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ABSTRACT 

This review paper adresses the health situation of the 

adolescents. Most of the studies we found were conducted in 

countries olher than Banglndesh. The medical care of the 

adolescent has always been neglected in the developing world 

until recently. While their medical needs are now being 

considered with an increased emphasis, their phychosocial needs, 

which are so important have not been adequately addressed. A few 

studies have been conducted in Bangladesh on issues of 

reproductive health. These studies suggests that early marriage 

is a serious problem for adolescenf girls resulting in early 

pregnancy and thu~ enhances other reproductive health problems. 
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WHAT IS ADOLESCENCE? 

Adolescence is a period of transition from childhood to adulthood 
marked by changes in the body, the mind, and in social 
relationships (1). Adolescence has been defined chronologically 
by the World Health Organization as being between the ages of 10 
and 20, which identifies the precise timing of the biological, 
social, and psychological changes that characterize it (2). 

In the western World, about 20% of the population are in 
this age group, while in Bangladesh it is around 22% (3). 

IMPORTANCE OF ADOLESCENT HEALTH 

Adolescent health is considered important for the development of 
hurnf1n being during the transition from childhood to adulthood. 
It has a long lasting influence during the rest of the life. 
Some salient features are listed below: 

o Significant increase in the physical dimensions are observed 
during this phase (4). 

o Nutritional requirements increased during this period. 

o Transition of behaviour in relation to family and social 
context. 

o Change of position in family and society. 

o About 80% of women get pregnant during adolescence. 

FACTORS AFFECTING ADOLESCENT HEALTH 

The socio-cultural context in which adolescent developmeMt takes 
place has a profound influence on individual health. Adolesce11t 
health depends on two vital factors: environmental and 
behavioural. 

NUTRITION IN ADOLESCENCE 

Adolescence is a period of rapid change and development. Female 
adolescents usually complete their growth by the age of 15 years, 
but they are not physically mature until 4 years after menarche, 
which occurs, on an average by the age of 17. During this period 
they need sufficient nutritious foods. Moreover, pregnancies 
increase the ·nutrition needs of adolescents (5). 

A study showed that adolescents crave for sweets which helps 
them 6bt·ain energy they needed (6). Kapil et al (7) reported 
lhf1t a majority of the Indian atlolescents have a correct 
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knowledge about their diet during diarrhoea, pregnancy and 
lactation. 

Indian urban adolescent girls have correct knowledge on 
hn~asl- feeding b11t. they do not know about the role of diet in 
hreast-milk secretion. They also know about the hazard of bottle 
f e ~ ~ d :i. n g ( R ) • 

The adolescer1t girls of BRAG's NFPE programme have better 
knowledge on health and nutritional aspects than the adolescent 
girls who never went to school or are in the formal education. 

In Br .i.tish adolescents, low energy intake results in low 
mineral i.ntake. This is or great concern to most of the 
adolescents' parents (9). 

Tn the USA, lht~re was a ldgh preference for fatty and fried 
foods and a low prt~feu~nce .For desst~ rt:s and sugared foods. Males 
preferred a great vat·iely of foods Lhan female particularly for 
meat ond wi .ld garn f7! ( 10). 

T n I. h c~ US A , c 1 i n i c .::t l evidence of f o 1 ate de f i c i en c y in 
adolescents is rar<·~ but ccJnsumpt.ion of folate may not be optimal 
in female adolescent (11). 

The fact lhat the nutritional status influences the age at 
w!1ich menstruation begins is fairly certain. The mean body weight 
of an Indian rural girl at the age of 14 years, which is the mean 
ag~ of menarche, is 33.5 kg. This value is essen~ially similar 
1.o LhP. 34.3 kg of urban girls at lhe age of menarche (12). 

Sarojini and Vijayalakshrni (13) commented that recqmmended 
dietary allowance (RDA) for adolescents must be as per their 
act.jvity level. 
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EARLY MARRIAGE 

Early marriage, particularly for women, is a social problem and 
it affects adolescent h<~al.th adversely. Although legislation 
prohibits marriage for girls under 18 years, the fertility survey 
found that 25% of 14 years old girls in Bangladesh, and 34% in 
N epa 1 we r e m a rr i c~ d ( 14 ) . The t r e n d f o r e a r 1 y m a r r i age i s m or e 
common in rural art~as. 

The average age of marriage was found 16.5 years in 
Manikganj, Bangl<1desh (15). In rural Bangladesh, the girls are 
expec:ted to get married once they have reached menarche (16). 
Aftet· the onset of menarche, adolescent girls experience 
different kinds of pains and urinary tract infections ( 17). 

A notable number of girls (11%) are married even before 
their menstruation starts, a pracUce which may be more common in 
Hindu communi~y (18). 

EDUCATION 

Tn most cases in rural Bangladesh, adolescent girls stop 
education after they get married and start bearing children (16). 
Girls with 10-12 years of education got married 3 years later 
than girls with no education. Primary education had a minor 
effect ( <4 months). Only 43% of the adolescent girls had a say 
in their marriage arrangements ( 18). The literacy rate among 
adolescents in Bangladesh is low: 33.2% among boys' and 25.6% 
among girls (3). 

