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Foreword

The future prosperity of countries across Asia
and the Pacific hinges on how well they meet the
needs of their adolescents aged 10-19. Sexual
and reproductive health (SRH) is unequivocally
part of this vision. It equips adolescents to
navigate the physical, developmental and
socioemotional changes unique to this life stage,
building a foundation for early adulthood and
beyond. Investing in adolescents’ health and well-
being is both a moral imperative and a strategic
policy goal. Without reaching it, government
commitments to universal health coverage and to
broader development progress will remain far out
of reach.

This report explores the inclusion, coverage and
equity of adolescent SRH within universal health
coverage in the region. It provides an essential,
unvarnished assessment of the current policy
landscape, highlighting a deeply concerning truth:
Despite many commitments, adolescents’ SRH
remains largely overlooked and underresourced.
Millions of young people across our region have
pressing SRH concerns but lack the services and
information they need.

The core challenge before us is clear: We must
comprehensively dismantle the multiple barriers
to adolescent SRH. While supportive policies may
exist on paper, they are frequently fragmented
and weakened by contradictory legal frameworks.
As a result, millions of adolescents are unable to
access confidential, life-saving care. Financial
obstacles and judgmental provider attitudes

also push adolescents away, even when care

is available in otherwise supportive policy
environments.

The report confirms what has long been evident:
Poor SRH among adolescents has generational
consequences. High rates of early pregnancy and
increased risks of childbirth complications lead
to disrupted education and reduced opportunities
for employment. Amid major demographic

shifts in our region, more adolescents than ever
will carry this burden into adulthood and old

age, putting their own children and successive
generations at risk of languishing.

The findings presented here are not an endpoint
but a call to action. The universal health

coverage agenda can no longer afford to leave
adolescents behind. Policymakers and health
leaders must embed explicit goals and actionable
commitments for adolescent SRH within universal
health coverage plans and strategies, supported
by adequate and sustainable financing to ensure
quality, accountability and equitable access.

The time for incremental adjustment has passed.
Let this be the generation that transforms health
systems across Asia and the Pacific so they are
genuinely responsive to the rights and needs of
adolescents. Their future, and ours, depends on it.

Dr. Aleksandar (Sasha) Bodiroza
Regional Director, a.i.
UNFPA Asia and the Pacific Regional Office



Executive summary

The Asia and the Pacific region is home to a

vast and vital demographic: nearly 650 million
adolescents aged 10-19, accounting for almost half
of the world’s total. This life stage represents a
critical window for safeguarding SRH across the life
course. Health systems that provide comprehensive
and high-quality information, counselling and
services during adolescence therefore play a key
role in laying a strong foundation for their health
and well-being and setting them up for success.
Government commitments to universal health
coverage and other national goals on maternal

and child health, HIV and gender equality cannot
be achieved without addressing adolescents’ SRH
needs.

A recent UNFPA review in the Asia and the Pacific
reported that sexual activity commonly begins in
adolescence. Around 1in 6 girls and 1in 10 boys
aged 15-19 have had sex. A significant proportion
have had sex by age 18; many report sex before
marriage. Sexual behaviours posing risks for HIV
and sexually transmitted infections (STIs) typically
begin in adolescence, and over 3.7 million girls aged
15-19 give birth each year.’

Despite the critical need among adolescents for
SRH information and services, coverage remains
inadequate. Less than a third of 15-19-year-olds
have comprehensive and correct knowledge of HIV.
In most countries, fewer than half of adolescent
girls have their need for family planning satisfied by
modern methods of contraception.

This regional report explores the inclusion, coverage
and equity of adolescent SRH within universal
health coverage in Asia and the Pacific. Through

a literature review, policy and legislative mapping,
and secondary analysis of national data from 30
countries, the study (i) examines the extent to which
universal health coverage policies, strategies, and
plans include adolescents aged 10-19 and their
SRH needs; (ii) identifies financing and financial
risk protection mechanisms for adolescent SRH; (iii)
assesses the extent to which policy, legislative, and
regulatory frameworks support adolescents’ access
to quality SRH services; (iv) identifies national
mechanisms for accountability; and (v) describes
the coverage and equity of key SRH services for
adolescents.

KEY FINDINGS

Countries in Asia and the Pacific have made
significant commitments to achieving universal
health coverage. They have made some important
progress on maternal and child health and

HIV. However, they have not achieved universal
coverage of adolescent SRH. Adolescents continue
to experience high unmet needs for SRH care,
information and education; low coverage of
essential services; and a high burden of poor SRH
outcomes.

Most countries have a supportive policy foundation
for advancing universal health coverage for
adolescent SRH. Almost all national health and SRH-
related policies and plans identify adolescents as a
priority and have defined national quality standards
for adolescent health services that broadly include
SRH. Policy objectives or strategies to improve the
quality and accessibility of adolescent-responsive
(or “friendly”) health services are in place in most
countries. In countries with a national adolescent
health or youth policy, SRH is a core component,
particularly in relation to reducing adolescent
fertility and preventing the transmission of HIV.

Yet key gaps and challenges remain:

Many existing policies are fragmented. They
lack a comprehensive approach to adolescent
SRH. Policies and strategies primarily
emphasize improving SRH awareness and
access to sexuality education and counselling,
but not the full constellation of SRH services.

Only around half of countries include specific
objectives or actions within national adolescent
health policies or strategies to provide universal
access to SRH commodities (including
contraceptives) and health services.

e Gaps persist in including some SRH services
within national health strategies and/or
essential health services packages, particularly
in countries where abortion is legal (e.g., safe
abortion and/or post-abortion care in line with
national laws); access to HIV testing, treatment
and support specifically for adolescents and
young key populations; and gender-based
violence.

1. UNFPA Asia and the Pacific Regional Office, My Body Is My Body, My Life Is My Life: Sexual and Reproductive Health and Rights of

Young People in Asia and the Pacific (2021)



Most countries have complex, often contradictory
laws and policies on adolescent SRH. These create
significant barriers to achieving universal health
coverage, putting millions of adolescents at risk
of poor SRH.

e On average, there is a three-year difference
between the age at which adolescents can legally
consent to sex and the legal age of consent to
healthcare.

e Only fifteen countries have clear provisions for
adolescents under 18 to independently access
HIV testing. Only nine provide clear guidance
on adolescents accessing contraception without
parental consent.

e Some 65 million adolescents live in countries with
either a stated requirement for parental consent
for access to contraception and/or with no policy
support for adolescents to access confidential
contraceptive services (this includes limiting
access to married women only).

e Almost 166 million adolescents live in countries
that criminalize consensual sex between same-sex
partners. Such prohibitions represent significant
barriers to unmarried young people accessing
essential SRH services and care.

Financing for adolescent SRH remains very
limited, with insufficient investments to
implement current policies and programmes or
scale up adolescent-responsive health services.

e Several countries have moved to provide free
healthcare through tax-based, pre-paid or targeted
financial protection schemes. Yet coverage
among adolescents is low. There is insufficient
evidence of how effectively these approaches

1

reach adolescents, including those who are out
of school, living away from home, unemployed or
migrants.

More than half the region’s adolescents, some
370 million, live in countries where the majority of
health expenditure is out-of-pocket. A substantial
proportion of girls reports financial barriers to
healthcare.

Adolescents describe daunting obstacles to
obtaining SRH care.

Care is often poor quality due to the judgmental
attitudes of providers, mistreatment, refusal

of services without parental consent, and
discrimination based on marital status, age,
gender or sexual orientation.

Several challenges to adolescent-responsive SRH
services encompass inadequate provider training
and support, infrastructure constraints and a lack
of institutional backing.

Most countries have national indicators to
track progress on adolescent SRH and promote
accountability.

Most commonly, indicators relate to adolescent
fertility, demand for family planning and HIV
knowledge.

Few national or local level health facility
mechanisms, however, support the meaningful
partnership and engagement of adolescents
in policymaking, planning, and the design and
monitoring of SRH services and programmes.




Recommendations to accelerate progress
towards universal health coverage for
adolescent sexual and reproductive health.

1. Anchor adolescent SRH in universal
health coverage frameworks

Include an explicit goal and action plan for
adolescents and their SRH within universal health
coverage policies, plans, and strategies. Clear
goals and adolescent specific SRH indicators are
essential to track progress, strengthen governance
reform, and reinforce accountability. Improved data
disaggregation is critical to ensure adolescents are
visible in health systems planning and monitoring.

2. Increase and secure financing for
adolescent SRH

Increase resources for adolescent SRH and ensure
all adolescents are covered through mandatory,
prepaid financing mechanisms. Sustainable
financing is required to guarantee access to

a comprehensive package of SRH services

and commodities, reduce out of pocket costs,

and prevent financial barriers from excluding
adolescents from care.

3. Strengthen service delivery for
quality and accessibility

Improving the quality, reach, and responsiveness
of SRH services for adolescents requires a
comprehensive and systems level approach. This
requires the inclusion of an essential adolescent
SRH package within universal health coverage
benefit packages and health insurance schemes,
covering contraception including emergency
contraception, HIV testing and care, abortion in
line with national law, maternal and newborn health,
HPV, and gender based violence services. Equally
critical is the training and supervision of health
workers to ensure the provision of confidential,
non judgmental, and stigma free care, aligned with
quality and competency based standards.

These efforts should be reinforced through

the integration of national quality standards

on adolescent health within existing public
health facilities, alongside the development and
evaluation of innovative service delivery models
such as school based, digital, and self care
approaches.

4. Review legal and regulatory barriers

Review, as appropriate and in accordance

with national laws and relevant international
commitments, legal, regulatory and policy barriers
that may impede adolescents’ equitable access to
appropriate SRH information and services, taking
into account adolescents’ evolving capacities,

the rights, duties and responsibilities of parents
and legal guardians, and the principles of non-
discrimination, privacy and confidentiality.

5. Clarify consent and rights to access
SRH services

Provide clear national guidance on adolescents’
access to appropriate SRH information and
services, confidentiality and consent, taking
account of their evolving capacities and the
rights, duties and responsibilities of parents and
other persons legally responsible for adolescents,
consistent with national law and applicable
international commitments.

6. Strengthen health literacy, demand,
and community support

Expand approaches that improve adolescents’
health literacy, demand for services, and enabling
community environments. Comprehensive sexuality
education, digital platforms, accessible counselling,
and targeted strategies to address community level
barriers are key to supporting informed decision
making and timely care seeking.

7. Engage adolescents as partners and
decision makers

Meaningfully engage adolescents as expert
decision makers in the design, monitoring, and
evaluation of SRH services and programmes.
Adolescent participation improves relevance,
quality, and accountability of services, ensuring
programmes respond to lived realities rather than
assumptions.



Adolescents: In need of universal
coverage but often left behind

Universal health coverage is a core component of
the 2030 Agenda for Sustainable Development,
committing governments to ensure that “all people
have access to the full range of quality health
services they need, when and where they need
them, without financial hardship. It includes the full
continuum of essential health services, from health
promotion to prevention, treatment, rehabilitation,
and palliative care across the life course.™

Since the adoption of the 2030 Agenda and its
global Sustainable Development Goals (SDGs)

in 2015, many countries in Asia and the Pacific
have made significant commitments to, and some
progress towards, universal health coverage,
including for reproductive, maternal, newborn and
child health (RMNCH).2 The regional universal health
coverage index for Asia increased from 64 in 2015
to 68 in 2021. It declined over the same period

in Oceania (73 to 72), however, with considerable
disparities among countries in this region (Table 1).3

“The onset of puberty brings
a heightened need for such
services to support a healthy
transition to adulthood.

