesh) than 
others (Bhutan, Maldives and Nepal) (36).

Current alcohol use among 13–17-year-olds in Bhutan and Thailand is over 20%, and it is not surprising 
that these two countries also have higher rates of problems from drinking. All the other countries are 
below 10% for current alcohol use, with most being 5% or below (Nepal, Myanmar and Indonesia). The 
male to female ratio consistently indicates more alcohol use among boys than girls (37).

Violence and injury

Injuries, predominantly road traffi  c injuries, drowning, and violence (both interpersonal and gender-
based) are major health problems in countries in the Region. While a number of countries have 
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developed plans directed towards intimate partner violence and sexual violence, relatively few have 
plans that respond to bullying or other forms of interpersonal violence (38).

6.5 Implications of the data and information for adolescent health in the Region

The overview of health in the South-East Asia Region highlights a number of challenges regarding 
availability and use of data for countries in the Region as they strengthen their adolescent health 
policies and programmes.
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Priority health problems

The data emphasize that while there are a range of sexual and reproductive health problems that 
require ongoing attention, there are several other health problems, such as injuries/violence, nutrition 
problems such as undernutrition, anaemia and obesity, and mental health issues that require attention 
for adolescent health – both now and for adult health in the future. This epidemiological information 
will be useful when countries defi ne priorities for action. It is to be noted that at a regional level there 
has been increasing attention to a number of health problems of growing importance, including 
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pre-conception care (39) NCDs (40), diet and physical activity and mental health (41) that need to be 
considered by the countries during operationalization of the Global Strategy and while implementing 
SDG 3.

Inadequacy of data

Although there is some progress in the availability of data on adolescent health over time, strategic 
information is still inadequate for advocacy, planning and monitoring. Sometimes there is no data at 
all, or when data is available, it is insuffi  ciently disaggregated by age and/or sex, e.g., anaemia. It is 
diffi  cult to compare countries because the years di  er and in some cases the questions used in surveys 
di  er, e.g., substance use; and it is often diffi  cult to ascertain trends. Global Strategy provides some 
guidance to countries about key indicators that need to be measured.

Understanding determinants of adolescent health

It is important to systematically assess the determinants of adolescent health to decide priority 
interventions and target the interventions towards specifi c groups of adolescents. While progress 
has been made, such as in connectedness with and regulation by parents, more could be done, e.g., 
disaggregating data by socio-economic status, sex, urban/rural location, and religious groups.

Information on especially vulnerable adolescents

The national aggregated data do not highlight specifi c groups of adolescents who are particularly 
vulnerable, either because of individual characteristics or because of the environment in which they 
live, learn and play. Poor information and consequent inadequacy in planning will undermine e  orts to 
ensure equity in adolescent health. 

Importance of gender

The data highlight the need to ensure that policies and programmes refl  ect the specifi c needs of girls 
and boys. It is interesting to note, for example, that while occurrence of most health-related behaviour 
is seen more in boys than in girls, the protective factors of family connection and regulation are higher 
in girls than boys. The exceptions mainly relate to sexual and reproductive health and gender-based 
and intimate partner violence, where girls are either exclusively at risk, e.g., pregnancy and related 
maternal mortality, or disproportionately at risk, e.g., rape.



7
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Since the previous regional strategy was developed (42), there have been a number of global 
and regional developments that must be used to update and contextualize national adolescent 
health policies and programmes.

7.1 Sustainable Development Goals

The 2030 Sustainable Development Agenda is of unprecedented scope and ambition, and applicable 
to all countries. While poverty eradication, health, education and food security and nutrition remain 
priorities, the SDGs also include a broad range of economic, social and environmental objectives, 
o  ering the prospect of more peaceful and inclusive societies.

While none of the SDGs deal explicitly with adolescents, including a strong focus on adolescents 
and ensuring that adolescents are actively involved will be central to achieving most of the goals, as 
emphasized in several publications (43–47). The 17 goals and 169 targets include one specifi c goal for 
health: “Ensure healthy lives and promote well-being for all at all ages”, and 13 health-related targets.

There are many linkages between the health goal and other goals and targets, refl  ecting the integrated 
approach that underpins the SDGs (a fundamental assumption of the SDGs is that health is both a 
major contributor to, and a benefi ciary of, sustainable development policies). UHC, one of the 13 health 
goal targets, provides an overall framework for the implementation of a broad and ambitious agenda 
for increasing the coverage and quality of essential services in ways that avoid fi nancial hardship for 
adolescents and their families.

In order to take on the wide range of cross-cutting issues included in the SDGs, it will be necessary to 
achieve greater intersectoral coherence, integration and coordination of e  ort. This in turn will require 
strengthened national, regional and global partnerships for sustainable development, a commitment 
to reach across sectors, clear and measurable objectives, and explicit attention to the needs of the 
poorest and most vulnerable. This Guidance will make an important contribution to realizing these 

aspirations.

7.2 The Global Strategy on Women’s, Children’s and Adolescents’ Health (2016–2030) 

The new Global Strategy (2016–2030) builds on the previous Global Strategy on Women’s and Children’s 
Health (48), and, for the fi rst time, includes explicit attention to adolescents and to humanitarian and 
fragile settings. It focuses on three overarching objectives that are aligned with the SDGs: 

Survive
End preventable deaths 

Transform
Expand enabling environments

Thrive
Ensure health and well-being
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The Global Strategy has also put forth a set of indicators (49), many of which are in line with SDGs; and 
there are additional ones as well (Annex 2).

A number of health sector investment areas and multisectoral policies and interventions are outlined 
in the Global Strategy that will have implications for the health of adolescents. Several of the specifi c 
interventions outlined for children and women are also important for the health of adolescents 
(Annex 3).

In summation, the core interventions recommended in the Global Strategy with specifi c reference to 
adolescents are as follows:

• Routine vaccinations, e.g., human papilloma virus, hepatitis B, diphtheria–tetanus, and for 
catch-up, rubella and measles

• Promotion of healthy behaviour, e.g., nutrition, physical activity, and no tobacco, alcohol or 
drugs

• Prevention, detection and management of anaemia, especially for adolescent girls

• Comprehensive sex education

• Information, counselling and services for comprehensive sexual and reproductive health, 
including contraception

• Psychosocial support and related services for adolescent mental health and well-being

• Prevention of, and response to, sexual and other forms of gender-based violence

• Prevention of, and response to, harmful practices such as female genital mutilation and early 
and forced marriage

• Prevention, detection and treatment of communicable diseases and NCDs and sexually 
transmitted and reproductive tract infections, including HIV, TB and syphilis

• Voluntary medical male circumcision in countries with HIV generalized epidemics

• Detection and management of hazardous and harmful substance use

• Parent skill training, as appropriate, for managing behavioural disorders in adolescents

• Assessment and management of adolescents who present with unintentional injury, including 
alcohol-related injury

• Prevention of suicide and management of self-harm/suicide risks.

7.3  Global Accelerated Action for the Health of Adolescents (AA-HA!): Guidance to 
support country implementation 

As a follow-up to the 2015 WHO online report Health for the World’s Adolescents: a second chance in 
the second decade, the Sixty-eighth World Health Assembly requested WHO Secretariat to develop 
a global framework for accelerated action for adolescent health in consultation with adolescents, 
Member States and major partners. The Global Accelerated Action for the Health of Adolescents 
(AA-HA!): Guidance to support country implementation that was subsequently developed was 
launched in May 2017. It provides guidance to countries and programmes on how to plan, implement 
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and monitor a “survive, thrive and transform” response to the health needs of adolescents, in line with 
the Global Strategy for Women’s, Children’s and Adolescents’ Health (2016–2030) and its Operational 
Framework (50).

The Guidance summarizes the main 
arguments for investing in adolescent 
health, and details the key steps – from 
understanding the country’s epidemiological 
profi le, undertaking a landscape analysis 
to clarify what has already been done and 
by whom, and conducting a consultative 
process for setting priorities, to planning, 
implementing, monitoring and evaluating 
national adolescent health programmes. 
It also includes key research priorities and 
case studies to illustrate that what is being 
recommended can be done, and in some 
cases has already been done. It includes several country case studies from the South-East Asia Region 
countries highlighting signifi cant examples of successful practices (Annex 4).

The Global AA-HA! Guidance has six overarching messages:

• Approach: It provides a systematic approach for understanding adolescent health needs, 
prioritizing these in the country context, and planning, monitoring and evaluating adolescent 
health programmes. 

• Prevention: Adolescents die from largely preventable causes; and even more, su  er from ill 
health due to these causes. Although much research is still needed, e  ective interventions are 
available for countries to act now.

• Priority setting: The nature, scale and impact of adolescent health needs vary between countries, 
between age groups and between the two sexes. Funds are limited, and governments should 
prioritize their actions according to the disease and injury risk factor profi les of their adolescent 
population, as well as the cost-e  ectiveness of the interventions. 

• Leadership: Strong leadership at the highest level of government should foster implementation 
of adolescent-responsive policies and programmes. To accelerate progress for adolescent 
health, countries should consider institutionalizing national adolescent health programmes. 
Globally agreed targets related to adolescent health exist, along with indicators to monitor 
progress towards these targets.

• Investment in adolescents: Yields from investing in adolescent health span across generations. 
There is a pressing need for increased investment in adolescent health programmes, to improve 
adolescent health and survival in the short term, for their future health as adults, and for the 
next generation. 

The Global AA-HA! Guidance aims to 
assist Member States in deciding what 
they plan to do – and how they plan to 
do it – as they respond to the health 
needs of adolescents in their countries. 
It is intended as a reference document 
for national-level policy-makers and 
programme managers.
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• Together with adolescents, for adolescents: Adolescents have particular health needs related 
to their rapid physical, sexual, social and emotional development and to the specifi c roles that 
they play in societies. National development policies, programmes and plans should be informed 
by adolescents’ particular health-related needs. They should be developed and implemented 
with adolescents, and the health and other sectors should normalize attention to adolescents’ 
health needs in all aspects of their work, including adopting an Adolescent Health in All Policies 
(AHiAP) approach. 

7.4 The Committee on the Rights of the Child – General Comment No 15 on Article 24

The Committee on the Rights of the Child (CRC) has published General Comment No. 15 on the right 
of the child to the enjoyment of the highest attainable standard of health (Article 24). This General 
Comment was adopted during the Committee's Sixty-second session.

This General Comment does three things (51):

• It highlights the underlying similarities between the scientifi c basis for a public health approach 
to adolescent health and a rights-based approach to health during the adolescent years.

• It outlines the normative content of the right of adolescents to the enjoyment of the highest 
attainable standard of health, and to facilities for the treatment of illness and rehabilitation in 
relation to health-care services.

• It describes the legally binding obligations of states that are parties to the CRC with respect to 
ensuring the full realization of adolescents’ right to health. It provides a conceptual framework 
and recommendations for concrete measures and actions required by states that are parties to 
the CRC and non-state actors to fulfi l these obligations, and for developing the regular reports 
that they prepare for the Committee.

The CRC has subsequently also developed a General Comment on adolescents (52) that deals more 
broadly with the rights of adolescents (53), which will also have implications for regional responses to 
the health of adolescents. 

7.5 Global evidence and guidance for adolescent health

In addition, there have been a number of important publications at the global level that have 
signifi cant implications for adolescent health policies and programmes (54, 55) (Annex 5), including:

• Health for the World’s Adolescents: a second chance in the second decade (56), which 
synthesizes current WHO guidance and recommendations on adolescent health (57).

• Innov8 approach is a resource that supports the operationalization of the SDGs’ commitment 
to “leave no one behind”. This is an 8-step analytical process that results in recommendations 
to improve programme performance through concrete actions to address health inequities, 
support gender equality, the progressive realization of UHC and the right to health, and address 
critical social determinants of health.

• The report of the Lancet Commission on Adolescent Health and Well-being.
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• WHO Technical Consultation of Indicators for Adolescent Health (58) that provides an overview 
of the consensus around key indicators for adolescent health, including health outcomes, 
behaviour, determinants and health services.

• A number of documents that focus on key elements of UHC, including core competencies in 
adolescent health and development for primary care providers (59); the policy implications of 
building an adolescent-competent work force (60); global standards for quality health-care 
services for adolescents (61); guidance on specifi c health issues such as HIV testing, counselling 
and care (62); and options for linking health interventions for adolescents with human papilloma 
virus (HPV) vaccination (63).

• Documents that provide guidance and support for capacity development, including programme 
support tools for adolescent health developed by WHO (64), UNICEF (65), UNFPA (66, 67) and 
UNESCO (68); increased access to resources (69) and capacity development opportunities 
(70, 71).
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This section focuses on how countries in the Region have been responding to adolescent health 

priorities and highlights some of the lessons learned and recommendations for future action.