EMPLOYMF.NT 

Table 1. Age-specific labour force (percentage) 
Age 1n 1981 1983-84 
years 

M F M F 
10-14 3S.2 3.4 38.0 8. 1 
15-19 65.6 4. 1 69.8 7.0 
20-24 80. 1 4.5 85.6 8.7 
25-29 90.0 4.7 96.5 7.7 
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1989 

M 
40.9 
70.7 
82.5 
96.5 

F 
31.3 
55.2 
64.9 
68.9 
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The sharp increase in participation of adolescent girls in 
labour force during 1989 was due to a new definition introduced 
to calculate the women labour. Besides, during recent years, 
actual involvement of adolescent girls in labour force has 
increased due to the rapid growth of garments industry in urban 
areas and NGOs in rural areas. 

MORTALITY 

Mortality among adolescents is generally low. The mortality rates 
among the females are more than males. The major causes of 
mortality among the female adolescents are: complications of 

. pregnancy, child birth and the puerperium ( 19). 

Table 2. The age specific mortality rate 
Age lJ'l yQars Male Female 
1S-19 0.9% 2.8% 
20-24 2 . 2% 3.1% 
25-29 2.8% 2.5% 
Rahman (20) 

Maternal mortality 

Maternal deaths in some parts of Asia have been shown to be five 
times higher among the girls aged 10-14 years than among the 
women aged 20-24 years (21). In Bangladesh maternal mortality 
rate (MMR) was 5.4 per 1,000 live births (under 19 years), and 
2.7 pPr 1,000 live births (20- 24 years). Age was not found to be 
a factor in the specific causes of deaths ( 22) . According to 
BRS-UNICEF report, MMR in Bangladesh in 1994 was 4.5 per 1,000 
live births. 

USE OF CONTRACEPTION 

In the USA, teenagers v1ere far more likely to use contraceptives 
in the 1980s rather than the 1960s or even 1970s (23). In Kenya, 
most of the sexually active adolescent (89%) have never used 
contraceptives. Fewer than 8% could correctly identify the 
fertile period in women's menstrual cycle (24). In Chile, 48% 
of female ar1d 57% of male adolescents use contraceptives (25). 

Lack of knowledge among younger teens accounts for their 
unplanned pregnancies. Tl1e younger teenagers used contraceptives 
less often and were less effective users than older teens (26). 

Family planning services can play an important role in 
convincing school girls to protect themselves from all the 
negative consequences of pregnancy (27). 
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In Bangladesh context, one study showed that 12% of girls in 
1985 and 22% of girls in 1993 used contraceptives immediately 
after marriage . There is a general fear that they may not be 
able to conceive later if tiJey use contraceptives immediately 
after marriage (18). 

ADOLESCENT PREGNANCY 

More titan 40% (approximately 1 million) of the teenagers become 
pregnant i11 the USA each year, and ~ore than half give birth (5, 
28). The average age of first intercourse in Norway in 1991 was 
17.3 years among girls. Tl1is indicates that the chance of getting 
pregnant of these girls are at the late adolescence (29). 

In Bangladesh, teenage pregnancy is considered a high risk 
factor for maternal and c!Jild death. A number of factors 
contribute to this problem wh i ch include social and family 
pressure for early marriage, lack of adequate knowledge about 
sexual matters, and family planning. In Bangladesh, adolescent 
pregnancy has been reported to be 240-274 per 1,000 pregnancies 
while in Europe anJ Africa they are 70 and 130 respectively (30). 

In Bangladesh, about 70% of the adolescent girls became 
pregnant at least once during their first few years of marriage. 
Over 50% of tl1e girls became pregnant within 2 years of marriage 
( 1 8) . 

COMPLICATIONS DURING PREGNANCY 

A very high portion of all pregnancies occur before the age of 19 
years. As a consequence their is a very high rate of 
complications, such as: anaemia, spontaneous and illegal 
abortion, prematurity, pre-eclamptic toxaemia, obstructed labour, 
recto-vaginal fistula, vesico-vaginal fistula, uterine prolapse, 
post-partum haemorrhage and puerperal infection ( 16). 

Pregnancy wastage in teenagers are high compared to women in 
Lhe age group 20-30 (21). 

ABORTION AMONG ADOLESCENT GIRLS 

In Nairobi, young women aged 15-19 account for one-third of all 
abortions (24). In Gambia, about 12% of the pregnancies reported 
to have ended in an induced abortion (31 ). It has been estimated 
v.1orldwide that 30% of the illegal abortions occurs under 18 
years of age (32). 

Obaidullah (33) reported an abortion rate of 15 per 1,000 
women aged 15-49 years in Bangladesh. Of these abortions, 53% was 
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spontaneous and 47% induced. Age specific abortion rate was 12.7 
per 1000 live births in 15-19 years age group, and 21.5 in 20-24 
years age group. 

Muslims and Buddhists had more abortion and pre-maturity 
than Hindus (18). 

