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Abstract: Across low- and middle-income countries, investment in adolescent sexual and reproductive
health (ASRH) is growing. However, the lack of comprehensive ASRH data hinders programmes. This
mapping review examines the available evidence on ASRH in Bangladesh and points out the areas where
critical information gaps exist. National surveys, research studies, grey literature, and reports on ASRH in
Bangladesh published between 2011 and 2021 were reviewed. Data were extracted into categories, and
topical summaries were presented. Research gaps were identified using an analytical framework informed
by the Guttmacher Institute’s global summary of ASRH research gaps. The gaps identified were synthesised
according to relevance against three of the framework’s categories: coverage, under-reporting and
substantive. We also explored the extent to which human rights dimensions of ASRH have been addressed in
the literature. While some of the issues covered, such as access to ASRH information, bodily autonomy and
self-determination regarding marriage and childbearing choices, clearly address dimensions of human
rights, very few studies were found that explored ASRH through a human rights lens. Furthermore, many of
the same research gaps identified globally were also evident in the Bangladesh-specific literature. We assert
that an expanded ASRH research agenda in Bangladesh that aims to fill the identified evidence gaps would
inform more robust, targeted ASRH programming. DOI: 10.1080/26410397.2022.2083813
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Introduction
In Bangladesh, adolescents make up slightly over
one-fifth of the population and their number
stands at more than 32 million.1 The high preva-
lence of child marriage and adolescent childbear-
ing limit young women’s educational attainment

and lifelong income potential. There is also lim-
ited access to adolescent sexual and reproductive
health (ASRH) counselling and services and exist-
ing services.2 However, ASRH was not a policy pri-
ority until recently. A National Strategy for
Adolescent Health was launched in 2017, and ado-
lescents are now formally recognised as an impor-
tant demographic group with unique needs and*Joint first authors.
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potential and constitute a high priority group for
the Ministry of Health and Family Welfare
(MOHFW) of Bangladesh.

The National Strategy has four technical pil-
lars: sexual and reproductive health (SRH), nutri-
tion, violence, and mental health. Adolescent-
friendly health services have begun to be made
available nationwide at primary care level facili-
ties within the past five years. These consist of
information, counselling, and treatment for a
range of health issues, including menstruation,
anaemia, and reproductive tract infections.
Family planning information and services are
included in the service package; however, social,
cultural, and policy barriers limit access for
unmarried adolescents. Though ASRH services
are still new, an analysis of adolescent clients
indicates that girls may be more likely to utilise
adolescent-friendly health services than boys.3

Once married, adolescents tend to be treated as
adults in their interactions with the health sys-
tem. On the one hand, this facilitates their access
to and use of family planning services. On the
other hand, it may limit married adolescents’
ability to benefit from health messaging,
materials and services tailored to their age and
associated interests and needs.

In addition to adolescent-friendly health ser-
vices, national-level system strengthening efforts
are being made through a partnership between
the MOHFW, the Obstetrics and Gynecological
Society of Bangladesh, Bangabandhu Sheikh
Mujib Medical University, UNICEF, UNFPA, and
development partners. The priorities of this part-
nership are: to strengthen the evidence base on
adolescent health issues through operations
research; integrate indicators on adolescent
health into the national health information sys-
tem; develop a training and accreditation system
for adolescent-friendly health service providers;
and oversee a coordination structure on adoles-
cent health at national and sub-national levels.
Apart from this project, a national School-
Based Adolescent Health Program is underway.
Finally, an increasing number of donor-funded
and non-governmental organisation-led projects
are working on providing tailored information
and services to meet ASRH needs, including
delaying marriage and childbearing and foster-
ing greater gender equality.4 However, compared
to those for adolescent girls, targeted pro-
grammes for male adolescents have often been
neglected.5

The increased prioritisation of ASRH in Bangla-
desh parallels the expansion of ASRH programmes
in many other countries framed by the Global
Strategy for Women’s, Children’s and Adolescents’
Health (2016–2030). Coupled with this have been
significant investments in data collection and
analysis on ASRH to better understand adoles-
cents’ varying needs and which types of program-
matic interventions are most effective. Yet, while
quality data have broadened the body of knowl-
edge on ASRH, many gaps remain. The existence
of gaps in ASRH evidence is true globally and in
the context of Bangladesh. As outlined in the Gutt-
macher Institute paper, Research Gaps in Adoles-
cent Sexual and Reproductive Health,6 coverage,
under-reporting, and substantive gaps in
national-level household surveys across countries
impede a complete understanding of adolescents’
SRH knowledge, behaviours, and service use pat-
terns. In addition to that, the absence of longitudi-
nal qualitative data, in-depth narratives, and
qualitative studies on this area are few. Further,
despite the growing body of research on effective
intervention models, there is not yet enough cer-
tainty about what works to adequately inform
where to channel resources most efficiently and
how to scale up effectively.6–9 This review on
ASRH, in the context of Bangladesh, would add
substantially to the literature on what is missing
and what gaps exist.

Rationale and objectives
Given the tremendous investments in ASRH in
Bangladesh, there is a need for quality evidence
to prioritise, target, tailor, monitor, and evaluate
current and future ASRH interventions. In this
paper, we review the literature on the status of
ASRH in Bangladesh, intending to identify critical
information gaps and priorities for future data
gathering. The components of sexual and repro-
ductive health and rights (SRHR), as defined in
the Guttmacher-Lancet Commission, are gender-
based violence, HIV/AIDS and other sexually trans-
mitted infections (STIs), contraception, maternal
and newborn health, abortion, infertility, and
reproductive cancers. Adolescent SRHR addresses
the particular needs that young people face
when they reach sexual maturity and gender
roles and norms intensify and solidify. The foun-
dation for a healthy sexual and reproductive life
is laid. During this time, child marriage and preg-
nancy have a particular impact on women glob-
ally, while at the same time, barriers to
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accessing SRHR services are common.10 Since
ASRH is more than a concern solely with diseases
and problems, we have also examined how
human rights dimensions of ASRH have been
addressed in the available evidence. Specifically,
we examined the coverage of issues such as
restricted access to ASRH education and services,
child marriage, coerced sex, and sexual abuse.