8.1 Existing national adolescent health strategies/plans in the Region

Much has happened in the Region in the past towards adolescent health programming (Annex 6). For 

this, the countries in the Region based their strategies on the 4S Framework (strategic information, 

supportive policies, services and commodities, and strengthening other sectors) that outlines the 

key roles of the health sector for adolescent health. Countries have adopted supportive and enabling 

national policies to support adolescent health. Ministries of health in all countries in the Region, with 

the exception of DPR Korea, have developed national adolescent health strategies and plans.

In several countries, these plans have 

recently been renewed. Examples include 

Bhutan’s Adolescent Health Strategic Plan 

2013–2018, Sri Lanka’s National Strategic 

Plan Adolescent Health (2013–2017), India’s 

National Adolescent Health Strategy 

(Rashtriya Kishor Swasthya Karyakram) 

launched in 2014, Myanmar’s Five Year 

Strategic Plan for Young Peoples’ Health 

(2016–2020) and Indonesia’s National 

Action Plan on School-age Children and 

Adolescent Health (2016–2019). In Thailand, 

interventions for adolescents are integrated into all health programmes, each of which have separate 

action plans. It is to be noted that the majority of these strategies focus primarily on adolescent sexual 

and reproductive health.

For provision of health services to adolescents, the countries in the Region have implemented 

adolescent-friendly health services (AFHS). For this, all of them have developed national standards 

for AFHS. The WHO capacity building tools like the Orientation Programme and Adolescent Job Aid 

have been adapted into the countries’ plans and used for training physicians, nurses and other health-

care providers. Countries have been progressively scaling-up AFHS through the national public health 

system using multiple delivery channels like clinics, school health and community outreach, peer-led 

approach in partnerships with NGOs, development partners and professional bodies. 

Considering the important contributions non-health sectors can make towards adolescent health, 

countries have also tried intersectoral approaches. However, it has been a challenge to implement 

In countries that recently renewed the 
national adolescent health strategies 
and plans, there are both similarities 
and diff erences between, and within, 
countries in terms of priorities, policies 
and programmes – commendably, there 
is no attempt to create a “one-size-fi ts-
all” response.
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at-scale initiatives other than intersectoral work with the education sector to develop school-based 

interventions that have been relatively more feasible. 

For strengthening strategic information on adolescent health, countries have started age 

disaggregation of data from national demographic and health surveys (DHS) (for the 15–19 years age 

group). Some countries have also undertaken special surveys on adolescent health from time to time. 

Countries have used WHO tools to assess quality and coverage of adolescent health services and also 

undertaken programme reviews using the WHO Rapid Programme Review tool. The fi ndings have 

been used to strengthen their adolescent health programmes and services.

8.2 Regional experience from H6 partners in the South-East Asia Region

In addition to progress in the health sector, there has also been progress in other sectors that are 

responsible for policies and interventions that are directed towards important determinants of 

adolescent health, including education (e.g., school enrolment and retention, including increased 

attention to secondary education) and protection (e.g., child marriage and child labour). 

There are a number of publications synthesizing the experiences of H6+ partners and other organizations 

supporting the development, implementation and monitoring of adolescent health policies and 

programmes in the Region, which describe national experiences and make recommendations about 

what needs to be done to strengthen national responses to adolescent health. The majority of these 

documents deal primarily with ASRH, which is still a major problem in the Region. These documents 

vary in terms of whether they focus on content or on processes and strategies (Annex 7), and despite 

their ASRH-focus, have implications for planning to strengthen other priority health problems.

8.3 Recommendations to build upon the existing experiences in the Region

Taking these experiences of implementation of adolescent health programmes in the Region together, 

various actions could be recommended to further build upon the national e  orts for promoting 

adolescent health and development.

Continue to:

• make a compelling case for increased fi nancial and human resources for adolescent health, 

and for adopting a rights-based approach to adolescent health legislation, policy-making and 

programming;

• give high priority to achieving universal coverage of high-quality services delivering existing 

evidence-based interventions, and consider new interventions for the changing context and 

epidemiology;

• strengthen capacity building of health-care providers through pre-service and in-service 

education and training to develop a supportive attitude, perception and behaviour towards 

adolescent clients to provide them e  ective health services; and
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• strengthen the availability of strategic information (disaggregated by sex and age) in the 

national health information systems and use it for advocacy, planning and monitoring, and 

evaluation of policies and programmes for adolescent health; and

• strengthen demand creation and community support for AFHS and mobilization, and support 

for interventions with/through parents, families, communities and educational institutions.

Move beyond:

• curative services to include health promotion and prevention;

• only focusing on ASRH/human immunodefi ciency virus (HIV) to also include interventions that 

address other priority health problems such as mental health, nutrition issues, unintentional 

injuries and violence, self-harm, substance use, communicable diseases and NCDs and to reduce 

risks and vulnerabilities;

• service provision to engage the demand side to create awareness among parents, families and 

the community;

• adolescent clients themselves, to include a focus on determinants of adolescent health, 

including social values/norms and policies/legislation, structural interventions such as improved 

water and sanitation, provision of facilities for physical activity and roads with safety features;

• a focus on adolescent girls (important though this remains because of gender-based 

vulnerabilities and intergenerational implications) to also address the needs of adolescent boys 

(including attention to how gender norms also negatively a  ect their lives);

• an exclusive focus on the phase of adolescence to incorporate a life-course approach starting 

from childhood, ensuring continuum of care and development;

• the health sector, and mobilize and engage other sectors responsible for policies and 

programmes that have a key role to play in improving adolescent health; and

• measuring inputs, process and outputs to also measuring outcomes and impact.

Explore:

• diff erent service delivery strategies (e.g., school health, front-line community HWs, peer-

led approaches) for reaching adolescents in di  erent circumstances like street children, 

out-of-school adolescents, adolescents with disabilities, migratory adolescents and those in 

employment, drug users and key a  ected populations;

• new ways like use of Internet, interactive media, mHealth interventions and social media to 

ensure that adolescents can access the information and health services that they need/want;

• approaches to deciding about priorities for action in terms of essential/core interventions and 

services (to be implemented in all settings and situations), additional services (optional, based 

on capacity) and situational services (based on a specifi c epidemiological necessity, such as 

confl  ict or an epidemic);
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• eff ective strategies to achieve meaningful participation of adolescents in the development, 

implementation and monitoring of policies and programmes; and

• approaches to orient parents, teachers, peers and other gatekeepers on the needs of adolescents 

and to improve their communication and counselling skills for helping adolescents.

Adopt intersectoral approaches:

• Establish a national interministerial steering group for promoting adolescent health and 

development in line with the SDG framework.

• Establish intersectoral platforms and mechanisms like national task force/steering group to 

ensure joint planning, coordinated implementation and joint monitoring of adolescent health 

programmes.

• Defi ne the role of the health sector in mobilizing and supporting other sectors to play key roles in 

the prevention of major causes of mortality (e.g., road traffi  c injuries), health-related behaviour 

and conditions (e.g., physical activity and nutrition, violence) and resilience-strengthening 

interventions. 

Undertake:

• strengthening of programme review, planning and management capacity at national and 

subnational levels;

• review of laws and policies relating to adolescent health in order to identify any constraints to 

provisioning and use of services by adolescents, and address these;

• documentation and sharing of e  ective policies, programmes, best practices and success 

stories; and

• implementation research to better understand what obstructs and what facilitates scaling-up 

interventions in a sustainable way; analyse advantages and disadvantages of service delivery 

strategies within the context of UHC.

Strengthen partnerships:

• Promote collaboration among H6+ partners and other agencies such as International Labour 

Organization (ILO), UNESCO and World Food Programme (WFP), with clarity about respective 

mandates and comparative advantages to promote adolescent health and development.

• Develop consensus and coordination among partners around evidence-informed interventions 

and indicators.

• Encourage joint technical support to countries for situation analyses, capacity development for 

defi ning priorities, implementation and monitoring of programmes.
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• Sharing of experiences and synthesizing lessons learnt/good practices.

• Establish partnerships with the private sector, NGOs, civil society organizations (CSOs) and 

professional associations.
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In light of the global call for accelerated action and building upon what already exists in terms of 

adolescent health programming in the countries of the Region, there are a number of actions that 

need to be undertaken to strengthen actions to meet the health needs and rights of adolescents.

9.1  Actions by Member States to strengthen national programmes and operational 
plans

Recommended actions by Member States for accelerated action to strengthen national programmes 

and operational plans are listed below.

• Build upon the existing adolescent health programmes and broaden the scope based on the 

local situation, in line with global and regional guidance.

• Strengthen the leadership structures in the ministry of health to ensure adequate attention 

to the health needs of adolescents in the UHC package, and develop an investment case for 

adolescent health that can mobilize funds both within the country and from the Global Financing 

Facility as well as other external sources. 

• Review and revise national goals and targets for adolescent health, taking into consideration 

the targets outlined in the Global Strategy for Women’s, Children’s and Adolescents’ Health and 

SDGs, and ensure that monitoring systems are in place to assess progress and equity.

• Ensure that multiple relevant sectors, stakeholders and partners are engaged and collaborate 

to ensure coherence among policies and programmes towards achieving the national targets 

for adolescent health. It is important to design programmes with other sectors to address 

broad determinants of health, ensure attention to adolescent health in all policies, and ensure 

that there is attention to positive development and gender transformative approaches in 

programming. A high-level interministerial coordination mechanism would be needed.

• Review existing policies and programmes for adolescent health, using the Global AA-HA! Guidance 

and ensure enabling policies and legislation for creating a health promoting environment (e.g., 

easy access to ASRH information, services and commodities); providing access to safe places for 

physical activity; ensuring protection from harmful products (e.g., tobacco, alcohol, obesogenic 

foods) and practices (e.g., early marriage, road traffi  c injuries). 

• Prioritize adolescent health interventions in line with national goals to be implemented by 

the ministry of health and interventions to be delivered by other ministries that represent the 

sectors that are important for adolescent health and development (e.g., education, youth, social 

welfare transport, food, and criminal justice). Ensure that all such interventions are evidence-

based and guided by local epidemiology.
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• Evolve strategies for sustainable and equitable scale-up of prioritized interventions including 

specifi c and innovative strategies to respond to the needs of especially vulnerable adolescents. 

Undertake equity and gender responsiveness analysis of the adolescent health programmes 

using the tools like HEAT and Innov8 to ensure that no adolescent is left behind, especially the 

most vulnerable ones.

• Include adolescent health in the essential service package for UHC, particularly ensuring 

availability of equitable and comprehensive (preventive, promotive and curative) health services 

for adolescents.

• Invest in strengthening of health systems, including adequate fi nancing, availability of essential 

health infrastructure, supplies and adequate number of trained HWs to deliver AFHS; and ensure 

that adolescents in humanitarian and fragile settings also have easy access to such services. 

• Strengthen multiple service delivery channels for implementation of the prioritized interventions 

to benefi t adolescents in a range of settings, especially particularly vulnerable adolescents, 

including:

o Facility-based health services, based on national standards that have been adapted 

from the global standards. Health facilities provide appropriate services in ways that 

are equitable and meet the needs and expectations of all adolescents, provided by a 

range of HWs who have been e  ectively trained through pre- and in-service training, are 

supported by essential medicines and equipment and are adequately supervised.

o School/college-based services. Support the education sector to contribute to adolescent 

health and development by providing access to information, health promotion, 

development of life skills, provision of nutritious food, protection from bullying and 

provision of a range of health services in schools and colleges. In any case, education 

sector is central for guaranteeing access to free and good quality secondary education 

for all adolescents, which is crucial for their health and well-being.

o Workplace-related services. Recognizing that many adolescents may be working and that 

they may be particularly vulnerable in work settings, the workplace must be used for 

provision of promotive, preventive and curative services that contribute to their health 

and safety. 

o Community-based health services are particularly important for adolescents with poor 

access to health facilities, e.g., out-of-school adolescents and those living in rural and 

remote areas, where outreach services through community HWs or mobile teams could 

be provided following the national AFHS standards. 

o Integrate provision of health information and services in sports clubs and recreation 

centres created for adolescents. 
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o Media-based approaches. Both traditional mass media and particularly the new interactive 

and social media are important channels for providing factual information and changing/

maintaining social values and norms, which are an important determinant of positive 

health and health problems among adolescents.

o mHealth and eHealth innovations could be used for providing targeted services 

through mobile phones and Internet since a large number of adolescents are using such 

technology, especially in urban areas.

• Create demand for adolescent health services through engagement with adolescents, their 

families and communities to promote adolescents’ access to available health and other services 

as and when needed. 

