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Abstract: 

During adolescence, comprehensive sex education is of prime importance to make young people 

aware of the sexual health and also provide support to address their sexual and reproductive needs. 

The Adolescent-friendly health clinics (AFHCs) under the National Adolescent Health Program 

were launched in 2014, however, the uptake and outreach of services has not been promising on 

ground, as a part of Restless Development, a study was conducted with young people from districts 

of Delhi, Jaipur, Ranchi and Patna in India. It was found that 89% of young people had never 

visited a health facility or doctor of any kind to receive services or information on contraception, 

pregnancy, abortion or sexually transmitted diseases. 
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Institutionalizing Comprehensive Sex Education (CSE) for adolescents and young people in 

Health System in India 

 

 

Introduction  

Comprehensive Sex Education (CSE) aims to develop and strengthen the ability of children 

and young people to make conscious, healthy, and respectful choices on human sexuality, and 

understand the physical, emotional, psychological, and social components of a relationship. 

However, the thought of sex education for children and adolescents has historically faced 

oppression like in the 1960s by the John Birch Society in the West, which transitioned to a more 

progressive trend as in the last few decades seeing the increase in the rate of early pregnancies, 

incidences of AIDS, etc.1  

Now, India has undergone the same course with the introduction of a new education 

program on Adolescent Health by the Ministry of Education but did not effectively reflect the 

results when it comes to implementation as this was opposed by several states like Maharashtra, 

Madhya Pradesh, Gujarat, and Chhattisgarh.1 The central government has not been able to 

strongly intervene in this as education is the state matter in India and the federal structure of the 

constitution allows states to make their own decisions.  

 

Current context 

  

Despite having more than 253 million young people in the age group of 10-19 years who 

comprise 21% of the country’s population, India has a long way to go to ensure quality adolescent 

reproductive health. Early marriage has been reported in many surveys at national as well as sub-

national levels and as a consequence of this, childbearing is also initiated early for many young 

women in this age group. According to the National Family Health Survey (NFHS-4), one in four 

Indian women (26.8%) is married before 18, and 7.8% of women aged 15 to 19 are pregnant or 

mothers2. As compared to NFHS-3 (2005-2006) data, the percentage of women married before 18 

decreased from 47.4% to and 16% of women aged 15 to 19 who were mothers a decade ago, even 

 
1

 Kar, Sujita & Singh, AP & Prakash, Om & Tripathi, Adarsh. (2017). Sex Education In India: Why, What, When, Where, Whom?. 
https://www.researchgate.net/publication/318393228_Sex_Education_In_India_Why_What_When_Where_Whom  
2 National Family Health Survey (NFHS-4)  http://rchiips.org/NFHS/pdf/NFHS4/India.pdf  

https://www.researchgate.net/publication/318393228_Sex_Education_In_India_Why_What_When_Where_Whom
http://rchiips.org/NFHS/pdf/NFHS4/India.pdf


 

the use of contraceptives in married women (15 - 49 years) has dropped from 56.3% to 53.5%. 

Similarly in 2005-2006, the survey did report 2.7% of boys and 8% of girls for having sexual debut 

before the age of 153. Due to the social and policy barriers in our system, there isn’t enough of 

support to address the sexual and reproductive needs of adolescents (10 - 19 years) as either many 

of those who have sex are unmarried or below the age of consent and as a result of this, 3.6% of 

India’s population is born of adolescent pregnancies.4 

In a city like Delhi, the usage of modern contraceptive usage is merely 12%, compared to 

2% in Bihar in the age group of 15-19 years, with a huge unmet need in 45% of the women in the 

same age group. This situation is further aggravated with the rise in HIV/AIDS cases comprising 

34% of the total burden by the adolescent and young population. 1 Globally, India scores poorly 

when it comes to the adolescent reproductive health issues and further poor infrastructure and lack 

of human resources, which reiterates the utmost importance and relevance of sex-education from 

a human rights perspective. 