Using the gaps identified by the Guttmacher Insti-
tute in ASRH behavioural research across countries
as an analytical framework (Table 1), we aimed to
identify the degree to which these same gaps exist
within the literature on ASRH in Bangladesh.6 In
addition, we also looked for gaps related to the
human rights dimensions of ASRH. The present
study builds upon a review initially carried out by
UNFPA Bangladesh in 2018 to support its program-
matic efforts in the country. We have subsequently
developed this into an article to guide future ASRH
data collection activities across in-country stake-
holders. We hope to provide policy-makers, donors,
programme managers, and researchers with a set of
priority areas to focus on when designing and invest-
ing in future ASRH data collection and analysis
activities. The larger goal of doing so is to contribute
to the current momentum within the ASRH pro-
grammatic landscape to generate richer and more
nuanced datasets that can broaden and sharpen
the landscape of adolescent health programming
in Bangladesh. Table 1 summarises the evidence
gaps in developing regions identified by the Guttma-
cher Institute. These were used as a reference for
our analysis.*

Methods
We undertook a mapping review of published and
grey literature on ASRH in Bangladesh. A mapping
review is a method used to give a broad, thorough
examination of a particular topic.11 It is uniquely
applied in literature reviews to identify gaps in
research areas and where further primary or sec-
ondary research may be needed.12

Selection of evidence
In selecting evidence, emphasis was placed on
nationally representative surveys published in

English between 2011 and 2019 for the first
phase. Subsequently, we have included eligible
articles, reports, and factsheets published from
January 2020 to December 2021 to update the
search. Research studies and reports published
during the same period were also gathered to pro-
vide greater context around the survey data. The
relevant surveys were already in the researchers’
possession at the start of the review and were
used as the primary data sources. Each survey
was reviewed for its inclusion of information
about young people between the ages of 10 and
19. The key SRH measures identified in each sur-
vey were extracted into separate tables for analy-
sis. The research studies and analytical reports on
ASRH in Bangladesh were reviewed to shed more
light on topics that were not comprehensively cov-
ered in national surveys (e.g. premarital sexual
behaviour, sexual harassment, cervical cancer,
etc.). The published and grey literature thus pro-
vided details and context around many of the sur-
veys’ key measures.

Search strategy
Keyword searches using the phrase “adolescent
sexual and reproductive health Bangladesh”
were conducted using the open-access scholarly
databases PubMed, ScienceDirect, Directory of
Open Access Journals (DOJA), The Cochrane
Library, and Google Scholar. Where searches
resulted in extensive listings of articles with an
international focus rather than a specific focus
on Bangladesh, results were narrowed down
using the databases’ advanced search tool to
reflect only articles with Bangladesh as the central
focus. Reference lists from key articles were
scanned to identify other relevant articles not
found in the initial search. Only open-access data-
bases were searched, which was a limitation of
this review, as was the choice to limit the search
strategy to a single phrase, as opposed to using
more specific terms with Boolean operators. The
initial search for the development of the report
was carried out in April 2018. The search was
repeated in July 2019 and again in February
2021 to check for replicability and identify new
publications.

A search for analytical papers, briefs, and
reports published by professional organisations
working on ASRH in Bangladesh was also con-
ducted. We contacted organisations working on
ASRH in Bangladesh via email and held discus-
sions by phone and/or in-person with Dhaka-

*We have added the “human rights dimensions of sexual and
reproductive health” to the substantive gaps, and this modi-
fied version serves as our frame of reference to assess the
ASRH information gaps in Bangladesh.
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based staff of each organisation to ask about any
recent relevant publications. Organisations’ web-
sites were also scanned for any downloadable
reports on ASRH in Bangladesh, and those reports’
reference lists were reviewed for additional rel-
evant publications. The website scan was repeated
in July 2019 and again in June 2020. Despite cast-
ing the net wide, it is possible that some studies or
reports were missed, particularly reports devel-
oped for internal use by donors or national
agencies but not publicly disseminated.

Exclusion criteria
Research published prior to 2010 was excluded as
it was considered too old to be directly relevant to
current ASRH programme needs. Some national
surveys that were conducted between 2011 and
2019 were excluded if a more recent survey cover-
ing the same topics was available. Studies analys-
ing data collected prior to 2011 were excluded.
Content in the grey literature that was duplicative
of that already available in the selected national

surveys (e.g. level of schooling, marriage age,
childbearing age, adolescent girls’ receipt of ante-
natal care) was excluded from the analysis as well.
A systematic quality assessment of articles was not
carried out. However, a small number of articles
were manually excluded because their research
questions or methods were misaligned with the
definition of ASRH that we used to shape the
review.

