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Abstract

Adolescents, aged 10-19 years, constitute one fifth of Bangladesh's total population of 158 million. Similar to
adolescents elsewhere, Bangladeshi adolescents also have special sexual and reproductive health (SRH) information
and service needs; however, these needs are not adequately addressed by the existing health service system. The
present study was conducted to identify adolescents’ expectations of and preferences for receiving SRH information
and services. This qualitative study was conducted in six purposively selected areas of Bangladesh using 20 Key
Informant Interviews (KII) during September-November 2012. Key informants aged between 15 to 19 years were
leaders of youth organizations or class monitors in school. Informants were unmarried and married, males and
females, and from rural and urban areas. This study identified that there is a strong need for SRH services for
adolescents. Irrespective of their residence and gender, adolescents preferred health service providers to be qualified
medical doctors, who are experienced, well-trained and polite. Availability of doctors, maintaining privacy and
treatment through counseling were mentioned as their priorities. Both urban and rural adolescents recommended
establishing adolescent friendly environment in every government and NGO health service facility. They also asked
for gender specific service provider for female and male adolescents. Urban adolescents expressed the need for school
health program with provision of school health clinics. On the other hand, rural adolescents recommended for
community health workers to raise awareness on adolescent sexual and reproductive health (ASRH) issues with
parents and families. The adolescents also expected to receive SRH information through mass media, school
curriculum, and booklets on adolescent SRH, and peer educator. Addressing the expectations of adolescents will open
a new skylight to policy makers to design highly accessible health services for adolescents in Bangladesh.
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Medical Officer (MO) who is a physician. There are
some NGO health-service delivery programs that have
facilities comparable to those H&FWC and CC and
community-based health workers comparable to HA and
FWA.

The Upazila Health & Family Planning Officer
(UH&FPO) is the health manager at the upazila level.
There is a Upazila Health Complex (UHC) in every
upazila to provide health services. In this facility there
are posts of Residential Medical Officer (RMO); Junior
Consultants (of Medicine, Gynecology, Surgery, Pediatrics), Anesthesiologist, Medical Officer (MO), Nurse
Supervisor, Senior Staff Nurse,and Midwife. There is
also a Upazila Family Planning Officer (UFPO) to supervise the DGFP activities in the upazila.
The district hospital is a tertiary-level hospital located at
the district headquarters serve the entire district catchment population. The civil surgeon (CS) is the district
health manager, and in-charge of a district hospital.
Some district hospitals have superintendents to look
after the hospital management related activities. A district hospital provides in- and out-patient services and
specialized care.13
The Deputy Director of Family Planning (DDFP) is the
district family planning manager. Family planning unit
give services through Maternal and Child Welfare Center (MCWC) in the district level.

Health Service Delivery System of Bangladesh

Currently ASRH services and information are poorly
delivered in the government health and family planning
centers.

Ministry of Health and Family Welfare (MOHFW)
organizes different programs to deliver health services
and information. The programs are in turn implemented
by the
However,
Below is a brief description of the health service delivery system.
Services and information are provided through facilities
and community outreach workers. At the village level,
there is Community Clinic (CC) for a catchment population of about 6,000. The Community Health Care Provider (CHCP) provides healthcare and information from
the CC as well as at the doorstep level. The Health Assistant (HA) and Family Welfare Assistant (FWA) provide services on healthcare (e.g., immunization, information of child health care) and family planning (FP)
(e.g., pill and condom delivery and FP counseling and
maternity-care information) through home visits. FWAs
are female and HAs can be male or female.

There is Health and Family Welfare Center (H&FWC)
from where reproductive health (RH) and FP services
are provided. The female Family Welfare Visitor
(FWV) provides FP services and antenatal care and
male or female Sub-Assistant Community Medical Officer (SACMO) provide general healthcare from the
H&FWC and satellite clinics. Some H&FWCs have a

Some
NGOs provide ASRH services and information through
their facility- and community-based service delivery
systems but that are very limited and obviously not
enough to meet adolescents’ need.

