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7 Adolescents’ reproductive health as
indicated by their knowledge and
perceptions
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7.1 Introduction
The aim of this chapter is to shed light on aspects of reproductive well-being in
adolescence from a mental-emotional perspective (research question 5, section 1.3).
We analysed interviews on knowledge and perceptions about the onset of menarche,
spermarche and reproductive issues that relate to contemporary and future stages of
the reproductive health career. Throughout this chapter, the ‘voices’ of the adolescents
and some of their ‘important others’ (mothers, fathers, key informants) are presented.
It should be noted that these voices are in an italic font and the most salient phrases
are in bold. For reference to the meaning of some Bangla words that are not
translated, see Appendix A.

The analyses presented in this chapter are based on data derived from two sources
(see section 3.7):

 the follow-up survey; and
 in-depth interviews with selected (unmarried and a few married) adolescents,

several mothers and fathers of adolescents, two ghatoks (matchmakers) and a local
youth counsellor.

This chapter is structured in three parts. The first part (section 7.2) refers to the
(merely) social significance of reproductive transitions in adolescence, and reflects
how the adolescent girls and boys in our sample perceived the onset of menarche and
spermarche respectively (subsection 7.2.1) and menstruation in general (subsection
7.2.2). The second part (section 7.3) addresses adolescents’ knowledge and
perceptions of (adolescent) development whereby we focus on (other) perceived
indicators of development (subsection 7.3.1) and sources of information on physical
maturation (subsection 7.3.2). The third part (section 7.4) outlines the adolescents’
knowledge and perceptions about topics and events that pertain to future reproductive
health but for which they (may) need to be prepared already. We subsequently
discuss the adolescents’ knowledge of human procreation (subsection 7.4.1), their
views about the timing of marriage and risks associated with early childbearing
(subsection 7.4.2), their knowledge of contraception (subsection 7.4.3) and their
awareness with regard to HIV/AIDS (subsection 7.4.4). Conclusions are discussed in
section 7.5.

7.2 Social significance of reproductive transitions in adolescence
In this section we discuss knowledge and perceptions among adolescent girls and
boys on menarche and spermarche respectively (subsection 7.2.1) and menstruation in
general (subsection 7.2.2).

7.2.1 Knowledge and perceptions about menarche and spermarche
We start this section by discussing the first reaction of postmenarcheal adolescent
girls (n=86) and postspermarcheal adolescent boys (n=40) on experiencing menarche
and spermarche respectively, and then link this reaction to the extent of
‘preparedness’ to these reproductive transitions. Though there were 97
postmenarcheal girls enrolled in our study, 11 girls did not feel comfortable or were
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not allowed to talk about menarche further; hence, the lower number of cases. The
results are shown in Table 7.1.

Table 7.1 reveals that no less than 64 per cent of the girls and 33 per cent of the boys
felt mainly scared after experiencing menarche and spermarche, respectively. ‘I was
mainly surprised’ best reflected the state of mind of 40 per cent of the boys and only 9
per cent of the girls. Likewise being ‘scared’, feeling ‘surprised’ seems to indicate
‘ignorance’ (in the sense of ‘not being informed’), but being surprised is a more
positive emotion than being scared. About one-fifth of the adolescents did not
remember how they reacted to this reproductive transition or failed to find words to
describe it. Only a few adolescents - 5 per cent of the boys and 2 per cent of the girls -
felt good afterwards, whereas on the other hand also a few adolescents were confused.
Several girls, 4 per cent, indicated that they felt mainly ‘shameful’ about experiencing
menarche whilst none of the boys felt this way about spermarche.

The salient difference between boys and girls with regard to the scores on ‘scared’
and ‘surprised’ may be due to the very nature of menarche and spermarche. As
indicated by some of the girls and boys in the in-depth interviews, starting to bleed
out of the blue seems to be a far more fearful event than waking up with a wet patch.

Girl, 15 years: My first menstruation started when I was 15 years old. I became
afraid when I discovered that my body was bleeding. I talked about ‘sharil kharap’
(body is not well) with my grandmother in the bari. My mother knows when I
menstruate. During my menstruation I use specific underwear and pieces of clothes
for this period. I also stop fetching water, cleaning the ghar and going anywhere. I
perceive menstruation positively because it makes the body fresh. After bleeding all
the bad blood has come out. I do not feel good enough to move during this period. I
have pain in my stomach.

Girl, 16 years: I started to menstruate when I was 15 years old. I started bleeding but
was not upset because I was prepared and informed that this would happen by
bandhobi and friends at school. My mother does not know that I am already
menstruating.

Boy, 13 years: Spermarche started when I was 12 years and 8 months old. My friends
informed me about spermarche before. They told me that it would start as I get
older. Therefore I did not feel awkward when it happened. All boys experience

Table 7.1 First reaction of adolescent boys and girls on the onset
of spermarche and menarche respectively, Matlab 2001 (%)

Boys (%) Girls (%) Total (%)

Scared 33 64 55
Surprised 40 9 19
Good 5 2 3
Confused 3 2 2
Shameful 0 4 2
Don't remember I how felt 19 19 19

n 100 (n=40) 100 (n=86) 100 (n=126)

I felt mainly ……
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spermarche. It happens during sleep and then your lungi gets wet from semen. I talk
to friends and my cousins about it in the bari. We refer to spermarche with the term
‘dhatu jaoya’ (passing semen; semen going out). I think spermarche is quite normal.
Every boy has spermarche as he gets older but if one has thoughts while it happens it
is shameful. Health will also be weak after spermarche. It is universal, comparable
with something like a child that will be born after a husband and his wife had sex.

Boy, 15 years: I experienced spermarche at the age of 12 years. I was both afraid
and surprised when it happened. It is bad for health. My friends and I refer to
masturbation with the words 'dhatu jaoya' (passing semen; semen going out) and
'mall jaoya' or 'Dhaka jaoya' (going to Dhaka). I perceive it as something negative
because your body is not holy anymore after having masturbated. It happens when
you think about bad things, such as sexual things about girls. One may also have a
painful penis afterwards.

The picture that emerges from the interviews echoes the results as presented in Table
7.1 (‘scared’ and ‘surprise’). What is also indicated by the interviews is that because
of its association with masturbation, spermarche has a negative connotation, indexed
by the words ‘shameful’, ‘bad’, ‘not holy’ and ‘going to Dhaka’. The last expression
should be interpreted as the equivalent as a ‘place of sin’ (where, for instance,
brothels are found). As also described in subsection 2.4.2, masturbation is seen as
something shameful within the Bangladeshi society, not in line with Islam and
possibly harmful to health (Aziz and Maloney 1985; Khan et al. 2003). Despite this,
as appeared from the in-depth interviews, boys do talk about it mutually. The link
with health was also pointed about by two adolescent boys (‘health will be weak
afterwards’ and it is ‘bad for health’).

