
Adolescents in Bangladesh: 
A Situation Analysis of Programmatic 
Approaches to Sexual and Reproductive 
Health Education and Services

S
ITU

A
TIO

N
 A

N
A

LY
S

IS
  R

E
P

O
R

TJANUARY 2017

Sigma Ainul, Population Council
Ashish Bajracharya, Population Council
Laura Reichenbach, Population Council
Kate Gilles, Population Reference Bureau



The Evidence Project
Population Council
4301 Connecticut Avenue, NW, Suite 280
Washington, DC 20008 USA
tel +1 202 237 9400

Population Council
House #15B, Road #13  
Gulshan, Dhaka 1212

evidenceproject.popcouncil.org

The Evidence Project is made possible by the generous support of  the 
American people through the United States Agency for International De-
velopment (USAID) under the terms of  cooperative agreement no. AID-

OAA-A-13-00087. The contents of  this document are the sole responsibility of  the Evidence Project and 
Population Council and do not necessarily reflect the views of  USAID or the United States Government.

The Evidence Project uses implementation science—the strategic generation, 
translation, and use of  evidence—to strengthen and scale up family planning and 
reproductive health programs to reduce unintended pregnancies worldwide. The 

Evidence Project is led by the Population Council in partnership with INDEPTH Network, International 
Planned Parenthood Federation, PATH, Population Reference Bureau, and a University Research Network. 

Published in January 2017.

Suggested citation: Ainul, Sigma, Ashish Bajracharya, Laura Reichenbach, and Kate Gilles. 2017. “Adolescents 
in Bangladesh: A Situation Analysis of  Programmatic Approaches to Sexual and Reproductive Health Edu-
cation and Services,” Situation Analysis Report. Washington, DC & Dhaka, Bangladesh: Population Council, 
The Evidence Project.  

© 2017 The Population Council, Inc.

Photo credit on cover page: Ashish Bajracharya, 2016.



Table of Contents
ACKNOWLEDGMENTS........................................................................................................................................V
LIST OF ACRONYMS..........................................................................................................................................VI
EXECUTIVE SUMMARY...................................................................................................................................... 1

Key Findings.............................................................................................................................................................1

INTRODUCTION.................................................................................................................................................. 4
Context of Bangladesh and ASRH...........................................................................................................................4

Initiatives of the Government of Bangladesh in ASRH..........................................................................................6

NGOs and Development Partners in ASRH............................................................................................................6

METHODS............................................................................................................................................................ 7
RESULTS.............................................................................................................................................................. 9

A. Geographic Coverage and Program Duration....................................................................................................9

B. Thematic Focus Area.........................................................................................................................................10

C. ASRH Programming Approaches......................................................................................................................12

INNOVATIVE AND EMERGING APPROACHES IN ASRH PROGRAMS IN BANGLADESH..........................20
PROGRAMMATIC CHALLENGES....................................................................................................................26
RECOMMENDED ACTIONS..............................................................................................................................28
LIMITATIONS.....................................................................................................................................................30
REFERENCES....................................................................................................................................................31
APPENDIX 1: ASRH PROGRAMS IN BANGLADESH, 2005-2015 .............................................................34



iv  |  SITUATION ANALYSIS REPORT

LIST OF MAPS & FIGURES

Map 1. Districts by Level of Program Coverage.............................................................................................................9

Figure 1. Distribution of Programs by Duration.............................................................................................................9

LIST OF TABLES

Table 1. Distribution of Programs by Age and Gender..................................................................................................8

Table 2. Standard SRH Information and Services Package for Adolescents at Government Health Facilities..11

Table 3. SRH Topics Introduced by National Curriculum and Textbook Board........................................................16

LIST OF BOXES
Box 1. What Do We Mean by ‘ASRH’ Programs?...........................................................................................................5

Box 2. School Outreach vs. School-based Model: An Important Distinction............................................................13

Box 3. Trade-offs Between Community-Based and School-Based Approaches......................................................15

Box 4. Adolescent Friendly Health Centers (AFHCs)....................................................................................................19



THE EVIDENCE PROJECT | v 

Acknowledgments
This report is part of  the larger project “Improving Adolescents Sexual and Reproductive Health (ASRH) 
Outcomes in Bangladesh,” led by the Population Council, under the Evidence Project. We are grateful to the 
USAID Mission in Bangladesh for their generous support, in particular Miranda Beckman and Sanjib Ahmed. 

The authors wish to acknowledge the contributions of  the many individuals and institutions who made this 
study possible. We thank the two former team members from Population Council, Hossain Ahmed Taufiq 
and Tahmina Hadi, for their hard work in identification of  relevant programs and collection of  programmat-
ic information, in person and over the phone, and for their excellent support during field visits. During her 
time as an intern, Carly Comins provided support identifying thematic areas and different approaches from 
the mesh of  the collected programmatic documents. We are grateful to Iqbal Ehsan for his contributions to 
revising and finalizing this report. We are also thankful to Tasmiah Tanjeen for providing assistance during 
collecting and sorting the references. We thank Md. Kamruzzaman Bhuiyan, who helped in translating geo-
graphical coverage of  ASRH programs pictorially. We thank Shuchi Karim, the consultant, who has helped 
to enrich the landscape analysis by providing her perspective on gender and sexuality in ASRH programming 
in Bangladesh. We want to specially thank Noorunnabi Talukder and Ubaidur Rob for their review and useful 
input in this report.

We are indebted to our colleagues from other organizations who participated in the core group meeting and 
helped set the inclusion criteria for this synthesis review: Shakil Mahmud Chowdhury (Save the Children), 
Fatima Jahan Seema and Rina rani Paul (CARE Bangladesh), Ikhtiar Uddin Khandakar (Plan International), 
Shuchi Karim (BRAC-IED), Quamrun Nahar (icddr,b), Shimul Koli Hossain (DGFP), Miranda Beckman 
(USAID), Subas Biswas (BRACU), Eshani Ruwanpura (UNFPA), Katherine Tegenfeldt (formerly of  FHI 
360), Kate Plourde (FHI 360), Abu Umaya (BRAC), Rebecca Arnold (Johns Hopkins University Center for 
Communication Program), and Tawfique Jahan (BCCP). 

We are thankful to the colleagues from several organizations who supported our visits to their programs in 
the field. We want to specially thank to Halida Akter and Lovely Yeasmin Jeba from USAID-DFID NHSDP, 
Quazi Suraiya Sultana from RHSTEP, Rashida Parvin from ADP, BRAC, Shakil Mahmud from the Shishuder 
Jonno Program, Save the Children and Moazzem Hossain, from FPAB.

Special thanks are due to the Maternal and Child Health services Unit of  the Directorate General of  Family 
Planning (DGFP), especially to Mohammed Sharif, Director (MCH services) & Line Director (MCRAH) and 
Shimul Koli Hossain, Program Manager (Adolescent and Reproductive Health) for their continuous support 
in this study, especially for dissemination of  study results among national and regional government officials, 
policy planners and other key ASRH stakeholders.

A warm thanks also goes to our Population Council colleagues on the Evidence Project. Karen Hardee 
reviewed the report and offered valuable input. Anneka Van Scoyoc provided creative input and designed and 
laid out the report. We thank Dipak Kumar Shil, Julia Adams, and Afzal Kuhnaward for managing the study 
funding, budget, and expenditure reports. We thank Mamun–or- Rashid and Joynal Abedin, who provided day 
to day administrative support for this project. 

Finally, a special thank you goes to the adolescents and program implementers in the field who shared their 
experiences and perspectives with us, without which the development of  this collective understanding of  the 
varied and complex landscape of  ASRH in Bangladesh would not have been possible.



vi  |  SITUATION ANALYSIS REPORT

List of Acronyms
ADP	 Adolescent Development Programme

AIDS	 Acquired Immune Deficiency Syndrome

ASRH	 Adolescent Sexual and Reproductive Health

BCCP	 Bangladesh Center for Communication Programs

BDHS	 Bangladesh Demographic Health Survey

BRAC	 Bangladesh Rural Advancement Committee

BRAC-IED	 BRAC Institute of  Educational Development

BRACU	 BRAC University

CSE	 Comprehensive Sexuality Education

DGFP	 Directorate General of  Family Planning

EKN	 Embassy of  the Kingdom of  the Netherlands

FP	 Family Planning

FPAB	 Family Planning Association of  Bangladesh

GBV	 Gender Based Violence

GOB	 Government of  Bangladesh

HIV	 Human Immunodeficiency Virus

ICT	 Information and Communications Technology

icddr,b	 International Centre for Diarrhoeal Disease Research, Bangladesh

MCH	 Maternal and Child Health

MCWC	 Mother and Child Welfare Centers

MoHFW	 Ministry of  Health and Family Welfare

NCTB	 National Curriculum and Textbook Board

NGO	 Nongovernmental Organization

RCT	 Randomized Controlled Trial

SRH	 Sexual and Reproductive Health 

SRHR	 Sexual and Reproductive Health and Rights

STI	 Sexually Transmitted Infection

UH&FWC	 Union Health and Family Welfare Center

UNFPA	 United Nations Population Fund

UNICEF	 United Nations Children’s Fund

USAID	 United States Agency for International Development



THE EVIDENCE PROJECT | 1 

Executive Summary
There are 29.5 million adolescents in Bangladesh, including 14.4 million girls and 15.1 million boys, togeth-
er representing nearly one-fifth of  the country’s total population of  144 million. Although the health and 
well-being of  this group is critical to the country’s future, issues surrounding sexual and reproductive health 
(SRH) remain a cultural taboo, especially for adolescents and young unmarried people. Adolescents in Bangla-
desh too often enter their reproductive years poorly informed about SRH issues, without adequate access to 
SRH-related information or services. 