For many young people,
adolescence marks the onset
of sexual activity, within or
outside marriage.”

All adolescents require equitable access to quality
and comprehensive SRH information, education

and counselling. The onset of puberty brings a
heightened need for such services to support a
healthy transition to adulthood. For many young
people, adolescence marks the onset of sexual
activity, within or outside marriage.* This requires
responsive health services, provided through
universal health coverage, that support adolescents
in having safe sexual relationships and preventing or
managing risks such as unintended pregnancy, STIs,
HIV and gender-based violence.

Failing to meet this need has significant health
consequences. In Asia and the Pacific, pregnancy
and childbirth complications remain a leading cause
of death among girls and a contributor to poor

perinatal health outcomes. Moreover, some of the
fastest-growing HIV outbreaks in the region are now
among adolescents.>”

Poor SRH during adolescence has broader health
and socioeconomic impacts, contributing to poor
mental health, lower educational attainment, limited
economic opportunities and gender inequality,

all of which extend into adulthood and the next
generation.? Costs to national economies are high.
In the Philippines, annual economic losses due to
adolescent pregnancy are estimated to be over $500
million, equivalent to 1 per cent of gross domestic
product.’

Despite its critical importance, adolescent SRH has
largely been missing in universal health coverage in
Asia and the Pacific. A 2019 UNFPA-commissioned
review found that many national insurance schemes
did not cover SRH services for adolescents. In most
countries with data, health insurance covered fewer
than 20 per cent of adolescents.*

The World Health Organization (WHO) has called
for greater attention to adolescents within universal
health coverage and recommended key actions

for governments to address their specific health
needs (Box 1)."® Accelerating progress in Asia and
the Pacific requires examining the current state

of universal health coverage to identify gaps in
adolescent SRH care as well as opportunities to
close them. This will help to avoid a situation where
large numbers of adolescents are chronically left
behind.

“Poor SRH during adolescence
has broader health and
socioeconomic impacts,
contributing to poor mental
health, lower educational
attainment, limited economic
opportunities and gender
inequality, all of which extend
into adulthood and the next
generation.”


https://unstats.un.org/sdgs/dataportal/database
https://unstats.un.org/sdgs/dataportal/database
https://www.who.int/data/gho/data/indicators/indicator-details/GHO/uhc-sci-components-reproductive-maternal-newborn-and-child-health

Table 1.

Universal health coverage index

Country Service Subindex Overall progress towards
coverage (RMNCH) universal health coverage
index

Afghanistan M 47 Stagnating  mm
Bangladesh 52 59 Stagnating =
Bhutan 60 83 Improving M
Cambodia 58 74 Stagnating s
China 81 92 On track or achieved @
Fiji 58 79 Decreasing W
India 63 68 Improving M
Indonesia 55 78 Stagnating ==
Kiribati 48 71 Stagnating ==

Lao People’s
Democratic 52 60 Stagnating =

Republic
Malaysia 76 83 Improving 4
Maldives 61 66 Decreasing W7
Marshall Islands 59 73 Decreasing W
Micronesia 48 72 Stagnating  mm
Mongolia 65 82 Decreasing W7
Myanmar 52 56 Decreasing W7
Naoero 60 66 Stagnating  mm
Nepal 54 78 Improving 4.
Pakistan 45 63 Stagnating ==
PNG 30 47 Decreasing W7
Philippines 58 66 Stagnating  mm
Samoa 55) 64 Stagnating  mm
Solomon Islands 47 70 Stagnating
Sri Lanka 67 76 Improving 4
Thailand 82 89 On track or achieved @
Timor-Leste 52 70 Stagnating ==
Tonga 57 77 Stagnating ==
Tuvalu 52 65 Stagnating ==
Vanuatu 47 61 Stagnating ==
Viet Nam 68 80 Stagnating ==

Box 1.
World Health Organization recommendations to
provide universal health coverage for adolescents

Strengthen service delivery

e Prioritize adolescents in universal health
coverage benefit packages

e Invest in the education of health workers
¢ Implement supportive legal frameworks

¢ Develop and implement national quality
standards

e Co-deliver or bundle health services

e Engage beyond the health sector

Enhance financing

e Acknowledge the economic benefits of
investment in adolescents

e Assess the impact of out-of-pocket
payments

e Cover all adolescents with mandatory,
prepaid, pooled funding

e Increase spending on adolescent health

e Include adolescents in universal health
coverage investment plans

e Design financing and service delivery to
leave no one behind

Improve governance

e Engage adolescents

e Monitor adolescent health and service
coverage, quality and spending

e Report on adolescent health indicators

o Drive evidence-based programming,
policy and resource allocation

e Strengthen research and policy capacity

Source: World Health Organization, 2019.
Adolescent Health: The Missing Population in
Universal Health Coverage (Geneva)



AIMS AND OBJECTIVES CONCEPTUAL FRAMEWORK

This report explores the inclusion, coverage and The report draws on WHO guidance and
equity of adolescent SRH within universal health recommendations on universal health

. . ege . coverage for adolescents, universal health
coverage in Asia and the Pacific. It aims to
. . L. coverage frameworks, and global frameworks
achieve the following objectives:

on core components of essential SRH
care, information and education.*'®" The

1. Examine the extent to which policies, conceptual framework for the report focuses
strategies and plans for universal health on SRH services most relevant to adolescents
coverage include adolescents aged 10-19 as well as*" health system domains required
years and their SRH needs to achieve universal health coverage for this

2. Identify financing and financial risk (alge gr011J)p. Equity Is a cross-cutting concern

igure 1).

protection mechanisms for adolescent
SRH

3. Assess the extent to which policy,
legislative and regulatory frameworks
support adolescents’ access to quality
SRH services

4. Identify national mechanisms for
accountability

5. Describe the coverage and equity of key
SRH services for adolescents

Figure 1.
Core adolescent SRH services and universal health coverage domains
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* In accordance with the law
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While there is no universal definition of essential
SRH services, several frameworks and guidelines
have identified core components. They include the
Programme of Action of the 1994 International
Conference on Population and Development
(ICPD),” the WHO Reproductive Health Strategy,”™
the Guttmacher-Lancet Commission on Sexual and
Reproductive Health and Rights,™ UNFPA's Sexual
and Reproductive Health and Rights: An Essential
Element of Universal Health Coverage™ and the
WHO Universal Health Coverage Compendium of
Health Interventions.™

Core SRH services include: antenatal, labour,
childbirth and postnatal care; contraception

and family planning; management of infertility;
sexual health promotion and care; comprehensive
sexuality education; safe abortion and post-
abortion care in line with national law; prevention
and care for female genital mutilation and intimate
partner and sexual violence; and the prevention,
diagnosis and management of HIV, STIs and
reproductive cancers (cervical, breast, uterine,
ovarian and prostate). This report focuses on
services most relevant to adolescents aged 10-19,
as elaborated in Figure 1.4"

The report defines adolescents as people aged
10-19, consistent with definitions by the United
Nations. Some indicators and data are only
reported for 15-24-year-olds.

The report covers 30 low- and middle-income
countries in Asia and the Pacific: Afghanistan,
Bangladesh, Bhutan, Cambodia, China, Fiji, India,
Indonesia, Kiribati, Lao People’s Democratic
Republic, Malaysia, Maldives, Marshall Islands
(Republic of the), Micronesia, Mongolia, Myanmar,
Naoero, Nepal, Pakistan, Papua New Guinea,
Philippines, Samoa, Solomon Islands, Sri Lanka,
Thailand, Timor-Leste, Tonga, Tuvalu, Vanuatu and
Viet Nam. Definitions of low- and middle-income
countries are based on World Bank calculations,”
using gross national income per capita.
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A THREE-PRONGED APPROACH

The report builds on three major components:

1. Scoping review of peer-reviewed and grey
literature published within the last five years to
synthesize evidence on the approaches, access
and coverage, quality (including experiences of
care) and equity of SRH for adolescents in Asia
and the Pacific

2. Mapping of national policies and legislation in
30 countries against the WHO framework and
recommendations on universal health coverage
for adolescents

3. Secondary analysis of national data for 30
countries to quantify current SRH needs and
coverage of services/interventions against key
SRH indicators

The annex provides additional details.

LIMITATIONS

This review was desk-based. It only includes
documents available electronically. Where English
versions were not available, Google Translate was
used and further inputs sought from UNFPA country
offices to provide information or validate findings.
A number of government policy documents and
unpublished project reports and case studies have
likely not been identified.

Analysis of national SRH data was limited to those
publicly available in electronic databases and
published reports. Limited data were reported by
age for some indicators (for example, out-of-pocket
expenditure). The lack of data disaggregated by
both age and other characteristics (marital status,
location, wealth, education) limited analysis of
equitable coverage and outcomes for adolescents.



Overview of adolescent sexual and
reproductive health in Asia and the Pacific

CURRENT NEEDS OF ADOLESCENTS

The 30 low- and middle-income countries considered in this report have nearly 650 million
adolescents. Almost 1in 6 people in Asia and the Pacific is aged 10-19 (Figure 2).

Figure 2.
Number and proportion (percentage) of the total population aged 18-19

Percentage of population
aged 10-19 years

15% 20% 25%

Afghanistan
9,832,420

Nepal Bhutan China
5,998,953 135,669 168,080,848

ot

Pakistan
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Lao PDR

1,478,124 Philippines
22,778,164
Viet Nam % {\\ 1
14,940,756, I‘ o
Y] A

Bangladesh
33,845,592

Myanmar
8,854,994

Thailand Micronesia Marshall Islands
Sri Lanka ‘ e Cambodia v 23,825 9,681
3,593,073 3250'4% Kiribati
Maldives O ?( Papua New Guinea Naoero 25,661
GRS U .. . 2115788 25569
Malaysia N T o e - ™
5,638,884 45,925,884 " Timor-Leste . _ ' . solomon Islands
Ty, 311,829, N 178,872
> - = n“. N
el ”/ J\ Samoa
46,351
Fiji
Vanuatu 163,778
65230 .
. 'y
~Tonga
24,242

Source: United Nations Department of Economic and Social Affairs, Population Division, World Population Prospects 2022.

Sex during adolescence is common in particularly for girls. Sexual activity among
the region: 1 in 6 girls and 1 in 10 boys unmarried young people is also common,
aged 15-19 report having had sexual however, most notably in Pacific island
intercourse.” A significant proportion countries, where almost a quarter of never-
of young people have had sex by age married girls and around half of never-

18 (Table 2). In some countries, the onset married boys report having had sex.

of sexual activity coincides with marriage,

1


https://population.un.org/wpp/

Table 2.