The interviews also provide information on other cues with which menarche (or
menstruation in general) and spermarche can be discussed. For instance, the
perceptions about menstruation blood (notably its polluting nature), sources of
information, the possible taboo on discussing menarche between mothers and
daughters (‘my mother knows’ versus ‘my mother does not know that I am already
menstruating’), and the association with health in general (‘it makes the body fresh’).
These viewpoints will be addressed later in this section.

Preparedness

In the follow-up survey, we asked postmenarcheal girls whether they were informed
about mashik, the general term indicating menstruation, before it started. It appeared
that an increasing majority by age, up to 75 per cent among the 16-year-old girls,
indicates that they were indeed familiar with this term before its actual onset. This
percentage may seem quite high, particularly in view of the finding that 64 per cent of
the girls remembered feeling afraid when they reached menarche (Table 7.1).
Possibly, they were indeed informed but this information could not prevent them from
becoming afraid. It is also possible that during the interview, postmenarcheal girls
were not able to distinguish between knowledge they gained before and knowledge
they acquired after they had reached menarche.

In the in-depth interviews, none of the adolescent girls and mothers was able to tell us
about the biological pathways and facts about the origin of menstruation:
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Girl, 15 years: I do not know why a woman menstruates.

Girl, 13 years: Women have sexual contact with their husband and also do many
things, so menstruation continues. It begins with pain in the head and belly, and then
menstruation starts.

Mother, 34 years: Menstruation makes the body free from bad blood. Women
menstruate because it is the will of Allah and that is why we keep menstruating.

Mother, 34 years: When I have my menstrual period, I use underwear and separate
cloths made of cotton. I also do not have sex with my husband during this period, and
do not say my prayers, do not fast and do not read the Koran. I perceive menstruation
positively because it is a tradition belonging to women. All bad blood comes out and
the body will be good again. I only have problems moving around during these days.
Women menstruate because it is a rule of Allah. Women give birth to children and if
they do not have menstruation they cannot give birth. A woman needs menstruation to
get pregnant.

The mothers of adolescent girls attribute the origin of menstruation to Allah. Hence,
women are subjected to religious behavioural restrictions during menstruation. It
should be noted that this link with religion was not made by the adolescent girls.
Possibly, for mothers menarche and menstruation are embedded within the larger
‘religious ideology’. The association with Allah seems to give menarche and
menstruation, particularly via childbearing, a religious significance. A similar notion
was observed earlier, in subsection 2.5.1, with respect to motherhood where Blanchet
remarked that motherhood is “more than a role, it is a religion” (1996, pp. 131-132).

Another association forwarded by the respondents, both girls as well as mothers, is the
one between menarche or menstruation and reproduction. Given this link, the
interviewed mothers seem to consider menstruation not to be a relevant subject for
girls, particularly when they are still premenarcheal. As elaborated in subsection
2.4.3, this may be seen in view of the concept of ‘understanding’, i.e. what one is
expected to know as morally good and to practise it according to one life’s path and
dhormo in life (Blanchet 1996, pp. 47-48). It closely relates to the concept of jati that
includes one’s hereditary religious or occupational group and gender (Blanchet 1996,
p. 33). With regard to sexuality, ‘innocence’ is expected from adolescent girls and
guilt and punishment are consequences for not observing the role according to the
expected state of ‘understanding’ (Blanchet 1996, pp. 47-48). Apparently,
menstruation is not a topic about which premenarcheal girls need to be educated
according to their expected state of ‘understanding’. As pointed out by one mother,
informing her (premenarcheal) adolescent daughter about menstruation would make
the girl unnecessarily precocious:

Mother, 33 years: I do not talk to my daughter about menstruation because this would
make her lose her modesty.

Also some interviewed boys were left in the dark regarding the onset of spermarche,
although they do associate its onset with increasing age. A case in point in this respect
is an excerpt from an interview with an adolescent boy who relates the occurrence of
spermarche to a surplus of calcium intake:
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Boy, 16 years: I experienced spermarche at the age of 13 years. I was afraid and felt
weak then. Friends informed me and told me it comes when you grow up. I talk to
friends about masturbation. We call it 'ratre swopne Dhaka jaoya' (going to Dhaka at
night; going to Dhaka during a dream) or 'dhatu gache' (passing semen; semen going
out). I think masturbation is bad and shameful. It is not good and also not good for
health. One becomes weak and gets a headache. Spermarche happens when you grow
up. It also happens when one has taken too much calcium.

More boys in our sample talked about this association with calcium intake. We also
heard about an opposite relation: that spermarche (and masturbation) would cause a
calcium deficiency as a consequence of which skeletal growth would be hampered.

In the follow-up survey, it was also explored to what extent premenarcheal girls are
prepared for menarche. They were asked whether they knew what is meant by the
term mashik, and in case they knew, whether they knew at what age a girl usually
starts to menstruate. A minority of the premenarcheal girls (35 per cent) heard about
mashik (n=156). These girls estimated the average age at onset of menarche to be 13.7
years with upper and lower limits of 10 and 16 years. This average is relatively low in
view of the expected age at menarche of 15.1 among the girls in our sample (see
subsection 6.5.1). One would expect that knowledge about menstruation increases
with age but this is not necessarily the case, as we can see from Figure 7.1, which
shows the distribution of premenarcheal girls who have heard about mashik. Except
for (the very few: n=7) 16-year-old girls, at every age the majority of the
premenarcheal girls is not familiar with mashik. Among 14-year-old premenarcheal
girls, over two-thirds (67 per cent) indicated that they did not know what this term
meant.

Adolescent boys were also asked this question (not shown). It appeared that 19 per
cent of the adolescent boys knew about mashik (n=260). When broken down by age
this proportion of boys who know about mashik increases by age, from 8 per cent
among 12-year-old boys to 30 per cent among 16-year-old boys.

In line with what we observed before, among the premenarcheal girls who were
familiar with mashik, it were mostly friends (in 68 per cent of the cases) who provided
them with information. The second most often reported source of information was a
sister-in-law (15 per cent). Mothers were hardly mentioned as a source of information

Figure 7.1: Premenarcheal girls who heard 
about 'mashik' by age at interview, 
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about menstruation. Also from the literature review (see subsection 2.4.3), it seems
entrenched within the Bangladeshi society that mothers do not or hardly talk to their
daughters about menstruation. However, it is probable that in their role of auntie,
sister-in-law or friend, mothers are indeed important carriers of information for other
girls.

An emotion like feeling scared as well as the more positive connotation of feeling
surprised after the onset of menarche or spermarche may be shared with others. In
both cases one may expect adolescents to seek contact with other people, either for
reassurance or for information:

Girl, 16 years: I did not talk about it the first time, but when I got my second
menstrual period I turned to my friends.

Boy, 15 years: Friends told me that boys would have this at the age of 12 or 13 years.