Initiatives to address adolescent sexual and reproductive health (ASRH) in Bangladesh have been implement-
ed by both the Government of  Bangladesh (GOB) and nongovernmental organizations (NGOs), but these 
activities have often been fragmented and are not well documented or evaluated, making it difficult to know 
what worked well and what did not. With a large and growing adolescent population, it is critical to identify, 
invest in, and accelerate the expansion of  proven approaches to ASRH programming. There is a need to un-
derstand which approaches can improve adolescents’ knowledge of  SRH issues and their access to and uptake 
of  services, and to identify gaps in programming knowledge and practice. There is also a need to critically 
examine the evidence base for these programs to determine which interventions lack rigorous evidence of  
effectiveness and, more importantly, to identify and promote those that have been proven, through strong ev-
idence, to effectively and efficiently provide SRH services that meet the needs of  adolescents. Understanding 
what works and what does not for adolescent SRH interventions will help inform the scale-up of  promising 
interventions, minimize duplicative efforts, and ensure efficient use of  available resources.

This report presents findings from a comprehensive review and situation analysis of  ASRH programming in 
Bangladesh, carried out by the Evidence Project/Population Council, with financial support from USAID/
Bangladesh, as part of  a larger research initiative on “Improved Adolescent Sexual and Reproductive Health 
(ASRH) Outcomes in Bangladesh.” The objective of  the review was to identify programmatic and evidence 
gaps, as well as best practices, and support the development of  effective, inclusive, and sustainable ASRH 
programs that can operate at scale. 

KEY FINDINGS
▪▪ There is a lack of  SRH programs that are exclusively focused on adolescents. Of  the 32 

programs reviewed that had an SRH component, only 16 programs were exclusively targeted towards 
adolescents ages 10-19. The rest of  the programs included adolescents not by design, but through their 
coverage of  a wider age range of  beneficiaries e.g. women of  reproductive age (15-49), and did not 
include interventions tailored towards adolescents’ specific needs. Younger adolescents were especially 
neglected: only two of  the 32 programs reviewed had a tailored strategy for 10-14-year-olds. Since this 
is the stage when gender and sexual norms, values, and attitudes start forming, it is important to estab-
lish positive and responsible SRH attitudes and behaviors at this age. 

▪▪ ASRH programs are unevenly distributed across Bangladesh. ASRH programs were highly con-
centrated in some districts, while other districts remain underserved. ASRH programs were also more 
highly concentrated in rural areas compared to urban areas, despite the fact that adolescents living in 
urban slums are a significant and vulnerable segment of  the adolescent population. 

▪▪ Programs directed specifically to adolescents do not usually focus primarily on SRH, instead  
incorporating SRH as a secondary component, strategically bundled with other interventions. 
Most often, programs that focused exclusively on adolescents often included SRH components as a 
secondary focus, incorporated into other, less controversial interventions (e.g. prevention of  child mar-
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riage) or into broader maternal and reproductive health services. This allows programs to address more 
sensitive and stigmatized topics, such as premarital sex, that would otherwise be considered taboo in 
Bangladesh’s conservative, religious culture. Unfortunately, without a strong evaluation mechanism, it is 
difficult to determine the impact and effectiveness of  specific program components.

▪▪ ASRH programs focus predominantly on girls, with little specific attention to boys. Although 
inequitable gender norms and attitudes in Bangladesh result in significantly greater vulnerability for 
girls (such as child marriage, early pregnancy, maternal death, and so forth), adolescent boys also face 
serious challenges in their transition to adulthood, particularly regarding SRH issues. Expanding the 
number of  programs that address adolescent boys’ SRH needs, alone or in conjunction with program-
ming for girls, would contribute to improving national ASRH outcomes overall.

▪▪ There is a critical gap in SRH information and services for unmarried adolescents, especially 
girls. Married girls, due to the social acceptability of  sexual union and child bearing inside marriage, 
are able to seek and receive a host of  SRH, maternal health, and family planning services, irrespective 
of  their age. However, programs and policies continue to restrict unmarried adolescents’ access to 
SRH knowledge, information and services, which makes them vulnerable to health risks and discrimi-
natory treatment. Efforts to mobilize communities to recognize these needs, to sensitize elders to fully 
appreciate the breadth of  SRH issues beyond family planning and to accept the importance of  SRH 
information and services for young girls and women, both married and unmarried, to lead healthy lives 
will play a major role in making advances on this issue. 

▪▪ Health facilities are seen exclusively as “family planning clinics.” Adolescents, and communities 
in general, view GOB and NGO health facilities as “family planning clinics,” which creates a major 
barrier for unmarried adolescents to visit these centers. In addition, health services are often clinically 
oriented, and opportunities for preventive interventions are frequently overlooked. There are however 
increasing efforts, including by the GOB, to make SRH information and selected services available 
to adolescents, including for unmarried girls, e.g. the establishment of  Adolescent Friendly Health 
Corners in select GOB facilities. Additional efforts are needed to begin to change the perception 
among communities and adolescents themselves that health facilities are exclusively for family planning 
services for married women.

▪▪ Traditional, awareness raising approaches remain the most common, but without a strong 
base of  evaluation and evidence. Community-based or school-based awareness raising activities, 
peer education, and youth centers remain the most frequently used in ASRH programming. However, 
there has been very limited evaluation of  their impact on SRH behavioral change among adolescents. 
Moreover, these approaches do not generally have an SRH services component or referrals to SRH 
services, which may further limit their impact.

▪▪ School-based interventions are increasingly popular as a strategy for reaching adolescents, but 
face serious implementation challenges. School based interventions are increasingly considered as 
a viable avenue to reach adolescents in their early years with SRH information, but implementation of  
these interventions is hindered by stigma and the reluctance of  teachers to discuss SRH issues. Also, 
these efforts do not usually include a mechanism to meet adolescents’ needs for psychosocial counsel-
ing and SRH services. 

▪▪ More emphasis is needed on rigorous evaluation and generation of  evidence of  what works. 
Of  the 32 reviewed programs, only three employed rigorous evaluation methodologies to determine 
the impact and effectiveness of  programs. Many programs involved short-term evaluations, with lim-
ited evidence of  long-term behavioral impact, and most of  the studies did not highlight aspects of  the 
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interventions that did not work. Program documentation, if  it exists at all, is also limited. This makes 
it difficult to measure a program’s impact, and results in missed opportunities for future programs to 
learn from past experiences and avoid implementing approaches that have proven to be ineffective.

▪▪ Innovative, age-appropriate interventions are emerging, but must be tested. Non-traditional, 
age-appropriate interventions, such as sports-based interventions, the use of  information and com-
munications technology (ICT), and game-based or interactive interventions are starting to appear in 
Bangladesh. These approaches may be effective ways of  reaching adolescents, particularly young ado-
lescents ages 10-14. However, these approaches must be tested for impact and potential scale up upon 
completion.

▪▪ There is a lack of  coordination between stakeholders and collaboration with the government. 
More coordination and collaboration is needed among partners in the ASRH field, including the gov-
ernment. Creating opportunities through existing structures and platforms for increased collaboration 
between the various implementing NGOs and stakeholders working in ASRH and the Government of  
Bangladesh is essential for the advancement and sustainability of  ASRH programs. 
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Introduction
Adolescence, defined as the period between 10–19 years of  age, is characterized by rapid social, physical, and 
emotional changes (Dube and Sharma 2012). For too many young people around the world, the onset of  ad-
olescence brings not only changes to their bodies but new vulnerabilities to human rights abuses, particularly 
in the arenas of  sexuality, marriage and childbearing. According to the Guttmacher Institute, most adolescents 
become sexually active by their late teens: 40% of  women in Latin America, 60% of  women in sub-Saha-
ran Africa and 52% of  women in America had sex by the age of  18. Pregnancy and childbirth are among 
the main contributors to disease and disability among adolescents: early childbearing is linked with higher 
maternal mortality and morbidity rates and increased risk of  induced, mostly illegal and unsafe abortions 
(Blanc, Winfrey, and Ross 2013; Ganchimeg et al. 2013; World Health Organization 2014). Millions of  girls 
are coerced into unwanted sex or marriage, putting them at risk of  unwanted pregnancies, unsafe abortions, 
sexually transmitted infections (STIs) including HIV, and dangerous childbirth (Shah and Åhman 2012). Lack 
of  proper sex education leaves adolescents ill-informed about sexuality and unprepared to protect themselves 
from possible negative outcomes such as STIs (Glasier et al. 2006; Haberland and Rogow 2015). Young peo-
ple specifically are disproportionately affected by HIV: an estimated one million young people, ages 15–24, 
are infected with HIV every year, representing 41% of  all new infections among those aged 15 years and 
older (UNAIDS 2010).

Many adolescents, including those who are sexually active, have difficulty finding information and knowledge 
about adolescent sexual and reproductive health (ASRH). Moreover, those able to find accurate information 
about their sexual health and rights may be unable to access the services needed to act on that knowledge 
and protect their health (UNESCO 2009). This may be due to an absence of  appropriate service locations or 
to adolescents’ lack of  financial and social autonomy, which limits their ability to seek ASRH knowledge and 
services. Meeting the sexual and reproductive health (SRH) needs of  adolescents requires ensuring that ado-
lescents are aware of  and able to access SRH information and services voluntarily, comfortably, confidentially, 
and without fear of  discrimination. 

Countries around the world face similar issues related to ASRH, though different cultural contexts have a 
significant impact on how those issues are experienced and addressed, including specific barriers adolescents 
encounter when trying to access SRH information and services. 