Adolescent sexual activity, marriage, intimate partner violence and HIV prevalence

Country Adolescents aged Young people Never-married Adolescents aged Ever-partnered girls Number of

15-19 who have ever who had first sex young people 15-19 who are aged 15-19 who adolescents

had sex by age 18 aged 15-24 who currently married have experienced aged 10-19

(percentage) (percentage) have ever had sex or in union intimate partner living with

(percentage) (percentage) violence in the HIV

previous 12 months (number)

(percentage)

Female Male Female Male Female Male Female Male Total
Afghanistan 17 3 31 6 - - 17 3 23 500
Bangladesh 38 - 55 - - - 38 - 29 500
Bhutan - - - - - - - - 10 -
Cambodia 12 6 17 B o 8 1 2 8 3,400
China - - - - - - - - 1" -
Fiji 13 22 - - - 41 4 o 32 100
India 15 8 21 5 8 12 13 2 19 -
Indonesia 1 - 16 - 2 - 9 - 14 15,000
Kiribati 19 54 - - 14 64 1 5 31 -
Democr;?: RP:SSL‘T; 30 22 = = 17 37 27 10 1 1,000
Malaysia - - - - - - - - - 500
Maldives 8 6 6 18 6 17 4 0 9 -
Marshall Islands - - - - - - - - 25 -
Micronesia - - - - - - - - 28 -
Mongolia 14 85 - - 26 43 4 2 9 -
Myanmar 14 8 14 6 o 7 13 5 15 11,000
Naoero - - - - - - - - 26 -
Nepal 22 19 34 17 2 25 21 5 14 1,100
Pakistan 14 8 17 4 = = 14 8 17 5,100
Papua New Guinea 25 26 34 33 21 40 ‘4 1 35 3,000
Philippines 10 - 14 - - - 6 - 16 11,000
Samoa 17 38 - - 21 52 8 2 26 -
Solomon Islands 44 44 50 54 - - 1l 2 34 -
Sri Lanka - - 10 - - - - - 6 -
Thailand - - - - - - 8 3 13 7,000
Timor-Leste 9 12 16 15 2 21 8 1 27 -
Tonga 1 13 = = 7 22 8 2 25 -

Tuvalu 20 54 = = 29 = 9 3 26 =

Vanuatu 22 41 - - 28 55 8 1 35 -

Viet Nam 10 6 - - 5 19 7 1 12 5,100

Source: Demographic and Health Surveys (DHS) and Multiple Indicator Cluster Surveys (MICS), 2014-2023; UNAIDS 2025 update (available at https:/
aidsinfo.unaids.org/) and data available at https:/data.unicef.org/; intimate partner violence data are modelled estimates from WHO based on prevalence data
collected between 2000-2018 (https://vaw-data.srhr.org/).

12


https://aidsinfo.unaids.org/ 
https://aidsinfo.unaids.org/ 
https://data.unicef.org/
https://vaw-data.srhr.org/

Data indicates that adolescents
have very high demand for SRH
services to prevent, identify

and manage needs related to
pregnancy, STIs and HIV, and
gender-based violence. Between
6 and 35 per cent of ever-
partnered girls aged 15-19
have experienced intimate
partner violence (physical
and/or sexual violence by a
current or former partner) in the
previous 12 months (Table 2). HIV
prevalence is increasing among
adolescents in some settings
even as it remains low among the
general adolescent population.™

Up to 79 per cent of married
adolescent girls in the

region have a demand for
contraception (Table 3). Data on
unmarried sexually active girls are
scarce. Where they are available,
they indicate that unmarried
sexually active girls not only have
a very high demand for services
to prevent pregnancy but often
substantially higher needs than
their married peers. Childbearing
during adolescence is common in
many countries, underscoring the
need for responsive maternal and
newborn healthcare for pregnant
girls and young mothers. In 2019,
an estimated 3.7 million births
occurred among girls aged
15-19 years in the region. Around
1in 10 young women has a live
birth by age 18.

Table 3. Demand for contraception and the prevalence

of adolescent childbearing (percentage)

Country

Currently
married girls
aged 15-19 with

Unmarried
sexually active
girls aged 15-19

Women aged
20-24 years who
had a live birth

a demand for with a demand by age 18
family planning for family
planning

Afghanistan = = 16
Bangladesh = = 25
Bhutan = - -
Cambodia 60 - 7
China - - -
Fiji 61 - 3
India 49 71 8
Indonesia 54 - 6
Kiribati 46 - 7

Lao People’s
Democratic Republic 50 88 18
Malaysia - - -
Maldives 49 - ]
Marshall Islands = - -
Micronesia - - -
Mongolia 68 94 4
Myanmar 73 - 5
Naoero o - -
Nepal 59 - 15
Pakistan - - 7
Papua New Guinea 51 82 17
Philippines 75 94 6
Samoa 59 = 7
Solomon Islands 56 97 14
Sri Lanka o - 3
Thailand 79 - 6
Timor-Leste 37 - 7
Tonga = = 3
Tuvalu - - 4
Vanuatu 65 - 10
Viet Nam 59 - 8

Source: DHS, MICS and other household surveys, 2014-2023.
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SERVICE COVERAGE

In most countries, fewer than a third of
15-19-year-olds have comprehensive

and correct knowledge of HIV, a proxy
measure of effective coverage of sexuality
education (Table 4). Coverage of sexual
health and HIV services varies considerably.
Coverage of HIV prevention interventions
and testing remains very low in many
countries, particularly among young people
in key populations.® Outside Cambodia,
Nepal and Viet Nam, fewer than two thirds
of adolescents living with HIV receive
antiretroviral therapy (ART).

In most countries, less than half of
adolescent girls have their need for
family planning satisfied by modern
methods of contraception. Despite a
significant scale-up in some settings, HPV
vaccination remains far from universal in
half the countries with data.

“Data indicates that
adolescents have very high
demand for SRH services to
prevent, identify and manage
needs related to pregnancy,
sexually transmitted
infections and HIV, and
gender-based violence.”




Table 4.

Coverage of services for HIV, HPV and pregnancy prevention (percentage)

Country

Adolescents

aged 15-19 with

Adolescents aged
10-19 living with

Girls who have
received the first

Married and sexually active
unmarried girls aged 15-19

comprehensive HIV receiving dose of HPV who have their demand for

correct knowledge ART vaccination by family planning satisfied

about HIV/AIDS age 15 by modern methods of

contraception

Afghanistan 1 4 10 - 21
Bangladesh n = 50 15 72
Bhutan - o - 93 -
Cambodia = - 75 = 53
China - o 59 - -

Fiji 26 27 47 64 14

India 18 26 o - 47

Indonesia 12 - 18 5 79
Kiribati 32 19 - 55 28
Democr:t?::) ::ssllji: = 2 @ 95 -
Malaysia = = 53 77 =
Maldives 27 21 - 90 6
Marshall Islands - - o 71 -
Micronesia - - = 60 -
Mongolia 14 17 - = -
Myanmar 13 14 56 - 73
Naoero - - - = -

Nepal 18 24 89 - 25

Pakistan 1 o 14 - 23

Papua New Guinea 21 21 51 - 31
Philippines 16 - 16 14 46
Samoa 4 6 - 87 8
Solomon Islands 25 31 - 51 13
Sri Lanka 16 = - 95 =
Thailand 52 54 59 61 -
Timor-Leste 6 13 - - 21
Tonga 4 8 - 39 -

Tuvalu 9 24 o - _

Vanuatu 8 18 - - 28

Viet Nam 37 47 88 = -

Source: DHS and MICS, 2014-2023; WHO/UNICEF Joint Reporting Form on Immunization 2023; Global AIDS Monitoring and UNAIDS
2025, data available at https./data.unicef.org/.


https://data.unicef.org/

Afghanistan
Bangladesh
Cambodia
Fiji

India
Indonesia
Kiribati

Lao PDR
Maldives
Mongolia
Myanmar
Nepal
Pakistan
Papua New Guinea
Philippines
Samoa
Solomon Islands
Sri Lanka
Thailand
Timor-Leste
Tonga
Vanuatu

Viet Nam
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Coverage of maternal and newborn care is
generally higher than other SRH services
but varies substantially among countries
(Table 5). Skilled and facility-based care for
births is nearly universal for adolescents

in most countries. Coverage of antenatal
and postnatal care is lower, despite higher

Coverage remains low across the
continuum of maternal and newborn care
in Afghanistan, Bangladesh, Lao People’s
Democratic Republic, Myanmar, Papua New
Guinea and Timor-Leste, all of which have
high rates of adolescent childbearing and
maternal mortality.

risks of poor maternal and perinatal health
outcomes among adolescents.

Table 5.
Share of births to women below age 20 receiving antenatal, birth and postnatal care (percentage)

Postnatal care within
two days for newborn

Postnatal care within
two days for mother

Birth in a
health facility

D GETED G @R D
@D GEEIEED GEETED GEETEED GEETTRED
D G GEECD G G D
@D D GEETED G GEECTEED
D GEIED D GlTD D
GEID D G GEOED D
GO EEED GEEED T ;G
@D D GBS D (i

GEEDEEED = cGEEE»

Skilled birth
assistance

4+ Antenatal
care visits

D GECIED GEETIED
D GECID GECEED
D GECID GECIED GECEED GEETIED
S GO GECE ST R
—

Source: DHS and MICS, 2014-2023.




KEY HEALTH OUTCOMES

Low coverage of SRH information and services
contributes to a high burden of poor SRH among
adolescents. In 2021, 10-19-year-olds lost

3.5 million years of healthy life to maternal
disabilities, HIV and STIs."” High unmet needs
for contraception led to a significant number

of unintended pregnancies among adolescents,
and an estimated 3.6 million unsafe abortions
among girls and women aged 15-24 each

year.'® Maternal mortality remains high in
several countries (Table 6), with an estimated
6,178 maternal deaths among 10-19-year-olds

in 2021." Despite some progress, maternal
mortality remains a leading cause of death
among adolescent girls.

In 2021, over 2,000 HIV-related deaths occurred
among adolescents in the 30 countries.” The
burden of poor health due to HIV has increased
among adolescents in the last two decades in
most countries,?® suggesting critical gaps in
services for prevention, treatment and care.
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Table 6.

Key sexual and reproductive health outcomes for adolescents

Country Births to women Maternal mortality New HIV Deaths due to
below age 20 that among girls infections among HIV/AIDS among
were mistimed aged 15-19 adolescents people aged 10-19
or unwanted (ratio of deaths aged 10-19 (ratio per 190,000)

(percentage) per 100,000 (number)

live births)

Afghanistan 5 321 100 0.03
Bangladesh 15 95 100 0.02
Bhutan = 406 = 0.11
Cambodia 18 48 500 1.28
China - 25 = 0.12
Fiji = 105 100 0.47
India 8 456 - 0.36
Indonesia 12 166 3,600 0.15
Kiribati = 226 - 0.45
Democr:la_t‘?ng> :::))S:)elii - 83 208 8.30
Malaysia - 98 100 0.72
Maldives 44 248 - 0.27
Marshall Islands - 57 = 0.42
Micronesia = 83 = 0.45
Mongolia = 27 - 0.02
Myanmar 5 187 2,100 1.11
Naoero = 91 = 0.26
Nepal 25 152 100 0.09
Pakistan 5 284 - 0.21
Papua New Guinea 30 297 1,000 1.20
Philippines 45 52 4,800 1.09
Samoa = 88 = 0.45
Solomon Islands 33 288 - 0.47
Sri Lanka = 54 = 0.13
Thailand - 20 1,200 2:37/.
Timor-Leste 7 232 - 1.40
Tonga = 168 - 0.12
Tuvalu = 14 = 0.27
Vanuatu = 62 = 0.45
Viet Nam - 10 1,000 0.49

Source: DHS, 2015-2022; estimated maternal mortality ratio, Institute for Health Metrics and Evaluation, Global Burden of Disease Study

2023 (available at https://vizhub.healthdata.org/); Global AIDS Monitoring and UNAIDS 2025, data available at https:/data.unicef.org/.



https://vizhub.healthdata.org/
https://data.unicef.org/

Adolescent sexual and

reproductive health and universal
health coverage

Adolescents are a crucial population group

in universal health coverage, with significant
implications for health systems and service
delivery. They require services that respond to
their stage of physical, emotional, cognitive

and social development.?'?2

Achieving universal health coverage for

adolescents requires:

e Specifically addressing them in national
policies, plans and strategies

Inclusion in national
health policies and plans

Key findings

e Including adolescents and their priority SRH
needs in essential healthcare packages and
financial protection mechanisms

e Establishing an enabling policy, legislative and
regulatory environment for equitable access to

quality SRH services

All countries include
adolescent SRH
within at least one
national policy, plan or
strategy.