Materials and methods
Study Setting
A quick review of ASRH programs in Bangladesh was
done in 2012. Bangladesh is located in South-East Asia,
bordered on the west, north, and east by a 4,095 kilometers (2,545 mi) land frontier with India and, in the southeast, by a short land and water frontier (193 kilometers
(120 mi)) with Myanmar. On the south is a highly irregular deltaic coastline of about 580 kilometers (360 mi),
fissured by many rivers and streams flowing into the
Bay of Bengal. Total population of Bangladesh is
166,280,712.
Researchers did inventory of twenty three organizations
working with adolescents and review their programs.
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The collected information was later verified with the
organization for accuracy and completeness. For data
collection researchers purposively selected 6 sites
(Chakaria, Lalmonirhat, Naogaon, Dhaka, Khulna, and
Narail) based on this organizational inventory from all
over the Bangladesh considering both urban and rural
areas. Among six study sites three sites were selected
from urban areas (Dhaka, Khulna, and Lalmonirhat)
and, three study sites were selected from rural areas
(Chakaria, Naogaon, and Narail).
Dhaka is the capital of Bangladesh and located in central Bangladesh. Dhaka is one of world's most populated
cities, with a population of about 15 million people.
Dhaka District has an area of 1,463.60 square kilometers. Chakaria is an Upazila of Cox's Bazar District in
the Division of Chittagong, Bangladesh. Cox's bazar is
about 391 km from Dhaka. Chakaria Upazila has an
area of 643.46 km2. Lalmonirhat is situated at the north
side border of Bangladesh. It is a part of the Rangpur
Division. It is about 343 km of Dhaka. Lalmonirhat District has an area of 1241.46 km. Khulna is located in the
Khulna Division. It is about 180 km from Dhaka. Khulna has an area of 4394.45 km². Narail district is in south
-western Bangladesh. It is a part of Khulna Division. It
is about 130 km of Dhaka. Narail District has an area of
990.23 square kilometers. Naogaon district is located in
the northern part of Bangladesh and is under Rajshahi
Division. It is about 247 km of Dhaka.

Results

Sample

having more knowledge about the adolescent
sexual and reproductive health.

Urban, Unmarried, Male
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ENABLING ENVIRONMENT
Providers sensitized
School teachers sensitized

Guardians sensitized

Health System

Health settings in facility:
One stop service
Timing of service
Service cost
School clinic
Service with special care

Health settings in community:
Home visit
Support group

Beyond Health System

Mass media:

TV, radio, newspaper,
billboards, signboards, booklets

School:

Curriculum

Community:

Provider characteristics:

Competent; ability of skilled counseling; practice of (a) maintaining
confidentiality, (b) listening to clients carefully, and (c) showing respect to clients; friendly; having no provider attitude; gender specific

ASRH information

ASRH SERVICES (information and health care services)

Figure 1:

Rural, Unmarried, Female
Rural, Unmarried, Male

Rural, Married, Female
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Rural, Unmarried, Male