CONTEXT OF BANGLADESH AND ASRH
There are 29.5 million adolescents in Bangladesh, including 14.4 million girls and 15.1 million boys, together 
representing nearly one-fifth of  the country’s total population of  144 million (BBS, Population Census 2011). 
Despite the size of  this subpopulation and their unique SRH needs, the scope of  ASRH programming in 
Bangladesh has remained limited (see Box 1). Adolescents in Bangladesh face a number of  issues, including 
high rates of  early marriage, high fertility rates, limited negotiation skills, and insufficient awareness of  and 
information about reproductive health (Barkat and Majid 2003).

Adolescents in Bangladesh often enter their reproductive years poorly informed about protection from preg-
nancy and infection and their reproductive choices (IPPF 2009). Girls and boys have very different experi-
ences in adolescence, particularly related to expectations around marriage and childbearing: social and cultural 
factors such as social insecurity (fears of  being harassed or labeled as “bad”), social norms regarding age and 
girls’ marriageability, and dowries create pressure on girls to marry and bear children at a young age (Amin, 
Mahmud, and Huq 2002; Amin, Selim, and Waiz 2006). The median age of  marriage for women is 15.5, 
compared to 26 for men and – more seriously – the rate of  child marriage in Bangladesh is one of  the highest 
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in the world, with two out of  every three girls mar-
ried before the age of  18, and one third before age 
15 (NIPORT, Mitra and Associates, and ICF Inter-
national 2015). Adolescent girls enter married life 
without proper knowledge of  contraception and 
with limited ability to exercise their reproductive 
rights, including decisions related to family plan-
ning, childbearing and maternal and child health 
services, and usually begin childbearing soon after 
marriage (Khan, Townsend, and D’Costa 2002). 
One recent study conducted in southern Bangla-
desh described how child marriage leads to early 
and mistimed pregnancies, in part due to young 
girls’ lack of  power and agency (Ainul and Amin 
2015). Another recent survey, conducted in the 
Southwestern region of  Bangladesh, found that 50 
percent of  married adolescents (ages 12-19) had 
been pregnant before, and that 22 percent gave 
birth by age 15 (Amin et al. 2014). 

These practices contribute to making adolescent 
fertility in Bangladesh among the highest in the 

world. According to the latest Bangladesh Demographic Health Survey (BDHS), adolescents ages 15-19 con-
tribute up to one-fourth of  total fertility (NIPORT, Mitra and Associates, and ICF International 2015). While 
use of  modern contraception by women of  reproductive age (15-49 years old) is 52 percent overall, it is only 
42 percent among 15-19 year old adolescents (NIPORT, Mitra and Associates, and ICF International 2015). 
Rates of  contraceptive use are even lower among those who have not yet had children: Amin and Bajracharya 
(2011) found that just 20 percent of  married adolescents without children were using contraception, com-
pared to 42 percent among all adolescents.

In spite of  these figures, SRH is still a cultural taboo in Bangladesh, especially for adolescents and young 
people, and particularly outside marriage. Parents do not feel comfortable discussing SRH issues with their 
adolescent children and schools provide very limited or no information on SRH. Adolescents often face 
difficulty getting information and guidance regarding these issues, and their access to SRH-related services is 
even more limited (Nahar et al. 1999). Because they lack access to essential information, very few adolescents 
in Bangladesh are aware about their sexual and reproductive rights.

A recent qualitative needs assessment undertaken in Dhaka (BIED, BRACU 2012) found that adolescent 
girls and boys were insufficiently informed or misinformed about sexual and reproductive health and rights 
(SRHR) because of  lack of  information from parents and school teachers. Both boys and girls displayed 
some limited knowledge of  HIV/AIDS, but no awareness of  other STIs. Similarly, a recent study in the 
Dhaka slums (Rahman, Hossain, and Amin 2012) showed, among girls and women ages 15-19, inadequate 
knowledge about SRHR issues, including sexual rights, reproductive health and rights, period of  pregnancy 
risk during the menstrual cycle, adverse effects of  teenage pregnancies, emergency contraception, and service 
points for SRH services. 

Donors and policy makers are increasingly advocating for comprehensive sexuality education (CSE) to 
improve adolescent health and wellbeing. CSE programs provide age-appropriate, scientifically accurate, and 
culturally-relevant information on SRH, including SRH rights, services, and healthy behaviors (UNESCO 

ASRH programs address the specific 
sexual and reproductive health needs of 
adolescents (10-19 year olds), as distinct 
from those of adults; some programs 
also include youth up to age 24. ASRH 
programs seek to raise awareness or in-
crease knowledge of SRH among adoles-
cents, or improve services for adolescents 
related to such issues as sexual health, 
reproductive health, maternal health, STI 
prevention and care, HIV/AIDS prevention 
and care, menstrual hygiene and man-
agement, and family planning. 

WHAT DO WE MEAN BY 
‘ASRH’ PROGRAMS?

BOX 1
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2009). CSE in and out of  schools has been shown, in a variety of  cultural and socio-economic backgrounds, 
to be effective in delaying initiation of  sexual activity, reducing unintended pregnancy, and increasing condom 
and contraceptive use (Alford S et al. 2003; Haberland and Rogow 2015; Patton et al. 2016). 

In addition to CSE, adolescents need increased access to SRH and other health information and services in 
order to delay their first birth and reduce the rate of  adolescent pregnancy overall. Confidentiality, respectful 
treatment, integrated services, culturally appropriate care, free or low cost services, and easy access are all 
widely recognized as the cornerstones of  appropriate services for adolescents and young adults (World Health 
Organization 2012). Globally, providing adolescent friendly services to ensure SRHR for adolescents has been 
complicated by service providers’ biases and by stigma, among other barriers (African Youth Alliance/Path-
finder 2013; Jejeebhoy et al. 2014).

INITIATIVES OF THE GOVERNMENT OF BANGLADESH IN ASRH
The Government of  Bangladesh (GOB) has articulated its commitment to improving access to ASRH 
services through numerous policy and program documents, including the Population Policy (2005), the 
Adolescent Reproductive Health Strategy (2006), and the National Plan of  Action for Adolescent Sexual and 
Reproductive Health (2013). These documents provide the basis for engaging with the government, nongov-
ernmental organizations (NGOs), and private sector partners. While there are cultural barriers to providing 
contraception to unmarried adolescents, as well as reservations about offering sex education to very young 
adolescents, the official policy in Bangladesh recognizes the strategic importance of  investing in adolescents. 
Ministry of  Health and Family Welfare (MoHFW) is also committed to increasing adolescents’ access to 
SRH information and services through adolescent friendly health services (AFHS). As part of  that commit-
ment, MoHFW recently introduced adolescent friendly health corners (AFHCs) in existing health facilities 
(specifically, Union Health and Family Welfare Centers (UH&FWC) and Mother and Child Welfare Centers 
(MCWC)). 

NGOs AND DEVELOPMENT PARTNERS IN ASRH
In addition to GOB, NGOs and development partners, including UN agencies and many bilateral and mul-
tilateral donors, are active in the ASRH field in Bangladesh. NGOs, with support from a number of  interna-
tional donors, have been lobbying for the inclusion of  ASRH in the national agenda and are implementing 
programs and interventions that address ASRH issues, both directly and indirectly. 

NGOs and development partners have different priority areas and have responded to the need for ASRH in 
multi-dimensional ways. Most NGOs and partners work in coordination with GOB, and new networks and 
forums are being created to share knowledge, experience, and research, and to promote combined interven-
tions. The majority of  ASRH interventions involve education and health services, with NGOs and donors 
taking increasingly innovative approaches and becoming more inclusive in their coverage of  target groups. 
There is also a growing effort to reach out to rural areas alongside the urbanized and rapidly growing city 
centers, and recent initiatives have sought to involve the private sector in ASRH programs.
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Methods
The Evidence Project/Population Council team conducted a situation analysis of  ASRH programs and inter-
ventions implemented in Bangladesh in the last decade. The review was based on existing program documen-
tation, including baseline reports, project briefs, project documentation of  interventions, and final evaluation 
reports. Activities undertaken as part of  this review included: identification of  SRH programs in Bangladesh 
with a focus on adolescents, collection of  relevant programmatic information, engagement of  key stakehold-
ers, analysis of  selected programs, field visits to current ASRH programs, and communication (including 
interviews) with ASRH program managers. 

Identification and collection of  relevant programmatic information: The review was primarily based 
on secondary literature collected through an online search of  electronic databases, including Google, Google 
Scholar, and PubMed. Search terms used included “adolescent development projects,” “adolescent sexual and 
reproductive health rights projects in Bangladesh,” “adolescent improvement projects,” “adolescent health 
services,” and “peer education project.” The search also included the names of  the international and national 
NGOs engaged in ASRH-related projects in Bangladesh.

The search was extended to the websites of  government ministries, NGOs, and research organizations en-
gaged in ASRH-related issues. These organizations include the Bangladesh Rural Advancement Committee 
(BRAC), CARE, Save the Children, Plan International, Bangladesh, icddr,b, Family Planning Association of  
Bangladesh (FPAB), UNICEF, UNFPA and Marie Stopes, among others. Information was collected through 
visits to organizations’ offices, emails, and telephone conversations with program managers. Program docu-
mentation reviewed included final evaluation reports, baseline reports, project briefs, and project documenta-
tion of  interventions.