In the follow-up survey we asked postmenarcheal girls and postspermarcheal boys
whether they had talked to someone after they experienced menarche and spermarche
respectively (Table 7.2).

Girls and boys reacted quite differently to this question. Whereas girls have a rather
broad social circle, notably female friends and close relatives with whom they talk
after they experienced menarche, the majority of the boys, 65 per cent, appear to have
coped with spermarche in silence. The remaining 35 per cent of the boys discussed it
with friends. Among girls, 15 per cent kept the onset of menarche to themselves. In
the literature review (subsection 2.4.3) it was clear that mothers in Bangladesh do not
easily talk to their daughters about menstruation since it is generally believed to be a
sensitive topic. We observed that relatively few girls (16 per cent) turned to their
mother after their first menstruation:

Girl, 13 years: My first menstruation started when I was 11 years old. One day, I
passed blood in my urine. I was afraid and started crying. In the bari, I have heard
about it from my chachi (auntie, mother’s side) and I talked about it with my 'fufu'
(auntie, father’s side). My mother knows when I menstruate.

Table 7.2 Distribution of adolescent boys and girls who talked to someone
after experiencing spermarche and menarche respectively, and their
relationship to that person, Matlab 2001 (%)

Boys (%) Girls (%) Total (%)

No, I never discussed it with anyone 65 15 31

Yes, to my: friend(s) 35 19 24
sister(s) 0 17 12
aunt or cousin 0 17 12
mother 0 16 11
sister(s)-in-law 0 12 8
grandmother 0 4 2

n 100 (n=40) 100 (n=86) 100 (n=126)

Talked to somenone?
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None of the girls whom we interviewed in-depth elaborated on the reasons for not
talking about menarche with their mother. From some mothers we learned however
that this sensitivity is rooted in the apparent shameful nature of talking about
menstruation with one’s daughter:

Mother, 34 years: My first menstruation started when I was 13 years old. I suddenly
started bleeding and I was afraid. My friends and brother’s wife informed me about
it. I do not talk to my daughter about menstruation because this would be very
shameful.

Mother, 34 years: My first menstruation started 9 months after my marriage when I
was 13 years. I remember that I suddenly started to bleed and that I was afraid. I
turned to my girlfriend to talk to her about menarche. I would never talk to my
children about menstruation because it is a shameful topic.

In addition, this taboo on talking about menstruation between mothers and daughters
may be in practice for a long time, considering that mothers were in their time also
educated by a friend or other close relative rather than by their own mother.

Social significance of menarche and spermarche

The timing of menarche and - albeit probably to a lesser extent - spermarche are
important from a physical perspective, but carry social significance as well
(subsection 2.4.3). In order to gain more insight into the social significance of
menarche and spermarche, we asked postmenarcheal girls and postspermarcheal boys
in the follow-up survey whether the onset of these events had brought about, in their
perception, distinct changes in their lives

Table 7.3 shows the percentage of adolescent boys and girls reporting on changes
brought about by spermarche and menarche respectively (note that more than one
answer could be given).

From Table 7.3 we learn that menarche and spermarche apparently have quite a
different impact on the life of adolescent girls as compared to that of adolescent boys.
Not only is the spectrum of changes broader among girls, but their lives also become

Table 7.3 Adolescent boys and girls reporting on physical changes after
spermarche and menarche respectively, Matlab 2001 (%)

Changes as a result of spermarche/menarche: I …. Boys (%) Girls (%) Total (%)

changed the way I used to dress 53 100 85
stopped taking baths alone in the river or in open areas of water 3 86 60
stopped sleeping with my father/mother in the same bed 23 73 57
started helping my father/mother with daily work 35 67 57
stopped going anywhere alone 0 81 56
stopped friendship with someone of the opposite sex 18 52 41
started to pray regularly 38 21 26
did not experience any changes in my life 18 0 6

n 40 86 126
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more focused on the household and the home yard, as indicated by the high proportion
of girls who started to help their mother with household work (67 per cent) and who
stopped going anywhere alone (81 per cent). In addition, the majority of the girls
mentioned that menarche implied no longer swimming or taking baths alone in open
areas of water (86 per cent) and all girls changed the way they used to dress (for
instance, starting to wear a shelwar kamiz or a saree, with an orna (scarf) to cover the
girl’s breasts and/or her head). Starting to wear different clothes was also the most
reported change mentioned by boys, though only by 53 per cent of them. A typical
change for adolescent boys appeared to be the importance of saying the daily prayers
(38 per cent). Remarkably, only among some boys was it reported that there were no
changes at all after the reaching of spermarche (18 per cent), whereas all girls
mentioned at least one change in their lives after the onset of menarche.

That only half of the girls (52 per cent) and less than a fifth (18 per cent) of the boys
mentioned no longer having friendship with someone of the opposite sex may need to
be seen in view of the fact that many girls and boys did not have such friendships in
the first place. As also described in subsection 2.4.3, these friendships were possibly
already broken off or discouraged at an earlier age, in kaisorer prarambha, and hence,
adolescents did not report about a change in this respect after menarche or
spermarche.

7.2.2 Perceptions about menstruation
The discussion below on the perceptions of postmenarcheal girls on menstruation
(n=86) relates to both physical and mental well-being within the reproductive domain.
Excessive bleeding, irregular periods and pain or feelings of discomfort and may all
affect reproductive well-being (Figure 7.2). According to the postmenarcheal girls
who were interviewed in the follow-up survey, the average length of their menstrual
period is 5.2 days. The girls perceived the average number of days between two of
their menstrual periods to be 26.2 days59. In contrast to adult women, the cycles of
adolescent girls in particular may be irregular due to the relatively recent maturation
of their reproductive system (see subsection 2.5.1).

Figure 7.2: Specific complaints of 
postmenarcheal girls during menstruation by 

age at interview, Matlab 2001 (%)
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From Figure 7.2 we see that at every age - we excluded the data pertaining to
postmenarcheal girls of 12 and 13 years because of their low numbers - a minority of
the girls indicates having irregular menstrual cycles (8 per cent irrespective of age). A
considerable proportion of the girls indicated having pain during their menstrual
period or general discomfort. This proportion amounts to 38 per cent among the 14-
year-old girls and respectively 54 and 58 per cent among the 15 and 16-year-old girls.
A closer look reveals that among this category, pain located in the lower abdomen
constitutes the most common complaint (reported by 81 per cent of the girls within
the ‘pain or discomfort category’). Other types of pain or discomfort which girls
directly attributed to their menstrual period are ‘a general weakness’ (mentioned by
44 per cent of the girls), headaches, moodiness and ‘seclusion’ or confinement (14 per
cent of the girls). Pain and headaches were also mentioned in the in-depth interviews:

Girl, 13 years: I take special care of my health during menstruation: I wash cloths
and nekra that become bloodied, but I do not clean the ghar, do not bring water and
also do not go to school and Maktab (school where Islamic books are being read in
the morning). To me menstruation is trouble. I cannot do anything and cannot go
anywhere. I feel very bad during these days. I have pain in my head, fever and pain
in my belly.