National policies
mostly focus on

the prevention of
adolescent pregnancy,
HIV and STIs through
SRH education,
information,
awareness-raising and
counselling.

About half of
countries have
specific national
objectives or actions
to provide adolescents
with universal access
to SRH commodities
and health

services, including
contraception.

A few countries have
specific actions for
adolescents and
young members of key
populations related to
safe abortion and/or
post-abortion care in
accordance with the
law, or access to HIV
testing, treatment and
support.




All countries have a youth policy

and/or national adolescent health plan or
policy that includes SRH (Table 7). These
focus on improving awareness, promoting
healthy sexual behaviours and counselling.
All countries, except Afghanistan, have a
policy, objective or other measure to provide
adolescents with life skills education,

and/or improved communication, awareness
and counselling on SRH.

However, existing policies and plans for
adolescents and youth do not necessarily
provide clear strategies on universal
access to SRH services and commodities,
including contraception. Many countries
have a policy objective or general strategy

to improve “youth-friendly” health services.
Yet few policies specifically elaborate which
SRH services and commodities would be
included. While most policies highlight the
need to address adolescent pregnancy, just
over half of countries (18) include specific
actions to provide or improve access to

contraception. Eleven outline specific actions
to support pregnant or adolescent mothers.
For example, the Youth and Adolescent
Development Strategy 2021-2030 in Lao
People’s Democratic Republic has a specific
strategic directive to enhance contraceptive
access through information and free supplies
in health facilities.

Bangladesh, India, Sri Lanka and Thailand
have national guidelines on providing
adolescent SRH services, including
contraception. India also details actions

to support pregnant adolescents and safe
abortion in line with national law. Across
these contexts, the focus of HIV-related
services is on prevention through life skills or
sexuality education, and to some extent on
improving access to testing and treatment.
Less attention goes to the specific needs of
young key populations.




Table 7. Inclusion of specific sexual and reproductive health domains
in national adolescent health and/or youth policies, plans or strategies

Country

Sexuality
education/
comprehensive
sexuality
education

Family
planning

Maternal
health

Safe
abortion/
post-abortion
care (in
accordance with
the law)

HIV/
STIs

HP

<

Gender-
based
violence

Afghanistan*

Bangladesh

Bhutan

Cambodia

China

Fiji

India

Indonesia

Kiribati

Lao People’s
Democratic Republic

Malaysia

Maldives

Marshall Islands

Micronesia

Mongolia

Myanmar

Naoero

Nepal

Pakistan

Papua New Guinea

Philippines

@D for PAC**

Samoa

Solomon Islands

Sri Lanka

Thailand

Timor-Leste

Tonga

Tuvalu

Vanuatu

Viet Nam

Note: “Yes” indicates a specific objective or action for adolescents; “Partial” refers to SRH needs highlighted but

with no specific objective, strategy or action; “No” denotes no prioritization, actions or objectives.

* The 2016-2021 RMNCAH strategy is under review and policy responses here and in subsequent tables reflect

the new national health strategy that has been recently endorsed.

** In accordance with the law.

Yes @
No @

Partial @»
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Almost all countries have national SRH-
related policies, plans or strategies
that specifically include adolescents

or youth (Figure 3, Table 8). Strategies
and plans related to HIV and STIs,
reproductive health or family planning
(with a focus on preventing adolescent

pregnancy), and, to some extent, gender-
based violence identify adolescents as

a priority population. This emphasis,
however, is not always matched with
specific objectives or actions to address
their unique health needs or barriers to
health services.

Figure 3. Number of countries that include adolescents in national polices,

plans or strategies related to SRH

SE/CSE

FP

MH

SA/PAC

HIV/STI

HPV

GBV

20 25! 30

Note: “Yes” indicates a specific objective or action for adolescents; “Partial” refers to actions or Yes @

objectives included but not specific to adolescents; “No” denotes no actions or objectives. .
Partial @»

SE/CSE - Sexual education / comprehensive sexual education

FP - Family planning No @

MH - Maternal health NA

SA/PAC - Safe abortion / post-abortion care

HIV/STI - Human immunodeficiency virus / sexually transmitted infection

HPV - Human papillomavirus
GBV - Gender-based violence
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Like adolescent-specific policies, general
SRH policies and plans primarily focus on
preventing adolescent pregnancy, STIs and
HIV by increasing information, awareness
and counselling. Just over half explicitly
mention contraceptive services for
adolescents within national family planning
or reproductive health strategies. Lao
People’s Democratic Republic, Micronesia,
Nepal, Papua New Guinea, the Philippines,
Thailand and Vanuatu include specific
targets or indicators for contraceptive
prevalence among 15-19-year-olds and/or
actions or objectives to improve access to
contraception for them. Some countries,
including Bhutan, Myanmar, Papua New
Guinea and the Philippines, provide
specific guidance on contraceptive choices
for adolescents within national family
planning service standards.

Many countries identify pregnant

adolescents as a priority within maternal
and newborn health strategies. Some
include objectives to better measure or

understand barriers to accessing maternal
healthcare among adolescents. Only a few
detail specific actions to improve access
to or the quality of care for pregnant
adolescents. Just five countries (Fiji, India,
Myanmar, the Philippines and Thailand)
include specific actions for adolescents
related to legal abortion, primarily for
improving access to post-abortion care.

Within HIV and STI strategies, most
policies prioritize prevention for
adolescents by improving education and
awareness. Young key populations are
often missing in these efforts, however.
Few examples exist of specific actions

or objectives to improve the coverage of
other preventive interventions, testing

or care within strategies targeting adult
key populations. Similarly, strategies on
gender-based violence commonly identify
adolescent girls as being at risk, yet offer
little in terms of actions to prevent or
respond to violence against them.




Table 8.
Inclusion of adolescents in national SRH policies, plans or strategies

Country Overall Sexuality Family Maternal Safe abortion/ HIV/STIs HPV Gender-
education/ planning health post-abortion based
comprehensive care violence
sexuality
education

Afghanistan

Bangladesh

Bhutan

Cambodia

China

Fiji

India

Indonesia

Kiribati

Lao People’s
Democratic Republic

Malaysia

Maldives

Marshall Islands

Micronesia

Mongolia

Myanmar

Naoero”

Nepal

Pakistan

Papua New Guinea

Philippines

Samoa

Solomon Islands

Sri Lanka

Thailand

Timor-Leste

Tonga

Tuvalu”®

Vanuatu

Viet Nam

Note: “Yes” indicates a specific objective or action for adolescents; “partial” refers to actions or objectives included but not specific Yes @
to adolescents; “no” denotes no actions or objectives. In Naoero and Tuvalu, SRH is integrated into the national health strategy.
No @

Partial @®
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Inclusion in national essential
health services packages

Key
findings

Countries include contraception,
maternal and newborn health
services, and HIV and STI-related
services relevant to adolescents
in national essential services
packages and/or medicines lists.

Only a few countries include
services related to legal abortion
or post-abortion care, HPV or
gender-based violence.






All countries with an available document
detailing a national essential health
services package and/or essential
medicines list include some SRH services
relevant to adolescents (Figure 4 and
Table 9). Almost all include contraceptive
care, maternal and newborn care and HIV/
STIs services. Eleven countries provide 6
to 1@ methods of contraception, including
short- and longer-acting modern methods,
supporting contraceptive choice; 15 have

registered emergency contraception (Table 10).

Only Samoa, Sri Lanka and Vanuatu include
emergency contraception in the national
essential services package or medicines list.

The inclusion of other key SRH services for
adolescents varies. Only 5 countries include
abortion services in line with national law or
post-abortion care; 7 HPV vaccination and
12 services for gender-based violence.

Only Sri Lanka integrates comprehensive
adolescent SRH services in an essential
health services package at the national level.

Figure 4. Number of countries that include SRH services and/or commodities within a national

essential services package or medicines list

SE/CSE

FP

MH

SA/PAC

HIV/STI

HPV

GBV

SE/CSE - Sexual education / comprehensive sexual education
FP - Family planning
MH - Maternal health

15 20 25] 30

Yes @
No @

SA/PAC - Safe abortion / post-abortion care in accordance with the law

HIV/STI - Human immunodeficiency virus / sexually transmitted infection

HPV - Human papillomavirus
GBV - Gender-based violence
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Table 9. Inclusion of adolescent-relevant SRH services in a national essential
health services package and/or medicines list

Country Sexuality Family Maternal Safe HIV/STIs HPV Gender-
education/ planning health abortion/ based
comprehensive post-abortion violence
sexuality care
education
Afghanistan - A - - - - -
Bangladesh - -1 - - - - -
Bhutan - metrads - - - - -
Cambodia - o s - - - - -
China o None/NA _ _ B _ _
Fili - o - - - - -
India - o - - - - -
Indonesia - me‘lthsods - - - - -
Kiribati - -1 - - - - -
Lao People’s 6-10
. ; [} [ [ ) - - -
Democratic Republic methods
. 1-5
Malaysia - FTEEES - - - - -
Maldives - e 4 - - - - -
Marshall Islands [ () [ [ [ ) [ [ J
Micronesia (] - (] (] (] - (]
: 1-5
Mongolia [ - [ ) [ [ - -
Myanmar [ 6-18 [ [ [ - -
methods
1-5
Naoero ) methods ) ) ) ) )
6-10
Nepal - methods ) ) ) ) )
Pakistan [ J oAl - - - - -
methods
Papua New Guinea [ J [ ) [ [ [ - -
Philippines [} ) - - - - -
methods
1-5
Samoa [ Tl [ [ ) - - (]
Solomon Islands [ me1t;150ds [ [ [ - [ J
Sri Lanka [ SalS [ - - (J (]
methods
. 15
Thailand - o - - - - -
Timor-Leste [ - - [ ] [ ] (] (]
Tonga - o - - - - -
6-19
Tuvalu [ methods [ [ [ ] (] (]
Vanuatu - -1 - - - - -
Viet Nam - None/NA o - - - -
Note: Additional data on contraceptives came from the Contraception Policy Atlas 2023. Yes @
No @
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Table 10.
Access to emergency contraception

Country Registered Available over
the counter
or without a
prescription

Afghanistan

Bangladesh

Bhutan

Cambodia

China

Fiji

India

Indonesia

Kiribati

Lao People’s Democratic Republic

Malaysia

Maldives but imported

Marshall Islands

Micronesia

Mongolia

Myanmar

Naoero

Nepal

Pakistan

Papua New Guinea but imported

Philippines

Samoa

Solomon Islands

Sri Lanka

Thailand

Timor-Leste

Tonga

Tuvalu

Vanuatu @ but imported

Viet Nam (

Source: Contraception Policy Atlas 2023. Yes @

No @
NA
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https://srhrpolicyhub.org

Financing and
financial protection

Key
findings

More than 370 million
adolescents live in countries
where the majority of health
expenditure is out-of-pocket.

Despite progress in providing
free healthcare through tax-
based, pre-paid or targeted
financial protection schemes,
coverage among adolescents
remains low in many countries.

While almost all national SRH,
RMNCH and HIV policies
identify adolescents as a
priority group, none include a
specific budget allocation for
adolescent SRH.