Engagement of  key stakeholders: To determine the inclusion criteria for programs in the review, a series 
of  meetings were held with key governmental, non-governmental, donor and development partner stakehold-
ers. These included BRAC, BRAC Institute of  Educational Development (BIED), BRAC School of  Public 
Health, UNFPA, USAID, UNICEF, FPAB, Save the Children, CARE, Plan International, and icddr,b. Inclu-
sion and exclusion criteria to guide program review and mapping were finalized at an inception meeting with 
a core group of  stakeholder representatives. 

Program site visits: The Evidence Project/Population Council study team communicated with managers of  
ASRH programs and visited their program sites to understand the intervention modality and the challenges 
and strengths of  each program. The study team visited a subset of  ASRH programs, selected based on geo-
graphic diversity and mode of  intervention, on multiple occasions to gather in-depth information. 

Inclusion criteria: Based on discussions at the key stakeholder meetings, programs were included in the 
review if  they met the following criteria: 

1.	 They were implemented between 2005 and 2015. Going beyond ten years was deemed to be counter-
productive, given the societal changes that have occurred in Bangladesh over the past decade. 

2.	 They included young people ages 10-24 as target beneficiaries. Adolescents 10-19 years old were the 
primary group of  interest for this review, with additional emphasis on young adolescents (10-14 years 
old) to improve coverage of  unmarried adolescent females, who are often excluded from ASRH proj-
ects. Projects focusing on adolescents 10-19 years old were included in this review, with a particular 
emphasis on those working with young adolescents (10-14 year olds) Since many programs work with 
broad age ranges, programs or interventions addressing wider age groups that included adolescents 



8 | SITUATION ANALYSIS REPORT

(e.g. 10-24 year olds and 15-49 year olds) were also reviewed. 

3.	 They included some programmatic focus on ASRH. Programs or interventions were included in 
the review if  they focused on any element of  ASRH (e.g. reproductive health, family planning, gen-
der-based violence (GBV), child marriage, etc.), although ASRH did not have to be the specific focus. 
Programs that did not address any aspect of  ASRH were excluded. For instance, if  a project aimed to 
delay marriage through a life skills intervention, but ASRH was not explicitly an outcome of  interest, 
the program was included in the review, since child marriage is considered an ASRH issue.

4.	 They had some documentation of  the mechanism of  the intervention and monitoring and evaluation 
processes. The review looked at evaluation mechanisms, but given the negligible number of  programs 
with rigorous evaluation, the lack of  such evaluation was not considered an exclusion criteria.

Based on these criteria, 32 programs and interventions were identified and included in this review. See Table 1 
for the distribution of  programs by age and gender and Appendix 1 for a complete listing of  programs. 

Data and information on these programs were systematically analyzed by a team of  Evidence Project/Pop-
ulation Council researchers, who examined and categorized the programs by geographic focus, program 
themes, and programmatic approaches. Programmatic challenges and successes were also identified and sum-
marized. A core group of  external stakeholders with an interest in ASRH in Bangladesh further strengthened 
the analysis through a series of  consultations.

AGE GROUP GIRLS ONLY BOYS ONLY COMBINED TOTAL PROGRAMS

10 – 19 7 - 9 16

10 – 24 - - 9 9

MIXED, BETWEEN AGE 15 
AND 49 3 - 3 6

15 – 19, MARRIED 1 - - 1

TOTAL 11 - 21 32

TABLE 1 .  DISTRIBUTION OF PROGRAMS BY AGE AND GENDER
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Results
A. GEOGRAPHIC COVERAGE AND PROGRAM DURATION

I. Geographic Coverage

This review found uneven geographic coverage of  ASRH programs across Bangladesh. As illustrated in Map 1, 
programs were concentrated in a few specific districts (Khulna, Sylhet, and Chittagong, where this review 
identified nine or more programs implemented), while other districts have seen few or no programs at all. 
The concentration of  programs in certain districts may be a result of  implementers choosing to work in areas 

where they have longstanding experience or 
where they have identified need for program-
ming. The concentration of  ASRH programs 
was also found to be higher in rural areas 
compared to urban areas. Urban slum areas, 
which comprise a significant and vulnerable 
segment of  the population in Bangladesh, 
have been particularly underserved, with 
only two identified programs (SAFE and 
SHOKHI) implemented in these areas.

The low concentration of  programming 
across much of  Bangladesh suggests there 
may be a need to expand ASRH programs to 
underserved areas, using evidence to deter-
mine priority areas for programming. Careful 
analyses of  national indicators and docu-
mentation of  ASRH needs will help focus 
future investments on geographical areas and 
regions where the needs are greatest. 

II. Program Duration 

The review found significant variation in program duration 
(Figure 1). Over half  of  the programs were implemented for 
more than three years (29 percent for 4-5 years and 23 percent 
for more than 5 years), while slightly less than half  (45 percent) 
were implemented for two or three years. Although optimal pro-
gram duration has not been determined, the finding of  longer 
interventions and programs is encouraging, as longer programs 
enable interventions to reach optimal effectiveness and generate 
useful lessons for evidence-based programming and planning. 
Among programs that lasted more than five years, a few select 
programs have been run continuously for over two decades, 
although the ASRH components of  some were phased in more 
recently as the SRH needs of  adolescents have gained greater 
attention.

MAP 1 .  DISTRICTS BY LEVEL OF PROGRAM COVERAGE

High concentration
(9 or more programs)
Medium concentration
(4 – 8 programs)
Zero to low concentration
(0 – 3 programs)

FIGURE 1 .  DISTRIBUTION OF 
PROGRAMS BY DURATION
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B. THEMATIC FOCUS AREA
This review explored the thematic focus areas of  the 32 interventions identified, in particular examining the 
programs’ specific focus on SRH and their coverage of  adolescents and youth ages 10-24. Of  the programs 
included in this review:

▪▪ Approximately two-thirds (21 of  32 programs) included SRH as a primary focus.

▪▪ Only half  (16 of  32 programs) focused exclusively on adolescents ages 10-19.

▪▪ Only nine (9 of  32 programs) had both a primary focus on SRH and were exclusively focused on ado-
lescents ages 10-19.

The analysis identified the a few key trends in the thematic focus areas of  reviewed projects.

There is a lack of  SRH programs that are exclusively focused on adolescents.
Although the SRH needs of  adolescents are beginning to gain attention in Bangladesh, the review revealed 
that there is still a lack of  SRH programs focused exclusively on the needs of  adolescents. Of  the 32 pro-
grams reviewed that had an SRH component, only 16 programs were exclusively targeted towards adolescents 
ages 10-19. The rest of  the programs included adolescents not by design, but through their coverage of  a 
wider age range of  beneficiaries e.g. women of  reproductive age (15-49), and did not include interventions 
tailored towards adolescents’ specific needs. 

Adolescent-specific programming often includes SRH as a secondary component, strategically bun-
dled with other interventions.
Due to institutional, policy, and social norm-related barriers, programs that focused exclusively on adolescents 
did not typically have a significant focus on SRH. When programming for adolescents included SRH-related 
components, they were typically a secondary focus, incorporated into other, less controversial gender-relat-
ed interventions such as prevention of  child marriage and GBV or into broader maternal and reproductive 
health services, including family planning (FP) and maternal health. Only nine programs of  the 32 reviewed 
had SRH as a primary focus and were exclusively focused on the 10-19-year-old age group. The bundling 
of  SRH interventions with other, more acceptable interventions is strategic, however, allowing programs 
to address more sensitive and stigmatized topics - such as premarital sex and teenage pregnancy outside of  
marriage - that would otherwise be considered taboo in Bangladesh’s conservative, religious culture. Addi-
tionally, incorporating SRH interventions into broader programs expands opportunities to provide services to 
unmarried adolescents, many of  whom would otherwise have no access to healthcare services. Unfortunately, 
for bundled interventions without a strong evaluation mechanism, it is difficult to determine the impact and 
effectiveness of  specific program components.

ASRH programs focus predominantly on girls, with little specific attention to boys.
The adolescent programs reviewed were disproportionately focused on girls, with very little programming for 
boys. Among the 32 programs reviewed, 11 programs focused exclusively on girls and the remaining 21 tar-
geted both genders. None of  the programs reviewed had an exclusive focus on adolescent boys. The focus on 
girls is understandable, given that inequitable gender norms and attitudes in Bangladesh result in significantly 
greater vulnerability for girls (such as child marriage, early pregnancy, maternal death, and so forth). However, 
adolescent boys also face serious challenges in their transition to adulthood, particularly regarding SRH issues. 
There has been a paradigm shift in recent years to recognize masculinity as a crucial aspect of  gender and in-
clude boys in efforts to transform gender norms. Within ASRH programming, more spaces are being created 
for boys to express themselves, in order to improve programmers’ understanding of  the problems, issues, 
and dilemmas they face. This has the potential to contribute to more effective and long term resolutions for 
deep-rooted issues, especially normative problems like GBV or child marriage. One innovative ASRH pro-
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gram that works with adolescent males is Generation Breakthrough. This program addresses gender equity 
and violence prevention through sports based activities with adolescents, with an emphasis on reaching boys. 
Expanding the number of  programs that address adolescent boys’ SRH needs, alone or in conjunction with 
programming for girls, would contribute to improving national ASRH outcomes overall.

Younger adolescents and unmarried girls are also neglected in programming.
Unmarried girls and younger adolescents face even more stringent barriers in addressing their SRH needs 
than their married and older peers. Married girls, due to the social acceptability of  sexual union and child 
bearing inside marriage, are able to seek and receive a host of  SRH, maternal health, and family planning ser-
vices, irrespective of  their age. However, their unmarried counterparts are typically barred from receiving the 
same services, as a matter of  policy and practice. 