That menstruation is perceived as ‘trouble’ (see above) is also indicated by the fact
that many of the interviewed girls did not refer to menstruation with the general word
‘mashik’ but used instead the term ‘sharil karap’, literally meaning ‘body is not well’.

Girl, 16 years: Among friends we refer to menstruation with the words 'blood jay'
(passing blood) and 'sharil karap'.

The following excerpt from an interview with an adolescent girl points to ‘seclusion’
or confinement, which entails the practice of staying at home or within the home yard
during the entire period of menstruation and restraining from specific tasks, observing
specific customs and, for instance, not going to school:

Girl, 16 years: When my menstruation starts I put on different cloths and use a nekra.
I also sleep in a separate khat (bed) on those days. I do not do any household work
during my menstrual period and I also do not say any prayers. In addition I do not
go to school. I perceive menstruation positively because otherwise I would not be
able to become a mother. A woman who does not have the ability to have children
does not have any value. However, I feel bad during my menstrual period because I
cannot do any work and there is no place I can go to. Women menstruate because
they will become mothers of children.

Despite the fact that a considerable proportion of the adolescent girls have some -
merely physical - problems or complaints, which they attribute to their menstrual
periods, menstruation is in general perceived positively, both by daughters and
mothers in our sample, for a variety of reasons, notably the link to reproduction, as an
identification of ‘womanhood’ and its association with ‘good health’ and the purging
or washing away of the ‘bad blood’:

                                                                                                                                           
59 This figure is slightly lower than those in other studies. For instance, among 16 to 20-year-old

British girls the mean cycle length was reported to be 28.9 days (Monari and Montanari 1998, p.
95).
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Girl, 16 years: During menstruation I use a nekra and put on underwear. And I do not
read the Koran nor do I say my prayers. I perceive menstruation positively because
it is good for health. During this period I become fat and look beautiful and will not
catch any disease. Sometimes I have pain in my belly and head. Women menstruate
because they produce children.

Mother, 33 years: I take baths during the menstruation period and do not say my
prayers. I perceive menstruation as something positive because all the bad blood
comes out and my body gets well. On those days it is difficult to move. Women
menstruate in order to be able to give birth to children.

Mother, 34 years: When I am menstruating I take a bath and clean myself. I also do
not say my prayers and I do not fast on those days. I perceive menstruation positively
because all the bad blood comes out and this makes the body fresh and slim. I only
feel uncomfortable moving around on those days. Women menstruate because it is
Allah’s will.

Apparently, some of the conditions that are perceived as physical problems or
complaints by the girls and mothers in our sample are to some extent outweighed by
positive connotations of menstruation. Menstruation is seen as some kind of ‘spring-
clean’, whereby the ‘fat’ body becomes ‘fresh and slim’, and menstruation happens
for a good cause (fertility, children). The importance of the last factor underlies
seemingly contrasting notions such as ‘I perceive menstruation positively’ versus
‘However, I feel bad during my menstrual period’, as mentioned by the foregoing
mothers and girls.

Finally, as shown in Figure 7.2 a proportion of the girls interviewed in the follow-up
survey perceived their menstruation as excessive bleeding. Excessive bleeding during
menstruation does not necessarily result in anaemia in a girl or woman with a good
nutritional and particularly iron intake, but it is indeed detrimental in case she is
already malnourished and grossly iron deficient. As we learned from Chapter 5,
malnutrition is indeed highly prevalent among the female adolescent population under
consideration, with 46 per cent being severely underweight and 28 per cent being
severely stunted (see Chapter 5). As indicated in Chapter 2 (subsection 2.5.2),
adolescent girls in rural Bangladesh are likely to suffer from anaemia, with rates as
high as 90 per cent found in a study of Shahabuddin et al. (2000). As shown in Figure
7.2, excessive menstrual bleeding is prevalent among respectively 22, 13 and 25 per
cent of the 14, 15 and 16-year-old girls. Obviously, the interpretation of the term
‘excessive’ is subjective. We also inquired about the number of cloths used per day
when menstruating. The latter information confirms that girls who complained about
excessive menstrual bleeding do indeed use on average one item of cloths more per
day (3.2 cloths) as compared to girls who report normal bleeding (2.2 cloths).

7.3 Knowledge and perceptions about adolescent development
Apart from menarche and spermarche there may be other signs that adolescents and
their parents consider as indicators of the end of childhood and the beginning of
adolescence. In this section we describe perceptions about other indicators of
development (subsection 7.3.1) and outline the adolescents’ sources of information of
physical maturation (subsection 7.3.2).
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7.3.1 Indicators of adolescent development
When asking adolescents and their mothers in the in-depth interviews about indicators
that would reflect the onset of the adolescent stage in life, they tended to mention a
certain age, which demarcated in their view the ‘end of childhood’. Moreover they
listed several physical characteristics or behaviours, which would typically signal that
‘childhood was over’:

Girl, 13 years: My childhood ended when I was 8 years old. Then I no longer mixed
with many people and I stopped quarrelling. Also, changes have come with regard to
my health. I have grown up physically and started wearing clothes.

Mother, 34 years: My children’s childhood ended at the age of 10 years. Then they
were able to realise things, to distinguish between good and bad, and they started
studying. By that time I could say that they had grown up and become smart: they had
a good health, were looking good physically and had appealing faces. In the future I
expect my children to be educated and good. My son will be a real man, an
established man.

Particularly the phrases extracted from the interview with the mother (‘realise things’
and ‘distinguish between good and bad’) reminds us of the earlier discussion about
the concepts of ‘understanding’ and jati (see subsection 2.4.2 and section 7.2). It is
during late childhood or balyakal (6 to 10 years) and in the pre-adolescence period or
kaisor prarambha that boys and girls increasingly learn the gender-specific roles that
they are expected to play and consequently are addressed according to stage and
gender: respectively balok, balika and kishor, kishori (Blanchet 1996, p. 38). The
notions described by Blanchet corroborates our in-depth interviews in which ages of 8
and 10 years are mentioned as thresholds in the passage from childhood to
adolescence. Adolescence may thus start earlier than at the onset of menarche.

We also discussed the concept of ‘adolescence’ with a local female youth counsellor,
who has a more ‘academic’ view of adolescence, i.e. in accordance with the picture of
adolescence as generally described in the literature (see subsection 2.4.1). She
addresses ‘adolescence’ mainly from a physical point of view:

Youth counsellor, 30 years: The adolescent period ranges from age 12 to age 18 and
is characterised by physical and mental changes. An adolescent develops knowledge
in this period. Physical changes are for instance getting taller and becoming fat.
Girls start to menstruate and their breasts will grow, whereas boys reach
spermarche. Also, the face will change and the voice of a boy will change and he will
grow a beard and moustache. For girls, the internal hormonal changes also underlie
the growing of pubic hair. Their lives change. They may go to high school and
develop relationships with friends.