• Ensure a safe and supportive environment for adolescents. The health sector should support 

the role of broader communities in promoting supportive values and norms for adolescent 

health and availability of a supportive and protective environment such as connection and 

regulation, role modelling, provision of basic needs and protection. The health sector should 

work with other sectors to build capacity of parents, caregivers, peer-educators and teachers 

for providing health information and development of life skills among adolescents. 

• Strengthen documentation and promote implementation research that can help programmers 

better understand the “how” of interventions that are e  ectively taken to scale with quality, in 

order to contribute to the evidence base and the collective understanding of good practice.

• Ensure participation of adolescents in all of the above activities in ways that make it possible 

for them to make a positive contribution. They should be involved right from the beginning, at 

the stage of designing of plans and services. Doing so will improve the chances of success in 

terms of better utilization of services. For peer-led approaches to service delivery (information 

provision, advice and health care including timely and appropriate referral), it is crucial to ensure 

appropriate selection and training (of both the adolescents and the adults who work with them) 

and the creation of a supportive and enabling environment for them to work in.

• Develop and implement a monitoring and evaluation mechanism to regularly review and assess 

the above activities in order to ensure progress in the programmes for health of adolescents. 

Periodic assessment of quality and coverage of services must be undertaken. The global and 

regional monitoring and reporting frameworks should be adopted for periodically reporting 

progress on indicators related to health, well-being and development of adolescents towards 

achieving Global Strategy and SDG 3 targets.
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9.2  Role of WHO Regional Offi  ce for South-East Asia and partners for supporting 
Member States

• Coordinate H6+ regional initiatives for adolescent health in countries and identify e  ective 

organizational and collaborative approaches to advocacy, technical assistance and the 

mobilization of funds. Develop consensus and synergies; avoid duplication or overlap; build 

on the lessons learnt from joint reviews/evaluations; and jointly support accelerated action in 

countries to strengthen adolescent health policies and programmes.

• Advocate and provide guidance and support for multisectoral policies and programmes for 

improving the health and development of adolescents.

• Support countries to identify the priority adolescent health issues by reviewing the demographic 

and epidemiological situation of adolescents. This will help to review and strengthen the existing 

policies, programmes and resources to respond to such health issues.

• Support development of national adolescent health implementation plans and monitoring 

framework. Build capacity to select e  ective platforms to deliver essential/priority interventions, 

focusing on meeting the needs of especially vulnerable adolescents and fragile settings and 

humanitarian situations.

• Promote and support countries for engagement with adolescents from a rights-based 

perspective while renewing the national adolescent health programme, and during the 

implementation and monitoring of such programmes.

• Develop a regional pool of technical resources, programme support tools and evidence base 

for action, and strengthen research to identify determinants (risk and protective factors) of 

adolescent health as well as implementation research to identify key facilitators for successful 

programmes.

• Support learning and sharing among countries to benefi t from successful experiences in the 

implementation of adolescent health programmes and to promote innovations like mHealth 

and eHealth, interactive and social media, conditional cash transfers and vouchers. 

• Monitor national adolescent health programmes to look out for domains that have not received 

suffi  cient attention, e.g., mental health, substance use; programme elements that require 

further development and programme strategies that need strengthening, e.g., moving beyond 

the facility for provision of health services. 
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CONCLUSION

WHO, in collaboration with partners, 

has supported Member States in the 

Region to develop national adolescent 

health programmes that have focused initially 

on adolescent sexual and reproductive health. 

Implementation of adolescent health programmes 

including scaling-up of adolescent-friendly health

services has been quite variable in various 

countries. New and additional opportunities like 

decreasing child mortality, 2030 global agenda of 

SDGs, Global Strategy for Women’s, Children’s and 

Adolescents’ Health and Global AA-HA! Guidance 

for accelerated action are available. Member 

States need to now review and renew their 

national adolescent health programmes to make 

them broad-based and multisectoral for holistic 

health and development of adolescents, in order 

to realize the demographic dividend towards 

national development. The Regional Strategic 

Guidance that has incorporated inputs from 

multiple regional partners and experts will assist 

the Member States in this important work.
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Annex 1

A review of national adolescent policies and programmes

Demographics

  Adolescent population size and share of total population in SEAR countries, 2015

  Adolescent population in SEAR countries disaggregated by age and sex, 2015

Mortality, Morbidity and DALYs

  Adolescent population sizes and mortality rates and DALYs lost by WHO region, 2015

  Causes of DALYs for both sexes among adolescents aged 10–19 years-olds by WHO region, 2015

  Leading causes of adolescent DALYs lost in SEAR by sex and age group, 2015

  Estimated top 5 causes of death in adolescents in the South East Asian Region, 2015 (GBD)

Education

  Status of educational attainment by age and sex for select SEAR countries

  Out-of-school or vulnerable adolescents (lower secondary school age)

Employment

  Status of youth (aged 15–24 years) not in education, employment or training (NEET)

  Labour force participation rate for SEAR countries, 2015

  Status of youth (aged 15–24 years) not in education, employment or training (NEET), 2015

Marriage, fertility and sexual and reproductive health

  Women (aged 20–24 years and 40–44 years) recall being married as adolescents

  Women aged 20–24 years and 40–44 years recall being married by 18 years of age

  Median age at fi rst sexual intercourse among women and men aged 25–29 years

  Adolescent birth rate (per 1000 women aged 15–19 years) 

  Laws and policies on marriage and sexual consent in SEAR countries’ 2015

  Proportion of unwanted births among adolescents and older women 

  Inequities in adolescent childbearing

An overview of the adolescent health situation in SEAR 

List of indicators:

Annex 1
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  Adolescents knowledge and practice gap evident through mismatch between FP demand and 
  unmet need among 15–19-year-olds

  Maternal mortality in 10–19 years females (1990–2015)

  Adolescent knowledge and attitude towards HIV/STI, 2010–2015

Nutrition, diet, physical activity and exercise

  Status of thinness and obesity among adolescent females (%)

  Physical activity among school-age children in select SEAR countries

Tobacco, alcohol and substance use

  Current cigarette smoking and current tobacco use among 13–17-year-old students in the WHO 
  South-East Asia Region

  Selected indicators of alcohol use among 13–17-year-old students

  Selected indicators of drug use among 13–17-year-old students, 2015

Mental health and family connectedness

  Selected warning symptoms of mental health problems among 13–17-year-old students

  Estimated suicide rates per 100 000 population aged 15–29 years (2012)

  Selected indicators of school experiences among 13–17-year-old students

  Selected indicators of family connectedness or perceived parental engagement among 
  13–17-year-old students

  Level of perceived parental engagement indexa among 13–17-year-old students

Violence and injury

Proportion of countries with national action plans (NAP) by type of violence implementing 
  di  erent types of programmes on a larger scale, by type of programme and WHO region

Media/Internet

  Exposure to mass media/Internet for select SEAR countries (%) 

  Source of information about puberty and sexual health for youth for select SEAR countries (%) 
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12

Laws/regulations 
that allow minor 
adolescents to seek 
services without 
parental/ spousal 
consent

Contraceptive 
services except 
sterilization

13
Emergency 
contraception

14
HIV testing and 
counselling 
services

15

Harm reduction 
intervention for 
injectable drug 
users

16

National/
government level 
programmatic 
action for 
adolescents

National strategy 
or plan of action 
that specifi cally 
addresses 
adolescent health 
issues (at the time 
of survey)

17

Budget allocated 
to support 
activities for 
adolescent health

18

Conducted 
specifi c national 
review covering 
adolescent health 
programmes in the 
past 2 years

19

User fee waiver 
in public health 
sector for older 
adolescents (15–19 
years) 

Present

Absent

Unknown/no information

In Thailand, interventions for adolescents are integrated into all health programmes

Source: WHO RMNCAH Survey 2016 – Country-reported information

(Continued)
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Demographics

Adolescent population size and share of total population in SEAR countries, 2015

Total population Adolescents (10–19 years)
Adolescents share of total 

population

Male Female Total Male Female Total Male Female Total

(’000s) (’000s) (’000s) (’000s) (’000s) (’000s) % share % share % share

Bangladesh 81 343 79 858 161 201 16 652 15 923 32 575 20.5 19.9 20.2

Bhutan 418 369 787 76 73 149 18.2 19.8 18.9

DPR Korea 12 345 12 899 25 244 1962 1876 3838 15.9 14.5 15.2

India 678 564 630 490 1 309 054 131 827 118 249 250 076 19.4 18.8 19.1

Indonesia 130 039 128 123 258 162 23 770 22 419 46 189 18.3 17.5 17.9

Maldives 237 182 419 30 28 58 12.7 15.4 13.8

Myanmar 25 593 26 811 52 404 5037 5005 10 042 19.7 18.7 19.2

Nepal 13 903 14 753 28 656 3376 3250 6626 24.3 22.0 23.1

Sri Lanka 9 979 10 735 20 714 1646 1637 3283 16.5 15.2 15.8

Thailand 33 525 35 132 68 657 4388 4493 8881 13.1 12.8 12.9

Timor-Leste 630 611 1241 160 154 314 25.4 25.2 25.3

SEAR 986 576 939 963 1 926 539 189 250 173 107 362 357 19.2 18.4 18.8

Source: United Nations, Department of Economic and Social Aff airs, Population Division (2017). World Population Prospects: The 2017 Revision

Adolescent population in SEAR countries disaggregated by age and sex, 2015

Country

Young adolescents Older adolescents All adolescents

10–14 years 15–19 years 10–19 years 

Male Female Total Male Female Total Male Female Total

(’000s) (’000s) (’000s) (’000s)  (’000s) (’000s) (’000s) (’000s) (’000s) 

Bangladesh 8407 8052 16 459 8245 7871 16 116 16 652 15 923 32 575

Bhutan 37 36 73 39 37 76 76 73 149

DPR Korea 962 923 1885 1000 953 1 953 1962 1876 3838

India 66 886 59 867 126 753 64 941 58 382 123 323 131 827 118 249 250 076

Indonesia 12 190 11 487 23 677 11 580 10 932 22 512 23 770 22 419 46 189

Maldives 14 13 27 16 15 31 30 28 58

Myanmar 2612 2585 5197 2425 2420 4845 5037 5005 10 042

Nepal 1731 1643 3374 1645 1607 3252 3376 3250 6626

Sri Lanka 850 848 1698 796 789 1585 1646 1637 3283

Thailand 2252 2136 4388 2462 2357 4819 4388 4493 8881

Timor-Leste 81 78 159 79 76 155 160 154 314

SEAR 96 022 87 668 183 690 93 228 85 439 178 667 189 250 173 107 362 357

Source: United Nations, Department of Economic and Social Aff airs, Population Division (2017). World Population Prospects: The 2017 Revision
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Mortality, Morbidity and DALYs

Adolescent population sizes and mortality rates and DALYs lost by WHO region, 2015

Adolescents
(10–19 years) 

Global
African 
region

American 
region 

Eastern 
Mediterranean

European
South-

East Asian
Western 
Pacifi c

Population in 
millions (%) 

1206 (100) 264 (21) 110 (9) 197 (16) 75 (6) 362 (30) 198 (17) 

Deaths in 
thousands (%) 

6363 (100) 3103 (48) 123 (3) 836 (13) 111 (2) 1710 (~27) 480 (8) 

Mortality rate (per 
100, 000
10–19 years-old)*

110 282 77 118 57 102 43

Disability-adjusted 
life years (DALYs) 
in adolescents*

21 949 38 927 19 124 23 953 17 746 21 783 13 562

Source: United Nations, Department of Economic and Social Aff airs, Population Division (2017). World Population Prospects: The 2017 Revision and *WHO 2015 GBD 
estimates

Causes of DALYs for both sexes among adolescents aged 10–19 years-olds by WHO region, 2015

Rank African American 
Eastern 

Mediterranean
European 

South-East 
Asian 

Western 
Pacifi c

1 HIV/AIDS (3484) Interpersonal 
violence (1599) 

Depression 
(1474) 

Depression 
(1178) 

Self-harm
(1032) 

Depression 
(808) 

2 Meningitis 
(1449) 

Depression 
(1074) 

Collective 
violence (1336) 

Road injury 
(686) 

Iron Defi ciency 
Anaemia (968) 

Road injury 
(692) 

3 Diarrhoeal 
Disease (1414) 

Road injury 
(971) 

Road Injury 
(1054) 

Anxiety (593) Depression 
(958) 

Back and neck 
pain (449) 

4 Lower respiratory 
infections (1372) 

Asthma (626) Iron defi ciency 
Anaemia (757) 

Back and neck 
pain (550) 

Road Injury 
(819) 

Alcohol use 
(385) 

5 Road injury 
(1340) 

Anxiety (517) Anxiety (624) Iron defi ciency 
Anaemia (515) 