ASRH information and - especially - services have been limited almost exclusively to married adolescents in 
Bangladesh because, despite encompassing a broad range of  SRH issues important to young girls and boys, 
ASRH is seen as synonymous with family planning, which under the conservative Bangladeshi context is only 
permissible for married women and couples. As child marriage continues to be a significant issue in Ban-
gladesh, there are millions of  adolescents who are already married, and there are policies, interventions and 
programs that address the SRH needs of  married adolescent girls. Programs and policies continue, howev-
er, to restrict unmarried adolescents’ access to SRH knowledge, information and services. There have been 
some efforts, through approaches such as awareness-raising and sensitization, anonymous question-and-an-
swer sessions, tele-counseling, group discussion, peer education, and primary and secondary school teachers 
training, that have seen some success reaching unmarried adolescents, but the need is significantly unmet. The 
systematic exclusion of  unmarried adolescents, especially unmarried girls, from SRH services makes them 
vulnerable to health risks and discriminatory treatment. Efforts to mobilize communities to recognize these 
needs, to sensitize elders to fully appreciate the breadth of  SRH issues beyond family planning and to accept 
the importance of  SRH information and services for young girls and women, both married and unmarried, to 
lead healthy lives will play a major role in making advances on this issue. 

The standard SRH packages for unmarried and married adolescents offered at government health facilities 
are shown in Table 2 below.

TABLE 2.  STANDARD SRH INFORMATION AND SERVICES PACKAGE FOR ADOLESCENTS AT 
GOVERNMENT HEALTH FACILITIES

SERVICES

Service Type Married Unmarried

Treatments for sexual and reproductive 
tract infections ü ü

Menstrual problems and management ü ü

Treating anemia and distribute iron 
and folic acid supplements ü ü

Tetanus vaccine ü ü

Pregnancy related services ü

Menstrual regulation ü

Family planning methods ü

Post-abortion care ü

INFORMATION

Physical and mental changes during puberty

Food and nutrition

Tetanus and other vaccines

General and menstrual hygiene

Early marriage and reproductive health

Birth control

Violence against adolescent girls and boys

Drug addiction
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The review also found a lack of  tailored, age-appropriate SRH programming for younger adolescents (ages 10 
to 14), an important and vulnerable group. Only two (“Creating an enabling environment for young people to 
claim and access their sexual and reproductive health rights in Bangladesh” and Generation Breakthrough) of  
the 32 programs reviewed had a tailored strategy for 10-14-year-olds. 

It is crucial to address early adolescents in policies and programs, since this is the age when gender and sexual 
norms, values, and attitudes start forming, and many adolescents become sexually active during this period 
or soon after. Establishing positive and responsible SRH attitudes and behaviors at this age will have lifelong 
positive impacts on SRH as well as gender roles and practices. 

Programs frequently bundled SRH interventions for adolescents with other, more socially acceptable inter-
ventions to ensure the provision of  services to younger adolescents and unmarried adolescents, many of  
whom otherwise have no access to SRH services.

Sexuality, sexual identity, and recognition of  diverse identities are missing in the landscape of  
ASRH programs.
Most SRH programs focus on reproductive health issues (e.g. family planning, maternal care, and so forth) 
but neglect sexual health. In particular, sexuality, sexual identity, and sexual rights are seen as taboo and often 
not addressed openly, and the needs of  marginalized adolescents (marginalized because of  poverty, ethnicity, 
gender or sexual identity, among other reasons) are largely ignored. Among other concerns, an explicit focus 
on HIV services for adolescents is lacking. One program, Link Up, does specifically target adolescent youth, 
both males and females, ages 10-19, with a direct focus on developing and strengthening HIV and SRH ser-
vice integration. This program is novel in its provision of  peer-based counseling and community-based HIV 
and SRH services, but highlights the lack of  existing ASRH programs and interventions addressing HIV. 

C. ASRH PROGRAMMING APPROACHES
While there are many different types of  ASRH programs, this analysis found two approaches to be most 
common in Bangladesh: 1) awareness raising and 2) service delivery. All of  the programs reviewed included 
awareness raising components, while fewer (though still a significant number) included service delivery.

I. Awareness Raising Approach

This review found awareness raising and knowledge building to be the most common ASRH strategy. All of  
the reviewed programs employed this approach to bring about positive change in adolescents’ knowledge, 
attitudes, beliefs, and behavior regarding SRH, and to increase their demand for SRH services. Different 
programs adopted different models of  awareness raising, including community-based, school-based, and peer 
educator models, with community-based and peer educator models being the most commonly used. 

Community-based model 
Community-based models for awareness raising have been a mainstay in broader development programming 
for decades. These models were used in some of  the earliest SRH programs in Bangladesh (such as AVIZAN 
and APON) and continue to be a common approach. In recent years, community-based models have been 
extensively employed in programs targeting adolescents, including in ASRH programming. Nearly all the pro-
grams considered in this review used some form of  a community-based model to raise awareness about SRH 
issues among adolescents, often in combination with school-based or health facility-based models (see Box 2), 
or with media campaigns.

Community-based models have been popular in Bangladesh, as elsewhere around the world, because of  their 
expansive reach. In community-based models, adolescents receive SRH information and in some instances 
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services, alongside other social services, combined with age-appropriate recreational activities. Communi-
ty-based awareness raising programs and sessions for adolescents are typically organized in community com-
mon spaces such as village squares, courtyards or playgrounds, or through “safe spaces” programs that are 
implemented through adolescent clubs, youth centers or “fun” centers.

Despite their popularity, community-based models for ASRH also have their challenges. Results from this 
review suggest that the most vulnerable adolescents with the most pressing SRH needs— younger, married, 
or out of  school adolescents — may be missed by community-based awareness raising programs, which are 
designed to reach adolescents in general and are not typically targeted at these vulnerable groups. The review 
found that these programs typically benefited relatively advantaged adolescents and youth (older, unmarried, 
literate, and in school), failing to adequately reach married, younger, and out of  school adolescents, who are 
elevated risk. Results also suggest that community-based models are difficult to implement in urban settings, 
particularly in slum settings, where communities lack a high degree of  social cohesiveness and stability and are 
highly mobile.

Peer educator model
Peer education is another commonly employed model for awareness raising in ASRH programming in Ban-
gladesh: out of  the 32 programs reviewed, two-thirds employed peer educator models for awareness raising. 
Of  the nine ASRH-focused programs, seven employed a peer educator model, in combination with other 
interventions, in particular with community-based approaches.

Peer educators are generally volunteers from the same or slightly older age range as the target population, 
who are trained to offer SRH information and counseling to their peers. Beneficiaries of  ASRH peer model 
programs receive education and counseling on ASRH issues, referrals to youth friendly clinics, and informa-
tional materials. 

Peer educator models have the benefit of  being relatively inexpensive and easy to implement. These models 
are also popular because of  the perception that peers can tap into existing social networks, that they have 
more regular and repeated interaction with adolescents (rather than being limited to formal sessions), and that 
adolescents may be more comfortable talking to peers about culturally sensitive issues related to sexuality and 
SRH that are typically not discussed openly in conservative Bangladeshi society.

Some organizations that have been imple-
menting ASRH programs through commu-
nity-based models have recently started to 
incorporate a school outreach component 
in their programs. Unfortunately, these 

school outreach components are limited in scope, often with inadequate programming (i.e. 
too few sessions) and with uneven planning and implementation. In many cases, school 
outreach components involved only a single session at the school. Occasionally service 
providers from the implementing NGO will organize a one-day satellite camp on the school 
premise and offer counseling, blood pressure, vitamin, and tetanus vaccine services to 
generate interest among adolescents. Overall, school outreach models as they have been 
implemented thus far involve too limited contact with adolescents to achieve significant 
impact on ASRH outcomes.

SCHOOL OUTREACH VS. 
SCHOOL-BASED MODEL: AN 
IMPORTANT DISTINCTION

BOX 2
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Shishuder Jonno
Duration
2008 to date

Implementing Organization
Save the Children

Funder
Save the Children

Save the Children’s “Shishuder Jonno” program provides 
SRHR education and livelihood training to adolescents 
(10-19 year olds) in the Meherpur District. The project has 
established 77 adolescent clubs where adolescents can 
spend time with their peers and attend education sessions 
run by peer educators. These sessions cover a variety of 
adolescent SRHR-related information, including menstrual 
hygiene, family planning, and child marriage. The in-

school component of the project additionally provides menstrual hygiene management kits 
and vision tests. 

Text box and photo: Shishuder Jonno peer education program
C A S E  S T U D Y  1
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In spite of  the popularity of  this model, there is limited evidence in the global literature for the effective-
ness of  peer education (Harden, Oakley and Oliver 2001; Medley, Kennedy, O’Reilly and Sweat 2009; Kim 
and Free, 2008; Tolli 2012; Walker and Alvis 1999). Programs that employ this model should examine the 
evidence base, carefully consider the utility of  this approach, and apply rigorous monitoring and evaluation 
standards to peer education components to ensure the effectiveness of  these programs in delivering positive 
impacts for adolescents.

School-based model
School-based programs are relatively new in the landscape of  ASRH programs in Bangladesh and have not 
been extensively used in programming; only five programs were identified that included a structured, school-
based component that addressed ASRH. School-based ASRH programs seek to increase adolescents’ awareness, 
knowledge, and understanding of  SRH issues through programs and sessions implemented on school premises, 
and built into students’ schedules. They also involve active participation from teachers and school management. 

School-based models have the advantage of  reaching large numbers of  adolescents at once and fostering 
strong sustained participation, since sessions are held as part of  the regular school day and school schedules. 
Additionally, involving teachers increases the perceived importance and legitimacy of  ASRH issues among 
adolescents, their parents, and other gatekeepers. 