Physical changes as indicators of the ending of childhood and the beginning of
adolescence were also mentioned by some of the mothers whom we interviewed in-
depth, but in different words. A phrase that arose in these interviews with reference to
this transition to adolescence is ‘becoming fat’:

Mother, 33 years: At the age of 10 years, my children had grown up, had become fat
and now they are studying in the higher classes.
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Within the Bangladeshi society ‘becoming fat’ is also seen as an expression indicating
‘good health’. During the fieldwork, we came across the notion of ‘looking healthy’
by which it was meant that someone was looking good as well as well looking well
nourished. These two concepts are intertwined, which is not unusual given the close
relationship between nutritional status and physical appearance. Rooted in this
association as well may be the preference shown in Bangladesh for roundedness,
voluptuousness, particularly regarding women and girls.

Bou-chee
An illustration of a game that prepares girls to live according to the norms and behaviours
reflected by purdah is ‘bou-chee’ (Begum 2000, personal communication). This game is
popular among girls aged 8 to 15 years in rural and semi-urban areas. As indicated by the
Bangla word ‘bou’, meaning wife or housewife, the game teaches and prepares young girls
for their future role as wife. The game is played by eleven girls. One of the girls is selected
and stays in an imaginary house, indicated by a circle or square on the ground; five other
girls are in another imaginary house, situated a few metres across the first house; and the
remaining five girls walk freely in the area between both houses. The idea of the game is that
the five girls in the ‘opposite’ house need to collect the selected girl from her house and take
her to their home. Collecting and bringing home the selected girl is not easy as the other five
girls that are running around freely can tag every girl who dares to come out of the house. As
soon as a girl is tagged she is out of the game. Fortunately, a girl who travels outside the
house is ‘untouchable’ as long as she is ‘chee-ing’, i.e. making a noise that sounds like
‘chee’. Only by running fast, moving around quickly, and saying ‘chee’ as long as needed, a
girl can ‘save’ the other girl’s life.

Although obviously an exciting game to play, the indirect messages of the game are clear:
stay in the house as this is the only safe spot; it is full of dangers outside; and, related to this,
wait for someone to accompany you when you want to walk from one house to another. The
two houses may symbolise the house of the girls’ family and her future in-law-house.

It is not known whether there are also such games for boys in which the adult role is taught as
explicitly. An example of a game played by boys of different ages is a game ‘dangoli’ (Begum
2000, personal communication). A short stick is laid in a hole in the field and two boys
compete with each other in throwing this stick as far as possible. Lifting and throwing of the
stick is done with help of a larger stick that is put underneath the short stick in the hole. The
boy who throws the largest distance between the spot where the short stick has landed and the
hole (expressed in units of the large stick) is the winner of the game. Apparently the
normative message for boys relates to the importance of strength and physical capabilities.

In the follow-up survey, adolescent girls and boys were also asked about bodily
changes while growing up and when these changes had - in their view - started. The
average reported ages at which the adolescent boys and girls thought their body
started to change were respectively 9.7 and 10.9 years. The figures reported by the
adolescents contrast with the general idea that physical, and particularly reproductive,
development develops earlier for girls as compared to boys (see section 2.4). With
regard to the characteristics of changes, girls and boys tended to give similar answers
(Table 7.4).
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Most adolescents reported about an increase in height (88 per cent), weight gain (48
per cent) and changes of features or looks of one’s face (40 per cent). Many girls also
mentioned in addition the development of breasts (72 per cent) whereas some boys
indicated also the breaking of voice (39 per cent) and the growing of pubic hair (21
per cent). Only 7 per cent of the girls report about the last change. Very few non-
physical changes (not shown) were mentioned by the adolescents. They associated
adolescent development with gaining knowledge and - only mentioned by girls -
becoming shy. These data indicate that the adolescents in our sample seem in general
able to observe and talk about their development.

As Table 7.4 shows, the adolescent boys did not mention circumcision. Circumcision
generally takes place before a boy is believed to reach sexual maturity (see section
2.4.3). The boys enrolled in the follow-up survey reported their circumcision at the
age of 7.1 years on average. Circumcision is a major event, celebrated in public, and
hence, not surprisingly only 3 per cent (n=260) of the boys did not remember his age
at circumcision. Remarkably, five boys claimed to be ‘God-gifted circumcised’,
which was in their view ‘a welcomed curiosity’.

7.3.2 Sources of information about physical maturation
An important aspect of mental reproductive well-being is the question of whether the
adolescents are informed about physical maturation in this stage of life. Only a
minority of the adolescents in the follow-up survey, 14 per cent of the boys and 34 per
cent of the girls respectively, stated that they were informed about physical changes
before their actual onset (n=475).

As outlined in Table 7.5, among the adolescent boys who did receive some kind of
preparatory information (n=35), friends constituted the most important source of
information (62 per cent), followed at a distance by their mother (9 per cent), sister or
brother (9 per cent), uncle, aunt or cousin (9 per cent), and grandmother or

Table 7.4 Adolescent boys and girls reporting on physical indicators
of adolescence, Matlab 2001 (%)

Reported indicators of change Boys (%) Girls (%) Total (%)

Becoming taller 94 82 88
Weight gain 63 33 48
Changes in face 49 32 40
Breast development 1 72 24
Reaching menarche/spermarche 15 29 22
Breaking of voice 39 0 20
Growing pubic hair 21 7 14
Appearance of acne or pimples 4 2 3
Change of body colour 2 1 1
A better health condition 2 0 1
Do not know of any changes 0 1 1

n 260 242 502
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grandfather (5 per cent). Fathers only play a marginal role with regard to education of
their sons about physical growth and development processes.

Adolescent girls (n=74) have a less distinctive source of information, but rather a
broad group of people to fall back on. Contrary to what was observed earlier while
discussing about whom girls turned to when they reached menarche, mothers do
furnish their daughters with information about general physical growth and
development processes in adolescence. Almost one-third (31 per cent) of the girls was
informed by her mother about bodily changes. Other important sources were a sister
or brother (15 per cent), uncle, aunt or cousin (15 per cent), bhabi, i.e. a brother’s wife
or sister-in-law (12 per cent), grandmother or grandfather (10 per cent). A few
adolescent girls received information from rather formal sources such as a Health or
Family Planning worker or an employer. The role of the school is virtually non-
existent in this respect.

It should be recalled that these figures pertain to the small number of adolescents
(n=109) who were indeed informed. It is worth emphasising that the majority of the
boys and girls, 77 per cent, is not informed about bodily developments. This finding,
along with the observation that the most important sources of information are friends
and close relatives, and not ‘formal’ sources such as health workers, school and the
media (not mentioned), is important for educational campaigns for adolescents.