Urban, Unmarried, Male

Urban, Unmarried, Male

Urban, Unmarried, Female

Rural, Unmarried, Male

Urban, Unmarried, Female
Rural, Married, Female

Urban, Unmarried, Female
Rural, Married, Female
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seek for care. For unmarried adolescents, there is an
additional access issue resulting from provider attitude.
In Bangladesh, for example, family planning services
are said to be available only for eligible couples. Both
facility- and community-level service providers not only
hold relatively conservative attitudes to unmarried adolescent but also consider that the unmarried do not fall
within the population that they expect to serve.10 Accordingly our study urban adolescents described the
need for school health programs with provision of
school health clinics to serve them. On other hand, rural
adolescents described the need for sensitizing the service providers at the facilities (CC, UH&FWC, UHC)
and those work at the community (FWA, HA) for serving the adolescents with care and respect. This finding is
very unique in this research. In Kenya and Zambia, provider training on attitudes, client confidentiality, communication, and counseling skills improved provider
performance of serving adolescents more effectively.14
If government includes adolescent health competencies
in basic pre-service training of all facility- and community-level providers it will be helpful to ensure adolescent friendly services in the country. In addition, the
timing of government outdoor facilities overlaps with
school timing. Respondents identified this issue as a
barrier to access ASRH services. The study participants
suggested taking initiative to sensitize school teachers
for allowing adolescents to take time off for seeking
health service during school hour.

Discussion
The various expectations of adolescents about SRH information and services highlight the need to strengthen
the provision of high-quality information and services
through multiple channels to reach in and out-of-school
adolescents. These are “access” and “quality of care”
issues. In the social context of Bangladesh, provision of
comprehensive SRH services at a sole site can increase
service utilization. The study adolescents expect adolescent friendly one-stop health service center with gender
specific service provider. This finding is similar with
other ASRH research findings in Africa.1 There are
male and female service providers both at facilities and
at the community and therefore the expectation of gender-specific provider can be met. The female respondents preferred NGO clinics; the main reasons are quality
of care and maintenance of client privacy and confidentiality.

Additionally, the study participants suggested that
ASRH dissemination programs should be presented on a
regular basis through newspapers, radio, and TV. TV
program can be effective in raising awareness amongst
married and adolescents, especially for those who cannot read messages. The participants also suggested arranging TV programs where adolescents could ask for
information from a doctor over the phone. In this study
adolescents identified a range of media, both private and
public, as preferred sources of ASRH information, although media was not as prominent as has been reported
in studies from Asia and Africa.15, 16

is

Rural male informants recommended for introducing
free health services in the government health facilities
for adolescents. Although the government health services are supposed to be free but in many cases service
seekers have to procure the drugs from private sources.
Research in other settings also found that free or affordable services, innovative financing mechanisms may
increase demand and uptake of SRH services by adolescents.9 In Bangladesh, most of the adolescents do not
have any income source of their own so investment is
required in well-evaluated, context-specific strategies
that aim to create a more supportive environment for
adolescents.

school-going
adolescents also expressed a preference for curriculumbased SRH information to be provided through schools.
Evidence also suggests that skill-focused curriculumbased ASRH education improves knowledge, reduces
risk behavior and, to some extent, improves SRH outcomes.10 The study participants recommend establishing
peer support group who can educate those adolescents
of any marital status who cannot read messages. Studies
found that friends were a common source of SRH information; however, some other studies raised controversy
since peer-group performance found to be less than satisfactory.17

Young people themselves, especially unmarried ones,
are inhibited from using the present services mainly
because of less friendly attitudes of providers as well as
for their fear of disclosure of their privacy while they

Communication gap between parent and adolescent on
SRH issues continued to be a socio-cultural barrier in
Bangladesh.5Adolescent SRH programs which covered
culturally sensitive or controversial topics and gained
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approval from community influential persons and
guardian effectively increased service utilization.10 The
study informants noted that parents need to be sensitized
and involved in designing ASRH interventions. This
will help to create positive changes among the gatekeepers of the adolescents.

)

We would like to register a limitation of our qualitative
study is that generalization of the findings may not be
possible with the small number of respondents.

Conclusion
Despite of having robust health service provision in
rural settings of Bangladesh from ward and union to
upazila level, lack of separate space especially for adolescents seems to be the prior concern. Consequently,
the rural adolescents expected to have adolescent friendly one-stop service centre. Furthermore, to ensure the
enabling environment of the one stop service centre the
health systems of Bangladesh should address the issues
regarding responsiveness of the providers to adolescents
e.g. availability of gender specific doctors; polite behavior; maintenance of privacy and confidentiality; time
consuming counseling etc.

)
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