Search results
Eight reports describing national survey data were
included in the review. They were the Multiple
Indicator Cluster Survey (MICS) 2019, Bangladesh
Demographic and Health Surveys (BDHS) from
2017/2018 and 2014, the Bangladesh Maternal
Mortality and Health Care Survey (BMMS) 2016,
the Violence Against Women Survey (VAW) 2015,
the Global School-based Student Health Survey
2014, and a 2021 survey report on male youth
and their perceptions on SRHR. Two national sur-
vey reports were excluded – the Urban Health

Table 1. Research gaps in adolescent sexual and reproductive health in developing
regions

Research gaps Focused area

Coverage gaps Unmarried/never-married women in many countries (including Bangladesh) are excluded
from fertility and health surveys or included but not asked questions related to sexual
activity
Adolescents younger than 15 are not typically included in national fertility and health surveys
Adolescent boys receive insufficient attention in national fertility and health surveys
Youth in vulnerable situations, such as refugees and youth living on the street, are not
typically included in national fertility and health surveys

Under-reporting
gaps

Sexual activity among adolescents may be underestimated because respondents may be
reluctant to admit to having intercourse at young ages and outside marriage
Induced abortion prevalence and the circumstances under which they are obtained: data are
extremely limited, especially in countries with highly restrictive abortion laws

Substantive gaps Human rights dimensions of ASRH are often undocumented, such as restricted access to ASRH
education and services, child marriage, coerced sex or sexual abuse, and their impact on
adolescents’ education and job prospects
Health impacts of adolescent pregnancy and childbearing, particularly age differentials in
maternal morbidity and mortality
Long-term economic impacts of adolescent childbearing, separating the effects of age from
those of poverty and low education
Adolescents’ pregnancy and childbearing intentions, assume that most adolescent births, even
those to very young adolescents, are intended
Reasons for unmet need for contraception fail to provide adequate details to identify
corrective interventions
Other issues include sexuality education, sexual identity, sexual orientation, bulling and
same-sex behaviours
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Survey 2013 and the Report on Bangladesh
Sample Vital Statistics 2016 – as they included
measures duplicative of those already available
in the more recent BDHS and MICS. Despite
these surveys’ inherent value, it was thought
that incorporating them would add complexity
in presenting the national picture of ASRH due
to their methodological differences from the
national fertility and health surveys. The initial
and updated database search generated 161
articles. Duplicates were removed and articles
were scanned for topical relevance. Eighteen pub-
lished articles on ASRH in Bangladesh were finally
included. In addition, 10 reports were added,
which were identified through the organisational
outreach and websites scans, including a recent
report on a mixed-methods nationwide study on
ASHR 2019. The following flow diagram depicts
the narrowing down of the selected literature
from the different sources (Figure 1).

Synthesis of findings
The analysis consisted first of classifying each type
of study according to whether they were surveys,
published articles or grey literature, and identify-
ing their relevant content. Quantitative data from
national surveys were considered appropriate if
they reported on an SRH topic among young
people 10–19 years of age. Quantitative and quali-
tative data from grey literature were considered
relevant if they complemented national surveys
by broadening and deepening the overall picture
of ASRH in Bangladesh. The topics identified
were marriage, sexual debut, childbearing,
maternal health, family planning, abortion, STIs,
cervical cancer, gender-based violence, harass-
ment, and bodily autonomy. Bodily autonomy is
defined as the ability of persons to make their
own choices about their bodies and futures.13 It
also includes perceived or actual control over
one’s own life, inclusive of individual empower-
ment to make choices over health care, contracep-
tion and the ability to say yes or no to sex. The
results within each SRH topic area were extracted
and populated in a separate table for analysis.
Narrative summaries of the extracted data were
developed for each sub-topic and then combined
into a single summary. The specific gaps in the
ASRH research in Bangladesh were then identified
by examining the topics covered against the
analytical framework. Each co-author reviewed a
set of articles assigned to them and completed a
standard data extraction tool (checklist) indicating

whether the identified topics were adequately
reflected in each paper. Completed checklists
from all co-authors are summarised in Table 2.

Findings
What we know
Premarital sexual behaviour
There is very little information available about
whether and in what context sexual debut
among adolescent boys or girls may occur prior
to marriage. According to results for Bangladesh
from the Global School-based Health Survey,
9.4% of students aged 13–17 have had sexual
intercourse, with boys being much more likely to
report having had sex than girls.18 Apart from
this, statistics about premarital sex do not exist
in other national surveys, as married women con-
sistently report their first sexual intercourse hap-
pening after marriage, and unmarried women
are not asked about sexual behaviour.19

However, various non-nationally representative
studies have documented a low prevalence of pre-
marital sexual activity among both boys and girls
and a higher prevalence among boys living in
slums and young men aged 15–24 living on the
street, including both selling and paying for
sex.20,21 One study reported significant concerns
among parents, teachers, and community members
in Chittagong about premarital romantic relation-
ships and the possibility of young people making
“mistakes” (i.e. having sexual intercourse) within
these relationships.22 Another study used qualitative
methods to explore the contexts in which unmar-
ried adolescent boys and girls (aged 12–18) in one
city feel and experience their sexuality. Both boys
and girls described dating and intimate encounters
with romantic partners and shared that, while not
common, sexual intercourse between young dating
partners was not unheard of. However, boys living
in slums were the most likely to report having had
sexual intercourse. Respondents, both boys and
girls, expressed curiosity and excitement in discuss-
ing their desire for sexual activity. At the same time,
they described feelings of guilt about their experi-
ences of their sexuality and stated that sexual desire
and premarital sex are wrong.23

Child marriage
Over half (51%) of 20-24-year-old girls were mar-
ried by age 18.24 While child marriage is strongly
associated with low levels of education, one
large-scale study with 10,503 respondents across
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14 of the country’s 64 districts found that more
than 70% of respondents perceived that women’s
and girls’ primary function was to bear and raise
children and that girls earn their identity and
social status within their communities through

marriage.25 In spite of these figures, there is an
overall declining trend in child marriage; the
median age at first marriage among women
aged 20–49 was 15.3 years in 2007 and increased
to 16.3 years in 2017.19 Adolescent marriage

Figure 1. Literature review flow diagram
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Table 2. Information gaps on adolescent sexual reproductive health behaviours in
Bangladesh

Research
gaps Focused area Gap analysis with respect to the current literature

Coverage
gaps

Unmarried/never-
married women

Unmarried women and girls are primarily not included in national fertility
and health surveys in Bangladesh, except for the Global School-based
Health Survey. However, 10 articles sharing non-nationally representative
data had information about unmarried girls. Only two covered sexual
activity, one covered contraceptive use, and one covered desired fertility
among these articles. There is also a lack of information on premarital
sexual activity among unmarried adolescents.