Diarrhoeal 
disease (577) 

Drowning 
(362) 

Source: WHO 2015 GBD estimates
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Leading causes of adolescent DALYs lost in SEAR by sex and age group, 2015 

Causes of DALYs lost (DALY rate per 100 000 population) in South-East Asia Region 

Rank
10–14-year-olds 15–19-year-olds 10–19-year-olds

Male Female Total Male Female Total Male Female Total

1 Iron-
defi ciency 
anaemia 
(1177) 

Iron-
defi ciency 
anaemia 
(1198) 

Iron-
defi ciency 
anaemia 
(1187) 

Road injury 
(1744) 

Self-harm 
(2085) 

Self-harm 
(1834) 

Road injury 
(1164) 

Depression 
(1201) 

Self-harm 
(1032) 

2 Depression 
(669) 

Depression 
(1100) 

Depression 
(875) 

Self-harm 
(1602) 

Depression 
(1306) 

Road injury 
(1160) 

Self-harm 
(896) 

Self-harm 
(1181) 

Iron-
defi ciency 
anaemia 
(968) 

3 Road injury 
(606) 

Diarrhoeal 
diseases 
(899) 

Diarrhoeal 
diseases 
(658) 

Depression 
(1045) 

Iron-
defi ciency 
anaemia 
(1306) 

Depression 
(1045) 

Iron-
defi ciency 
anaemia 
(823) 

Iron-
defi ciency 
anaemia 
(1126) 

Depression 
(958) 

4 Drowning 
(577) 

Anxiety 
disorders 
(462) 

Road injury 
(489) 

Drowning 
(570) 

Diarrhoeal 
diseases 
(757) 

Iron-
defi ciency 
anaemia 
(743) 

Depression 
(734) 

Diarrhoeal 
diseases 
(829) 

Road injury 
(819) 

5 Diarrhoeal 
diseases 
(436) 

Lower 
respiratory 
infections 
(444) 

Drowning 
(485) 

Back and 
neck pain 
(561) 

Maternal 
conditions 
(694) 

Back and 
neck pain 
(538) 

Drowning 
(573) 

Anxiety 
(560) 

Diarrhoeal 
diseases (577) 

All 19243 19454 19353 23649 24984 24291 21514 22074 21783

Source: WHO 2015 GBD estimates

Estimated top 5 causes of death in adolescents in the South East Asian Region, 2015 (GBD)

Causename

Diarrhoea

Diarrhoea

Tuberculosis

Tuberculosis

Tuberculosis

Drowning

Drowning
Violence

Drowning

Falls

Cirrhosis of the liver
Self-harm

Self-harm

Maternal conditions
Fire, heat and hot su..

Road injury

Road injury

Road injury

LRI

LRI
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3.0

Source: WHO 2015 GBD estimates 
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Education

Status of educational attainment by age and sex for select SEAR countries

No education (%) 
Completed primary 

(%) 
Secondary and 

above (%) 
Median number of 
years of schooling

10–15 
years

15–19 
years

10–15 
years

15–19 
years

10–15 
years

15–19 
years

10–15 
years

15–19 
years

Bangladesh Male 6 7 4 12 - 20 3 6.4

Female 4 6 4 10 - 19 3.5 6.9

India Male 8 10 45 20 - 10 4.4 8.1

Female 13 20 41 20 - 10 4.2 7.3

Indonesia Male 0.9 0.8 17 8 - 21 5 8.8

Female 0.7 0.9 17 8 - 26 5.1 8.9

Maldives Male 0.7 1.2 17 10 - 3 5.2 8.7

Female 0.6 0.6 18 5 - 4 5.3 9.1

Nepal Male 2.2 3.6 18 6 - 26 3.8 7.8

Female 7 13 17 7 - 21 3.7 7.2

Sri Lanka Male 0.6 0.8 20 2 - 67 5.8 9.4

Female 0.5 0.7 19 0.7 - 74 5.9 9.6

Timor-Leste Male 10 11 2 4 - 5 3.1 6.7

Female 9 12 2 4 - 4 3.4 7

Source: Bangladesh DHS 2014; India NFHS 2005-06 (as full report of NFHS 2016 n/a); Indonesia DHS 2012; Maldives 2009; Myanmar 2016; Nepal 2011; Sri Lanka 2006-07, 
Timor-Leste 2009-10

Out-of-school or vulnerable adolescents (lower secondary school age)

Adolescent education – Out-of-school rate for adolescents of lower secondary school age

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

Bangladesh (2013) 25.1 29.8 20.3

Bhutan (2016) 15.8 20.4 11.1

DPR Korea - - -

India (2013) 14.8 17.3 12

Indonesia (2014) 11.8 13.5 9.9

Maldives - - -

Myanmar (2017) 30.3 30.5 30.2

Nepal (2017) 11.2 14.1 8

Sri Lanka (2013) 5.6 5.5 5.8

Thailand (2014) 12.4 13.4 13.3

Timor-Leste (2016) 11.6 12.5 11.1

Source: UIS Statistics http://data.uis.unesco.org/# accessed on 25 May 2018
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Employment 

Status of youth (aged 15–24 years) not in education, employment or training (NEET)

 
Share of youth not in employment, 

education or training (NEET) (%)
Youth not in employment, education or 

training (NEET) (’000s)
 

 Total Male Female Total Male Female Year

Bangladesh 27.4 9.8 44.6 7515.2 1330.2 6185.1 2017

Bhutan - - - - - - -

DPR Korea - - - - - - -

India 27.5 8 49.3 56060.7 8557.4 47503.3 2012

Indonesia 21.5 15.3 28 9356.7 3436.3 5920.4 2017

Maldives 23.5 21.5 25.3 15 6.6 8.4 2016

Myanmar 18.6 11.2 25.2 1523.6 430.8 1092.8 2015

Nepal 23.4 22.2 24.4 1094.1 457.3 636.8 2008

Sri Lanka 27.7 17.5 37.3 855.7 261.9 593.8 2014

Thailand 15 10.6 19.4 1436.6 514.8 921.7 2016

Timor-Leste 24.3 22.1 26.5 48.5 22.4 26.1 2013

Source: ILOSTAT
http://www.ilo.org/ilostat/faces/oracle/webcenter/portalapp/pagehierarchy/Page3.jspx?MBI_ID=20 accessed on 23 May 2018

Labour force participation rate for SEAR countries, 2015

 Labour force participation rate (%) Unemployment rate (%) 

Adult Youth aged 15–24 years Adult Youth aged 15–24 years

Total Total Male Female Total Total Male Female

Bangladesh 57.2 45.4 53.8 37.7 4.4 9.9 10.1 9.6

Bhutan 63.1 29.6 28 31 2.5 10.7 8.2 12.7

DPR Korea - - - - - - - -

India 52.5 32.6 48.6 14.7 4.9 10.1 9.5 12

Indonesia 66.3 47.9 57.2 38.3 5.6 19.5 19 23.2

Maldives 52.1 41.9 46.1 38.` 5.2 25.4 29.1 36

Myanmar 64.7 59.9 67.8 52.8 0.8 1.6 1.4 1.8

Nepal 81.1 75.6 76.8 74.7 3 2.2 2.9 1.6

Sri Lanka 53.8 32.7 42.9 23.3 4.4 21.6 17.1 29.2

Thailand 69.2 42.1 49.5 34.5 0.9 3.1 2.6 3.9

Timor-Leste 30.6 14.2 16.8 11.4 11 21.8 25.1 16.7

Source: International Labour Organization (ILO), UNESCO Institute for Statistics (UIS) and United Nations Children’s Fund (UNICEF) (2015). 
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Status of youth (aged 15–24 years) not in education, employment or training (NEET), 2015
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Source: ILOSTAT. Last update on 28 AUG 17
http://www.ilo.org/ilostat/faces/oracle/webcenter/portalapp/pagehierarchy/Page3.jspx?MBI_ID=20

Marriage, fertility and sexual and reproductive health

Women (aged 20–24 years and 40–44 years) recall being married as adolescents

20–24-year-olds married by 18 years (%) 40–44-year-olds married by 18 years (%) 

Bangladesh 59 80

Bhutan 26 34

DPR Korea - -

India 27 -

Indonesia 7 20

Maldives 4 57

Myanmar 7 -

Nepal 41 59

Sri Lanka 12 16

Thailand 22 15

Timor-Leste 19 27

Source: Recent DHS/MICS - Bangladesh 2014; Bhutan 2011; India 2016 (among 20–24 years); Indonesia 2012; Maldives 2011; Myanmar 2016; Nepal 2011; Sri Lanka 2005-06; 
Thailand 2016; Timor-Leste 2010
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Women aged 20–24 years and 40–44 years recall being married by 18 years of age
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Median age at fi rst sexual intercourse among women and men aged 25–29 years

Ban
glad

esh

In
dia

In
donesia

M
ald

ive
s

M
ya

nm
ar

Nepal

Sr
i L

an
ka

Tim
or-L

este

25

20

15

10

5

0

Pe
r c

en
t (

%)

MaleFemale

16.5 18

23.1
21.3

23.3
21.8 22.8 23.5 18.1 20.6 23.4

20.722.2

Source: Recent DHS/MICS - Bangladesh 2014; Bhutan 2011; India 2016; Indonesia 2012 (*Percentage of women and currently married men); Maldives 2011; Myanmar 2016; 
Nepal 2011; Sri Lanka 2005-06; Timor-Leste 2010
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Adolescent birth rate (per 1000 women aged 15–19 years) 

2000* 2005–2014**

Bangladesh 135 113.0

Bhutan 62 28.4

DPR Korea 11 0.7

India 51 28.1

Indonesia 54 47.0

Maldives 31 13.7

Myanmar 29 30.3

Nepal 116 71.0

Sri Lanka 15 20.3

Thailand 35 60.0

Timor-Leste - 50.0

Source: *WHS 2007; ** World Fertility Data 2015 [online database]. New York (NY): United Nations, Department of Economic and Social Aff airs, Population Division; 
2015 (http://www.un.org/en/development/ desa/population/publications/dataset/fertility/wfd2015.shtml). Data shown are the latest available for 2005–2014. Data for 
DPRK, Indonesia, and Sri Lanka is from 2005–2009.

Laws and policies on marriage and sexual consent in SEAR countries, 2015

Consent to sex
Minimum marriage age 

Female Male

Bangladesh 18 years 18 years 21 years

Bhutan - 18 years 18 years

DPR Korea - - -

India 18 years 18 years 21 years

Indonesia 15 years 21 years 21 years

Maldives After marriage 18 years 18 years

Nepal 16 years 20 years 20 years

Sri Lanka 16 years 18 years 18 years

Thailand 15 years 21 years 21 years

Timor-Leste 17 years 17 years 17 years

Source: UNICEF - State of the World’s Children 2016



69

Annex 1

Proportion of unwanted births among adolescents and older women 
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Inequities in adolescent childbearing

Bangladesh

India

Indonesia

Myanmar

MaldivesNepal

Sri Lanka

Timore-Leste

0
10
20
30
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50 Richest: Proportion of women aged 

15–19 years who have begun child 
bearing by economic status among 
SEAR countries  

Poorest: Proportion of women aged 
15–19 years who have begun child 
bearing by economic status among 
SEAR countries 

Source: Recent DHS/MICS - Bangladesh 2014; India 2016; Indonesia 2012; Maldives 2011; Myanmar 2016; Nepal 2011; Sri Lanka 2005-06; Timor-Leste 2010

Adolescents knowledge and practice gap evident through mismatch between FP demand and unmet 
need among 15–19-year-olds 

Demand for family planning satisfi ed 
among 15–19-year-olds (%) 

Unmet need for family planning among 
15–19-year-olds (%) 

Bangladesh 64 17

Bhutan 52 27

DPR Korea - -

India 40 27

Indonesia 57 10

Maldives 57 36

Myanmar 59 18

Nepal 59 42

Sri Lanka 68 14

Thailand - -

Timor-Leste 35 27
Source: Recent DHS/MICS - Bangladesh 2014; Bhutan 2011; India 2016; Indonesia 2012; Maldives 2011; Myanmar 2016; Nepal 2011; Sri Lanka 2005-06; Thailand 2016; Timor-
Leste 2010
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Maternal mortality in 10–19 years females (1990–2015) 

Number of Maternal Deaths
Maternal mortality ratio 
(per 100, 000 live births) 

Average annualized rate of change 
in maternal mortality ratio (%) 