As school-based models for awareness raising are new in the field of  ASRH programs in Bangladesh (see 
Box 3 for a comparison of  school-based and community-based approaches), evidence about the impact of  
this model on ASRH outcomes is still limited. However, our review revealed that there may be some signif-
icant challenges to effectively implementing school-based models for ASRH in Bangladesh. This includes 
the complexity of  coordinating with school management committees and the Ministry of  Education and 
the barriers in obtaining approval for ASRH awareness raising activities and curricula, as these topics remain 
sensitive in Bangladesh. School-based programs are also typically unable to include service delivery or referral 
to health services, which limits their impact on ASRH outcomes. 

Text box and photo: Shishuder Jonno peer education program

One of the programs reviewed for this study 
(ARSHI-ITSPLEY) shed some interesting light 
on the relative advantages and disadvan-
tages of school-based models and com-
munity-based models. The program’s final 

evaluation compared recruitment, acceptance, and participation between the school-based 
and community-based models. The comparison showed that recruitment and participation 
was better in the school-based models, compared to community-based models. However, 
community-based models generated greater enthusiasm and openness among partic-
ipants, compared with adolescents who were reached by a school-based model. Since 
teachers may not feel prepared or comfortable addressing culturally-sensitive ASRH issues, 
community-based models may also be a more feasible channel for sharing information 
and discussing those topics than schools. Our review suggests that although most pro-
grams are set either in schools or in communities, there is an increasing use of integrated 
approaches that work both in schools and communities, taking advantage of the strengths 
of both models (for example, UBR, GOAL, and P SAFE adopt both school and community 
based models).

TRADE-OFFS BETWEEN 
COMMUNITY-BASED AND 
SCHOOL-BASED APPROACHES

BOX 3
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Most significantly, teachers may not be prepared to effectively implement school-based ASRH programming. 
In 2012, the government’s National Curriculum and Textbook Board (NCTB) introduced content on Ado-
lescence and Reproductive Health for the curricula standards for classes 6 to 10 (see Table 3). Although not 
covered in great detail, the inclusion of  key ASRH topics could have been an opening for teachers, parents 
and adolescents to talk about this issue and used to anchor many non-government initiatives and inter-
ventions. No specific research has been done on the implementation or effectiveness of  the national SRH 
curriculum, but reports indicate that, unfortunately, this curriculum is not being implemented due to teach-
ers’ reluctance to teach these topics in the classroom. A repeated theme in informal communication with 
teachers and program managers is that students are asked to read these chapters on their own, as teachers are 
not comfortable discussing topics that are perceived as sensitive. For a school curriculum intervention to be 
effective, more sensitization, training, and support for teachers will be required. 

As the school-based model is increasingly implemented, it is critical that future programs invest in building a 
strong evidence-based approach to applying this model, through the adoption of  strong research designs and 
rigorous monitoring and evaluation.

Community Mobilization
The community mobilization model has also been extensively used in ASRH programming, typically in con-
junction with other awareness raising models, including the three described above. Elements of  community 
mobilization were found in all 32 programs reviewed.

In Bangladesh’s conservative social context, the support of  gatekeepers - parents, community leaders, reli-
gious teachers and opinion leaders – is critical for the success of  ASRH programs. The community mobili-
zation model targets these gatekeepers and decision-makers, instead of  the adolescents themselves, sensitizes 
them on SRH issues and their importance for young people in the community, and works to gain their accep-

tance to implement ASRH programming.

One limitation of  community mobilization 
models is that adolescents and youth continue 
to be largely excluded from these community 
dialogue processes and are not engaged in 
community decision-making. For communi-

TABLE 3.  SRH TOPICS INTRODUCED BY NATIONAL CURRICULUM AND TEXTBOOK BOARD

Class 6 Class 7 Class 8 Class 9 - 10

Physical, psychological 
changes during puberty

Role of parents during 
puberty

Dos and don’ts during 
menstruation

Nutritious and balanced diet

Peer pressure in 
adolescents – smoking and 

alcohol

Physical, psychological and 
sexual abuse

Physical and psychological 
wellbeing – ways to protect 
and reaching out for help

Addiction: Consequences 
and prevention

Early marriages and dowry

AIDS Awareness: Symptoms 
and prevention

Early pregnancy: Risks and 
consequences

Reproductive health

Physical, behavioral and 
psychological changes

Coping with mental 
pressure during puberty

Reproductive disease 
(Cancer, HIV)

Preventing early pregnancy

Safe motherhood

In Bangladesh…the support of gatekeepers 
- parents, community leaders, religious 
teachers and opinion leaders – is critical 
for the success of ASRH programs.
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ty mobilization to be truly successful, youth and adolescent voices must be heard and appreciated by these 
influential gatekeepers and leaders. There has been a recent shift from treating adolescents as passive and 
powerless to recognizing that they can be effective agents of  change, and an increasing number of  programs 
(UBR, SSCOPE) are designed to include active participation by adolescents and youth in the community 
mobilization process. 

II. Service Delivery Approach

Service delivery was the second major approach used in ASRH programming in Bangladesh, used by 19 of  
the 32 programs. Of  the 19 programs that had a service delivery component, most included both clinical 
services (in-person visits with health care providers, testing services, prescriptions, provision of  contracep-
tives, and so on) and non-clinical services (SRH information and counseling, but no medical intervention). 
Clinical services are often implemented in conjunction with programs that combine SRH and FP or maternal 
health services, including adolescents only as a subset of  a broader and older group of  target beneficiaries 
(e.g. women of  reproductive age). Non-clinical services are more often targeted specifically to unmarried 
adolescents and are delivered either in person at adolescent friendly centers or via tele-counseling (through a 
toll-free hotline). 

Although a number of  programs are implementing a service delivery approach, there are significant barriers 
to SRH service delivery for adolescents in Bangladesh. This review revealed that even when adolescents have 
opportunities to access clinical services at health facilities, a large segment (particularly those who are unmar-
ried) are not inclined to do so. Generally, non-clinical services were far more likely to be used by unmarried 
adolescents than clinical services.

There are both supply and demand side reasons for the low utilization of  clinical ASRH services. On the 
supply side, SRH clinical service delivery is still primarily limited to married women, as health facilities are 
designed to provide antenatal checkups, delivery, and family planning services. Thus, as a matter of  national 
policy, as well as a function of  religious and societal norms, the provision of  SRH services (including contra-
ceptives or STI services) for adolescents remains limited to married adolescents, without any targeted clinical 
services available to unmarried adolescents. On the demand side, communities generally view health facilities 
as “family planning clinics,” and the significant stigma associated with unmarried adolescents seeking such 
services creates a major deterrent for adolescents, particularly those who are unmarried, to visit these centers. 
Similarly, this review found that most adolescents consider even mainstream primary healthcare services unac-
ceptable because of  the perceived lack of  respect, privacy, and confidentiality and the fear of  stigma, discrimi-
nation and the imposition of  moral values by the healthcare provider.

Some programs have introduced initiatives to address some of  these challenges in their service delivery in-
terventions. For clinical service delivery, the government has introduced Adolescent Friendly Health Centers 
(AFHC) to improve access to both high quality SRH services and information tailored to the specific needs 
of  adolescents (see Box 4). For non-clinical services, small scale but earnest efforts to provide SRH informa-
tion and counseling to adolescents through youth centers by posting counselors at the center, or through safe 
space programs that refer to facilities that can deliver clinical services, are increasingly being used. However, 
the reach of  these initiatives, as well as the quality of  programs and capacity of  counselors and staff  trained 
to provide these non-clinical services, have remained limited. 

Irrespective of  whether services were clinical or non-clinical, the review revealed a significant lack of  ap-
proaches that address the connections between SRH, adolescent mental health, and substance abuse or that 
use psychosocial counseling approaches. Similarly, the policy environment also remains strongly in favor of  
the delivery of  clinical SRH services only to married adolescents, with limited likelihood for change.
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AFHCs are being created at ten government 
facilities (five Mother and Child Welfare 
Centers and five Union Health and Family 
Welfare Centers) in five districts (Sirajganj, 

Cox’s Bazar, Patuakhali, Moulovibazar and Thakurgaon) with support from UNFPA, and 
the government plans to expand to other districts. Other partners (including UNICEF, Plan, 
and Save the Children) are beginning to collaborate with the government to establish 
and help operate AFHCs in other areas. The AFHCs are intended to meet the specific SRH 
needs of adolescents, with a focus on improving access to SRH information and counsel-
ing and selected clinical services (treatment for reproductive tract infections, menstrual 
problems and management, treatment of anemia, general health treatment, and tetanus 
vaccine). Although there is some evidence in the global literature that adolescent health 
centers have not been effective, 
particularly due to implementa-
tion challenges, this approach 
may nevertheless be the optimal 
strategy in the particular context 
of Bangladesh where there are 
institutional and cultural challeng-
es to reaching adolescents with 
critical SRH services. These cen-
ters represent an important step 
in government-endorsed provision 
of SRH services for young people 
and recognition of the importance 
of these services for their health. 
Moreover, rather than being 
standalone facilities, in the GOB 
initiative, AFHCs are built as parts of existing facilities where community members (both 
women and men) already seek healthcare, which may reduce the stigma and other bar-
riers adolescents – especially unmarried girls – face when seeking SRH information and 
services. The government’s investment in AFHCs signifies a recognition that in the Ban-
gladeshi context, AFHCs are uniquely positioned to fill a critical gap by delivering informa-
tion and services to adolescents, for whom SRH information and services are not readily 
available. To inform this investment and guide future expansion of AFHCs, the Evidence 
Project/Population Council is assessing implementation challenges and successes of the 
AFHC initiative.