 

Narratives around sex-education and sexual and reproductive health shared with young 

people in India 

 

 The World Health Organisation (WHO) defines sexual health as a state of physical, 

emotional, mental, and social well-being in relation to sexuality and not merely the absence of 

disease or infirmity.5 The provision of sex education is of prime importance during adolescence 

(10-19 years) when young people encounter the onset of physiological and behaivoural 

developmental changes. However, the stigma and taboos related to the matters of sexual nature in 

the Indian society makes it a difficult experience and exacerbates the challenges for young people 

to attain the right access to knowledge and services they need.  

 Despite well-intended policies and programmes, multi-dimensional challenges and issues 

remain for young people – an increased need for access to contraceptive care and sexual and 

reproductive health and rights, information, services, commodities and choices; child, early and 

forced marriage and childbearing; Gender-Based Violence among others. According to a survey 

 
3 National Family Health Survey (NFHS-3) https://dhsprogram.com/pubs/pdf/FRIND3/FRIND3-VOL2.pdf  

4 https://www.unfpa.org/sites/default/files/pub-pdf/ADOLESCENT%20PREGNANCY_UNFPA.pdf  
5 Geneva: WHO; 2006. WHO. Defining sexual health. 

https://dhsprogram.com/pubs/pdf/FRIND3/FRIND3-VOL2.pdf
https://www.unfpa.org/sites/default/files/pub-pdf/ADOLESCENT%20PREGNANCY_UNFPA.pdf


 

by Ministry of Women and Child Department, nearly 50% of boys and girls face sexual abuse in 

their young lives which makes it imperative to empower these young people with the knowledge 

to protect themselves against such abuse. Studies by IIPS and Population Council (2010) reported 

that 8% of all surveyed unmarried young women were not even aware of a single means of 

contraception and protection.6 A range of factors such as poverty, lack of education, inadequate 

knowledge and limited or no access to basic healthcare services (including SRH) and socio-cultural 

determinants contribute to these issues. Young people (10-24 years) constitute about one-third of 

India’s population, thereby making their development and health central to ‘Leaving no one 

behind’ as espoused in the Sustainable Development Goals and Family Planning commitments.7 

With a significant population of young people, it is imperative to invest in their holistic 

development, since this community, especially young women will be most affected if we fail to 

achieve these development commitments by 2030.  

 

Inclusion of Comprehensive Sex Education in Health System 

 

 Recognising that adolescents have different and unique needs depending on their marital 

status, work status, place of residence, and gender, the government has initiated a number of 

adolescent-specific policies and programmes. The National Population Policy (NPP) in 2000 

(Ministry of Health and Family Welfare) acknowledged adolescents as an underserved group for 

the first time and that they need access to sexual and reproductive health related–information, 

counselling, and services that are affordable and easily accessible.8 Since then, the NPP has been 

revised multiple times further recognising the need for an integrated and collaborative approach 

for youth development programmes; for example, programmes under the Reproductive and Child 

Health Programme II (RCH II) recognise the need for specific services for adolescents and provide 

Adolescent Reproductive and Sexual Health (ARSH) services which includes outreach, 

information, counselling, and services related to sexual concerns, pregnancy, contraception, 

abortion, and menstrual problems, management of RTI/STI, and communication activities and 

mass media campaigns to promote utilisation of ARSH services to delay age at marriage and 

 
6  https://www.careerizma.com/blog/sex-education-india/ 
7 https://censusindia.gov.in/2011-common/censusdata2011.html  
8 http://4dj7dt2ychlw3310xlowzop2.wpengine.netdna-cdn.com/wp-content/uploads/2016/09/Adolescents_in_India.pdf  

https://censusindia.gov.in/2011-common/censusdata2011.html
http://4dj7dt2ychlw3310xlowzop2.wpengine.netdna-cdn.com/wp-content/uploads/2016/09/Adolescents_in_India.pdf


 

improve health outcomes. Subsequently due to the lack of knowledge, evidence and 

unpreparedness of the Indian healthcare system, the sexual and reproductive health needs of young 

people are currently overlooked which leads to poor delivery of the services by the healthcare 

professionals. Moreover, the Rashtriya Kishor Swasthya Karyakram (National Adolescent Health 