Country 1990 2000 2015 1990 2000 2015
1990– 
2000

2000–
2015

199–2015

Bangladesh 3, 512 2, 488 712 391.8 292.3 102.4 -3 -7.1 -5.4

Bhutan 16 9 3 476.2 320.5 317.2 -3.9 -0.3 -1.8

North Korea 46 30 21 488.9 706.2 465.4 3.8 -2.8 -0.2

India 19, 
469

17, 278 7, 075 254.6 220.6 121 -1.5 -4 -3

Indonesia 2, 146 1, 392 628 285.9 225.9 98.5 -2.4 -5.7 -4.3

Maldives 2 1 0 140.8 102.1 68.9 -3.1 -2.8 -2.9

Myanmar 780 686 187 755.8 766.1 331.7 0 -5.6 -3.4

Nepal 508 355 201 365.4 217.9 154.5 -5.3 -2.5 -3.5

Sri Lanka 34 29 12 102.7 91 88.9 -1.3 -0.3 -0.6

Thailand 35 12 5 19.8 9.4 4.9 -7.6 -4.5 -5.6

Timor-Leste 16 14 7 484.5 293.8 176.5 -5 -3.5 -4

Source: The Global Burden of Disease Child and Adolescent Health Collaboration. Child and adolescent health from 1990 to 2015: fi ndings from the Global Burden of 
Diseases, Injuries, and Risk Factors 2015 Study. JAMA Pediatr. Published April 3, 2017. doi:10.1001/jamapediatrics.2017.0250

Adolescent knowledge and attitude towards HIV/STI, 2010–2015

Adolescents (aged 
15–19 years) who 

have comprehensive 
knowledge of HIV (%) 

Adolescents (aged 
15–19 years) who 

had sex before age 
15 years (%) 

Adolescents (aged 
15–19 years) who had 

sex with more than one 
partner in the last 12 

months (%) 

Adolescents (aged 15–19 
years) with multiple 
partners who used a 

condom in their last sex 
(%) 

Female Male Female Male Female Male Female Male

Bangladesh 12 13 - - - - - -

Bhutan 21 - 2 - - - - -

DPR Korea 7 - - - - - - -

India 19 35 8 3 - 1 - 39

Indonesia 11 10 2 21 - - - -

Maldives 35 40 - - - - - -

Myanmar 31 - - - - - - -

Nepal 26 34 5 4 - 2 - -

Sri Lanka - - - - - - - -

Thailand 56 - - - - - - -

Timor-Leste 12 20 - - - - - -
Source: UNICEF For Every Child, End AIDS – Seventh Stocktaking Report, UNICEF, New York, December 2016; *WHO GHO 2015-HIV/AIDS Data on the size of the HIV/AIDS 
epidemic
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Nutrition, diet, physical activity and exercise

Dietary behaviour of 13–15-year-olds among select SEAR countries, 2015
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India 10.8 3.5 - - - - -

Indonesia 5.8 5.9 - - 25 - -

Maldives 20.4 6.9 33 15.4 12.9 46.5 3.4

Myanmar 5.1 2.6 - - - - -

Sri Lanka 4.5 6.5 - - - - -

Thailand 10 3.4 32.1 33.7 33.8 64.9 7.3

Source: Global school health surveys

Status of thinness and obesity among adolescent females (%) 

BMI < 18.5 BMI 18.5–24.5 BMI > 25

Bangladesh 25 63 11

Bhutan - - -

DPR Korea - - -

India 23 - 21

Indonesia - - 1.3

Maldives 24 53 20.4

Myanmar - - -

Nepal 30 66 3

Sri Lanka 40 52 4.5

Thailand - - 10

Timor-Leste 33 65 15

Source: GSHS and most recent DHS: Bangladesh DHS 2014; India NFHS3 2005-06; Maldives DHS 2009; Nepal DHS 2016; Sri Lanka DHS 2006; Timor-Leste DHS 2009-10
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Physical activity among school-age children in select SEAR countries

Students who were physically 
active for a total of at least 

60 minutes per day on all 7 days 
during the past 7 days

Students who spent three or more hours per day during 
a typical or usual day sitting and watching television, 

playing computer games, talking with friends, or doing 
other sitting activities

India 30 23

Indonesia 16 34

Maldives 27 42

Myanmar 16 11

Sri Lanka 14 34

Thailand 16 40

Source: Global school health surveys

Tobacco, alcohol and substance use

Current cigarette smoking and current tobacco use among 13–17-year-old students in the WHO 
South-East Asia Region
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Selected indicators of alcohol use among 13–17-year-old students

Country (GSHS year) 

Current alcohol usea Drunkennessb Problem from drinkingc

All (%) Male/Female 
ratio* All (%) Male/Female 

ratio** All (%) Male/Female 
ratio**

Bangladesh (2014) 1.6 17.14 1.3 # 1.3 #

Bhutan (2016) 24.2 2.07 23.3 2.27 10.1 2.36

India (2007) 8.0d 1.32 - - - -

Indonesia (2015) 4.4 4.64 3.7 7.35 2.7 6.21

Maldives (2014) 7.1d 2.58 - - - -

Myanmar (2016) 4.6 5.78 3.7 9.33 1.7 6.62

Nepal (2015) 5.1 1.87 4.9 2.53 2.7 1.89

Sri Lanka (2016) 3.2 5.24 - - - -

Thailand (2015) 23.0 1.41 24.9 1.14* 10.7 1.65

Timor-Leste (2015) 15.1 2.32 10.3 3.43 8.8 2.87

Notes:

** The male/female ratio is signifi cantly diff erent from one at 95% level, unless noted otherwise; *The male/female ratio is signifi cantly diff erent from one at 90% level; 
NS - The male/female ratio is not signifi cantly diff erent from one at either 90% or 95% level.

#  The male/female ratio is not computable due to 0% prevalence among females.
a  “During the past 30 days, on how many days did you have at least one drink containing alcohol?” The indicator current alcohol was defi ned as drinking alcohol on 

one or more days in the past 30 days.
b  “During your life, how many times did you drink so much alcohol that you were really drunk?” The indicator was defi ned as being drunk one or more times during 

their lifetime.
c “ During your life, how many times have you got into trouble with your family or friends, missed school, or got into fi ghts, as a result of drinking alcohol?” The 

indicator was defi ned as having gotten into a problem as a result of drinking alcohol one or more times during their lifetime.
d  For India and Maldives, the data on ‘current’ alcohol use were not available. The data presented here refers to ‘ever’ alcohol use computed indirectly from other 

question (e.g. how old were you when you had your fi rst drink of alcohol other than a few sips).
Source: WHO-SEARO Mental Health Status of Adolescents in South-East Asia: Evidence for Action April, 2017: estimates developed by WHO “Preventing suicide: A global 
imperative, 2014 World Health Organization, Geneva” as accessed on 20 March, 2017 at  http://www.who.int/mental_health/suicideprevention/world_report_2014

Selected indicators of drug use among 13–17-year-old students, 2015

Current marijuana usea No substance useb Multiple substance usec

All (%) 
Male/Female 

ratio** All (%) 
Male/Female 

ratio** All (%) 
Male/Female 

ratio**

Bangladesh (2014) 1.6 4.72 89.7 0.88 1.3 15.92

Bhutan (2016) 12.0 5.09 63.8 0.66 20.3 3.13

India (2007) 13–15 years 2.8d 0.91NS 89.1 0.97 1.9 2.02

Indonesia (2015) 1.0 3.49 85.8 0.77 3.0 9.02

Maldives (2014) 4.4 3.89 86.1 0.88 5.6 3.27

Myanmar (2016) 1.1d 8.75 89.4 0.84 3.4 11.49

Nepal (2015) 2.6 2.31 90.4 0.93 3.9 2.29

Sri Lanka (2016) 2.6 3.67 90.1 0.86 26.5 1.70

Thailand (2015) 5.3 3.19 73.5 0.84 9.1 2.35

Timor-Leste (2015) 4.6 1.76 69.9 0.68 9.5 3.30

Notes:

**  The male/female ratio is signifi cantly diff erent from one at 95% level, unless noted otherwise; * The male/female ratio is signifi cantly diff erent from one at 90% level; 
NS - The male/female ratio is not signifi cantly diff erent from one at either 90% or 95% level.
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#  The male/female ratio is not computable due to 0% prevalence among females.
a  “During the past 30 days, how many times have you used marijuana?” The indicator is defi ned as use of marijuana one or more times in the past 30 days.
b  Percentage of students who did not report ‘current’ use of either tobacco, alcohol or any drug.
c  Percentage of students who reported currently using two or more substances (e.g., alcohol and tobacco, or tobacco and marijuana, or all the three substances).
d  In India, the question was not specifi c for marijuana use but asked use of any drugs (e.g. inhaling any fl uid/ charas/ ganja one or more times in the past 12 months). In 

Myanmar also, the question asked was diff erent “during your life how many times have used drugs, including marijuana, amphetamines, cocaine or inhalants. The 
data here presents the percentage of students who reported such use one or more times during their lifetime.

Source: WHO-SEARO Mental Health Status of Adolescents in South-East Asia: Evidence for Action April, 2017: estimates developed by WHO “Preventing suicide: A global 
imperative, 2014 World Health Organization, Geneva” as accessed on 20 March, 2017 at http://www.who.int/mental_health/suicideprevention/world_report_2014

Mental health and family connectedness

Selected warning symptoms of mental health problems among 13–17-year-old students 

Country (GSHS year) 

Anxietya Loneliness (depression)b Have no close friendsc

Total (%) 
Male/Female 

ratio** Total (%) 
Male/Female 

ratio** Total (%) 
Male/Female 

ratio**

Bangladesh (2014) 4.6 0.86 10.9 1.24 8.3 0.59**

Bhutan (2016) 7.6 0.71** 12.4 0.69** 8.7 0.85**

India (2007) 13–15 years 7.7 0.85 8.4 0.75** 10.1 1.02

Indonesia (2015) 4.8 1.14 6.7 0.83* 3.0 1.72**

Maldives (2014) 15.1 0.65** 15.5 0.66** 8.7 1.17

Myanmar (2016) 3.9 0.91 8.8 0.71* 3.7 0.87

Nepal (2015) 4.4 0.99 6.6 0.97 4.3 0.73**

Sri Lanka (2016) 4.6 0.87 8.9 0.87 5.6 0.81

Thailand (2015) 9.3 0.96 9.7 1.18* 6.4 1.38

Timor-Leste (2015) 11.5 1.12 14.0 1.23* 4.4 0.76

Notes:

*  The male/female ratio is signifi cantly diff erent from one at 90% level; ** The male/female ratio is signifi cantly diff erent from one at 95% level
a  “During the past 12 months, how often have you been so worried about something that you could not sleep at night? (never, rarely, sometimes, most of the times, 

always)” The data here presents the percentage of students who reported feeling lonely most of the times or always.
b “ During the past 12 months, how often have you felt lonely? (never, rarely, sometimes, most of the times, always).” The data here presents the percentage of 

students who reported feeling lonely most of the times or always.
c “ How many close friends do you have? (0 / 1 /2 / 3 or more).” The data here presents the percentage of students who reported zero close friends
Source: WHO-SEARO Mental Health Status of Adolescents in South-East Asia: Evidence for Action April, 2017: estimates developed by WHO “Preventing suicide: A global 
imperative, 2014 World Health Organization, Geneva” as accessed on 20 March, 2017 at http://www.who.int/mental_health/suicideprevention/world_report_2014

(Continued)
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Estimated suicide rates per 100 000 population aged 15–29 years (2012) 

Total Male Female Male/Female ratio

Bangladesh 8.1 5.5 10.8 0.51

Bhutan 15.7 18.0 13.1 1.37

India 35.5 34.9 36.1 0.97

Indonesia 3.6 3.6 3.6 1.00

Maldives 4.1 5.9 2.2 2.68

Myanmar 15.7 19.8 11.8 1.68

Nepal 25.8 26.2 25.4 1.03

Sri Lanka 23.7 36.8 10.7 3.44

Thailand 8.7 13.9 3.6 3.86

Timor-Leste 9.0 10.7 7.3 1.47

Source: Estimates developed by WHO “Preventing suicide: A global imperative, 2014 World Health Organization, Geneva” as accessed on 20 March, 2017 at http://www.
who.int/mental_health/suicideprevention/world_report_2014

Selected indicators of school experiences among 13–17-year-old students 

Perceived other students to be kind and 
helpfula Bullied by other studentsb

Total (%) Male/Female ratio** Total (%) Male/Female ratio**

Bangladesh (2014) 56.1 0.98NS 24.5 1.61

Bhutan (2016) 41.9 0.98NS 26.3 1.00NS

India (2007) 13–15 years 41.6 0.84 7.1c 1.12NS

Indonesia (2015) 39.9 0.76 20.7 1.34

Maldives (2014) 58.8 0.88 26.7 1.04NS

Myanmar (2016) 38.0 0.81 50.0 1.04NS

Nepal (2015) 54.2 0.95NS 50.9 1.22

Sri Lanka (2016) 51.2 0.87 38.35 1.69

Thailand (2015) 40.1 0.69 29.4 1.45

Timor-Leste (2015) 27.7 0.85 27.8 1.48

Notes:

**  The male/female ratio is signifi cantly diff erent from one at 95% level, unless noted otherwise; *The male/female ratio is signifi cantly diff erent from one at 90% level; 
NS - The male/female ratio is not signifi cantly diff erent from one at either 90% or 95% level

# the male/female ratio is not computable due to 0% prevalence among females.
a  “During the past 30 days, how often were most of the student in your school kind and helpful? (never, rarely, sometimes, most of the times, always).” The data here 

presents the percentage of students who reported the other students to be kind and helpful most of the times or always.
b  “During the past 30 days, on how many days were you bullied? (0 days, 1 or 2 days, 3 to 5 days, 6 to 9 days, 10–19 days, 20–29 days, all 30 days).” The data here 

presents the percentage of students who reported being bullied one or more days in the past 30 days.
c  In India, the standard question was not asked. The question asked was “During the past 12 months, how often have you felt (never, rarely, sometimes, most of the 

times, always) disturbed due to comments from your peers, family members, or teachers?” The data here presents the percentage of students who felt disturbed 
most of the times or always.