There is little evidence on

the extent to which financial
protection approaches
effectively reach adolescents,
especially those who are
unmarried, out of school, living
away from home, unemployed
or migrants.

Governments have committed to
providing free SRH services for
adolescents at the point-of-care.
Yet financial barriers remain

a major contributor to limited
care-seeking behaviour and
unmet need for health services.

A critical gap persists in

data and research examining
the effectiveness of existing
financial protection approaches
for adolescents.






Government financing
and budget allocations

While almost all national HIV, SRH and
RMNCH policies identify adolescents

as a priority, none include specific
budget allocations for adolescent

SRH. Only eight countries provide data or
documents detailing budget allocations or
government expenditure on reproductive
health for the total population. Among
these countries, the proportion of current
health expenditure allocated to reproductive
health varies significantly, from 0.1 per cent
in Afghanistan to 13.9 per cent in Bhutan
(Table 11).

Most countries report a regular budget
allocation for general adolescent health
programmes, except Afghanistan, Cambodia
and Pakistan. No data are available on

total expenditure on adolescent health or
expenditure specifically on adolescent SRH.

Financial protection

Most countries have a national law
guaranteeing universal access to primary
healthcare (Table 12). Around half report
having fee exemptions for adolescents at

the point-of-care as part of general public
outpatient care. Approximately half of
countries report that three key SRH services
- contraception, maternal health and HIV/
STI care - are provided free of charge to
adolescents at public health facilities. In

the remaining countries, free access to

these SRH services is partial, limited to
specific population groups, such as poorer
households or married women. And yet, a
significant proportion of adolescent girls
report a problem in accessing care for
financial reasons. Where data is available, that
proportion can be upwards to 65 per cent.
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Table 11.

Government expenditure on reproductive health and adolescent health

Country

Government
expenditure on
reproductive health
as a percentage

Regular government
budget allocation to
support the national
adolescent health/

of current health well-being
expenditure programme

Afghanistan 0.1 No
Bangladesh - Yes
Bhutan 13.9 Yes
Cambodia 2.8 No
China - Yes
Fiji - -

India - Yes
Indonesia - Yes
Kiribati - -

Lao People’s Democratic Republic 3.8 -

Malaysia - Yes
Maldives - Yes
Marshall Islands - -

Micronesia - -

Mongolia - Yes
Myanmar 2.9 Yes
Naoero - -

Nepal 3.6 Yes
Pakistan - No
Papua New Guinea - Yes
Philippines - Yes
Samoa 7.2 -

Solomon Islands - Yes
Sri Lanka 6.6 Yes
Thailand - Yes
Timor-Leste - Yes
Tonga = -

Tuvalu = -

Vanuatu - Yes
Viet Nam - Yes

Source: WHO Global Health Expenditure Database; WHO Sexual, Reproductive,

Maternal, Newborn, Child, and Adolescent Health Policy Survey, 2023.


https://apps.who.int/nha/database
https://platform.who.int/data/maternal-newborn-child-adolescent-ageing/national-policies?itemId=6d312d36-ce6e-4c20-9be1-a11d26051daf
https://platform.who.int/data/maternal-newborn-child-adolescent-ageing/national-policies?itemId=6d312d36-ce6e-4c20-9be1-a11d26051daf

Table 12.
Financial protection for adolescents

Country Adolescents covered National law Fee exemptions for adolescents at the point-of-care in public sector services* Adolescent
by any health guarantees girls who report
insurance (percentage) universal a problem
access to accessing
primary healthcare for
Females Males healthcare Outpatient Family Maternal HIV STIs HPV financial reasons
care planning health (percentage)
Afghanistan 0 0 - [ J [ [ [} [ J [ 65
Bangladesh 0 - - - [ ) - [ (___J [ 43
Bhutan - - - [ [ ) [ [ [ [ =
Cambodia 1 4 - (] [} (_J [ [ [} 51
China - - - [ [ [ - [ [ =
Fiji 5 2 - = o - - - - -
India 26 27 - - [ [ [ [ [ 26
Indonesia 56 - [ J (] [ ] - [ ] - [ ] 20
Kiribati - - - - - - - - - -
Democr:'(al']::) ::ssll)elicsz g 8 - - - - - - - B
Malaysia - - [ J (] - - - - [ =
Maldives 4 2 [ ] [} [ [ [ [ [ 26
Marshall Islands - - = - - - [ - [ =
Micronesia - - = - [ - [ [ [ =
Mongolia - (] [ J (] [} (_J [} =
Myanmar ] 1 [ ) - [ ) - - - - 30
Naoero - - - = = o o o - -
Nepal 9 8 - - [ [ [ ( [ 30
Pakistan o ] - [ [ [ - - [ 37
Papua New Guinea 2 1 [ ) (] [ ) - - - [ ] 65
Philippines 64 - [ [ [ J [ - [ 45
Samoa 1 ] = [ [ [ [ - - S
Solomon Islands 1 3 [ J - (] - [ ] - - 53
Sri Lanka - - - [ [ [ - - - =
Thailand 98 99 - [ [ [ [ - - =
Timor-Leste - - - [ [ [ - - [ 37
Tonga 79 81 = = - - - - - =
Tuvalu - - - = = o o o - -
Vanuatu 1 0 - [ - - - - - =
Viet Nam 89 87 - - - [ - - - =
Source: DHS, MICS and other household surveys, 2014-2023; WHO Sexual, Reproductive, Yes @

Maternal, Newborn, Child, and Adolescent Health Policy Survey, 2018-2019 and 2023.

Note: * Partial indicates services are provided free of charge for certain population groups. No @

Partial @»



Financing mechanisms to provide free or
universal healthcare vary substantially.
Some countries, such as Sri Lanka and
Thailand, provide free healthcare for all
residents through government schemes

or tax-funded public health systems.

Other countries, such as India, Indonesia,
Lao People’s Democratic Republic, the
Philippines and Viet Nam, have national or
government-run health or social insurance
schemes. These operate through mandatory
pre-paid or voluntary contributions from
employers and employees, with additional
government subsidies.” Such schemes
reduce user fees through low co-payments
or free services for a defined package of
health services, usually aligned with the
national essential health services package.
While these schemes do not specifically
target 10-19-year-olds, adolescents are
generally covered through family, employer
or school-based insurance schemes.?*?

Some financial protection mechanisms
target disadvantaged households and/or
specific SRH services (such as maternal
and newborn health) to address health
inequities. Examples include the Health
Equity Fund in Cambodia, which provides
free healthcare to eligible households,?®
and Janani Suraksha Yojana and Janani-
Shishu Suraksha Karyakram in India, which
offer cash assistance and free maternal
healthcare to pregnant women.

Other strategies with potential include
using vouchers for adolescents to obtain
subsidized or free SRH services; these
may be linked to interventions to improve
the quality of adolescent health services.?”
Voucher schemes for reproductive health
exist in Bangladesh,?* Cambodia®® and
Pakistan.?® But they are generally not
adolescent-specific and typically target
married women.
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While not directly aimed at adolescents,
national insurance and other financial
protection mechanisms do include some
SRH services that are a priority for them.
There is little evidence, however, on whether
adolescents can access these approaches,
or if they reduce financial barriers or
increase health service use.

National household surveys indicate that
the proportion of adolescents covered

by any health insurance varies greatly
(Table 14), from ® per cent in Afghanistan,
Bangladesh and Pakistan to nearly full
coverage in Thailand (98 per cent for females,
99 per cent for males), Viet Nam (89 per

cent for females, 87 per cent for males) and
Tonga (79 per cent for females, 81 per cent
for males).

There is a critical lack of evidence on
the effectiveness of existing financial
protection approaches that target
adolescents and unmarried young
people. Some studies have noted barriers
to adolescents independently accessing
health benefits through household schemes.
For example, Indonesia launched a
universal healthcare system called Jaminan
Kesehatan Nasional in 2014, requiring all
residents to register for it. The scheme
covers basic, advanced and hospital
healthcare, including many services related
to SRH and maternal health. Adolescents
are covered under a “family card” or
through an employer. However, stakeholders
reported that adolescents were among

the least covered by insurance, however,
particularly those who are out of school,
homeless or separated from their family.

Some SRH services (such as contraceptive
implants and injectables) are not fully
covered.®' Similarly, in Cambodia, a study
found that it was unclear if adolescents



covered by the Health Equity Card could
negotiate access to care independently of
their parents or guardians.®?

Older adolescents, and those who are
unemployed, out of school, marginalized
or from low-income households, are
more likely to face financial barriers

to accessing health services. They may
be excluded from national financing
mechanisms altogether.?*3 Adolescents
who are migrants or displaced, particularly
undocumented migrants, may also be

left out of national health insurance or
entitlements to access free healthcare.*
Smaller studies suggest that financial
barriers significantly contribute to unmet
needs and forgone care in the region.
Adolescents commonly report out-of-pocket
expenses as an obstacle, particularly those
who are financially dependent on their
parents or household.35-%

Even where services are provided free of
charge, adolescents report that costs of
transport, informal fees or commodities
are barriers to seeking SRH services. In
some settings, adolescents, unaware that
services are free, have avoided seeking
care because they assumed they would

pay for it.3%*' Some evidence suggests

that adolescents may prefer to seek SRH
services from private service providers, due
to more flexible opening hours, improved
privacy and perceptions of higher quality.
Fees for private services may be more
expensive, however. Not all adolescents can
afford them.*?

In some countries, such as Vanuatu,
national SRH or adolescent health
policies specify that adolescents should

not be denied health services, including
contraception, if they are unable to pay. It
is unclear how extensively health services
implement this policy, however.

Despite government commitments

to provide free SRH services for
adolescents at the point-of-care, a
substantial proportion of adolescent
girls reports financial barriers to
access (Table 12). More than 370 million
adolescents live in countries where the
majority of health expenditure is out-of-
pocket. Out-of-pocket expenditure accounts
for more than a third of total current health
expenditure in 12 countries (Figure 5).
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Figure 5. Out-of-pocket expenditure as a percentage of current health expenditure
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Source: : WHO Global Health Observatory, 2021 estimates available from https.//www.who.int/data/gho/.
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Legal frameworks to

enable equitable access

Key
findings

Despite broadly supportive
legal and regulatory frameworks
aimed at full and equal access
to SRH services, most countries
have complex, fragmented and
often contradictory laws and
policies that create significant
barriers for adolescents.

Legal barriers may prevent
adolescents from accessing
SRH services without parental
consent or limit access to
services based on marital
status. Criminalization of
adolescent sexual behaviour,
sexuality and some specific
SRH services are also
significant obstacles in some
countries.

Across the region, 65 million
adolescents live in countries
where parental consent

is required for access to
contraception; 304 million

live in countries where sex
before 18 or non-marital sex is
criminalized.






Legal frameworks to
enable equitable

access

The legal age of consent to sex and the legal age of
majority at which a young person is assumed to have
the capacity to access healthcare independently are
important determinants of access to SRH services.

The Convention on the Rights of the Child recognizes the
evolving capacity and maturity of adolescents and their
agency with respect to their sexual lives.*? While legislation
on the age of consent to sex is designed to protect children
from sexual abuse and exploitation, it should also respect
the capacity of adolescents of similar ages to consent to
non-exploitative sexual activity.*®

Many of the countries reviewed have a legal age of consent
to sex that broadly reflects this guidance, including
exemptions for adolescents who are close in age (Table 13).
Nearly a quarter of the countries have a high legal age of
consent to sex (18 years) and/or consent to sex is only legal
after marriage (particularly for girls), without exemptions for
consensual sex between adolescents who are close in age.