Program) was launched in October 2014, which has a mandate to set up 7500 Adolescent-friendly 

health clinics (AFHCs) to meet the health needs of young people. Independent studies reveal a 

widespread ignorance like in a study conducted by the Population Council in Maharashtra, 

Rajasthan and Jharkhand not more than 5 percent of young men and 8 percent of young women in 

the studied villages were aware of AFHCs, even though their villages were located between 5-10 

km away. No young men and 0.8 percent of young women sought services from the AFHCs 

majorly because of poor understanding of the seriousness of the issue or felt too embarrassed to 

seek out for help.9  

 

Barriers at Policy and Program Level 

At the health system level, there are major gaps and lucanes which limit the information 

and access to healthcare services to meet the sexual and reproductive health needs of young people. 

The majority of the reproductive healthcare services which are provided in the public health sector, 

is not conducive for the unmarried, especially adolescent and young people. The taboos, 

embarrassment to discuss sexual and reproductive health related matters, lack of confidentiality, 

inability to afford, need for parents approval, insensitive attitude of the service providers are some 

of the issues which add on to the barriers existing at the health system level.  

 Similarly, the Adolescence Education Programme (AEP) was launched as early as 1993 as 

an introduction to sex education and introduced again in 2005 as a part of National Curriculum 

Framework launched by the Ministry of Human Resource Development and the National AIDS 

Control Organisation. However, the program received a lot of criticism with states banning the 

implementation of the curriculum. Chhattisgarh, Gujarat, Karnataka, Kerala, Madhya Pradesh 

Maharashtra and Rajasthan state governments objected to specific illustrations and exercises in the 

AEP, while in Orissa, the State Council of Educational Research and Training (SCERT) protested 

over the explicit content and declared that only teachers will be given exercises designed to teach 

reproductive changes. Similar protests were seen in Jharkhand and Jammu and Kashmir.  

 
9 https://www.popcouncil.org/uploads/pdfs/2014PGY_AFHC-IndiaReport.pdf  

https://www.popcouncil.org/uploads/pdfs/2014PGY_AFHC-IndiaReport.pdf


 

Education being a State subject, the decision is on respective State governments to utilise the AEP 

tool kit in the manner they deemed fit. Despite this understanding, few States have still decided to 

ban the programme due to several reasons and culture being the most prominent of them. Also, 

both private and public institutions have been at liberty to choose whether to include sexuality 

education in their curriculum or not. So far there has been no such stringent action from the central 

government on the banning of AEP by State governments and not willing to include sex education 

as a part of their curriculum.  

  

Young people also do not get an opportunity to participate in the programmes being 

implemented. For example, NACO, SACS, and other NGOs have implemented extensive mass 

media and interpersonal communication interventions on various aspects of STD/HIV/AIDS. Only 

21% adolescents aged 15–19 reported having received interpersonal communication in the 12 

months preceding the interview, with Chhattisgarh and Madhya Pradesh being the lowest at 6%. 

Participation in any campaign or meetings on STD/HIV/AIDS among 15–19 years was low – 8% 

at the national level. It was the lowest in Bihar (1%) and Madhya Pradesh (2%) (National AIDS 

Control Organization and National Institute of Medical Statistics 2008)10. 

 

Methodology 

As a part of Restless Development India,  quantitative and qualitative data collection was 

carried out in Delhi, Jaipur, Ranchi and Patna in 2020. The interviews and qualitative interactions 

were centre around to collect data on three core themes: Sexual and Reproductive Health and 

Rights (SRHR), Gender-Based Violence (GBV) and Child Marriage. The survey was designed 

with the aim of understanding respondent’s knowledge, attitude and practice on a variety of 

subtopics within these themes. The study aimed to develop insights on the level and quality of 

awareness within the young population, barriers and limitations to access, understanding around 

attitudes and perceptions, and indicate areas for further awareness generation as well as social 

action. 