Adolescents younger
than 15

Similar to unmarried women, adolescents younger than 15 are typically not
represented in national fertility and health surveys, with the Global School-
based Health Survey being the exception. In this review, seven papers,
including one large survey and six small-scale studies, provided information
on adolescents under age 15. These studies elicited rich information about
younger adolescents’ awareness, sources of information, experiences, and
attitudes in relation to SRH topics. However, significant gaps exist in
information about behaviours and service needs for ethnic minorities,
religious minorities, adolescents living with disabilities, and sexual and
gender-diverse young adolescents. Though small-scale research has been
conducted on some of these groups, we found a lack of diversity and
intersectionality in the lens used in surveys.

Adolescent boys Eight papers included adolescent boys. Of these, one was the Global School-
based Health Survey (the only national survey to include adolescent boys)
which asked about sexual intercourse and condom use, and three were
policy notes that briefly summarised data from a range of types of
respondents, including adolescent boys. One nationwide study, which
adopted mixed methods, was conducted to understand the SRH needs of
male youth (15–24 years), such as puberty, social norms, sexuality, and
masculinity. Other studies reported detailed information about adolescent
boys’ perceptions on SRH. We found that gaps remain in representative data
about adolescent boys’ SRH behaviours and effective ways to reach them
with SRH information and services.

Youth in vulnerable
situations
(marginalised,
vulnerable groups,
young males and
females living with
disabilities)

Seven articles included information on youth living in vulnerable situations,
including youth living in streets, slums, and females living with disabilities. A
national survey was also conducted on persons living with disabilities, including
women with chronic maternal morbidities, which highlighted SRH service
gaps.14 Therefore, targeted public health programmes on adolescents have
been identified as major interventions for bridging the disability-related service
gaps.15 Four studies focused on a range of youth who belong to marginalised
groups, such as orphans, sex workers, slum dwellers, refugees, child brides, and
young men living on the street who pay for sex.
Apart from adolescents living in slums, significant gaps remain in obtaining SRH
information from adolescents who are migrants, refugees, internally displaced,
or HIV-positive persons who are mentioned only in one or two micro-studies.
There was also no information about people who belong to lesbian, gay,
bisexual, transgender, queer, and intersex (LGBTQI) communities. To fill up
these gaps, the Gender and Adolescence: Global Evidence research16 has been
initiated in six low- and middle-income countries, including Bangladesh, to
generate evidence on effective initiatives to support adolescents.17

(Continued)
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Table 2. Continued

Research gaps Focused area Gap analysis with respect to the current literature

Under-
reporting gaps

Sexual activity Only two studies that included unmarried adolescents measured the
proportion of adolescents who had had sexual intercourse. However,
neither reported whether intercourse happened in or outside of marriage. A
third study examined practices of young men living on the street paying for
sex, and two qualitative studies discussed concerns about, or evidence (e.g.
reports from health workers about unmarried girls seeking abortions) of
unmarried boys and girls having sexual relationships. One of these also
reported that adolescent boys disclosed having seen sex workers and/or
participating in rape. Despite these studies, there are extensive knowledge
gaps regarding adolescents’ premarital sexual activity and experiences, for
instance, related to sexual debut, relationships, online encounters,
intrafamilial sexual abuse, masturbation, fantasies, fears, and coerced
versus consensual interactions, including whether sexual debut among
adolescent boys or girls occurred prior to marriage.

Induced abortion Four studies touched on the topic of induced abortion: adolescents’
awareness of it, whether induced abortions occur more frequently with
unintended pregnancies and in the context of child marriage, and, more
generally, their context and frequency among women 15–49. However,
similar to the gaps noted across countries, information about the
prevalence and circumstances under which abortions are obtained,
particularly for unmarried girls, is extremely limited.

Substantive
gaps

Human rights
dimensions
of ASRH (e.g. child
marriage, coerced
sex, sexual abuse)

A large number of studies (21) discussed contexts of human rights violations
in relation to ASRH, including 4 national surveys. Topics covered included
adolescents’ lack of awareness and sources of information about ASRH,
restricted access to ASRH services, child marriage, sexual harassment,
physical and emotional violence, limiting attitudes of teachers and
healthcare providers toward information and services directed at
adolescents, and transactional sex. While these topics could be classified as
violations of human rights, the information itself was not framed from a
human rights perspective (i.e. the conceptual framework was not about
examining whether human rights were upheld or violated).
Further, apart from declining trends in early marriage and childbearing,
topics related to the enjoyment of ASRH rights – such as rights to non-
discrimination, self-determination, love relationships, elopement (not all
marriages are forced childmarriages, but many are love affairs), peer groups,
pleasure, desire, and changing norms, if any, amongst certain groups (i.e.
single working adolescents), privacy and choice – were also not reflected.

Health impacts of
adolescent pregnancy
and childbearing

Seven papers discussed the health impacts of adolescent pregnancy and
childbirth, including two national surveys, though none of them
analysed health impacts in depth or studied a cohort over time.

Long-term economic
impacts of adolescent
childbearing

None of the studies looked at the long-term economic impacts of
adolescent childbearing.

Adolescents’
pregnancy and
childbearing
intentions

Twelve studies looked at adolescents’ pregnancy and childbearing
intentions. While many discussed the large influence that mothers-in-
law and husbands have on childbearing decision-making for married
adolescents, none examined the reasons behind adolescents’ own
desires to bear children, in particular at very young ages.