ADOLESCENT FRIENDLY 
HEALTH CENTERS (AFHCs)

BOX 4

14%
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Tarar Mela
Duration
2011 – 2015

Implementing Organization
FPAB

Funder
EKN

The Tarar Mela initiative, led by FPAB under the Unit-
ed for Body Rights (UBR) Alliance, offers adolescents 
a range of health services, with an emphasis on SRH, 
including counseling, supplies, and referrals for medical 
services. The program, which is open to all adolescents 
in the community, offers both face-to-face counseling and 
tele-counseling on a variety of health issues, including 
SRH. Tarar Mela youth centers keep separate log books 

and have separate counseling rooms for male and female members, to maintain privacy and 
confidentiality. Sanitary napkins and contraceptives are offered at a low cost, and – for young 
people who may still be concerned about confidentiality - toilets at the center are stocked 
with a limited number of supplies (napkins, condoms, and oral pills). Counselors at the youth 
centers can refer members to the adjacent FPAB clinic for medical services, if needed. In 
addition to the medical and counseling services, Tarar Mela members also have access to 
a library, computer training, English lessons, talent competitions, and singing and dancing 
events. Finally, Tarar Mela offers an online CSE program titled ‘Me & My World,’ which com-
bines IT skills with educational entertainment. These efforts have resulted in an increasing 
number of young people visiting Tarar Mela centers.

C A S E  S T U D Y  2
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Innovative and Emerging Approaches in 
ASRH Programs in Bangladesh
A handful of  programs have begun to implement new, innovative approaches to improving ASRH in Ban-
gladesh. This includes using information and communications technology (ICT), sports-based programming, 
incorporation of  mental health counseling, and new approaches to making services youth friendly. Although 
these approaches hold promise, additional research is needed to strengthen the evidence base for their impact 
and effectiveness. 

This section presents detailed case studies of  programs implementing these innovative approaches. 
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The GOAL project, a partnership between BRAC Bangla-
desh and the Dutch organization Women-Win, was de-
signed to use sports to promote the health and economic 
status of adolescent girls, in part through providing them 
with ASRH information. GOAL offers self-defense train-
ing in addition to other interactive sports in sessions that 
are accompanied by messages on menstruation, men-
strual hygiene, and how HIV and STIs are spread, among 
other topics. These sessions provide in and out of school 
girls enrolled in the program a safe and informal space to 
ask their peers or mentors questions about their bodies 
without fear of judgment. GOAL also trains participating 

girls to be community sports instructors, who then train other girls in sports such as cricket, 
football, netball, karate, and self-defense. In the last three years, GOAL has reached more 
than 11,000 girls with sports and life skills training.

Sports as an ASRH Intervention 
Strategy

C A S E  S T U D Y  3

Project Name
GOAL

Duration
2013 – 2015

Implementing Organization
BRAC

Funders
Women Win, DFID, AUS-Aid, 
Oxfam, NOVIB, UNICEF, British 
Council

GOAL Photo Courtesy: Sigma Ainul, Population Council

Sports programs create an opportunity to reach adolescents with information on a variety of topics, 
including ASRH, in a safe and informal space, alongside their peers and without fear of judgement. 
This approach to ASRH programming is just beginning to be explored in Bangladesh, but represents 
exciting potential for future programs.
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BALIKA (Bangladeshi Association for Life Skills, Income, 
and Knowledge for Adolescents) sought to prevent child 
marriage and improve life opportunities for girls in rural 
Bangladesh, in part through the application of ICT. The 
project, a four-arm randomized controlled trial, evaluated 
whether three skills-building approaches to empower 
girls can effectively delay the age at marriage among 
girls aged 12–18 in parts of Bangladesh where child 
marriage rates are at their highest. Girls in the program 
received one of three interventions: 1) tutoring in math-

Capitalizing on Information and 
Communications Technology

C A S E  S T U D Y  4

Program Name
BALIKA

Duration
2011 – 2016

Implementing Organization
Population Council

Funder
EKN

With the high penetration of mobile technology in Bangladesh and high levels of use by young 
people, information and communications technology (ICT) is becoming more prevalent and is 
increasingly used as a conduit for reaching adolescents. BALIKA, Generation breakthrough, UBR, 
and Tarar Mela and SRHR-E have all employed ICT to reach adolescents with ASRH information. 
BALIKA used ICT for ASRH awareness building, skills building, and livelihood training (see below). 
Generation Breakthrough engages a youth audience in a range of social and health related topics 
through a weekly radio show ‘Dosh Unisher Mor,’ which takes adolescents’ comments and questions 
via SMS. SHRH–E, UBR, and Tarar Mela all use toll free mobile phone services to provide ASRH 
information to adolescents through tele-counseling.
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Photo courtesy: Ashish Bajracharya, Population Council

ematics, English, and computing or financial skills training; 2) training on SRHR, gender 
rights and negotiation, critical thinking and decision making; or 3) training in entrepreneur-
ship, mobile phone servicing, photography and basic first aid. The interventions were partly 
delivered via interactive applications on laptops and tablets. All girls met with mentors and 
peers on a regular basis in BALIKA centers (safe, girl-only spaces), which promoted friend-
ships and additional learning opportunities. The trainings and meetings were designed to 
enhance girls’ critical thinking and decision making skills and better equip them with the 
skills needed to navigate the transition from girlhood to adulthood. BALIKA was implement-
ed through 72 BALIKA Centers in 3 districts (Khulna, Satkhira, Narail) of Southern Bangla-
desh, and reached 9,000 girls between 12 and 18 years old. BALIKA was implemented by the 
Population Council in partnership with the Population and Training Services Center, the 
Centre for International Development Issues, and mPower, with financial support from the 
Embassy of the Kingdom of the Netherlands.
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Addressing Mental Health in 
ASRH Programming

C A S E  S T U D Y  5

Project Name
SSCOPE

Duration
2012 to date

Implementing Organization
BRAC-IED

Funder
EKN

SSCOPE (Schooling, Sexual and Reproductive Health 
and Rights, Gender and Counseling for Adolescents of 
Post-Primary Education) is a low cost, secondary edu-
cation school model developed by the BRAC Institute 
of Educational Development, BRAC University (BIED, 
BRAC U). One of the unique elements of SSCOPE is the 
Sexual and Reproductive Health and Rights and Gender 
(SRHRG) curriculum and emphasis on the psychosocial 
development of adolescents. Recognizing the importance 
of addressing adolescents’ emotional needs, SSCOPE 

includes SRHRG lessons and psychosocial counseling to provide adolescents with accurate 
information about their bodies and bodily rights and integrity, and a better understanding of 
their emotions. At present, SSCOPE is operating in 33 schools in nine different urban areas 
of Bangladesh.

Photo courtesy of Tousif Farhad, SSCOPE

Mental and emotional well-being are critical for adolescents’ healthy transition to adulthood and close-
ly tied to SRH, but have not received much attention in adolescent programming. This review identified 
one program, SSCOPE, that incorporates a focus on emotional well-being into ASRH programming.
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Increasing Access to Health 
Services Through Adolescent 
and Woman Friendly Pharmacies

C A S E  S T U D Y  6

Project Name
Surjer Hashi (Smiling Sun) 

Duration
2012 to date

Implementing Organization
NHSDP/Pathfinder International 

Funders
USAID, DFID

Ensuring that adolescents are able to access health information, services, and supplies without fear of 
stigma or discrimination is recognized as a central component of ASRH policies and programs. One pro-
gram in this review (see below) is taking this approach in a new direction by establishing adolescent and 
women-friendly pharmacies. Looking at how health centers and services of all sorts can be made more 
accessible to and welcoming of adolescents could contribute to existing ASRH programming efforts.

The adolescent- and woman-friendly Surjer Hashi (Smiling 
Sun) Pharmacy, operated by the Surjer Hashi clinic net-
work, is an innovative health service delivery approach for 
improving the health of girls, women and their families by 
increasing girls’ and women’s comfort with and use of phar-
macy services. As well as being a source for girls and wom-
en to purchase sanitary napkins, contraceptives and other 
reproductive health products without embarrassment, 
SH pharmacies will have a private space where girls and 
women can receive checkups and general and reproductive 

health-related medical services from female service providers. By employing female pharma-
cists and paramedics, the SH pharmacies will also create economic opportunities for women.

Photo courtesy of Pathfinder International
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Programmatic Challenges
Lack of  coordination between stakeholders and collaboration with the government 
The programs identified in the review were nearly universally implemented by NGOs or research organiza-
tions. With the exception of  one program in which the government was extensively involved, collaboration or 
coordination between ASRH program implementers and the government was limited. Creating opportunities 
for increased collaboration between the various implementing NGOs and stakeholders working in ASRH 
and the Government of  Bangladesh is critical for the advancement and sustainability of  ASRH programs. 
Even apart from collaboration with the government, there was a lack of  coordination among implementing 
organizations of  ASRH programs and initiatives. The government is positioned to address this by promot-
ing dialogue and collaboration among implementing organizations to avoid duplication and inefficiency and 
support creativity and innovation. 

Limited use of  innovative, non-traditional and age-appropriate interventions in ASRH programming
Non-traditional, age-appropriate interventions, such as sports-based interventions, the use of  ICT, and game-
based or interactive interventions have been used around the world to work with adolescents, including in 
SRH programming. These approaches may also be important entry points for young adolescents ages 10-14. 
Other interventions such as those that employ psychosocial counseling or mental health counseling or that 
involves parents were also rarely observed.