 
10 Santhya, K.G. and Shireen J. Jejeebhoy. 2012. "The sexual and reproductive health and rights of young people in India: A revi ew of the situation." New Delhi: 

Population Council. https://knowledgecommons.popcouncil.org/cgi/viewcontent.cgi?article=1018&context=departments_sbsr-pgy  

https://knowledgecommons.popcouncil.org/cgi/viewcontent.cgi?article=1018&context=departments_sbsr-pgy


 

Results 

Quantitative Data: Three standard tools were designed on the thematic areas, and 

supplemental questions were added to individual YAA’s to capture their specific interest areas. 

The tool was uploaded onto the KoBo toolbox. KoBo toolbox is an open source suite of tools for 

data collection and analysis. Restless Development staff conducted a series of trainings with the 

Youth Accountability Advocates and their changemakers on informed consent, confidentiality and 

privacy, and the data collection process using KoBo. YAA’s and their changemakers then went 

out into the communities and collected data.  In India, a total of 994 quantitative samples were 

collected across 4 districts: Delhi, Jaipur, Ranchi and Patna by 11 Youth Accountability 

Advocates. Once the data was cleaned - and responses for non-consent and under 18 were 

removed, the final data included 932 samples.  

 

Qualitative Data: Based on the YAA’s thematic and focus areas - standard tools for Focus 

Group Discussions, Key Informant Interviews, Case Studies and Key Person Interviews were 

designed. The YAAs in each implementation district used these tools with a variety of stakeholders 

and target groups including young people, service providers such as ASHA and Anganwadi 

workers and victims of GBV among others. They were supported by Restless Development staff 

in this endeavour. 

 

1. Family Planning 2020: 70.3% of the respondents stated that they were unaware of Family 

Planning 2020 commitments. 29.7% of the respondents stated that they were aware of the 

commitments, but when questioned further - 24% of those respondents stated that they had 

not heard of Family Planning 2020. 



 

 

2. Menstruation: When questioned on topics related to menstruation, 75.2% of male and 

88.9% of female respondents correctly identified menstruation as referring to the woman’s 

monthly cycle. Though what was interesting was that 15.2% of male respondents answered 

the same question with the response “when a girl becomes unclean”. This was as compared 

to 6.6% of female respondents. When cross-tabulated by age, it was evident that this 

response was more common among the older respondents (15.5% and 16.5% among 25-

29-year-olds and above 30-year olds respectively) as compared to 18-24-year olds. 

 



 

 

 

3. Pregnancy and Contraception : The survey included questions such as: “How does a girl 

become pregnant?”, “what are the contraceptive methods you know” in order to gage the 

knowledge of respondents on this topic. Knowledge of family planning is a key 

determining factor in influencing safe and healthy sexual health practices. Two further 

questions were asked on what contraceptive methods, respondents had ever used, and 

which contraceptive methods they had used in the past 12 months. When asked the 

question, “how does a girl become pregnant”, 97.7% of males and 92.3% of females 

correctly answered that pregnancy was a result of sexual intercourse, however, 5.9% of 

female respondents answered “don’t know”. When questioned on knowledge of 

contraceptive methods - 8.5% of females and 5.9% of male respondents answered “don’t 

know”. Another interesting observation is that 21.6% of respondents acknowledged 

“abstinence” as a contraceptive method - of which 24.5% were male respondents and 20% 

were female respondents. 8.9% of respondents also acknowledged “medical termination of 

pregnancy” as a contraceptive method. 7.9% of male and 9.5% of female respondents, 



 

selected this option. The most popular contraceptive method identified by respondents was 

condoms. 41.1% of respondents identified that they had used this method. The second most 

popular contraceptive method which was identified, was “copper T”. Approximately 20% 

of respondents reported using this method. This was followed by “oral pill” with 19.5% of 

respondents identifying this method. 

 

 

 



 

4. Queries regarding SRHR : Three questions were posed around this topic. First, whether 

respondents had ever visited a health facility or doctor of any kind to receive services or 

information on contraception, pregnancy, abortion or sexually transmitted diseases. 