Source: WHO-SEARO Mental Health Status of Adolescents in South-East Asia: Evidence for Action April, 2017:



76

Strategic guidance on accelerating actions for adolescent health in South-East Asia Region (2018–2022)

Selected indicators of family connectedness or perceived parental engagement among 
13–17-year-old students

Parents understood their 
problems and worriesa

Parents really knew what 
they were doing with their 

free timeb

Parents checked if their 
homework was donec

All (%)
Male/Female 

ratio** All (%) 
Male/Female 

ratio** All (%)
Male/Female 

ratio**

Bangladesh (2014) 47.2 0.79 42.8 0.82* 54.0 0.94NS

Bhutan (2016) 43.4 0.86 37.2 0.93* 26.7 1.06NS

India (2007) 61.6 0.95* 57.0 0.89 46.7 0.99NS

Indonesia (2015) 34.1 0.86 40.2 0.63 33.0 1.04

Maldives (2014) 33.4 0.99NS 47.6 0.93NS 29.0 1.26

Myanmar (2016) 52.4 0.84 57.1 0.80 47.3 0.96NS

Nepal (2015) 53.7 0.96NS 51.0 0.88 50.4 0.93NS

Sri Lanka (2016) 62.6 0.85 69.3 0.85 65.8 0.88

Thailand (2015) 28.1 0.75 42.3 0.72 27.6 1.04NS

Timor-Leste (2015) 11.4 0.97NS 23.6 0.88NS 29.4 0.95NS

Notes:

**  The male/female ratio is signifi cantly diff erent from one at 95% level, unless noted otherwise; *The male/female ratio is signifi cantly diff erent from one at 90% level; 
NS - The male/female ratio is not signifi cantly diff erent from one at either 90% or 95% level

# the male/female ratio is not computable due to 0% prevalence among females.

a  “During the past 30 days, how often did your parents/guardians understand your problems and worries? (never, rarely, sometimes, most of the times, always).” The 
data here presents the percentage of students who reported their parents understood their problems and worries ‘most of the time or always’

b  “During the past 30 days, how often did your parents/guardians really know what you were doing with your free time? (never, rarely, sometimes, most of the times, 
always).” The data here presents the percentage of students who reported their parents really knew what they were doing with their free time ‘most of the time 
or always’.

c  “During the past 30 days, how often did your parents/guardians check to see if your homework was done? (never, rarely, sometimes, most of the times, always).” 
The data here presents the percentage of students who reported their parents check to see their work ‘most of the time or always’

Source: WHO-SEARO Mental Health Status of Adolescents in South-East Asia: Evidence for Action April, 2017: estimates developed by WHO “Preventing suicide: A global 
imperative, 2014 World Health Organization, Geneva” as accessed on 20 March, 2017 at http://www.who.int/mental_health/suicideprevention/world_report_2014
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Level of perceived parental engagement indexa among 13–17-year-old students

Low engagementb Medium engagementc High engagementd

All (%) 
Male 

(%) 
Female 

(%) 
All (%) 

Male 
(%) 

Female 
(%) 

All (%) 
Male 

(%) 
Female 

(%) 

Bangladesh (2014) 23.4 25.2 19.8 31.3 32.4 29.2 45.3 42.4 51.1

Bhutan (2016) 37.1 38.6 35.8 29.7 30.0 29.3 33.3 31.4 34.9

India (2007) 13–15 years 20.8 21.9 19.2 23.2 23.9 22.3 56.0 54.2 58.5

Indonesia (2015) 36.5 41.7 31.3 30.9 30.1 31.8 32.6 28.2 36.9

Maldives (2014) 38.1 37.7 38.5 27.8 27.8 27.9 34.1 34.5 33.6

Myanmar (2016) 21.7 25.2 18.5 25.0 26.3 23.9 53.4 48.5 57.6

Nepal (2015) 25.8 27.4 24.3 22.1 22.8 21.5 52.0 49.9 54.2

Sri Lanka (2016) 14.6 18.0 11.4 17.6 20.0 15.3 67.8 62.0 73.3

Thailand (2015) 41.0 41.0 37.5 29.4 29.1 29.6 29.6 25.9 32.9

Timor-Leste (2015) 54.6 55.6 53.8 29.6 29.7 29.5 15.8 14.7 16.8

Notes:

a  A set of 3 to 12 questions with 5 response options (never, rarely, sometimes, most of the times always) were asked in GSHS to elicit respondents’ perception of 
the connectedness and engagement of their parents with them in the past 30 days. A set of 3 questions, as presented in Table 8, which were common across the 
countries were used to create a composite parental engagement index. A binary variable is created with a value of 1 if respondent reported ‘most of the times’ 
or ‘always’ for a particular question, and value of 0, otherwise. A summative parental engagement index was created using the binary variables based on those 3 
questions, which was categorized as ‘low’ if score of 0, ‘medium’ if score of 1, and ‘high’ if score of 2–3.

Source: WHO-SEARO Mental Health Status of Adolescents in South-East Asia: Evidence for Action April, 2017: estimates developed by WHO “Preventing suicide: A global 
imperative, 2014 World Health Organization, Geneva” as accessed on 20 March, 2017 at http://www.who.int/mental_health/suicideprevention/world_report_2014
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Violence and injury

Proportion of countries with national action plans (NAP) by type of violence implementing diff erent 
types of programmes on a larger scale, by type of programme and WHO region 

Africa  
(%) 

Americas  
(%) 

Eastern 
Mediterranean  

(%) 

Europe  
(%) 

South 
-East 

Asia  (%) 

Western 
Pacifi c  

(%) 

World  
(%) 

Youth violence NAP 41 71 44 63 38 45 53

Programmes on 
youth violence

Pre-school 
enrichment

22 67 31 54 13 15 38

Life skills/social 
development 
programmes

33 71 56 63 38 30 51

Bullying 
prevention

30 52 69 59 25 35 47

Mentoring 15 29 44 27 13 10 23

After-school 
programmes

7 43 31 59 25 20 35

Intimate partner violence (IPV) 
NAP

63 86 44 78 75 55 68

Programmes on 
IPV

Dating 
violence 
prevention 
programmes

22 38 0 27 13 15 22

Microfi nance 
with gender 
equity training

19 33 25 12 0 35 21

Social and 
cultural 
norm-change 
programmes

41 67 56 48 25 50 49

Sexual violence NAP 70 86 38 63 75 60 65

Programmes on 
sexual violence

Prevention 
programmes 
for school 
and college 
populations

30 52 38 37 25 25 35

Improving 
physical 
environments

15 24 50 29 25 40 29

Social and 
cultural 
norm-change 
p9rogrammes

56 62 56 42 38 50 50

National action plan covering all/
any type of violence for any age

41 76 50 46 50 50 51

Source: Global Status Report On Violence Prevention 2014 fi le:///C:/Users/Karnap/Downloads/9789241564793_eng.pdf
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Media/Internet

Exposure to mass media/Internet for select SEAR countries (%) 

Country

Access to all three (TV, radio, Internet) media
Access to none of the three (TV, radio, 

Internet) media

15–19 years 20–24 years 15–19 years 20–24 years

Male Female Male Female Male Female Male Female

Bangladesh - 0.9 3 0.6 - 43 21 44

India - - - - 12 28 12 31

Indonesia 3 7 7 6 12 9 10 11

Maldives - 26 - 38 - 0 - 0.2

Nepal 23 11 25 9 14 24 10 30

Sri Lanka - 18 - 19 - 12 - 11

Timor-Leste 9 16 15 15 39 38 33 42

Source: Recent DHS/MICS - Bangladesh 2014; India 2016; Indonesia 2012; Maldives 2011; Nepal 2011; Sri Lanka 2005-06; Timor-Leste 2010

Source of information about puberty and sexual health for youth for select SEAR countries (%) 

Source
India Indonesia

Maldives Nepal Sri Lanka
Female Male Female Male 

Parents 75 33 49 13 15 4.9 52

School 61.5 32 30 48 1.7 1.0

Friends 80 74 69 41 9.0 32

Other - 44 27 - 3.6 15

TV/other media 70 - - 35 72 -

Health worker 50 18 13 29 0.6 -

None - 13 22 13 7.6 -

Source: Recent DHS/MICS - India 2016; Indonesia 2012; Maldives 2011; Nepal 2011; Sri Lanka 2005-06;
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SDG and Global Strategy targets – related to adolescent health

Target
Included in SDGs

 (text in parentheses 
denotes an SDG indicator) 

Additional to SDGs
Implication 

for adolescent 
health

 Survive (end preventable mortality) 

Reduce global maternal

mortality to less than 70 per

100 000 live births (SDG 3.1) 

Maternal mortality ratio 
(3.1.1) 

Proportion of women aged 
15–49 years who received four 
or more antenatal care visits

Age 
disaggregation

Proportion of births 
attended by skilled health 
personnel (3.1.2) 

Proportion of women who have 
postpartum contact with a 
health provider within 2 days of 
delivery

Age 
disaggregation

Reduce newborn mortality 
to at least as low as 12 per 
1000 live births in every 
country (SDG 3.2) 

Neonatal mortality rate 
(3.2.2) 

Stillbirth rate

Proportion of infants who were 
breast fed within the fi rst hour 
of birth 

Proportion of newborns who 
have postnatal contact with a 
health provider within 2 days of 
delivery

Proportion of women in 
antenatal care (ANC) who were 
screened for syphilis during 
pregnancy

Age 
disaggregation

Reduce under-5 mortality to 
at least as low as 25 per 1000 
live births in every country 
(SDG 3.2) 

Under-5 mortality rate (3.2.1) Percentage of children with 
diarrhoea receiving oral 
rehydration salts (ORS) 

Proportion of children with 
suspected pneumonia taken to 
an appropriate health provider

Percentage of infants 
<6 months who are fed 
exclusively with breast milk

Annex 2 

(Continued)
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Target
Included in SDGs

 (text in parentheses 
denotes an SDG indicator) 

Additional to SDGs
Implication 

for adolescent 
health

Percentage of children fully 
immunized

Use of insecticide-treated nets 
(ITNs) in children under 5 (% of 
children) 

End epidemics of HIV, 
tuberculosis, malaria, 
neglected tropical diseases 
and other communicable 
diseases (SDG 3.3) 

Number of new HIV 
infections per 1000 
uninfected population, by 
age and sex (3.3.1) 

Percentage of people living with 
HIV who are currently receiving 
antiretroviral therapy (ART), by 
age and sex

Age 
disaggregation

Malaria incident cases per 
1000 persons per year (3.3.3) 

Proportion of households with 
at least one ITN for every two 
people and/or sprayed by indoor 
residual spray (IRS) within the 
last 12 months

Reduce by one-third 
premature mortality from 
noncommunicable diseases 
and promote mental health 
and well-being (SDG 3.4) 

Age-standardized 
prevalence of current 
tobacco use among persons 
15 years and older, by age 
and sex (3.a.1) 

Adolescent mortality rate, by 
sex

Direct 

Mortality between ages 
30 and 70 years from 
cardiovascular diseases, 
cancer, diabetes or chronic 
respiratory diseases, by sex 
(3.4.1) 

Proportion of women aged 
20–49 years who report they 
were screened for cervical 
cancer

(Continued)

(Continued)
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Target
Included in SDGs

 (text in parentheses 
denotes an SDG indicator) 

Additional to SDGs
Implication 

for adolescent 
health

 Thrive (promote health and well-being) 