Most of the countries display disparities between the legal
age of consent to sex and the legal age of majority. On
average, there is a three-year difference between the age at
which adolescents can legally consent to sex and the legal
age of consent to health care. Barring clear provisions to
allow young people under the age of majority to consent
to SRH-related services, these disparities can present a
significant barrier to adolescents seeking confidential
SRH care. They may contribute to a high unmet need for
counselling and services to prevent unintended pregnancy,
STIs and HIV.

Guidance is mixed on the age at which adolescents can
access specific SRH services without requiring consent from
a parent or guardian. Some 65 million adolescents under
age 18 live in countries with either a stated requirement

for parental consent for access to contraception under the
age of majority or no broad policy support for adolescents
to access confidential contraceptive services. Only eight
countries specifically allow access to contraception under
age 18.



Roughly half of the countries have provisions for
adolescents under age 18 to access HIV testing
independently from parents or guardians. While
many countries affirm adolescents’ right to privacy
and confidentiality, health providers often lack
guidance on providing confidential services to
minors with sufficient capacity for consent.

“Many adolescents live in
places where certain aspects
of adolescent sexual behavior
or some SRH services are
illegal.”

Almost 304 million adolescents under age 18 live in
settings where sex before age 18 or non-marital sex
is criminalized. Such statutes contradict broader
support for adolescents to access services to
prevent pregnancy and/or provisions for HIV testing
before age 18.

Many adolescents live in places where certain
aspects of adolescent sexual behavior or some SRH
services are illegal. In some countries, consensual
sex between same-sex partners, irrespective of age,
is criminalized or illegal. This legal environment
makes it difficult for adolescents to seek health

services that protect them from discrimination,
HIV and STIs. Furthermore, only four countries in
the region (India, Marshall Islands, Micronesia,
and Mongolia) offer legal protection against
discrimination in healthcare based on sexual
orientation, with similar protections existing in
some areas of the Philippines. Moreover, non-
marital sex is criminalized in countries where 62
million adolescents reside, creating significant
obstacles for unmarried young people seeking
essential information, services and care.

Almost 130 million adolescents live in countries
where abortion is highly restricted by law or
prohibited entirely. Only six countries have
legislation supporting access to abortion on
request. Four of these require parental consent

for adolescents under 18. Gestational age limits
apply in most countries where abortion is available
on request or on broad social grounds - usually
within 12 weeks. These limits may disproportionally
impact adolescent girls, who are more likely to seek
abortion late due to late recognition of pregnancy
or sociocultural or other barriers to seeking care.*




Table 13.

Legal age of consent to sex and medical care (years)

Country

Legal age of
consent to sex

Age a young person can consent to healthcare without requiring the

consent of a parent/guardian

Female Male Legal age Contraception HIV testing
of majority
. After After No specific provision permitting access
Afghanistan . . 18 ® . b p. VIR (DS 16
marriage marriage (focus is married couples)
Broad policy support for services to prevent No specific
Not ips 3
Bangladesh 14 cee 18 adolescent pregnancy, but no specific provision for
specified . .
guidance on age of consent for contraception those under 18
Broad policy support for services to prevent No specific
Bhutan 18 18 18 adolescent pregnancy, but no specific provision for
guidance on age of consent for contraception | those under 18
. . Under 18 if
Broad policy support for services to prevent .
. o in the young
Cambodia 15 15 18 adolescent pregnancy, but no specific erson’s best
guidance on age of consent for contraception P
interests
Broad policy support for services to prevent
China 14 14 18 adolescent pregnancy, but no specific 18
guidance on age of consent for contraception
Under 18 if a
Fiji 16 16 18 18 .
mature minor
Broad policy support for services to prevent
India 18 18 18 adolescent pregnancy, but no specific 18
guidance on age of consent for contraception
Indonesia 18* 18 21 Restricted to married couples 18
No specific
e . .. rovision for
Kiribati 15 15 21 No specific provision P
those under
18
Lao People’s Broad policy support for services to prevent
Democratic 15 15 18 adolescent pregnancy, but no specific 14
Republic guidance on age of consent for contraception
16 (after Broad policy support for services to prevent No specific
Malaysia R 16 18 adolescent pregnancy, but no specific provision for
9 guidance on age of consent for contraception | those under 18
Broad policy support for services to prevent No specific
. After After o . .
Maldives . R 18 adolescent pregnancy, but no specific provision for
marriage marriage . .
guidance on age of consent for contraception those under 18
16 or 13 16 or 14 . .
if partners if partners Broad policy support for services to prevent
Marshall Islands p X p X 18 adolescent pregnancy, but no specific 14
are close in | are close in . .
guidance on age of consent for contraception
age age
Micronesia 16 16 18 Some provision for mature minors 14 (Pohnpei)
. No restriction n n health
Mongolia 16 16 18 o restriction based on age '(based on hea 18
worker assessment of maturity)
Flexible
Policy support for provision to adolescents depending
Myanmar 16 16 18 from age 15, but no explicit guidance on maturity,
regarding requirements for parental consent social
situation, risk
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Country Legal age of consent Age a young person can consent to health care without requiring
to sex (years) a parent/guardian consent (years)
Female Male Legal age | Contraception HIV testing
of majority
1 1 1 1 . . .
. 6or13 . 6or13 Broad policy support for services to prevent No specific
if partners if partners e ..
Naoero 18 adolescent pregnancy, but no specific provision for
are close are close . .
9 ] guidance on age of consent for contraception | those under 18
in age in age
Adolescents aged 10-19 have the right
Nepal 18 18 18 to access contraception without parental 16
consent
No specific
Pakistan 16 (a}fter 16 18 No spe.c1f1c pr.ov151on permitting access provision for
marriage) (focus is married couples) those under
18
Papua New Guinea 16 16 18 16 12
P 15 (under 15 if
Phils 16 16 18 18 . X
Hippines at high risk)
Under 18 if
Broad policy support for services to prevent young person
Samoa 16 16 18 adolescent pregnancy, but no specific is living
guidance on age of consent for contraception | independently
from guardians
Broad policy support for services to prevent No specific
Solomon Islands 15 15 18 adolescent pregnancy, but no specific provision for
guidance on age of consent for contraception | those under 18
Under 18 if the young person is likely to 16 or younger
Sri Lanka 16 16 18 engage in sex with risks to their physical or if a mature
mental health if services are not provided minor
Thailand 15 15 21 10 Under 18 Tf @
mature minor
16 or 14 16 or 14 No specific
. if “not taken | if “not taken No specific provision, focus is on married p
Timor-Leste 17 provision for
advantage | advantage couples
N ” those under 17
of’ of’
Broad policy support for services to prevent No specific
Tonga 15 15 21 adolescent pregnancy, but no specific provision for
guidance on age of consent for contraception | those under 21
No specific
Tuvalu 15 15 18 No specific provision provision for
those under 18
Vanuatu 15 15 18 No legal requirement for parental consent Under 18 !f @
mature minor
16 or 13 16 or 13
Viet Nam if partner§ if partner§ 18 Law supports access to contraception for 16
are close in | are close in 10-19 year-olds
age age

Source: UNFPA Young People and the Law 2020 Update;** Age Of Consent; review of national policies and legislation from government
websites.

Note: * Indonesia’s Child Protection Law stipulates age 18 but the Penal Code is age 15 for girls. In Aceh Province, Muslims can only consent
to sex after marriage.




Adolescents’ equitable
access to quality services

Key
findings

Most countries have
national standards of
quality healthcare for
adolescents that include
some SRH services. Only
two countries (Samoa
and Solomon Islands)
clearly address all key
domains of SRH in
national standards.

The implementation
of national standards
remains uneven, often
resulting in poor-
quality SRH services
for adolescents and
contributing to high
unmet needs.

Insufficient financial
and human resources,
poor infrastructure for
private and confidential
services, and limited
adolescent-specific

data have hampered the
integration of adolescent
SRH into public health
facilities.

Adolescents report
substantial barriers

to accessing SRH
services, including
community stigma,
judgmental healthcare
provider attitudes,
inaccessible health
facilities and fears about
lack of confidentiality.
Unmarried adolescents
and other socially
marginalized young
people face particularly
acute concerns.



National service quality standards
for adolescent healthcare

Nearly all countries have established
national service quality standards for
adolescent healthcare or have regional
guidance defining quality standards. Around
half have a national policy or guideline
outlining the competencies required for
health workers providing adolescent health
services; 16 countries report supporting
the continuous professional education

and training of health care workers on
adolescent health (Table 14).

Most countries have included SRH services
in national service quality standards for
adolescent health (Table 15), particularly
in relation to sexuality education,
contraception and HIV/STIs. Some also
have standards on the care of pregnant
adolescents; only a few have standards

on services for adolescents to prevent or
respond to gender-based violence. Eleven
countries have standards on abortion,
generally limited to post-abortion care. Six
explicitly refer to HPV.




Table 14.

National service quality standards for adolescent health

Country National service National policy/ Continuous professional
quality standards for guidelines that specify education system in
adolescent health the competencies place for primary care
of health workers in health workers to receive
adolescent health training on adolescent
health
Afghanistan (_J - [
Bangladesh [ ( [ ]
Bhutan (_J __J [}
Cambodia [ _J [}
China (_J [ ] [}
Fiji Regional only
India (_J _J [}
Indonesia (J J [}
Kiribati Regional only
Democr:tai(c) ::ssl:ii - - -
Malaysia (] -
Maldives (_J [ ] [}
Marshall Islands Regional only )
Micronesia (_J _J
Mongolia
Myanmar [ J ( [ ]
Naoero (_J _J
Nepal - (] [ ]
Pakistan (__J [ ] [}
Papua New Guinea - -
Philippines - - [ ]
Samoa (__J
Solomon Islands (__J ([}
Sri Lanka (__J __J ([}
Thailand (__J - ([}
Timor-Leste [ [ [
Tonga Regional only
Tuvalu Regional only
Vanuatu (J _J [ J
Viet Nam (J (] [ J

Yes @
Source: WHO Adolescent Country Profiles (data from 2018);
WHO SRMNCAH Policy Profile Country Surveys 2023. No @

No standards
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Table 15. Inclusion of SRH
in national service quality standards for adolescent health

Country

SRH
broadly
included

Sexuality
education/
comprehensive
sexuality
education

Family
planning

Maternal
health

Safe
abortion/
post-abortion
care

HIV/
STIs

HPV

Gender-
based
violence

Afghanistan

Bangladesh

Bhutan

Cambodia

China

Fiji*

India

Indonesia

Kiribati*

Lao People’s
Democratic Republic

Malaysia

Maldives

Marshall Islands*

Micronesia

Mongolia

Myanmar

Naoero

Nepal

Pakistan

Papua New Guinea

Philippines

Samoa

Solomon Islands

Sri Lanka

Thailand

Timor-Leste

Tonga*

Tuvalu*

Vanuatu

Viet Nam

No standards

Note: * Regional standards/quidance only.
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Integration of adolescent-responsive services

into the existing health system

Several countries have introduced
adolescent-responsive health services
through public health systems. Yet very

few evaluations have assessed their
effectiveness in increasing the coverage of
SRH services or improving health outcomes
for adolescents. In India, the Government
launched the Rashtriya Kishor Swasthya
Karyakram scheme in 2014 to strengthen
adolescent health outcomes through health
promotion and services.*¢-4° Also known as
the National Adolescent Health Programme,
it established adolescent-friendly health
clinics in primary health centres, offering
preventative, promotive and curative
services for a comprehensive range of health
needs, including SRH.#748:58.51