Second, how many times respondents had sought these services from a doctor or nurse over 

the past 12 months. Third: where respondents take their SRHR queries. When asked 

whether respondents had visited health facilities, 88.9% of respondents stated that they had 

not. 91.5% of males, 87.3% of females, and the two transgender respondents stated that 

they had not visited a health service or facility to receive services around this topic. Of the 

respondents who identified that they had visited health facilities, 8.6% were in the 18-24 

age group, and 16.7% were in the 25-29 age group. Of these respondents, 80% had visited 

the health service less than 5 times, while a small percentage reported more frequent visits. 

 

 

Finally, when asked where respondents took their SRHR queries, 39.3% responded 

“nowhere”, 29.4% responded with a combination of “don’t know” and “I don’t want to talk 

about it”. 16.3% respondents answered that they took their sexual and reproductive health 

queries to the “PHC”, and 13.6% respondents answered with a combination of “hospital” 

and “gynaecologist”. Of the 8% of respondents who identified “other” to this question, 

responses included a variety of sources including the internet, peer groups, books and 

magazines, and family. 

 



 

5. Taboos and Social Norms : In Delhi and Jaipur, respondents highlighted that young 

people’s choices and decisions are guided and influenced by societal norms and values, 

that are oftentimes restrictive. Respondents across all age groups and sexes noted how 

societal norms dictate strict gender norms - the expectation that boys be strong and 

confident, and that girls be docile and submissive. 

 

6. Adolescent Health: Dialogue and Access to Information : Across the FGDs in Delhi and 

Jaipur, one of the key themes highlighted by participants was the need to focus on and 

prioritise adolescent health. Respondents identified adolescent health as being an integral 

component of safe and healthy SRHR. Participants noted the need for further dialogue 

around the topic at both a familial as well as community level. 

Respondents in Delhi and Jaipur noted that there is a need for young people to have 

accurate information in order to be able to better navigate sexual relationships responsibly. 

The respondents from these locations also highlighted the importance of the involvement 

of frontline health workers and counselling services to integrate these topics within 

community dialogue. In Ranchi, respondents noted that parents do not discuss sex or 

related topics with their children. The conversations are considered taboo, and many 

parents don’t feel comfortable having these discussions or see them as necessary. 

 

7. Youth Friendly Services: Access & Limitations: In Delhi, participants noted that 

individuals from lower socio-economic backgrounds face barriers to accessing certain 

services. This is particularly pronounced around access to health care centres, where they 

are judged and discriminated against if they need support or services. Respondents noted 

that there is a need to sensitise health care providers to engage with and treat young people 

without bias. 

 

8. Family Planning & Contraception : Participants in Delhi highlighted that as majority of 

people in the working class are engaged in the unorganised sector. Children in this capacity 

are seen as more hands to supplement income. Another reason that respondents 

highlighted, was the desire to keep having children, until a male child was conceived. In 

Ranchi, the conversations in the FGDs did primarily focus on contraception - knowledge 



 

access and practice. Respondents across both sexes acknowledged that contraception was 

more easily available to men as compared to women. Contraception, particularly, is hardest 

to access for unmarried women. This is largely due to the stigmas and negative stereotypes 

associated with pre-marital sex among women. The respondents also noted that due to the 

stigmas associated with access to contraception for young unmarried women, they were 

more susceptible to contracting STDs and STIs. Further, as a result of not using 

contraception, many women engage in unsafe abortions - which also lead to health hazards. 

In the case of married women, due to familial and societal pressures to have children as 

soon as possible, the use of contraceptives is actively discouraged. 

 

9. Contraception & Unsafe Pregnancies : Questions in both the quantitative and qualitative 

tools were designed to understand the respondent's knowledge, attitudes and practice 

around contraception. The most popular contraceptive method, identified by respondents 

during the quantitative survey was condoms. Interestingly, in the survey, 9.5% of the 

female respondents identified, “medical termination of pregnancy” as a contraceptive 

method. An important point highlighted in the FGDs, that was not captured in the scope of 

the quantitative survey, was the stigmas associated with access to contraception for young 

unmarried women. As a result of not using contraception, many women engage in unsafe 

abortions. 