(Continued)
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among boys is virtually non-existent, with boys
predominantly marrying after age 20. Marriage
before age 18 is more common in rural than in
urban areas.24 While not reported on in the recent
demographic surveys such as 2017/2018 BDHS or
the 2019 MICS, the 2014 BDHS reported young
women’s preferences regarding their marriage
age. The data indicated that 60% of 15-17-year-
olds and 41% of 18–20-year-olds would have pre-
ferred to marry later than they did. Later age at
marriage was strongly associated with higher edu-
cational attainment and greater wealth.19,26 Liv-
ing in humanitarian settings also moulded
adolescent behaviours. One qualitative study
explored factors influencing early marriage prac-
tices such as the low status of women and girls
in society, religious norms and limited alternatives
that are persistent amongst Rohingya refugees.27

Adolescent childbearing and preferences
Adolescent childbearing (the percentage of mar-
ried 15-19-year-old girls who have begun child-
bearing) has shown a steady decline from about
33% in 2007, to 31% in 2014, and 28% in 2018.19

While not reported in the 2017/2018 BDHS, the
2014 BDHS indicates that adolescents’ ideal is to
have two children. In 2014, about a fifth of adoles-
cent mothers reported that they would have pre-
ferred to delay childbearing.26

Maternal health
Analysis of maternal and newborn health data
reveals that adolescents in Bangladesh enter preg-
nancy with greater risks, receive less and lower qual-
ity medical care, and have more adverse outcomes
than adult women.16,28 In addition, undernutrition
is widespread among adolescent girls. This increases
their risk of complications during delivery and of
having a low-birth-weight baby. Various studies indi-
cate an undernutrition prevalence close to 33% for
both urban and rural adolescent girls.29 The latest
survey data indicate that adolescents have lower
levels of knowledge about maternal complications
than adult women, and their knowledge increases
with age. Adolescents are also slightly less likely to
have blood or urine samples taken during antenatal
care (ANC) visits and more likely to deliver at home
than hospital or clinic.28 Decision-making about the
receipt of ANC services and place of delivery appears
to be largely directed by married adolescents’ hus-
bands and mothers-in-law. Indeed, the research
shows that family tradition and views toward
maternal health care influence this choice, and
the decision not to seek ANC services and deliver
at home is common.30

Family planning
Nationally, 48% of married girls aged 15–19 use a
modern method of contraception.24 The primary

Table 2. Continued

Research
gaps

Focused area Gap analysis with respect to the current literature

Reasons for unmet
need for
contraception (with
adequate details to
inform interventions)

Three studies, including two national surveys, discussed reasons for the
unmet need for contraception among adolescents. However, only one was
reported with adequate detail to help shape interventions to reduce unmet
needs.

Sexuality education,
sexually transmitted
infections, sexual
identity, sexual
orientation and
same-sex behaviours,
and bullying

Four studies described issues related to sexually transmitted infections,
three touched on sexual identity and same-sex behaviours, and two studies
discussed sexuality education. Studies on sexuality education were not an
explicit focus of this paper, and thus there is likely more published on
sexuality education in Bangladesh than was gathered in this review. There
is a dearth of published research on peer victimisation, such as the
aggression of traditional bullying and cyberbullying among adolescents in
the digital age.
We have identified the lesser attention to and lack of acknowledgment of
the limited qualitative research examining the lived realities of adolescents
from diverse marginalised population groups – e.g. disabled, homeless,
urban and rural poor, and people belongs to LGBTQI community.
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method used is the birth control pill, followed by
condoms, and injectables (Figure 2). Approxi-
mately 5% of married adolescents use traditional
methods and 51% do not use any form of contra-
ception. Research that has explored factors influ-
encing married adolescents’ decision-making
around contraceptive use found that adolescents’
husbands and mothers-in-law are key decision-
makers for both contraceptive use and childbear-
ing. It was also found that lack of effective com-
munication between husband and wife, as well
as with other family members, and mistrust
toward contraceptive methods were also influen-
tial factors.30 Between 2014 and 2018, the use of
modern methods (particularly the contraceptive
pill and injectables) among 15–19 years old girls
declined slightly, while the use of condoms,
implants, and traditional methods increased
slightly.19

The private sector is a fast-growing source of
contraceptive methods. Oral contraceptive pills
and condoms are most frequently sourced from
private pharmacies, though government field
workers are also important suppliers of contracep-
tive pills. Injectables are commonly supplied both
in the public and private sectors, while implants
are almost exclusively supplied through the public
sector.19

The unmet need for family planning among
married 15-19-year-old girls stands at 18%. This
is noticeably higher than all other age groups;

the overall unmet need for family planning
(across age groups) is 14%.24 Basic awareness
among adolescents about family planning is
widespread, in particular awareness of the oral
contraceptive pill.19 Knowledge among married
adolescents may be higher than among those
not yet married, though various studies indicate
that this knowledge is limited.31 For example,
Cortez et al32 found that among married adoles-
cent girls living in slums in Dhaka, only 10% had
heard of emergency contraception, and the
methods which respondents were aware of
coincided with those that they were using. Find-
ings in another study by Huda et al33 corroborate
this; inconsistent use of family planning
methods, and lack of awareness about available
methods were the primary reasons for unin-
tended pregnancies among married adolescent
girls in Dhaka slums. Other reasons for unmet
needs described in this study included fear of
side effects, uncertainty about where to obtain
contraception, lack of funds to purchase contra-
ception, no or infrequent sex with husband,
post-partum amenorrhoea, breastfeeding, and
opposition from husband.33

STIs, cervical cancer and menstrual regulation
Data on STIs and cervical cancer among adoles-
cents were limited to studies that documented
adolescents’ low levels of knowledge about these
topics.34–36 While the use of menstrual regulation
(MR)† services was not reported in the 2019 MICS
and 2017/2018 BDHS, the 2014 BDHS reported
that both knowledge and use of MR were lower
among adolescents compared to adult women.26

Hossain et al25 reported in a study that the avail-
ability of MR services might be declining due to
lack of training among newly recruited younger
(i.e. aged 20–29) health care providers.37 Another
reason could be the stigma around reporting that
the interviewed women knew where the MR ser-
vices were available or had used these services.
Despite being legal for 10–12 weeks after a
woman’s last menstrual period, MR is still socially
frowned upon in Bangladesh.38 It is also possible
that some facilities, especially private clinics, do
not disclose that they provide MR services, primar-
ily due to legal issues.38

Figure 2. Contraceptive method mix
among married adolescent girls age 15–
19 (N= 2006). Source: BDHS 2017/2018.