Reviews of national initiatives in India

and Nepal have indicated that improving
health workforce training, providing clear
implementation guidance and operational
support, and investing in formative research
to enhance service design and delivery can
improve the quality and uptake of healthcare
by adolescents. Sustained support, ongoing
monitoring and supervision and community
engagement are required to maintain
access and quality.5?%® Smaller-scale or pilot
projects, typically led by non-governmental
organizations, that have focused on health
workforce training, facilities with greater
privacy and community mobilization

to address sociocultural barriers have
reported improvements in service use by
adolescents.5*55

Some studies have indicated that despite
national policies and programmes to
improve adolescent SRH services, usage
and quality remain limited.5®5'%6-59 Multiple
challenges comprise;*49:56.60-65

e Lack of government and institutional
support (including national prioritization
at the district and facility management
levels)

o Inadequate budgets and insufficient
resources to implement national strategies
and programmes

o Insufficient training and support for
primary-level health providers, and high
workloads that limit capacities to provide
services to adolescents

e Lack of adolescent-specific job aids, signs
and health promotion materials

e Poor facility infrastructure, including a lack
of private waiting areas and consultation
rooms

e Limited integration of age-disaggregated
or adolescent SRH indicators in health
information systems to support service
delivery and quality assurance

e Shortages of commodities, such as
condoms and contraceptives
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Adolescents’ equitable access
to and experiences of services

Even where there are supportive policy
and legal frameworks for adolescent

SRH services, many young people report
substantial barriers affecting access to
information, prevention and care (Figure
6). The most commonly reported barriers
by adolescent girls include not wanting to

Figure 6.

attend a clinic alone, high costs, distance
and transport difficulties, and a lack of
female providers. In many settings, the
requirement for permission from a guardian
or partner to use services is a significant
barrier.

Girls aged 15-19 who report at least one problem accessing healthcare (percentage)

Afghanistan

Bangladesh

Cambodia

India

Indonesia

Maldives

Myanmar

Nepal

Pakistan

Papua New Guinea

Philippines

Solomon Islands

Timor-Leste

Source: DHS and MICS, 2014-2023.
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Studies involving adolescents have detailed
the barriers to SRH care, such as:

e Lack of awareness of SRH needs and
services,*®4164-66 including perceptions that
services are only for married couples or
women*®

e Requirements for the consent of a parent
or guardian, particularly for services that
are sensitive or stigmatized, such as
contraception and abortion-related care®”7®

e Long distances to access care, particularly
in rural areas and settings with limited
transport36,41,64,71,72

e Inaccessible hours, such as clinics open
only during school hours or services
only offered for a limited time during the
day4®,49,67

o Concerns about the lack of privacy and
confidentiality39°8:65

o Lack of parental and community support,
including HPV vaccination”7*

e Stigma associated with SRH and sexual
behaviour that limits care-seeking for
contraception, STI or HIV testing, abortion
and pregnancy-related care35%8757677

Several studies indicate that poor-quality
care and mistreatment contribute to
unmet SRH needs, particularly in public
health services.’%7®7? Judgmental attitudes
among healthcare providers are commonly
reported. These range from shaming or
scolding adolescents for seeking care to
refusing SRH services, such as contraception,
particularly for unmarried girls.358°
Judgmental attitudes stem from stigmas or
gendered or moral frameworks on adolescent
and premarital sexual behaviour 46465

Very limited data capture equity in SRH
coverage or outcomes for adolescents.
Available DHS data reveal that few countries
report SRH indicators for both married and
sexually active unmarried adolescents or
disaggregate data by both age and other
characteristics. The data that have been
collected suggest that unmarried sexually
active girls have significantly lower demand
for family planning satisfied by modern
methods of contraception compared with
their married peers. Furthermore, girls

from poorer households and rural locations
generally have less access to contraception.

Published reviews have described substantial
inequities in access to HIV and other SRH
services for socially marginalized young
people, including:'8™-84

o Adolescents with diverse sexual
orientations and/or gender identities/
expressions

o Adolescent girls who engage in
transactional sex

o Adolescents living with disability

e Refugee and migrant adolescents, who
are often excluded from universal health
coverage policies
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Accountability

Key
findings

All countries have national
indicators to track progress on
adolescent SRH and promote
accountability. These indicators
primarily focus on adolescent
fertility, demand for family

Few national or health

facility mechanisms support
adolescents’ meaningful
partnership and engagement in
policymaking, planning, and the
design and monitoring of SRH

planning and HIV knowledge. services and programmes.

All countries have incorporated at least one indicator of adolescent SRH into their national
health policies, plans or strategies, usually in relation to adolescent fertility rates, contraceptive
use and HIV knowledge (Table 16). Half report that they monitor the implementation of
national quality standards for adolescent health. Only about a third of countries, however,

have a national youth advisory group or other national mechanisms to support young people’s
engagement in policymaking, monitoring and evaluation. Among countries with national
adolescent health service standards, only eight include specific guidance on feedback
mechanisms for adolescent clients to provide inputs on services.



Table 16.

Accountability mechanisms for adolescent SRH

Country

National
policies include
indicators for
adolescent SRH

Implementation
of national
adolescent

health service
quality standards
monitored

National youth
advisory group

Feedback
mechanisms
included in national
adolescent health
service quality
standards

Afghanistan

Bangladesh

Bhutan

Cambodia

China

Fiji

India

Indonesia

Kiribati

Lao People’s
Democratic Republic

Malaysia

Maldives

Marshall Islands

Micronesia

Mongolia

Myanmar

Naoero

Nepal

Pakistan

Papua New Guinea

Philippines

Samoa

Solomon Islands

Sri Lanka

Thailand

Timor-Leste

Tonga

Tuvalu

Vanuatu

Viet Nam

Yes @

NA
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Conclusions & Recommendations

Access to comprehensive, high-quality SRH
information, counselling and services during
adolescence lays the foundation for health and
well-being throughout the course of life. It is
essential for improving maternal and child health,
reducing HIV and advancing gender equality. Yet
many countries in the Asia Pacific region have not
achieved universal health coverage for adolescents.
Adolescents continue experiencing high unmet
needs for care, information and education as well as
low coverage of essential services. They shoulder a
high burden of poor and preventable SRH outcomes
as a result.

Most countries have a supportive policy
foundation for advancing universal health
coverage for adolescent SRH but have yet

to provide full and equal access to services.
Almost all national health and SRH-related policies
and plans identify adolescents as a priority. There
is a strong focus on reducing adolescent fertility
and preventing HIV. Much of the emphasis is on
improving adolescents’ SRH knowledge, however.
Less attention goes to specific strategies and
actions to provide universal access to services such
as contraception.

Almost all countries have defined national
quality standards for adolescent health services;
these broadly include SRH. Yet in many settings, an
essential package of SRH services and commodities
for adolescents is not clearly defined. Some SRH
services (such as abortion-related care in line with
national law, HPV vaccination, and services for
sexual and gender-based violence) are not included
in national essential health services packages. Most
policies and guidelines primarily focus on older
adolescents, with limited inclusion of 18-14-year-
olds.

Despite broadly supportive legal and regulatory
frameworks, most countries have complex,
fragmented and often contradictory laws and
policies that create significant barriers to
universal health coverage. Little clear guidance

or legislation exists to enable adolescents under

the legal age of majority to access confidential
healthcare without requiring the consent of a parent
or guardian. On average, there is a three-year
difference between the age at which adolescents can
legally consent to sex and the legal age of consent to

healthcare. Around 65 million adolescents under age
18 live in countries with either a stated requirement
for parental consent to access contraception and/

or no broad policy support for adolescent access to
confidential contraceptive services.

Data on government investment and resources
for adolescent SRH are limited. Qualitative
evidence indicates that investment in adolescent
health is insufficient to implement current
adolescent health policies and programmes or
scale up adolescent-responsive health services.
While several countries provide free healthcare
through tax-based, pre-paid or targeted financial
protection schemes, coverage among adolescents is
low. It is not clear how effectively these approaches
reach adolescents, including those who are
unmarried, out of school, living away from their
home, unemployed or migrants.

Many countries have made efforts to integrate
adolescent-responsive SRH services into existing
government health facilities. Yet adolescents
continue to report substantial barriers to
access as well as poor-quality care. They
describe experiences with judgmental providers,
mistreatment, refusal of services without parental
consent, and discrimination based on marital status,
age, gender or sexual orientation. Discriminatory
social norms, inadequate provider training and
support, infrastructure constraints, and insufficient
resources lead to high unmet needs for

SRH services in many settings.

Most countries have national indicators to track
progress on adolescent SRH and promote
accountability. These most commonly measure
adolescent fertility, demand for family planning and
HIV knowledge. National data on SRH coverage and
outcomes for adolescents are more limited, however,
particularly disaggregated by age, sex and marital
status. Few national or health facility mechanisms
support the meaningful engagement of adolescents
in policymaking, planning, and the design and
monitoring of SRH services and programmes.

Overall, a fragmented, often contradictory, policy
environment imperils the SRH of hundreds of
millions of adolescents, posing risks to them and the
future of the region as they transition into adulthood.



Recommendations to Accelerate Progress towards
Universal Health Coverage for Adolescent SRH

1. Include an explicit goal and action plan

for adolescent SRH in government universal
health coverage policies, plans and strategies.
Adopt specific indicators of adolescent SRH to
track progress and improve the collection and
reporting of SRH data on adolescents, including
those who are unmarried. Prioritize advocacy

for improved data disaggregation and indicator
tracking to strengthen the governance reform and
accountability agenda.

2. Increase government investment in
adolescent SRH, and cover all adolescents
with mandatory, prepaid funding for a
comprehensive package of SRH services and
commodities. Remove user and other out-of-
pocket fees at the point-of-care for SRH services
and commodities. Develop and evaluate financing
mechanisms that specifically cover adolescents
(including those who are unmarried or socially
marginalized) and that reduce healthcare-related
costs (such as transport).

3. Strengthen service delivery to improve the
quality and accessibility of SRH care, information
and education:

a. Define an essential, comprehensive SRH

package of services specifically for adolescents.

Incorporate this package within universal
health coverage benefit packages and health
insurance.

b. Improve training and supervision for
health workers, with an emphasis on better
understanding of adolescent development,
respectful and non-judgmental care, and
communication and counselling skills.

c. Strengthen the integration of national quality
standards on adolescent health in existing
public health facilities. Develop and evaluate
new and innovative models of service delivery
that respond to the needs of adolescents and
overcome barriers to traditional models of

care (for example, school-based SRH services,
community and peer-based delivery, online and
digital health, SRH self-care strategies, and
over-the-counter or non-prescription access to
commodities).

4. Review legal, regulatory and policy barriers
that may impede adolescents’ equitable
access to appropriate SRH information and
services. This can be done as appropriate and

in accordance with national laws and relevant
international commitments, taking into account
adolescents’ evolving capacities and the rights,
duties and responsibilities of parents and legal
guardians. Doing so will help uphold the principles
of non-discrimination, privacy and confidentiality,
supporting adolescents to achieve the highest
attainable standard of health.

5. Provide clear and consistent guidance on
consent for SRH services by adolescents and
the right to access SRH services, aligned with the
2016 recommendations by the United Nations
Committee on the Rights of the Child.*?

6. Strengthen approaches to improve
adolescents’ health literacy, demand for
services and community support. Strengthen
access to age-appropriate, evidence-based sexual
and reproductive health information and education,
including comprehensive sexuality education
consistent with national policies and contexts,
while engaging parents, families, communities and
young people as appropriate.