 Marie Stopes International, or MSI, a global non-profit that helps women with 

contraception and safe abortions found that disrupted services in India due to the lockdown 

imposed in March 2020, has the potential to lead to over one million unsafe abortions, 

650,000 unintended pregnancies, and around 2600 maternal deaths. Figures that must be 

taken lightly11. While the pandemic strained healthcare services across the world for all 

populations, the brunt of the calamity is being borne by women as sexual and reproductive 

healthcare is being prioritised even less than before. The study went on to note that many 

women now have second trimester pregnancies because they couldn’t access SRHR 

 
11 The Print (21 August 2020), “Study says 1.3 mn Indian women lost access to contraception, abortion services in pandemic”. Accessed 

online via: https://theprint.in/india/study-says-1- 3-mn-indian-women-lost-access-to-contraception-abortion-services-in- 

pandemic/486307/ 

 

https://theprint.in/india/study-says-1-3-mn-indian-women-lost-access-to-contraception-abortion-services-in-pandemic/486307/
https://theprint.in/india/study-says-1-3-mn-indian-women-lost-access-to-contraception-abortion-services-in-pandemic/486307/
https://theprint.in/india/study-says-1-3-mn-indian-women-lost-access-to-contraception-abortion-services-in-pandemic/486307/
https://theprint.in/india/study-says-1-3-mn-indian-women-lost-access-to-contraception-abortion-services-in-pandemic/486307/
https://theprint.in/india/study-says-1-3-mn-indian-women-lost-access-to-contraception-abortion-services-in-pandemic/486307/
https://theprint.in/india/study-says-1-3-mn-indian-women-lost-access-to-contraception-abortion-services-in-pandemic/486307/
https://theprint.in/india/study-says-1-3-mn-indian-women-lost-access-to-contraception-abortion-services-in-pandemic/486307/


 

services in time - a third of respondents in the survey noted that abortion clinics in their 

areas were closed or reported a waiting time of more than five weeks. A major consequence 

of not using contraception, particularly condoms - was highlighted by the FGD groups in 

Ranchi, who suggested that as a result - women were more susceptible to contracting STDs 

and STIs. 

 

10. Sexual Health: STDs, STIs & HIV/AIDS : Analysis of the quantitative survey, 

demonstrated that only 61.7% of all respondents heard of diseases that could be transmitted 

through sexual intercourse. When questioned on the methods of transmission of 

HIV/AIDS, only 29% of all respondents answered correctly. 12% of respondents stated 

that it was possible to contract HIV/AIDs through a mosquito bite. Interestingly, 30.2% of 

respondents stated that abstinence was one of the ways in which one could protect 

themselves from HIV/ AIDS. These findings highlight that there are still widespread 

misconceptions around sexual health that need to be addressed. 

 

11.  Queries regarding SRHR & Adolescent Friendly Health Services: For millions of 

young people across the world, the onset of adolescence brings physical changes, as well 

as vulnerabilities to human rights abuses - particularly in the areas of sexuality, marriage 

and childbearing12. While adolescent girls (and boys) are at risk and are disproportionately 

affected by issues such as HIV. Yet, the barriers to access reproductive health information 

and care are also faced by young people disproportionately. It’s particularly staggering that 

88.9% of all respondents stated that they had never visited a health facility or doctor of any 

kind to receive information related to contraception or SRHR. While there were no follow 

up questions on this topic in the survey, during the FGDs, respondents highlighted that 

individuals from lower socio-economic backgrounds face in accessing certain services. 

They also noted that while they do occasionally consult doctors, and discuss issues with 

their friends - the internet functions as their primary source of information on SRHR and 

SRHR related topics.  