PREGNANCY OUTCOME 

In 1990, 25% of the Mexican population was between 10 and 19 
years of age. About 17% of live births occurs under 20 years of 
age ( 34). 

Adolescent pregnancies are of particular concern because 
they frequently result in the delivery of low birth-weight babies 
who are at a risk of dying during the first 28 days of life. 
Several maternal risk factors, including low maternal weight 
gain, pre-eclampsia, anaemia, smoking and genitourinary tract 
infection (GTI), have been associa.tecl with low birth-weight 
delivery (35). 

Babies born to teenage mothers are more likely to be of low 
birth- weight (35, 36). The incidence of low birth-weight 
(67.3%), neo-natal death (136.2 per 1,000 live births) are 
significantly higher among adolescents (37). 

Pregnant teenagers face a greater risk of pre-eclampsia. 
Pelvic bone immaturity increases the likelihood of cepbalopelvic 
disproportion, which is associated \'lith a higher incidence of 
pcemat.urit.y and p1·o.longed labour (38). 

The consequences of teenage childbirth are serious. The 
infant mortality rate for babies born to teenagers is double than 
that of the babies born to mothers in their twenties (36, 38). 
The average relative risk of death before the age of five years 
is about 46% higher for children born to mothers aged below 18, 
and 13% hlgher for those born to mothers aged 18-19, compared to 
children of motheis aged 20-34 (38). 

About 23% of the births result in a fetus, infant, or child 
death. The majority were miscarriages or still births (18). 

STDs IN ADOLESCENTS 

Approximately one in every four people in the world have been 
infectP.d by any sexually transmitted diseases (~TD) by the age of 
21 years. An :increasing number of <Jdolescents are becoming 
infected with the human jmrnunodefir.:.i.ency virus (HJ.V). Although 
relatively few of the reported ar.:q11ired immunodeficiency syndrome 
(AIDS) cases have occurred among adolescents, about one-fifth 
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havE' occurred among persons in their twenties. Because the 
av~:~rage incubation l'<~riod is about 10 years, many of them in the 
age group 20-29 years may have been infected as teenagers (28). 

About 23% of women in the world, aged 15-19 years, seeking 
ante-natal care had gonorrhea, chlamydia, or herpes (39). In the 
USA, women aged 15-19 have highest incidence of gonorrhea and men 
aged 15-19 year have the second highest incidence (40). 

PSYCHOLOGICAL FACTORS 

Adolescents are different physically and mentally from both 
children and adults. Enormous amounts of vhysical growth and 
dP.velopuwrtt occur during these years, adolescents experience 
psychological and social changes (41). 

The behaviour of adolescents is undoubtedly governed by the 
equilibrium bet\'.•een psychological maturity and social maturity 
( 4 2 ) . 

Medical care for adolescents has always been neglected until 
recently (43). While their medical needs are now being considered 
with an increasP.d effort, their psychological needs, which are 
equally impnrtant, have not been adequately addressed (44). 

The adolescents of Adedoyin's (45) study demonstrated the 
reality of adverse psychological consequences attributable to 
'Sickle Cell' diseases, this causes considerable psychological 
trauma on the patients. 

Substance abuse was associated with major depressive 
disorder and with other psychiatric diagnoses as well (46). 

SMOKING AND SUBSTANCE ABUSE 

Adnlescence is a crucial stage for the formation of habits, such 
as smoking, driving automobiles or other vehicles at high speeds, 
and consuming alcohol and various drtlgs, and for developing 
social h<~bi ts ( 42). 

Primary health care providers can play a significant role in 
he.lpjng young patients to avoid the use of tobacco (47). 
Altitudes, particularly among girls, were important predictors of 
the uptake of smoking (48). Increasing frequency of alcohol and 
cigarette use may be the marker for more serious pattern of 
substance use (49). 

Mexican-American 8th graders rate higber than non-Hispanic 
P.th graders based on life time prevalence (50). They also 
r8pnrted a higher frequency of high risk drug behaviours. The 
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pattern was reversed among 12th grade students. 

There is an emergent pattern of .class-based differences in 
adolescent smoking behaviour, as young peo~le make the transition 
towards adulthood (51) . 

Smoking prevalence was 10% among adolescent boys but none 
among adolescent girls (52) in Manikganj, Bangladesh. 

RESEARCH ISSUES 

1. Impact of NFPE-AG programme on KAP regarding health and 
nutrition issues. 

2. Effect of BRAG programmes on adolescent health. 

3. Morbidity pattern among adolescents. 

4. Child rearing practice among adolescent girls. 

5. Perception of adolescents regarding health problems and 
needs . 

6. Effect of deworming programme on health status of 
adolescents . 

7. Effect of food supplementation on nutritional status among 
adolescent girls. 

8 . Effect of home-gardening on nutritional blindness and 
nutritional status. 

9. Knowledge amongst adolescent girls about nutrition value of 
foods and diets during disease, pregnancy, and lactation . 

10. Gender difference among adolescents regarding dietary 
practices . 

11. Nutritional status of adolescents. 

12 . Smoking and substance abuse among adolescents. 
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