7.4 Knowledge and perceptions pertaining to future reproductive health
Having an understanding of reproductive development may be considered a
prerequisite of (contemporary and future) informed choice particularly with regard to
the adolescents’ future reproductive health career. In this section we subsequently
discuss the adolescents’ knowledge about human procreation (subsection 7.4.1),
perceptions about timing of marriage and childbirth (subsection 7.4.2), knowledge
about contraception (subsection 7.4.3) and awareness of HIV/AIDS (subsection
7.4.4).

Table 7.5 Information sources about adolescent development of
adolescent boys and girls, Matlab 2001 (%)

First mentioned source Boys (%) Girls (%) Total (%)

Friend or neighbour 62 11 28
Mother 9 31 24
Sister or brother 9 15 13
Uncle, aunt or cousin 9 15 13
Sister- or brother-in-law 3 12 9
Grandmother or grandfather 5 10 7
Father 3 3 3
Health and Family Planning worker 0 1 1
Employer 0 1 1
Teacher/ school 0 1 1

n 100 (n=35) 100 (n=74) 100 (n=109)
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7.4.1 Knowledge about procreation
In the follow-up survey, we inquired - in an open question - about the adolescents’
knowledge about human procreation (for girls: Do you know how a woman can get
pregnant?; for boys: Do you know how a man can become a father?). The majority of
the 485 adolescents, 84 per cent of the boys and 71 per cent of the girls, state that they
are informed. At a first glance these figures are quite high, but when we asked to
explain or discuss the reproductive process, the answers were less convincing (Table
7.6).

Over half of the boys, 54 per cent, and 27 per cent of the girls reported that a
pregnancy occurs ‘after marriage’ (‘ekotre bash kora’ or ‘biyer-por’). Though this is
most probably the case within the Bangladeshi society, this answer may indicate that
the adolescent does in fact not know about the ‘facts of life’. Another 29 per cent of
the boys and 49 per cent of the girls are able to explain that fatherhood or motherhood
may follow after a couple has had intercourse (‘shohabas’). It should be noted in this
respect that an answer such as ‘having sex’ (‘milon’ or ‘junamilon’) was probably too
explicit to mention by many of the adolescents. Terms such as ‘living together’ or
‘cohabiting’ (‘malamasha’ or ‘shamir shathe thakle’) are often used to mean having
sex. It remains unclear whether or not an adolescent who used these terms means in
fact ‘having sex’. In general, Bangladeshi people try to avoid using such words and
prefer to express themselves in what are generally considered ‘good words’ (i.e.
socially acceptable words), such as ‘keeping company’60. Trying to gain a proper
understanding of adolescents’ knowledge about human procreation and the
reproductive system is difficult. What we learned for instance from the in-depth
interviews is that even if adolescents say that they know about pregnancy, there may
be a lot of related questions which remain unresolved:

                                                
60 If the adolescent gave an answer such as ‘after marriage’ the interviewer tried to learn more about

the respondent’s knowledge by probing. For instance, the interviewer would then ask: “Imagine a
married couple. The man leaves for Saudi Arabia to work there for five years. The couple remains
married. Can the couple have children in this situation?” If the respondent replied to this question in
the negative the interviewer proceeded with asking why not. If the respondent replied that a
pregnancy is not possible in these circumstances because husband and wife do not sleep together or
cannot have sex or intercourse, this explanation (i.e. ‘living together’, ‘sleeping together’ or ‘having
sex or intercourse’) was considered the answer.

Table 7.6 Distribution of adolescent boys and girls reporting
on 'human procreation', Matlab 2001 (%)

How to become a father/mother? Boys (%) Girls (%) Total (%)

After marriage 54 27 42
After intercourse 29 49 37
By living together 9 15 11
After sex 4 8 6
By means of a man 2 1 2
Sleep with each other 1 0 1
Bringing sperm into the woman 1 0 1

n 100 (n=219) 100 (n=158) 100 (n=377)
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Girl, 13 years: If a husband and wife live together, the woman will get pregnant. A
pregnancy continues for 10 months and 10 days. When the woman feels unwell, she
goes to the doctor. The doctor examines her and when he confirms the pregnancy, the
woman should start counting the pregnancy period from that day onwards. My
grandmother told me about it. I would like to know more about how a child is born.

Girl, 16 years: A woman gets pregnant if she has sexual contact with a man. The baby
stays in the belly for 10 months. Months will be counted from the closing month of
menstruation onwards. I learned this from my bandubi (friends). I think their
information is correct, but still I would like to know more about how to calculate
the expected date of delivery.

Boy, 15 years: A man becomes a father if he has had sex with his wife after marriage.
A woman gets pregnant if she has sex with her husband after marriage. A full-term
pregnancy lasts for 10 months and 10 days. Friends told me so and I was also
informed by the moulavi (religious leader). Although I think this information is
correct, I do have a few questions. Firstly, I would like to know how a baby can stay
alive in a woman's belly: where does the baby stay and how does it stay alive in
there? Secondly, I would like to know how a baby is born. Finally, I don't know
after how many days a woman gets pregnant after she has had sex with her
husband. And why do women always seem to get pregnant after they have been
married for about three to four years?

Boy, 15 years: A man will be a father after he has had sex with his wife. She will get
pregnant then. A full-term pregnancy lasts for 10 months and 10 days. I know this
because I overheard some women in the bari when they were talking about this. Also
my friends told me so. I think this information is correct, but I still have some
questions about it: why do pregnancies differ in duration? Some say they last for 9
months and some say they last for 10 months. Why are not all pregnancy durations
alike?

It should be noted that the notion that a pregnancy lasts for 10 months and 10 days is
probably related to the fact that people may count a pregnancy in lunar months. The
questions as brought forward by the adolescents reveal that despite a superficial
awareness about reproduction, factual knowledge seems low among adolescents. The
in-depth interviews underscore that the adolescents interviewed are very eager to
learn more about reproduction. Such eagerness was also observed in Chapter 4 with
regard to learning in general, while analysing data on educational attainment and
ambitions.

Apart from factual knowledge, adolescents indicated that they hardly have friends of
the opposite sex, let alone sexual experience. From the follow-up survey we learned
that the number of friends of the same sex is on average 4.6 for adolescent boys and
3.3 for adolescent girls. Only 29 boys and 15 girls admitted currently having one or
more friends of the opposite sex. We did not ask further about whether or not the
friendship with a person of the opposite sex had a romantic character. In the in-depth
interviews, only very few boys and girls told us that they had (voluntary61) ‘sexual
experience’ of which the (perceived) definition seems to be ambiguous:

                                                
61 During the course of the fieldwork, some of the adolescent girls enrolled in our study reported about

involuntary sexual experiences among which include incest.
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Boy, 16 years: I do not have any sexual experience, but I have a girlfriend. We are
very close and I have kissed her.

Boy, 15 years: I have a girlfriend and our relationship is very good. I also have
sexual experience as I have kissed her.