 
12 United Nations Population Fund (UNFP), (November 2014), “Adolescent Reproductive and Sexual Health”. Accessed online via:  
https://www.unfpa.org/resources/adolescent-sexual- and-reproductive-health 

https://www.unfpa.org/resources/adolescent-sexual-and-reproductive-health
https://www.unfpa.org/resources/adolescent-sexual-and-reproductive-health
https://www.unfpa.org/resources/adolescent-sexual-and-reproductive-health
https://www.unfpa.org/resources/adolescent-sexual-and-reproductive-health
https://www.unfpa.org/resources/adolescent-sexual-and-reproductive-health


 

It is critical to support adolescent’s sexual and reproductive health and services. Services 

such as comprehensive sexuality education, services to prevent, diagnose and treat STIs, 

and counselling on Family Planning and related topics must be supported and encouraged. 

It’s also important to acknowledge “young people” is not a homogenous identity. There 

are identities experiencing intersections of socio-economic status, caste, location, and 

gender that experience marginalisation and access differently. It is important to take this 

into account. Another key finding brought out through the analysis is that young people 

are increasingly going online to access information related to sexual and reproductive 

health. This finding aligns with ongoing research on the topic that finds, particularly for 

adolescent girls and young women that discussing SRHR related issues are uncomfortable 

for many. Digital platforms are a key source of information for these topics, particularly 

topics that remain taboo. Further, asking questions raises the fear of stigmatisation and 

suspicion among peers and relatives, the digital space thus offers some privacy or 

anonymity, within which queries can be answered safely.13 

 

Recommendations 

While India is pursuing to become a global economic and development powerhouse, it 

needs to work on the social issues to boost the growth for faster gain. As per the United Nations 

Population Fund's (UNFPA) State of the World's Population report, India has 600 million youth 

population, the world's largest youth population. With a young human resource and vibrant 

workforce, India needs to invest in the overall health of the youth, physical, mental and social. 

Given that the issues around sexual health are critical for physical and mental health, there is a 

need for youth to access high-quality education and health services, especially in sexual and 

reproductive health. Not accessing credible sources of information and education on the topic 

hinders natural pathway of mental and psychological growth leads to high risks for sexually 

transmitted diseases. A sensitive approach to awareness and communication on issues on health 

and wellness that is customized to the needs of the young population is imperative. 

 
13 Girl Effect and Women Deliver (2016). “Going Online for Sexual and Reproductive Health: Meaningfully Engaging Adolescent Girl s and 

Young Women for Smarter Digital Interventions”. Accessed online via: https://womendeliver.org/wp-content/uploads/2020/08/Going-

Online-for- Sexual-and-Reproductive-Health.pdf 

 

https://womendeliver.org/wp-content/uploads/2020/08/Going-Online-for-Sexual-and-Reproductive-Health.pdf
https://womendeliver.org/wp-content/uploads/2020/08/Going-Online-for-Sexual-and-Reproductive-Health.pdf
https://womendeliver.org/wp-content/uploads/2020/08/Going-Online-for-Sexual-and-Reproductive-Health.pdf
https://womendeliver.org/wp-content/uploads/2020/08/Going-Online-for-Sexual-and-Reproductive-Health.pdf
https://womendeliver.org/wp-content/uploads/2020/08/Going-Online-for-Sexual-and-Reproductive-Health.pdf


 

 There is a huge unmet need for sex education in India amongst the youth as established by 

nation-wide surveys. To keep pace with the current day and age of Information Technology, huge 

efforts need to be exacted from clinicians, social scientists and policy makers in providing 

comprehensive sex education as intracurricular and extracurricular programs keeping in mind 

cultural beliefs and social taboos. It is only when we as individuals are in position to talk about the 

subject of sexuality without social stigma or inappropriateness, we will be able to make progress 

as a society in educating the young minds on sex and reproductive health. Even the healthcare 

facilities and healthcare professionals lack the knowledge and comfort to discuss issues related to 

sexuality that get reflected in poor, inadequate and discomforting history taking. 

 Respondents noted three key recommendations (based on the qualitative research): the 

need for comprehensive sexuality education, the need to create and curate digital spaces, and the 

need to employ more male workers as ASHA workers. 