End all forms of malnutrition 
and address the nutritional 
needs of adolescent girls, 
pregnant and lactating 
women and children (SDG 
2.2) 

Prevalence of stunting 
(height for age < -2 standard 
deviation from the median 
of the WHO Child Growth 
Standards) among children 
under 5 years of age (2.2.1) 

Prevalence of insuffi  cient 
physical activity among 
adolescents

Direct

Prevalence of malnutrition 
(weight for height > +2 or 
< -2 standard deviation from 
the median of the WHO 
Child Growth Standards) 
among children under 
5 years of age, by type 
(wasting and overweight) 
(2.2.2) 

Prevalence of anemia in women 
aged 15–49 years, disaggregated 
by age and pregnancy status

Age 
disaggregation

Proportion of children aged 
6–23 months who receive a 
minimum acceptable diet

Ensure universal access to 
sexual and reproductive 
health-care services 
(including for family 
planning) and rights (SDG 
3.7 and 5.6) 

Percentage of women of 
reproductive age (15–49 
years) who have their need 
for family planning satisfi ed 
with modern methods (3.7.1) 

Proportion of men and women 
aged 15–24 years with basic 
knowledge about sexual and 
reproductive health services 
and rights

Direct

Adolescent birth rate (10–14 
years, 15–19 years) per 1000 
women in that age group 
(3.7.2) 

Direct

Proportion of women aged 
15–49 years who make their 
own informed decisions 
regarding sexual relations, 
contraceptive use and 
reproductive health care 
(5.6.1) 

Age 
disaggregation

(Continued)

(Continued)
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Target
Included in SDGs

 (text in parentheses 
denotes an SDG indicator) 

Additional to SDGs
Implication 

for adolescent 
health

Number of countries with 
laws and regulations that 
guarantee women aged 
15–49 years access to sexual 
and reproductive health 
care, information and 
education (5.6.2) 

Ensure that all girls and 
boys have access to good 
quality early childhood 
development (SDG 4.2) 

Percentage of children 
under 5 years of age who 
are developmentally on 
track in health, learning and 
psychosocial well being, by 
sex (4.2.1) 

Participation rate in 
organized learning (one year 
before the offi  cial primary 
entry age), by sex (4.2.2) 

Age 
disaggregation

Substantially reduce 
pollution-related deaths and 
illnesses (SDG 3.9) 

Mortality rate attributed to 
household and ambient air 
pollution, by age and sex 
(3.9.1) 

Proportion of population 
with primary reliance on 
clean fuels and technology 
(7.1.2) 

Achieve universal health 
coverage, including fi nancial 
risk protection and access 
to quality essential services, 
medicines and vaccines 
(SDG 3.8) 

Coverage of essential health 
services (index based on 
tracer interventions that 
include reproductive, 
maternal, newborn and child 
health, infectious diseases, 
noncommunicable diseases 
and service capacity and 
access) (3.8.1) (including 
RMNCAH: family planning; 
pregnancy and childbirth 
care; breastfeeding; 
immunization; childhood 
illnesses treatment) SDG 
3.8.2 to be decided*

Current country health 
expenditure per capita 
(including specifi cally on 
RMNCAH) fi nanced from 
domestic sources 

Out of-pocket health expenses 
as percentage of total health 
expenditure

(Continued)

(Continued)
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Target
Included in SDGs

 (text in parentheses 
denotes an SDG indicator) 

Additional to SDGs
Implication 

for adolescent 
health

 Transform (expand enabling environments) 

Eradicate extreme poverty 
(SDG 1.1) 

Proportion of population 
below the international 
poverty line, by sex, age, 
employment status and 
geographical location (1.1.1) 

Ensure that all girls and boys 
complete free, equitable 
and good quality secondary 
education (SDG 4.1) 

Proportion of children and 
young people: (a) in grades 
2/3; (b) at the end of 
primary; and (c) at the 
end of lower secondary 
achieving at least a 
minimum profi ciency 
level in (i) reading and (ii) 
mathematics, by sex (4.1.1) 

Age 
disaggregation

Eliminate all harmful 
practices and all 
discrimination and violence 
against women and girls 
(SDG 5.2 and 5.3) 

Percentage of women aged 
20–24 years who were 
married or in a union before 
age 15 and before age 18 
(5.3.1) 

Proportion of young women 
and men aged 18–29 years who 
experienced sexual violence by 
age 18 (16.2.3) 

Direct

Proportion of ever-
partnered women and girls 
aged 15 years and older 
subjected to physical, sexual 
or psychological violence by 
a current or former intimate 
partner in the previous 
12 months, by form of 
violence and by age (5.2.1) *

Proportion of rape survivors 
who received HIV post-exposure 
prophylaxis (PEP) within 
72 hours of an incident 
occurring

Proportion of women and 
girls aged 15–49 years who 
have undergone female 
genital mutilation/cutting 
(FGM/C), by age (5.3.2) 

Age 
disaggregation

Whether or not legal 
frameworks are in place 
to promote, enforce and 
monitor equality and 
nondiscrimination on the 
basis of sex (5.1.1) 

(Continued)

(Continued)
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(Continued)

Target
Included in SDGs

 (text in parentheses 
denotes an SDG indicator) 

Additional to SDGs
Implication 

for adolescent 
health

Achieve universal and 
equitable access to safe and 
a  ordable drinking water 
and to adequate sanitation 
and hygiene (SDG 6.1 and 
6.2) 

Percentage of population 
using safely managed 
drinking water services 
(6.1.1) 

Percentage of population 
using safely managed 
sanitation services including 
a hand-washing facility with 
soap and water (6.2.1) 

Enhance scientifi c research, 
upgrade technological 
capabilities and encourage 
innovation (SDG 8.2) 

Research and development 
expenditure as a 
proportion of GDP (9.5.1) 
(disaggregated by health/
RMNCAH) 

Provide legal identity for all, 
including birth registration 
(SDG 16.9) 

Proportion of children under 
5 years of age whose births 
have been registered with a 
civil authority, by age (16.9.1) 

Proportion of countries that 
(a) have conducted at least 
one population and housing 
census in the last 10 years; 
and (b) have achieved 100% 
birth registration and 80% 
death registration (17.19.2) 

Enhance the global 
partnership for sustainable 
development (SDG 17.16) 

Number of countries 
reporting progress in multi 
stakeholder development 
e  ectiveness monitoring 
frameworks that support 
the achievement of the 
SDGs (17.16.1) 

Governance index (voice, 
accountability, political stability 
and absence of violence, 
government e  ectiveness, 
regulatory quality, rule of law, 
control of corruption) 

Additional equity, 
humanitarian and human 
rights cross-cutting 
indicators

Proportion of indicators 
at the national level with 
full disaggregation when 
relevant to the target 
(17.18.1) (for indicators from 
the Global Strategy for 
Women’s, Children’s and 
Adolescents’ Health, this 
indicator would be relevant 
at regional and global levels 
too) 

Proportion of countries that 
have ratifi ed human rights 
treaties related to women’s, 
children’s and adolescents’ 
health Humanitarian Response 
Index
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Evidence-based interventions for adolescent health and development

Evidence-based intervention areasa

3.1. Positive development

Adolescent-friendly health services; school health, hygiene, and nutrition interventions; and multisectoral 
initiatives

3.2. Unintentional injury

GS 1. Prevention of injuries

GS 2. Assessment and management of adolescents who present with unintentional injury, including 
alcohol-related injury

3.3. Violence

GS 3. Prevention of violence

GS 4. Prevention and response to child maltreatment

GS 5. Prevention of and response to sexual and other forms of gender-based violence

3.4 Sexual and reproductive health, including HIV

GS 6. Comprehensive sexuality education

GS 7. Information, counselling and services for comprehensive sexual and reproductive health including 
contraception

GS 8. Prevention of, and response to, harmful practices, such as female genital mutilation and early and 
forced marriage

GS 9. Pre-pregnancy, pregnancy, birth, post-pregnancy, abortion (where legal), and post-abortion care (all 
48 evidence-based interventions), as relevant to adolescents

GS 10. Prevention, detection and treatment of sexually transmitted and reproductive tract infections, 
including HIV and syphilis

GS 11. Voluntary medical male circumcision in countries with generalized HIV epidemics

GS 12. Comprehensive care of children living with, or exposed to, HIV

3.5. Communicable diseases 

GS 13. Prevention, detection and treatment of communicable diseases, including Tuberculosis

GS 14. Routine vaccinations, e.g., human papilloma virus, hepatitis B, diphtheria-tetanus, rubella, measles

GS 15. Prevention and management of childhood illnesses, including malaria, pneumonia, meningitis and 
diarrhoea

GS 16. Case management of meningitis

3.6. Noncommunicable diseases, nutrition, and physical activity

GS 17. Promotion of healthy behaviour (e.g., nutrition, physical activity, no tobacco, alcohol or drugs)

GS 18. Prevention, detection and treatment of noncommunicable diseases

GS 19. Prevention, detection and management of anaemia, especially for adolescent girls. Iron 
supplementation where appropriate

GS 20. Treatment and rehabilitation of children with congenital anomalies and disabilities

Annex 3
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3.7. Mental health, substance abuse, and self-harm (see also Annex a3.7.1) 

GS 21. Care for children with developmental delays

GS 22. Responsive caregiving and stimulation

GS 23. Psychosocial support and related services for adolescent mental health and well-being

GS 24. Parent skills training, as appropriate, for managing behavioural disorders in adolescents

GS 25. Prevention of substance abuse

GS 26. Detection and management of hazardous and harmful substance use

GS 27. Prevention of suicide and management of self-harm / suicide risks

3.8. Conditions with particularly high priority in humanitarian and fragile settings

Nutrition; disability and injury; violence; sexual and reproductive health; water, sanitation, and hygiene; 
and mental health interventions. ([cite sources from Table 3.9]) 

Key: AIDS = acquired immunodefi ciency syndrome; DALY = disability-adjusted life years; FGM = female genital mutilation; GS = Global Strategy for Women’s, Children’s 
and Adolescents Health (EWEC 2015); HIV = human immunodefi ciency virus; STI = sexually-transmitted infection
a  Source is the Global Strategy for Women’s, Children’s and Adolescents Health (EWEC 2015), unless otherwise noted. 
b  The Global Strategy identifi es 48 evidence-based interventions that relate to maternal health and thus may be relevant to adolescent girls and women. These are 

consolidated in Global Strategy adolescent health intervention no. 9 above.
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SEAR case studies included in AA-HA!
Bangladesh

• Bangladesh’s community initiatives to stop open defecation

Bhutan

• Bhutan’s project to enhance the skills and capacities of parents of adolescents

• Bhutan’s comprehensive national adolescent health programming

India

• India’s national menstrual hygiene management programme for rural adolescent girls

• India’s contracting-out of reproductive and child health services through the Mother NGO scheme

• India’s evaluation of an adolescent sexual and reproductive health services project

• India’s adolescent-friendly health services: A review of 15 years of evaluation research

Nepal

• Nepal’s approach to improved food hygiene

• Nepal’s transition from projects to a national adolescent sexual and reproductive health programme

Sri Lanka

• Sri Lanka’s targeted pesticide bans

Thailand

• Thailand’s driving education and training programmes for young novice motorcycle drivers

Link to Global Accelerated Action for the Health of Adolescents (AA-HA!): guidance to support country 
implementation: http://www.who.int/maternal_child_adolescent/topics/adolescence/framework-
accelerated-action/en/

Annex 4
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Recent programme support publications on adolescent health
Health for the World’s Adolescents: A Second Chance in the Second Decade (1), which synthesizes 
current WHO guidance and recommendations on adolescent health (2).

Abstract: The World Health Organization has produced a multimedia, interactive online report entitled 
Health for the World’s Adolescents: A Second Chance in the Second Decade. The report provides an 
overview of global and regional estimates of adolescent mortality and disability-adjusted life years, 
disaggregated by age, sex, and cause, and country-level data on health-related behaviours and 
conditions among adolescents. It outlines the reasons why adolescence is a unique period in the 
life course requiring special attention and synthesizes current thinking about the determinants that 
underlie the di  erences in health status between adolescents. 

For the fi rst time, this new report pulls together recommendations and guidance from across the World 
Health Organization relating to interventions directed to a range of priority health problems, including 
use of alcohol and other psychoactive substances, AIDS, injuries, mental health, nutrition, sexual and 
reproductive health, tobacco use, and violence, focusing on four core functions of the health sector: 
supportive policies, service provision, strategic information, and working with other sectors. The 
report concludes with 10 key actions that would strengthen national responses to adolescent health, 
and outlines the approaches that are needed to overcome the obstacles to accelerating evidence-
informed actions to improve the health of adolescents worldwide – with all the benefi ts that this will 
have for public health in the present and across the life course, for this generation and the next.