7. Engage adolescents as expert decision
makers in the design, monitoring and evaluation
of SRH services and programmes. This includes
establishing national mechanisms for their
meaningful engagement in setting priorities

and developing policies as well as health facility
mechanisms to provide feedback and support
quality assurance. Engage adolescents, including
socially marginalized adolescents, in research to
understand SRH and service delivery needs.
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Annex

Review methods

Scoping review

Peer-reviewed articles were identified by
searching key terms and subject headings in
the Medline, Embase and Scopus databases
(Annex box 1). Articles were included if

they: 1) were primary research or review
articles, 2) focused on adolescents aged
10-18 (including disaggregated data on
participants aged 10-24) or at least one
adolescent SRH service; 3) focused on at
least one of the universal health coverage
domains; 4) were published after 1 January
2019; and 5) were published in English.

Titles and abstracts were imported

into Endnote and duplicates removed.
Publications were screened for eligibility
and full texts sought for articles that met the
inclusion criteria. The combined database
search identified 3,479 articles, of which

95 met the inclusion criteria. Targeted
Google Scholar searches and searches

of reference lists of relevant articles
identified an additional 20 peer-reviewed
articles that met the inclusion criteria. Grey
literature articles and technical reports were
identified by searching key terms in Google
and the websites of key non-governmental
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and United Nations organizations. Technical
reports, evaluations and reviews were
included if they met the criteria above. This
process identified 27 grey literature articles.
Data were extracted using an Excel template
to capture the document title, author, year,
type and key findings against the conceptual
framework domains.

Most included articles were from India (25)
and Nepal (19), followed by Indonesia (14),
Bangladesh (13), China (18) and Thailand
(10). A few articles focused on Cambodia
(3), Lao People’s Democratic Republic

(3), Myanmar (3) and Pakistan (3), with
limited articles from Pacific countries

such as Fiji (2) and Papua New Guinea (1).
Maternal healthcare was the most common
topic covered by articles (43), followed

by general SRH services (21), models of
adolescent-friendly health services (20) and
contraception (19). Fewer articles covered
prevention and care for STIs and HIV (13)
and comprehensive sexuality education
(12). A limited number of articles focused
on abortion (4), HPV vaccination (3) and
gender-based violence (1).



Annex box 1.
Search terms

adolescen* OR student* OR teen* OR young adult? OR young people OR young person? OR youth? OR young
m?n OR young wom?n OR young girl? OR young boy? OR young female? OR young male? OR pubescent girl?
OR pubescent boy?

abortion OR antenatal care OR ante-natal care OR contracepti* OR family planning OR gender-based violence OR
AIDS OR acquired immunodeficiency syndrome OR HIV OR human immunodeficiency virus OR HPV OR human
papillomavirus OR intimate partner violence OR maternal health OR maternal-child health service OR perinatal

care OR peri-natal care OR postabortion care OR preconception care OR pre-conception care OR pregnanc* OR
prenatal care OR pre-natal care OR reproductive health OR sex* education OR sex* offen?e* OR sexual health OR
sexual violence OR sexually transmi* disease* OR sexually transmi* infection* OR spous* abuse OR sexually active
OR sexual partner? OR menstrual health OR STI prevention OR STD prevention OR reproductive coercion OR sexual
coercion OR reproductive anxiety OR sexual relationship* OR sexual behavio?r* OR condom use* OR safe sex OR
protect* sex

access* to health* OR cash transfer* OR delivery of health care OR delivery of healthcare OR essential service*
package* OR health access* OR health barrier* OR barrier* to health* OR health benefit* package* OR
healthcare access* OR health care access* OR health care affordabilit* OR healthcare affordabilit* OR healthcare
barrier* OR affordable health* OR health care delivery OR healthcare delivery OR health care personnel OR
healthcare personnel OR health* service delivery OR health care service delivery OR health care service
affordabilit* OR healthcare service affordabilit* OR health service affordabilit* OR health* service personnel OR
health care service personnel OR health coverage OR health disparit* OR health equit* OR health expenditure*
OR health financ* OR health inequit* OR health inequalit* OR health insurance OR health service* access* OR
national health program* OR out of pocket OR patient satisfaction OR quality of care OR quality of health care
OR quality of healthcare OR right to health* OR universal health care OR universal healthcare OR universal health
coverage OR universal health insurance

Afghan* OR (Asia* adj4 Pacific) OR (Asia* NOT Asian American*) OR South Asian* OR Central Asian* OR
Southeast Asian* OR South-East Asian* OR East Asian* OR Asia Pacific OR Bangladesh* OR Burma OR Burmese
OR Bhutan* OR Cambodia* OR China OR (Chinese NOT Chinese American*) OR Fiji* OR Micronesia OR (India*
NOT American Indian*) OR Indonesia* OR Kiribati OR Lao? OR Malaysia* OR Maldives or Maldivian OR Marshall
Islands OR Micronesia* OR Mongolia* OR Myanmar OR Burmese OR Naoero OR Nepal* OR Oceania OR
Pakistan* OR Papua New Guinea OR Philippines OR Filipin? OR Pacific Island* OR Pacific Countr* OR Samoa*
OR Solomon Island* OR Melanesia* OR Sri Lanka* OR East Timor OR Thai* OR Timor-Leste OR Timorese OR
Tonga* OR Tuvalu* OR Vanuatu OR Viet Nam OR Vietnam*



Review methods

Policy review

Existing policies and legislation were
sought from the WHO Maternal, Newborn,
Child and Adolescent Health and Ageing
data portal, health ministry (or equivalent)
websites of each of the 30 countries

and targeted Google searches. Where
documents were not located, assistance
was sought from UNFPA regional and
country offices.

Policies were included if they were: 1)
national-level policies, plans, strategies,
guidelines, legislation or regulations; 2)

covered at least one of the universal health
coverage domains and 3) were available

in full text. The most recent versions

of policies were sought. Policies were
excluded if they were: 1) not an official
government document; 2) subnational in
scope or 3) clinical guidelines, conference
and meeting proceedings, abstracts or
media releases. Data were extracted

using an Excel template to capture the
document title, author, year, type and key
findings against the conceptual framework
domains.

Secondary analysis of national-level data

A core set of adolescent SRH indicators was
defined to quantify current adolescent SRH
needs and coverage of essential SRH services
per the conceptual framework. This process
drew on the global indicator framework for
the SDGs,®® UNFPA State of World Population
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reports,®® the ICPD Beyond 2014 Monitoring
Framework,®® WHO reproductive health
indicators,®” commonly used DHS and MICS
measures that relate to SRH and the 2021
UNFPA Asia and the Pacific report on young
people’s SRH'™ (Annex table 1).



Annex table 1.

SRH indicators and main data sources

Indicator Definition Main data source Years
Ever had sex Percentage of adolescents aged 15-19 who have ever had sex DHS, MICS 2014-2023
Sex by 18 Percentage of 20-24-year-olds who report first sexual intercourse by age 18 DHS, MICS 2014-2023
Sex before marriage Percentage of never-married young people aged 15-24 years who have had sexual DHS, MICS 2014-2023
intercourse
Currently married Percentage of adolescents aged 15-19 years who are currently married or in union DHS, MICS 2014-2023
Adolescent childbearing | Percentage of women aged 20-24 years who gave birth before age 18 DHS, MICS 2014-2023
Intimate partner Percentage of ever-partnered girls aged 15-19 who have experienced physical and/ | DHS, MICS 2014-2023
violence or sexual violence by a current or former intimate partner in the last 12 months
Adolescents with HIV Number of adolescents aged 10-19 years living with HIV UNAIDS 2023
HIV knowledge Percentage of adolescents aged 15-19 years with comprehensive and correct DHS, MICS 2014-2023
knowledge of HIV
Total demand for family Percentage of all women aged 15-19 years who have a demand for family planning DHS, MICS 2014-2023
planning: all
Total demand for family | Percentage of sexually active unmarried women aged 15-19 years who have a DHS, MICS 2014-2023
planning: sexually active | demand for family planning (all, married, unmarried sexually active)
unmarried
Met need for family Demand for family planning satisfied by modern methods among women aged DHS, MICS 2014-2023
planning 15-19 (all, married, unmarried sexually active)
HPV vaccination HPV vaccination coverage by age 15, first dose, females WHO/UNICEF 2023
Joint Reporting
Form on
Immunization
Antenatal care Percentage of women aged <20 years who had a live birth in the last two years who DHS, MICS 2014-2023
received at least four antenatal care visits during their most recent pregnancy
Skilled birth attendance | Percentage of women aged <20 years who had a live birth in the last two years DHS, MICS 2014-2023
whose most recent birth was attended by a skilled health provider
Facility birth Percentage of women aged <20 years who had a live birth in the last two years DHS, MICS 2014-2023
whose most recent live birth was delivered in a health facility
Postnatal care mother Percentage of women aged <20 years who had a live birth in the last two years DHS, MICS 2014-2023
who received a health check while in a facility or at home following delivery, or a
postnatal care visit within two days after delivery of their most recent live birth
Postnatal care newborn Percentage of live births to women aged <20 years in the last two years who DHS, MICS 2014-2023
received a health check while in a facility or at home following delivery, or a
postnatal care visit within two days after delivery
ART for adolescents Percentage of adolescents aged 10-19 years living with HIV who are receiving ART | UNAIDS 2021
Coverage of health Percentage of 15-19-year-olds covered by any health insurance DHS, MICS 2014-2023
insurance
Out-of-pocket Out-of-pocket expenditure as a percentage of current health expenditure WHO 2021
expenditure
Problem accessing Percentage of adolescents aged 15-19 years who reported they have big problems DHS, MICS 2014-2023
care: any in any of the specified problems accessing care for themselves when they are sick
Problem accessing care: | Percentage of adolescents aged 15-19 years who reported they have problems DHS, MICS 2014-2023
cost accessing care for themselves when they are sick due to the cost of treatment
Unintended pregnancy Percentage of all births to women aged <20 years that were mistimed or unwanted | DHS 2015-2022
Maternal mortality Maternal mortality ratio for adolescents aged 15-19 years (deaths per 100,000 live | Global Burden of 2023
births) Disease Study
HIV incidence Number of new HIV infections among adolescents aged 10-19 years UNAIDS 2023
HIV mortality Deaths due to HIV/AIDS per 100,000 population aged 10-19 years Global Burden of 2023

Disease Study
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Review methods

Nationally representative and comparable
data were sought from DHS, MICS and
other reproductive health surveys for each
included country. Data were also sought
from United Nations databases and reports
(AIDS Data Hub, UNICEF Data, United
Nations Department of Economic and
Social Affairs SDG Indicators Database,
UNFPA State of World Population reports
and the WHO Global Health Observatory).
Where no household or population survey
data were available, modelled estimates
were sought from the Global Burden of

Disease Study. Data reported prior to
2014 were excluded. Where available,
data disaggregated by age, marital status,
sex, location, education and wealth were
also included. Data were only available
for males and females, with no national
data available for adolescents with non-
cisgender/non-binary identities for the
included indicators. Data were analysed
using STATA MP and visualized using
Tableau Desktop 2022.2.







MILLION
REASONS

Achieving Universal Health Coverage
for Adolescent Sexual and Reproductive
Health in Asia and the Pacific

%L‘*\
\S7

e @
2

UNFPA Asia & the Pacific Regional Office
Bangkok, Thailand
Published September 2026