Through the FGDs, comprehensive sexuality education (CSE) on a range of topics 

including menstruation was highlighted in order to provide information, but also eliminate taboos 

and dispel myths. As evidenced by the findings from the quantitative research, a significant 

percentage of male respondents felt that a woman becomes unclean when she menstruates. 

Implementing a holistic CSE curriculum that encompasses topics such as safe sex and 

contraception, but also menstruation, consent, child sexual abuse, power dynamics in relationships, 

in schools is vital. 

The gender-based power inequalities in reproductive health decision-making have been 

acknowledged as a fundamental barrier to women’s access to reproductive health services, and 

therefore a barrier to improved health outcomes. Primarily, because women are largely dependent 

on their husbands or partners for reproductive health-related decisions. Thus, the knowledge, 

attitude and practice of men is integral to the reproductive health status of their family.14,15 

The role of community health workers such as ASHA and Anganwadi workers to counsel 

and provide information on reproductive health is well acknowledged. Studies conducted in 

Odisha, have shown that ASHA and Anganwadi workers are the primary providers of health and 

 
14 Bloom, SS, TSui AO, Plotkin M, Bassett S (2000). “What husbands in Northern India know about reproductive health: correlates of 

knowledge about pregnancy and maternal and sexual health”. Journal of Biosocial Sciences, 32(2) . PP 237-251. Accessed online via: 
https://www.researchgate.net/profile/Shelah_Bloom/publication/12550160_What_husbands_in_Northern_India_know_about_reproduc
tive_health_Correlates_of_knowledge_about_pregnancy_and_maternal_and_sexual_healt h/links/02e7e5187a3303cc02000000.pdf 

15 Pachauri, S (2001). “Male Involvement in reproductive health care”. Journal of the Indian Medical Association. 99 (3). Pp 138-141. 
Accessed online via: https://imsear.searo.who.int/handle/123456789/99446 

https://www.researchgate.net/profile/Shelah_Bloom/publication/12550160_What_husbands_in_Northern_India_know_about_reproductive_health_Correlates_of_knowledge_about_pregnancy_and_maternal_and_sexual_health/links/02e7e5187a3303cc02000000.pdf
https://www.researchgate.net/profile/Shelah_Bloom/publication/12550160_What_husbands_in_Northern_India_know_about_reproductive_health_Correlates_of_knowledge_about_pregnancy_and_maternal_and_sexual_health/links/02e7e5187a3303cc02000000.pdf
https://www.researchgate.net/profile/Shelah_Bloom/publication/12550160_What_husbands_in_Northern_India_know_about_reproductive_health_Correlates_of_knowledge_about_pregnancy_and_maternal_and_sexual_health/links/02e7e5187a3303cc02000000.pdf
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https://imsear.searo.who.int/handle/123456789/99446
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nutrition in the communities, and they have strong credibility with the community members. 

However, because they are primarily female, their reach to the male members of the community 

is limited. Integrating male healthcare workers was noted by respondents in Delhi as being one of 

the core methods of including men into the family planning agenda in a more concrete way. While 

on an individual level, this has the advantage of making individual men more comfortable reaching 

out for knowledge and services, there is a potential for the ripple effect on the family unit as a 

whole.16 According to India’s Rural Health Statistics 2016, there are no male health workers 

(MHWs) in 48% of health sub- centres in Indian villages. There is also a 65% shortage of MHWs 

in public health centres (PHCs).17 

 

  

 
16 Fotso, JC, Steele, A.H., Mohanty, S. (2015). “Male Engagement as a strategy to improve utilisation and community-based delivery of 
maternal, newborn and child health services: evidence from an intervention in Odisha, India. BMC Health Services Research. Accessed 
online via: https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-15-S1-S5#ref-CR15 

17 Hindustan Times. (March 22, 2017). “Why India needs more male health workers to tackle the maternal health crisis”. Accessed online 
via: https://www.hindustantimes.com/india-news/why- 

https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-15-S1-S5#ref-CR15
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