†Menstrual regulation (MR) is a procedure to reestablish the
menstrual cycle after it has been absent for a short period of
time.
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Gender-based violence
It is common for adolescent girls to experience
violence perpetrated by partners and non-part-
ners. The 2015 VAW survey reported that 28% of
adolescent girls had experienced either physical
or sexual violence perpetrated by their partners
within the last 12 months, and 43% had at some
point in their lifetime. Moreover, the survey high-
lighted that non-partner physical violence in the
previous 12 months was 11.2% and non-partner
sexual violence was 3.1% among adolescents
aged 15–19 years. These rates were the highest
and second-highest, respectively, when compared
with all other age groups.39

Significant numbers of married adolescent girls
believe that spousal abuse is acceptable. For
example, a study among adolescent girls living in
Dhaka slums found that close to 30% believed it
was justified for a husband to beat his wife if she
went out without telling him. A higher 35% believed
that it was acceptable for a husband to beat his wife
if she did not care for the house or the children. Over
half (55%) believed a husband could beat his wife if
she showed disrespect toward her in-laws.32

Bodily autonomy, harassment and emotional
distress
Some research indicates that bodily autonomy,
including the right to choose when to marry and
have children and freedom of movement, may
not be a reality for many adolescent girls. Public
sexual harassment of girls, commonly referred to
as “Eve teasing” in Bangladesh and in several
other South Asian countries, is discussed in the lit-
erature as being a common phenomenon. It is
usually initiated by boys and men and directed
at girls and women and causes significant anxiety
for adolescent girls.40 One study explored this
topic in-depth, finding that sexual harassment is
a mode of experiencing sexual pleasure and
demonstrating their masculinity for adolescent
boys. Girls, however, disliked the harassment
because it provoked insecurity. The authors
asserted that this type of sexual harassment is a
result of restrictions on social interactions
between the sexes and is exacerbated by porno-
graphic media and a lack of sexuality education.
They further argue that these forces impede the
development of competence in establishing
mutually rewarding intimacy.23 Other studies
also indicate distress among adolescent boys and
young men connected to social norms associated
with masculinity. In a national survey on SRHR

perceptions and masculinity, three-fourths of
young males reported being worried about their
sexual performance, propelling them into anxiety
and worries.41 One study reported that male
suicide in rural Bangladesh was attributable to
men’s inability to live up to norms of masculinity,
such as financial provision and meeting the sexual
needs of their spouses.42

Sexual harassment of girls is found to affect
their families as well, who fear social repercus-
sions from their community. Fear of social reper-
cussions, in turn, discourages reporting and
pursuing punishment for perpetrators. In some
cases, families of girls who have been sexually har-
assed by influential individuals face legal compli-
cations that serve as impediments to obtaining
justice.43 These studies, however, mentioned
very little about cyberbullying, peer bullying,
and suicidal tendencies due to the emotional dis-
tress that some adolescents face in Bangladesh.

What we don’t know
Table 2 details the number of studies that include
the ASRH research gap areas outlined in the analyti-
cal framework (Table 1) and the information gaps on
these topics specific to Bangladesh.

Discussion
Overall, our analytic framework allowed us to sys-
tematically identify the coverage, under-report-
ing, and substantive gaps identified in the
Bangladesh literature that correspond with the
research gaps in developing regions. We particu-
larly highlighted three gaps to illustrate ASRH situ-
ations in Bangladesh, such as coverage gaps (for
unmarried/never-married women, adolescents
younger than 15, adolescent boys, and youth in
vulnerable situations), under-reporting gaps (sex-
ual activity among adolescents and induced abor-
tion), and substantive gaps (human rights
dimensions of ASRH, health impacts of adolescent
pregnancy and childbearing, long-term economic
effects of teenage childbearing, adolescent preg-
nancy and childbearing intentions, reasons for
unmet need for contraception) according to our
adopted analytical framework. This framework is
useful to identify gaps, and the salience of exam-
ining the extent to which the human rights dimen-
sions of ASRH have been addressed in the studies.
However, much of the evidence is descriptive, pro-
viding a big picture of what is happening, but
without an analytical and in-depth exploration
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of nuance and unique sub-groups that can pro-
vide important insights that can directly inform
targeted interventions.

Human rights dimensions of ASRH were touched
upon most in the papers reviewed. The Guttmacher
Institute paper that informed the analytical frame-
work described human rights contexts of ASRH as
violations in which child marriage, coerced sex,
and sexual abuse occur yet remain undocumented.
Across the Bangladesh literature, rights violations,
such as limited access to SRH education and infor-
mation, discrimination in service access based on
age and marital status, sexual harassment, violence,
and lack of self-determination in decision-making
about marriage, childbearing and maternal health
service use, were substantially reflected. Yet, despite
the significant number of papers that were ident-
ified that discuss human rights-related topics,
there were still information gaps. For example,
coerced sex and sexual abuse discussed outside
the context of child marriage were not reflected in
the Bangladesh literature. Furthermore, none of
the studies adopted a human rights-based approach
to examine ASRH. Rather, their content described
ASRH issues and challenges.