Premarital sex is strongly discouraged within the Bangladeshi society, particularly for
girls, according to both the adolescent girl as well as a mother and father (see below).
Their objections do not only relate to religion and perceived associated reproductive
health risks but are also prompted by envisaged difficulties to matchmake the girl’s
future marriage.

Girl, 16 years: Sex outside marriage is bad. Allah has announced that when a girl has
sex with another man this is kabira gunah (something that is not excusable).

Mother, 34 years: Sex before marriage is bad. It destroys the girl’s parents’ honour.
People will talk about the girl’s bad reputation, say that she has been involved in
immoral activities with boys, and it will be problematic to arrange her marriage in
the future. The reputation of girls is more easily damaged than that of boys in our
society.

Father, 44 years: Sex before marriage is very bad. Still people do it because they are
driven by youth but it is not a good act. It is bad both from a social and religious
point of view. It is also bad for health. One may get infected by diseases like syphilis
or gonorrhoea. With respect to social acceptance, girls are being treated worse as
compared to boys if they have sex before marriage. In our society sex before
marriage is socially unacceptable. It will be very difficult to arrange such a girl’s
marriage.

Likelihood of getting pregnant

Another way of learning about the accuracy of sexual knowledge is by asking whether
a girl or woman can get pregnant the first time she has sexual intercourse, which is in
fact the case, given the fact that the girl has experienced menarche. As it would not be
culturally appropriate to talk to premenarcheal girls or boys about the sexual act so
explicitly, this question is addressed to postmenarcheal girls only (n=86).
Premenarcheal girls were considered ‘too ignorant’ and it was advised not to
interview boys about pregnancy because it ‘would trigger bad thoughts’ (see also
section 3.7.6).

No less than 70 per cent of the postmenarcheal girls confirmed the statement that a
girl can indeed get pregnant the first time she has sexual intercourse. To the question
what the most likely time of the month is that a girl or woman can conceive, 55 per
cent of the interviewed girls answered that they did not know. About one-fifth (21 per
cent) believes that the greatest likelihood of becoming pregnant is one week before or
after the menstrual period. Another 15 per cent of the girls thinks that a girl is most
likely to conceive during the menstrual period itself. The ‘correct’ answer, i.e. the
answer which is in accordance with accepted bodies of knowledge and which is also
applied in other (reproductive health) surveys (see, for instance, CDC 2001, p. 185), is
approximately two weeks before or after the menstrual period. This correct answer
was given by only 6 per cent of the girls. Also, 4 per cent of the girls does not
distinguish the different chances of conception throughout the month.
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7.4.2 Perceptions about timing of marriage and childbearing
As explicated in section 2.5, adolescent marriage is far from uncommon in
Bangladesh (subsection 2.5.1) and adolescent childbearing may pose serious problems
for the young mother-to-be as well as her child, particularly if she is malnourished and
her gynaecological age is young (subsection 2.5.2). However, among our sample of
12 to 16-year-old adolescents only a few were married and/or pregnant (see
subsection 3.7.6). In the follow-up survey we asked the adolescents about their future
aspirations concerning their marital and reproductive health career. Virtually all
interviewed adolescents (n=485) picture their future life with a spouse (99 per cent
irrespective of sex) and children by their side (97 per cent of the boys and 98 per cent
of the girls). All but 5 per cent of the adolescent boys already knows how many
children they would like to have in the future, and there is only a minor difference
between the two sexes: girls prefer to have on average 2.5 children, whereas boys
would like to have 2.7 children. There is a strong wish to have at least one son and a
daughter (65 per cent of all adolescents). A daughter is indeed welcomed only if she
has a brother already. Relatively few adolescents think that larger families, i.e.
families consisting of three children (27 per cent) or more than three children (15 per
cent), would be best for Bangladesh.

We asked the adolescents what they perceive as the ‘best’ ages for girls to get married
and become a mother and for boys to get married and become a father. These
questions appeared to be highly sensitive, not so much because of the number of
children per se but rather because inquiring about childbearing is associated with sex.
One 13-year-old boy for instance, became very shy and replied “At my age, I cannot
give you an answer to this question”. Another adolescent boy, who had been
interviewed earlier, interrupted the interview of his 13-year-old sister, saying that
“She is too young and will not answer these kinds of questions”. He did not allow us
to finish the interview with his sister.

However, as illustrated by the following excerpts from interviews with an adolescent
boy, a father and a ghatok (matchmaker), age is one of the many factors that people
take into account while considering marriage:

Boy, 16 years: My parents will decide upon my marriage. They will arrange my
marriage when I have grown up, have a job and earn money. In many places they will
search for a suitable bride. Whether she is suitable depends on whether she is pretty,
the kind of house she lives in, her character and her social status. Other family
members such as uncles will also be involved in the matchmaking process. After they
have selected a girl, I shall be sent over to see her and if I agree then the match will
be finalised. I will look at her age, her education, her parents’ social status, her
character and whether she displays good behaviour etc. But she should also be
beautiful and look smart. When both sides agree, a marriage date will be mutually
chosen. I have no say in this.



Adolescents’ reproductive health in rural Bangladesh

214

Father, 44 years: Regarding my son's marriage, the following factors are of
importance. Firstly the bride’s figure. Is she short or tall? And how are her skin
colour and her hair? Secondly, the economic position of her father, and that of her
brothers and sisters, as well as their social position. I ask myself whether I will be
able to maintain my social position if we take her as my son’s wife. Thirdly I'll look at
her age. Is her age appropriate for marriage and will it be compatible with my son's
age? Finally, she should be educated and her brothers and sisters also, more or less.
For my daughter’s marriage we will look at the groom’s income and his education.
We ask ourselves “How is he?” This will account for 80 per cent of the decision to
select him to marry her. The rest of the decision will be based on the position of the
groom’s guardians (parents).

Ghatok, 68 years: Guardians in the broadest sense of the word, let’s say parents,
elder brothers, uncles and grandfathers come to me and ask me to arrange a
marriage for their son or daughter. I start with collecting information about the
people who come to me with such a request. I want to know for instance where their
house is located, what the occupation of the adolescent’s father is, what the
occupation of the boy or girl is, how much money the boy earns, how many
brothers and sisters he/she has, the occupations of the brothers and sisters, land
property of the family, educational level of the other family members, what type of
boy or girl they would like for their daughter or son respectively, whether they have
any expectations about the amount of dowry, and if so, how much taka etc.

Secondly, with all this in mind, I go through a mental list of boys and girls whom I
know and see whether there is anyone suitable. The match that I try to make is
particularly based on the background and economic status of the two families. If a
match is feasible, I inform the guardians of both sides. They always want to see the
proposed bride or groom and their house. So I arrange an informal or formal
meeting. When the guardians of both sides are positive about the bride and groom as
well as their house, the dowry negotiations can start. I lead these discussions, which
may last for one day or four to five months. If the respective guardians fail to come to
an agreement about the dowry, the matchmaking process will be broken off, but I
always try to direct the negotiations in such a way that an agreement is reached and
a match results. All in all, the whole matchmaking process may take a few days or
more than one year. One can never tell how much time it will take for the ghatok.