Limited rigorous evaluation and documentation of  what works
Of  the 32 reviewed programs, only three programs (BALIKA, SAFE, and Link Up) employed rigorous eval-
uation methodologies such as a randomized controlled trial or a quasi-experimental design to determine the 
impact and effectiveness of  programs. Although many programs have done baseline assessments, they have 
not conducted rigorous impact evaluations. The majority of  the programs used qualitative data to highlight 
success stories, but the inability to assess the impact of  the interventions remains an inherent weakness of  
qualitative studies. Program documentation is a major challenge: if  there is published documentation at all, it 
is generally not based on monitoring data, does not adequately describe what worked and what did not, and 
does not address implementation processes and challenges. Cost-effectiveness analyses and even cost data 
were largely unavailable. Most projects end with (relatively) simple reports, without rigorous evaluation pro-
cesses. Lessons learned are primarily shared at meetings or through informal communication with program 
managers. This makes it difficult to measure a program’s impact, even if  it was innovative and apparently 
effective, and results in missed opportunities for future programs to learn from past experiences and avoid 
implementing approaches that have proven to be ineffective.

The significant financial investments that rigorous program evaluation requires can be a barrier. Moreover, 
during the design and budgeting phases, insufficient attention is given to incorporating programmatic eval-
uations, particularly rigorous ones. The consequence is that new ASRH programs aren’t developed with 
evidence-based knowledge or an understanding of  which components or approaches are best for addressing 
ASRH. Furthermore, without evaluation, there is no evidence for the optimal level of  intensity and program 

duration needed to bring about sustained be-
havior change in the target group. Neverthe-
less, it is encouraging that there are increasing 
efforts to include such evaluation.

Given that rigorous research and evaluation 
in this field is limited, it is not yet possible to 
broadly define ASRH “Best Practices,” which 

…a critical mass of programs must be 
rigorously evaluated and documented 
before any best practices can be validated 
and replicated or scaled up.



THE EVIDENCE PROJECT | 27 

require strong evidence of  a program’s ability to deliver significant positive outcomes for adolescents. This 
mirrors the situation globally, as rigorous evidence on programming for ASRH has been limited and is mixed 
when it does exist (see Hindin and Fatusi 2009). The three rigorously evaluated programs noted above, the 
results of  which are promising, are paving the way for identification of  best practices in Bangladesh. Howev-
er, a critical mass of  programs must be rigorously evaluated and documented before any best practices can be 
validated and replicated or scaled up.
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Recommended Actions
Based on the 32 programs examined, this review identified future actions that should be prioritized to devel-
op, refine and improve ARSH programming in Bangladesh. 

Employ multifaceted programs, combining SRH with diverse interventions to enhance access to 
information and services.
Although multifaceted programs are increasingly employed in Bangladesh, they are still not the norm. This 
review suggests that multifaceted programs tend to be more inclusive and successful in addressing ASRH 
topics in the conservative Bangladeshi context. Multifaceted programs that combine sensitive ASRH issues 
with more acceptable themes and program approaches (e.g. livelihoods, empowerment, maternal health or the 
prevention of  child marriage) can circumvent cultural and societal barriers. 

Promising results are emerging from recent ASRH-focused programs that have employed a diverse set of  
interventions, including drawing from the health and legal sectors, employing innovative use of  ICT and mass 
media, and using adolescent friendly channels to address issues as varied as eliminating GBV, improving SRH 
knowledge and practices, and preventing child marriage. Multifaceted programs also enable partnerships that 
can leverage the comparative advantages and strengths of  implementing partners, and encourage coordina-
tion and camaraderie in a field that is crowded, competitive and prone to duplication of  effort.

Expand the number of  interventions that specifically target younger adolescents, unmarried girls, 
and underserved groups such as boys and urban adolescents. 
There is a need to expand the focus of  ASRH interventions to cover several underserved groups of  adoles-
cents. The review revealed that younger adolescents (10-14 year olds), who are particularly vulnerable, are 
not yet recipients of  targeted efforts. Similarly, unmarried adolescents face significant barriers in accessing 
SRH services or family planning because of  societal taboos associated with pre-marital sex. Furthermore, 
the review identified a lack of  interventions, beyond a few exceptions, targeting urban adolescents or boys 
exclusively, despite a global ASRH literature identifying their vulnerabilities. Efforts to deliver information, 
services, and support for these vulnerable groups must be strengthened, including through policy initiatives 
(e.g. prioritization of  underserved groups in the National Plan of  Action for Adolescents) or through the 
integration of  diverse approaches to address the needs of  these underserved populations.

Encourage age-appropriate intervention design, through innovative and tested approaches, to ad-
dress underrepresented needs of  adolescents.
The review revealed a strong preference for traditional approaches in ASRH programming in Bangladesh, 
heavily dependent on awareness raising through community based models and with a strong reliance on 
peer-led programs, despite a lack of  strong evidence globally that attests to their effectiveness. Although some 
interventions, including SRH programs, have begun to use sports, ICT, and more participatory and interactive 
approaches to reach adolescents, the adoption of  these approaches is in its infancy. Age-appropriate and in-
novative interventions for adolescents, particularly ages 10-14 years old, including using story-telling, art-cen-
tric and psychosocial approaches, the use of  interactive, ICT-based curricula and life skills development, or 
sports-based programming for young adolescents need to be further encouraged, funded, implemented, and 
tested for their effectiveness.

Strengthen monitoring, evaluation and research designs to evaluate current interventions and create 
a culture of  evidence-based programming and policymaking.
There is a dearth of  strong evidence and documentation of  whether ASRH programs in Bangladesh work, 
are cost effective, or have a positive impact on important adolescent outcomes. For example, although global 
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evidence does not indicate that peer-led models demonstrate significant impact to beneficiaries, this model is 
still frequently used in Bangladesh. Programmers should examine existing evidence, through a survey of  the 
global literature, before designing or implementing interventions, to ensure that programs are based on the 
strongest available evidence. Reporting programmatic challenges or negative results should also be encour-
aged, since this is equally valuable information for the development of  future programming. 

A culture of  generating and using rigorous evidence for program design, refinement, and scale up must be 
fostered. Although two randomized control trial evaluations identified in the review – among the largest 
randomized controlled trial (RCT) evaluations of  their kind in the world - are encouraging and indicate the 
capability in Bangladesh to conduct rigorous studies, their resource intensiveness make them difficult to 
implement. A stronger emphasis must be placed on cost-effective data collection, developing and applying 
strong but easy-to-use monitoring systems, and the use of  analysis tools that deliver results that can be used 
to improve current programs. Program evaluations should ensure that interventions are allowed to run for 
sufficient periods of  time, allowing for full exposure of  beneficiaries to the program and for more robust 
evaluations. The Government of  Bangladesh, donors, and implementing partners must demand a higher stan-
dard for evidence, so that they have the information necessary to make evidence-based policy and program 
decisions. 

Support and provide continuity to the critical role of  the Government of  Bangladesh in leading the 
ASRH field.
Despite the myriad implementing organizations and donors in the field of  ASRH in Bangladesh, the re-
view revealed the critical role the Government of  Bangladesh continues to play in ASRH policymaking 
and programming in the country. The government plays a singular role in enacting policies and programs 
that facilitate appropriate programming and service delivery for adolescents. This includes its stewardship 
of  the National Plan of  Action on Adolescents, initiatives such as the Adolescent Friendly Health Corners 
at government health centers, and the addition of  certain SRH issues within the national, secondary level 
curriculum. Support and technical assistance to these initiatives, as well as providing continuous and sustain-
able support to forums such as the National ASRH Networking Forum, which plays a critical coordinating 
role in bringing together various stakeholders in the field to share information and learn from each other, is 
essential to the success of  programs. The government can lead the way in providing sustained leadership in 
coordinating partners to avoid duplication of  effort and fragmented programming. Similarly, implementing 
partners and stakeholders should seek collaborations with the government to implement clinical and non-clin-
ical services targeted towards adolescents through the government’s service delivery network as well as seek 
collaboration among each other to ensure the most efficient use of  resources and comparative advantage of  
expertise. 
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Limitations
The review has some limitations. 

First, it was based on document search for interventions addressing ASRH in Bangladesh. Although every ef-
fort was made to collect and collate available evidence on such programs, some interventions may have been 
excluded due to lack of  documentation. In particular, the review found very limited documentation related to 
the capacity and attitudes of  ASRH service providers, and was therefore unable to address this issue in depth. 
Given the significant impact these factors can have on adolescents’ access to and experience of  services, 
this is an area for future work. In addition, intervention components or details (e.g., length or type of  health 
worker training, costs of  services borne by beneficiaries, content of  demand generation activities, and com-
munity-sensitization activities) were often not reported and may have influenced outcomes; we were unable to 
assess the impact of  interventions not stated explicitly. 

Second, publication bias and limited disclosure of  negative results is an issue in any such review. As noted 
earlier, the review could not establish the robustness of  the impact of  some programs, since the reported 
effectiveness of  the interventions depended on the quality of  the evaluation approach used. 

Third, the majority of  the interventions reviewed used multiple strategies to reach the targeted beneficiaries. 
In most cases, the evaluation designs used did not assess the contribution of  each strategy to the intervention 
outcomes. As a result, it was not possible to tease out the impact of  each individual strategy. 

Finally, not all research and evaluation designs were methodologically rigorous. Very few programs used 
randomized controlled designs (only two programs used RCT) and control groups were often not included in 
longitudinal studies, impeding the ability to attribute an outcome to a given intervention.

Many of  the limitations encountered point to the pressing need for further research on how to best deliver 
adolescent SRH interventions and to determine which components are most effective. 
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