Ultimately, an expanded research agenda is
needed to begin to close the ASRH evidence gaps
in Bangladesh. In order to design effective pro-
grammes, policy-makers and health managers
need to know the needs of their target populations.
Continued adolescent-specific analyses of national
datasets, such as this paper, are essential to carry
out alongside national demographic and health sur-
veys. Therefore, we recommend more in-depth
research, longitudinal qualitative research, and
other social science research on ASRH services to
inform programme and policy designs.

Topics to explore further could include factors
influencing adolescents’ preferences regarding tim-
ing of marriage and childbearing, barriers and facil-
itators to family planning service utilisation,
knowledge about sexually transmitted infections,
premarital sexual experiences, SRH-related
emotional distress, online encounters, norms around
coercion and consent, and the unique issues facing
gender and sexual non-conforming groups. Surveys
and research studies on SRH could enable collecting
disaggregated data on various adolescent age groups,
such as girls ages 10–14, unmarried girls ages 15–19
and boys ages 10–19, which are also important to
address through a targeted programme approach.
To ensure vulnerable groups are represented in
national SRH datasets and representative sub-groups

of adolescents can be compared with one another,
routine implementation of an adolescent and
youth survey may be a useful avenue to pursue.

In addition, more research should be carried out
that includes qualitative and in-depth quantitative
data collection to improve understanding of the
complex web of issues that affect reaching adoles-
cent sexual and reproductive goals. Adolescents’
high unmet needs and marriage timing preferences
could be further explored in these types of studies,
as well as deeper dimensions of ASRH rights that
are missing in the current literature, including bodily
autonomy, self-determination, sexual coercion, and
abuse. In addition, adolescents’ experiences of well-
being are critical if they have to encounter some
complex situations in their lifetime, such as experi-
ences of cyberbullying, peer bullying, and emotional
distress. All of these negatively impact individuals’
SRH care-seeking. Studies like these could help dee-
pen understanding of the full context of ASRH, par-
ticularly for unmarried, vulnerable, and younger
adolescents, in order to inform interventions that
can make a lasting difference.

Limitations
Limitations of this paper include a simple keyword
search strategy rather than the methods employed
for systematic or scoping reviews. We were also
limited to using open-access databases. In
addition, there are limitations in relying on
small cross-sectional surveys to identify gaps that
may have been reflected in the findings. There is
also a possibility that the choice of the analytical
framework, while helpful, may have meant that
other issues were not identified.

Conclusions
In summary, while traditional ASRH topics related
to married adolescents are well covered, gaps in
all three categories – coverage, under-reporting
and substantive – are significant. Future research
should focus on different types of intervention
approach for the diverse contexts in the country,
and the heterogeneity of adolescents should be rig-
orously evaluated to generate evidence. Such evi-
dence can inform policy-makers to guide,
replicate and scale-up evidence-based interventions
at national and sub-national levels in Bangladesh.
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Résumé
Dans les pays à revenu faible ou intermédiaire, les
investissements en faveur de la santé sexuelle et
reproductive des adolescents (SSRA) augmentent.
Néanmoins, le manque de données globales sur

Resumen
En los países de bajos y medianos ingresos, las
inversiones en salud sexual y reproductiva de ado-
lescentes (SSRA) están en alza. Sin embargo, la
falta de datos completos sobre SSRA obstaculiza