The report of the Lancet Commission on Adolescent Health (3) provides a synthesis of the work of the 
Lancet Commission on Adolescent Health that was set up in 2014

Key messages

• Investments in adolescent health and well-being bring a triple dividend of benefi ts now, into 
future adult life, and for the next generation of children.

• Adolescents are biologically, emotionally, and developmentally primed for engagement beyond 
their families. We must create the opportunities to meaningfully engage with them in all aspects 
of their lives.

• Inequities, including those linked to poverty and gender, shape all aspects of adolescent health 
and well-being: strong multisectoral actions are needed to grow the resources for health and 
well-being and o  er second chances to the most disadvantaged.

• Adolescents and young adults face unprecedented social, economic, and cultural change. We 
must transform our health, education, family support, and legal systems to keep pace with 
these changes.

Annex 5
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Outstanding opportunities

• Guaranteeing and supporting access to free, quality secondary education for all adolescents 
present the single best investment for health and well-being.

• Tackling preventable and treatable adolescent health problems including infectious diseases, 
undernutrition, HIV, sexual and reproductive health, injury, and violence will bring huge social 
and economic benefi ts. This is key to bringing a grand global convergence in health in all 
countries by 2030.

• The most powerful actions for adolescent health and well-being are intersectoral, multilevel, and 
multi-component: information and broadband technologies present an exceptional opportunity 
for building capacity within sectors and coordinating actions between them.

• Establishing systems for the training, mentoring, and participation of youth health advocates 
has the potential to transform traditional models of health-care delivery to create adolescent-
responsive health systems.

Challenges ahead

• Rapid global rises in adolescent health risks for later-life noncommunicable diseases will require 
an unprecedented extent of coordination across sectors from the global to the local level.

• Noncommunicable diseases of adolescents including mental and substance use disorders, 
and chronic physical illnesses are becoming the dominant health problems of this age group. 
Substantial investment in the health-care system and approaches to prevention are required.

• Health information systems to support actions in adolescent health remain weak: greater 
harmonization and broadening of data collection systems to neglected problems and younger 
ages will be needed.

• Inequalities in health and well-being are evident in socially and economically marginalized 
adolescents, including ethnic minorities, refugees, young o  enders, indigenous, and LGBT 
adolescents; engagement of adolescents and reconfi guration of service systems to ensure 
equity of access regardless of sex, ethnic, or socioeconomic status will be essential.

The report made an epidemiological classifi cation of countries, based on DALYs data, into three groups: 
multi-burden countries; countries with excess injury (both unintentional injuries and violence); and 
noncommunicable disease (NCD) - predominant countries. Countries and communities in SEAR cut 
across all three groupings.

Technical consultation on indicators of adolescent health (4, 5) provides an overview of the consensus 
around key indicators for adolescent health, including health outcomes, behaviors, determinants and 
health services

Progress in the health of adolescents has been far slower than in child health over the fi rst 15 years 
of the millennium. Initiatives such as the new Global Strategy aim to change that. Global, regional, 
national and subnational indicators will be essential both to set priorities and targets and to monitor 
progress towards those targets. The technical consultation on indicators of adolescent health, held 
in WHO, Geneva in late 2014 brought together adolescent health experts from within WHO, other 
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UN organizations and others. It aimed to reach a consensus on a core list of indicators for measuring 
and reporting on adolescent health, and to explore the mechanisms for validating and/or testing new 
indicators for the core list agreed at the meeting. 

The meeting participants reached a consensus on a core list of 20 indicators, with 7 additional indicators 
recommended for countries with either a high burden of HIV or cannabis use. Three further indicators 
were suggested for inclusion, but would require further development. The meeting report should 
be of considerable interest to policy makers, programme managers, funders, academics, civil society 
organizations, and adolescents themselves. 
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Summary of national adolescent health programmes from SEAR
Many Member countries have initiated adolescent health programmes and are at a various level of 
implementation. WHO has encouraged and collaborated with the countries to use the ‘4S’ framework 
and follow a systematic approach.

To take stock of the status of implementation, CAH/SEARO developed a questionnaire that has been 
circulated to all 11 Member countries. They were requested to consult with MoH and documents in the 
public domain to fi ll in the required information. Eight countries have responded and three countries 
(Bhutan, Democratic People’s Republic of Korea, and Thailand) are expected to follow soon. 

Strategic information

Epidemiological information regarding adolescent health is available only to a limited extent in member 
countries. Countries have done a secondary analysis of DHS data to get the age-disaggregation for 
15–24 years age group. Some countries have mounted special national or subnational level surveys for 
adolescents.

Strategic information

Country National AH profi le Age disaggregation of DHS/MICS data Special survey for AH

Bangladesh 2010 2014 2010

Bhutan 2005 2016 2008

India 2006 2016 2009

Indonesia 2003, 2007 2011 2008

Maldives No 2017 (ongoing) 2008

Myanmar 2006 2016 2008

Nepal 2005 2016 2000

Sri Lanka 2004, 2008 2016 2004

Thailand 2007 2016 2006, 2009

Timor-Leste 2004, 2010 2016 2009

Services

WHO has supported Member countries to develop adolescent-friendly health services (AFHS). 
Assistance has been provided to develop and disseminate national standards and guidelines for 
AFHS as well for adaptation of the WHO training package for adolescent health (Orientation 
Programme – OP).

Annex 6



93

Annex 6

AFHS: National standards, guidelines and training 

Country
National standards 

for AFHS
Implementation 

guidelines
OP package adapted and implemented

Duration of training

Bangladesh 2006 2010 2006 Updated in 2011

MO: 4 days

Bhutan 2008, 2013 2008 2008

India 2006 2006 2006

MO: 3 days;

ANM: 5 days

Indonesia 2009 2010 2009

MO and nurses:

5 days

Maldives 2013 2013 2013

Myanmar 2016 2016 2009/10

2 days (Informal package based on OP) 

Nepal 2007 2007

Sri Lanka 2008 2008 2008

MO: 3 days

Thailand

Timor-Leste 2010 No 2008

MO and nurses:

4 days

Additional AH training packages: LSE (Bangladesh, India, Sri Lanka); Counselling (Indonesia), FP (Timor-Leste) 

The package of services under the AH programme is similar in all countries and includes:

ANC and childbirth care

Abortion and PAC

HIV counselling and testing

STI treatment

PMTCT

Contraceptive service

EC pills

Anaemia

Counselling for psychosocial issues
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AFHS: Scale of implementation

Country
Geographic coverage of 
AFHS implementation

Number of public health 
facilities implementing AFHS

Other sites for AFHS

Bangladesh 40 / 60 districts 224 / 224 NGO and private clinics

Bhutan 20 / 20 districts 15 School

India All 35 states Not available NGO and private clinics

Indonesia 196 / 477 districts 2011 / 8187 NGO

Maldives 2 / 20 atolls 2 / 2 hospitals Youth Health Café (MoYAS);

NGO

Myanmar 18 / 75 townships 18 / 18

MCH and school health teams

No

Nepal 10 / 75 districts 94 / 550 No

Sri Lanka 2008 Not available NGO

Thailand 711 / 927 districts Not available Schools

Timor-Leste 2010 Not available Marie Stopes Clinic (Dilli) 

AFHS: Monitoring and supervision

Country
Supervision of 

AFHS
Quality assessment 

with WHO tools
Coverage assessment 

with WHO tools
Review of 

implementation

Bangladesh Yes 
Quarterly

Subnational level Subnational level No

Bhutan No No No Yes

India No Subnational level Subnational level Yes

Indonesia Yes 
Annually

No No Yes

Maldives No No No Yes

Myanmar Yes 
Half-yearly

No No Yes

Nepal Yes 
Need-based

No No Yes

Sri Lanka No Subnational level No No

Thailand Yes Yes Yes 

Timor-Leste No No No No
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Multisectoral policies and partnerships for adolescent health

Country
Multi-sectoral 
policy for AH

Supporting partners for AH

UN INGO/NGO Profession

Bangladesh No WHO, UNFPA, UNICEF, 
UNAIDS

BRAC; Ad-din; HASAB; YPSA No

Bhutan Yes WHO, UNFPA, UNICEF

India No WHO, UNFPA Several Paediatrics; O & G; 
Public health 

Indonesia Yes WHO, UNFPA, UNESCO PKBI (FPA-Indonesia) Paediatrics; O 
& G; Midwives, 
Psychiatrists; 
Dermatologists

Maldives No WHO, UNFPA, GFATM SHE No

Myanmar Yes WHO, UNFPA, UNICEF MMA No

Nepal Yes WHO, UNFPA FPAN; NFHP; SOLID O & G

Sri Lanka Yes WHO, UNICEF (Nut) No Paediatrics; O & G; 
Physicians

Thailand Yes WHO, UNFPA, UNICEF 
UNDP UNESCO

Timor-Leste No WHO, UNFPA CVTL; FTH No
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Country and regional documents from H6 partners 

 “Adolescents Under the Radar” (UNICEF) (1) 

• Scale-up high-impact interventions as part of a comprehensive health package for young key 
populations

• Champion supportive and protective laws, policies and holistic development for key adolescent 
populations

• Improve data collection, research and evidence-based analysis on adolescents

• Ensure young key populations have access to universal health coverage that includes 
HIV-related services

D4A (UNICEF) (2) 

• Fill in the data gaps

• Assess progress

• Ongoing review of indicators

Situation Analysis of Adolescent Pregnancy in EAPR (UNICEF) (3) 

• Participation 

• Empowerment 

• Education 

• Protection 

• Coordinated services from sectors

Situation Analysis of Adolescent Pregnancy in Thailand (UNICEF) (4) 

• Coordination 

• Accountability 

• Strategies 

• Education 

• Social and medical services 

• Community engagement 

• Communication & public awareness campaigns 

• Monitoring systems and national statistics

Annex 7
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International technical guidance on sexuality education (UNESCO)

The revised Guidance presents sexuality with a positive approach, recognizing that CSE goes beyond 
educating about reproduction, risks and disease. It reaffi  rms the position of sexuality education within a 
framework of human rights and gender equality. It and refl  ects the contribution of sexuality education 
to the realization of several internationally agreed commitments in relation to sexual and reproductive 
health, as well as the achievement of the goals in the 2030 Agenda in relation to health and well-being, 
quality and inclusive education, gender equality and women and girls empowerment.

Knowledge Brief Nepal (World Bank) (5) 

• Empower adolescents with practical knowledge and life skills 

• Ensure outreach counselling and contraceptive distribution for married and unmarried 
adolescents 

• Continue scaling-up adolescent-friendly services prioritizing sub-health posts 

• Design IEC interventions preferably through various channels including: 

 FCHVs visits targeted to adolescent and young wives with short-term husband separation 

 Innovative contraceptive delivery modalities through training and distribution of 
contraceptives in private outlets such as beauty parlours, henna painters, tailors and 
seamstress, etc. 

Knowledge Brief Bangladesh (World Bank) (6) 

• Basic fertility awareness education for boys and girls is needed

• More opportunities for collaboration between the formal and informal sectors providing SRH 
information and services 

• Government should ensure that laws regarding sexual violence are enforced 

• More socialization campaigns involving men and boys that emphasize the benefi ts of joint 
decision-making and dispel inequitable gender norms

• Outreach should target older family and community members, such as the mother-in-law, on 
the importance of ANC and the advantages of skilled birth attendance

Menstrual Hygiene Management (MHM) in EAPR (UNICEF) (7) 

• EAP regional level

• Increased advocacy 

• Develop practical guidance 

• Develop and use opportunities to strengthen inter-sectoral collaboration

• National policy level

• Support cross-sectoral engagement, coordination and communication

• Strengthen relevant policies, strategies and guidelines 
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• Provide relevant and appropriate information to girls and boys 

• Increase fi nancial and human resources to improve school WASH facilities 

• Develop strategies to reach and support the needs of out-of-school youth

• Countries – research, monitoring, evaluation and advocacy 

• Undertake formative research on MHM 

• Integrate indicators relevant to MHM into programme assessments 

• Establish mechanisms to ensure cross-sectoral learning. 

• Ensure access to information and materials for women and girls facing humanitarian crises.

International technical guidance on sexuality education (UNESCO) (8)

The revised Guidance presents sexuality with a positive approach, recognizing that CSE goes beyond 
educating about reproduction, risks and disease. It reaffi  rms the position of sexuality education within a 
framework of human rights and gender equality. It and refl  ects the contribution of sexuality education 
to the realization of several internationally agreed commitments in relation to sexual and reproductive 
health, as well as the achievement of the goals in the 2030 Agenda in relation to health and well-being, 
quality and inclusive education, gender equality and women and girls empowerment.
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