A Williams et al. Sexual and Reproductive Health Matters 2022;29(2):1–16

14

https://www.unicef.org/bangladesh/en/reports/progotir-pathey-bangladesh
https://www.unicef.org/bangladesh/en/reports/progotir-pathey-bangladesh
http://dpsdu.edu.bd/images/ChildMarriageReport.pdf
http://dpsdu.edu.bd/images/ChildMarriageReport.pdf
https://dhsprogram.com/pubs/pdf/FR311/FR311.pdf
https://dhsprogram.com/pubs/pdf/FR311/FR311.pdf
http://rdm.icddrb.org/wp-content/uploads/2020/04/BMMS-2016-Final-Report_10-Feb-2020.pdf
http://rdm.icddrb.org/wp-content/uploads/2020/04/BMMS-2016-Final-Report_10-Feb-2020.pdf
http://rdm.icddrb.org/wp-content/uploads/2020/04/BMMS-2016-Final-Report_10-Feb-2020.pdf
https://www.gage.odi.org/publication/adolescent-girls-capabilities-bangladesh-state-evidence-programme-effectiveness/
https://www.gage.odi.org/publication/adolescent-girls-capabilities-bangladesh-state-evidence-programme-effectiveness/
https://www.gage.odi.org/publication/adolescent-girls-capabilities-bangladesh-state-evidence-programme-effectiveness/
https://www.gage.odi.org/publication/adolescent-girls-capabilities-bangladesh-state-evidence-programme-effectiveness/
https://ideas.repec.org/p/wbk/hnpkbs/91291.html
https://ideas.repec.org/p/wbk/hnpkbs/91291.html
https://www.popcouncil.org/uploads/pdfs/2014STEPUP_MarriedAdolescent_Dhaka.pdf
https://www.popcouncil.org/uploads/pdfs/2014STEPUP_MarriedAdolescent_Dhaka.pdf
https://www.popcouncil.org/uploads/pdfs/2014STEPUP_MarriedAdolescent_Dhaka.pdf
https://www.guttmacher.org/report/menstrual-regulation-postabortion-care-bangladesh
https://www.guttmacher.org/report/menstrual-regulation-postabortion-care-bangladesh
https://www.guttmacher.org/report/menstrual-regulation-postabortion-care-bangladesh
https://www.guttmacher.org/fact-sheet/menstrual-regulation-unsafe-abortion-bangladesh
https://www.guttmacher.org/fact-sheet/menstrual-regulation-unsafe-abortion-bangladesh
https://evaw-global-database.unwomen.org/en/countries/asia/bangladesh/2015/report-on-violence-against-women-vaw-survey-2015
https://evaw-global-database.unwomen.org/en/countries/asia/bangladesh/2015/report-on-violence-against-women-vaw-survey-2015
https://evaw-global-database.unwomen.org/en/countries/asia/bangladesh/2015/report-on-violence-against-women-vaw-survey-2015
https://www.gage.odi.org/wp-content/uploads/2019/12/Chittagong-Policy-Note-Bodily-Integrity_final.pdf
https://www.gage.odi.org/wp-content/uploads/2019/12/Chittagong-Policy-Note-Bodily-Integrity_final.pdf
https://www.gage.odi.org/wp-content/uploads/2019/12/Chittagong-Policy-Note-Bodily-Integrity_final.pdf
https://bracjpgsph.org/assets/pdf/Advocacy/communication%20tools/ADDRESSING-SDGs/Fact%20Sheet_Male%20Youth%20and%20Their%20Sexual%20And%20Reproductive%20Health%20And%20Rights%20(SRHR)%20in%20Bangladesh.pdf
https://bracjpgsph.org/assets/pdf/Advocacy/communication%20tools/ADDRESSING-SDGs/Fact%20Sheet_Male%20Youth%20and%20Their%20Sexual%20And%20Reproductive%20Health%20And%20Rights%20(SRHR)%20in%20Bangladesh.pdf
https://bracjpgsph.org/assets/pdf/Advocacy/communication%20tools/ADDRESSING-SDGs/Fact%20Sheet_Male%20Youth%20and%20Their%20Sexual%20And%20Reproductive%20Health%20And%20Rights%20(SRHR)%20in%20Bangladesh.pdf
https://bracjpgsph.org/assets/pdf/Advocacy/communication%20tools/ADDRESSING-SDGs/Fact%20Sheet_Male%20Youth%20and%20Their%20Sexual%20And%20Reproductive%20Health%20And%20Rights%20(SRHR)%20in%20Bangladesh.pdf
https://bracjpgsph.org/assets/pdf/Advocacy/communication%20tools/ADDRESSING-SDGs/Fact%20Sheet_Male%20Youth%20and%20Their%20Sexual%20And%20Reproductive%20Health%20And%20Rights%20(SRHR)%20in%20Bangladesh.pdf
https://doi.org/10.1177/0030222820966239
https://doi.org/10.1177/0030222820966239
https://www.gage.odi.org/wp-content/uploads/2019/12/Chittagong-Policy-Note-Bodily-Integrity_final.pdf
https://www.gage.odi.org/wp-content/uploads/2019/12/Chittagong-Policy-Note-Bodily-Integrity_final.pdf
https://www.gage.odi.org/wp-content/uploads/2019/12/Chittagong-Policy-Note-Bodily-Integrity_final.pdf


ce thème entrave les programmes. Cet article
examine les données disponibles sur la SSRA au
Bangladesh et met en évidence les domaines où
de graves lacunes existent. Les enquêtes natio-
nales, les études de recherche, la littérature
grise et les rapports sur la SSRA au Bangladesh
publiés entre 2011 et 2021 ont été examinés. Les
données ont été extraites par catégories et des
résumés thématiques ont été présentés. Les car-
ences dans les recherches ont été identifiées en
utilisant un cadre analytique alimenté par le
résumé mondial des lacunes de la recherche sur
la SSRA établi par l’Institut Guttmacher. Les man-
ques identifiés ont été synthétisés d’après leur
pertinence par rapport à trois des catégories du
cadre: couverture, sous-notification et questions
de fond. Nous avons également recherché dans
quelle mesure les dimensions de la SSRA relatives
aux droits de l’homme avaient été couvertes dans
les publications. Si certaines des questions cou-
vertes, comme l’accès aux informations sur la
SSRA, l’autonomie corporelle et l’autodétermina-
tion concernant les choix sur le mariage et la
maternité, abordent clairement des dimensions
des droits de l’homme, nous avons trouvé très
peu d’études qui avaient exploré la santé sexuelle
et reproductive des adolescents dans une perspec-
tive des droits de l’homme. En outre, beaucoup
des mêmes lacunes de recherche identifiées
dans le monde étaient aussi évidentes dans les
publications propres au Bangladesh. Nous avan-
çons qu’un programme de recherche élargi sur
la SSRA au Bangladesh visant à combler les
lacunes identifiées guiderait une programmation
de santé sexuelle et reproductive des adolescents
plus robuste et plus ciblée.

los programas. Este artículo examina las eviden-
cias disponibles sobre SSRA en Bangladés y señala
las áreas donde existen importantes brechas de
información. Se revisaron encuestas nacionales,
estudios de investigación, literatura gris e
informes sobre SSRA en Bangladés publicados
entre 2011 y 2021. Se extrajeron los datos por
categoría y se presentaron resúmenes temáticos.
Se identificaron las brechas en investigaciones uti-
lizando un marco analítico informado por el resu-
men mundial del Instituto Guttmacher de brechas
en investigaciones sobre SSRA. Se sintetizaron las
brechas identificadas según su pertinencia en
tres de las categorías del marco: cobertura, subre-
gistro y sustancial. Además, exploramos en qué
medida la literatura ha abordado las dimensiones
de derechos humanos con relación a la SSRA. Sin
duda, algunos de los temas tratados, tales como
acceso a información sobre SSRA, autonomía cor-
poral y autodeterminación con respecto a las
opciones de matrimonio y maternidad, abordan
las dimensiones de derechos humanos; sin
embargo, se encontraron muy pocos estudios
que exploran la SSRA desde la perspectiva de los
derechos humanos. Muchas de las mismas bre-
chas en investigaciones identificadas mundial-
mente también eran evidentes en la literatura
específica a Bangladés. Sostenemos que una
agenda ampliada de investigación sobre SSRA en
Bangladés, que se proponga llenar las brechas
de evidencias identificadas, informaría programas
de SSRA más robustos y focalizados.
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