In general, guardians from my own or surrounding villages come to me, although
sometimes also a potential groom comes to me directly. I also visit families in order
to discuss a possible marriage with them. Thus, the factors that are important with
regard to the matched marriage are first of all how the bride or groom looks like:
skin colour, appearance, body height, educational qualifications, character.
Secondly the potential bride or groom’s father’s occupation is important, as well as
income, social position, house, land property, the number of brothers and sisters,
their age, whether they say prayers and read the Koran, their relatives’ positions,
the amount of valuables that will be provided as dowry, how the marriage will be
registered, how well the bride does household work, how well she cooks and how
many guests will come with the groom.
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What stands out in the analyses of follow-up data is the apparent agreement between
adolescent boys and girls when it comes to the preferred timing of marriage and
childbearing. Table 7.7 shows the group mean (as well as the minimum and
maximum) age that adolescent boys and girls perceive as being the ‘best’ age to get
married and to become a parent.

The age that adolescents consider to be the ‘best age’ to get married is similar for
boys and girls. The mean ‘best age’ for marriage for a girl and a boy in Bangladesh
according to the adolescents in our sample is 19 and 25 years respectively.
Adolescents are also rather consistent regarding the question on the ‘best age’ for
parenthood. On average boys consider the ‘best age’ for fatherhood to be 28 years.
This figure is in line with current data on age at first birth for men in Matlab
(ICDDR,B 2001). Among adolescent girls, the age of 22 years was considered on
average as the ‘best age’ to become a mother. Also boys regard this age as the most
suitable age to start motherhood for girls. Slightly over one-third (35 per cent) of the
adolescents thinks a girl should become a mother at or before the age of 20 (not
shown).

Age differences at marriage between the spouses in Bangladesh may exceed 10 years
(subsection 2.5.1). However, views about age differences may differ between
adolescents and parents, as illustrated below:

Girl, 15 years (married): I got married when I was 11 years. My grandmother
arranged my marriage. They told me that I was going to marry on the wedding day
itself. I did not agree with the marriage because I had feelings for my cousin. I had
always hoped that my future husband would be good looking, display good behaviour
and to be engaged in the services sector. My husband is 16 years older. But I never
think about this age difference. I did not have any sexual experience and I was
afraid seeing my husband for the first time on our wedding night.

Mother, 34 years: A marriage that takes place after a love affair or a friendship is not
good. People will consider the couple to be immoral and they have a bad reputation.
Marriage by choice of the parents is good because if anything, for example problems,
happens in conjugal life, the parents can solve it. I am 15 years younger than my
husband. I am always aware about this, particularly that he will probably die before
me.

Table 7.7 Adolescent boys' and girls' perceptions about the 'best' age for
girls and boys to get married and to become a parent, Matlab 2001

Best age
Sex (in years) for girls for boys for girls for boys

Boys Mean 19 25 22 28
Minimum 12 15 14 19
Maximum 30 40 30 40
n 245 248 226 232

Girls Mean 19 25 22 27
Minimum 12 17 15 19
Maximum 26 35 35 40
n 216 213 213 204

Marriage Parenthood
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Father, 36 years: I felt very lucky and happy after marriage. Allah has put people on
this earth to marry and to have a family life. I loved my wife directly after our
marriage. We got married because it was the choice of my parents. I was not
introduced to her before marriage. Though, I prefer marriages after a relationship,
because if the boy and the girl have the same ideas and similar expectations, no
problems will arise after they get married. I am 7 years older than my wife. It is
good if the husband is older than his wife, because a woman does not understand
as much as her husband. So the man can help her understand things. This is the
rule.

Contrary to the idea that within the cultural setting of Bangladesh, menarche
announces the start of the reproductive career and “readiness for marriage” (Riley et
al. 1993, p. 52), the in-depth interviews revealed that menarche is not necessarily
perceived as ‘readiness’ for (adolescent) marriage:

Girl 13 years: My first menstruation occurred when I was 11 years, but that does not
mean I was ready for marriage. According to me, a girl is ready for marriage when
she is 25 or 26 years old.

Girl, 16 years: Menarche does not mean that a girl is ready for marriage. She will be
ready when she has grown up and is 18 or 19 years old. Marriage at the age of 30 to
35 years is called late marriage and marriage at the age of 12 to 13 years is
considered early marriage.

It should be kept in mind that it is generally not the adolescents themselves who
decide about the timing of marriage (and childbirth) but their parents. The views of
the parents may differ from those of their adolescent children:

Mother, 35 years: We do not accept our children’s opinion about the proposed
marriage because we believe that the parents’ choice is also the choice of their
children.

Mother, 34 years: Marriages that occur after a relationship are not good because the
future in-laws will not like it. Parents or guardians should always arrange their
children’s marriages, because then they can solve any marital problems if they
should occur.

Father, 36 years: In a rural area, a girl's marriage should be arranged when she is
about 20 years old. She is no longer nice to look at when she is older than 20 years.
Marriage at the age of 12 to 15 years is early. It will be harmful for a girl if she
marries this early, because she has no idea about family life yet. Besides, her body
will be damaged by childbirth and she may catch many diseases then.

Father, 44 years: Marriage at the age of 25 years is late because by then a girl’s face
has changed and her body may be tainted. It will be difficult to arrange her marriage
if youth is over.

The fathers are aware that problems may occur if a girl bears a child at an ‘early age’.
We also talked with mothers and fathers about their own experiences with early
marriage and childbearing in order to learn whether this affects or has affected their
views on the timing of (the future) marriage of their adolescent daughter:
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Mother, 34 years: I got married at the age of 12 years and my first child was born 3
years later. I did not face any problems during the delivery. Therefore we also
married off our daughter early. She also had her first child at an early age, and she
also did not face any problems. But I know that many problems may arise if a girl
delivers at an early age. The young mother may catch many diseases, her ‘body feels
bad’ and also her child may have problems.

Mother, 34 years: I got married when I was 16 years old. I got pregnant after 1.5
years of marriage. When the contractions started it took two more days of labour
before I finally delivered. Because of this experience I shall not marry off my
daughter until she is 18 years old. A mother may be weak during delivery because of
her young age. Mother and child may die. I expect that my daughter will not face any
delivery problems if her marriage is arranged when she is 18 years old.

Mother, 34 years: I got my first menstruation when I was 16 years old and I also got
married in the same year. My first child was born after one year of marriage. At the
time I was about to deliver, I woke up with pain in the morning and I delivered at
night. The delivery was very difficult. Force was applied to help the baby out. I
therefore do not agree about arranging my daughter’s marriage at an early age. A
mother and her child may die if problems occur during delivery because of the
mother’s young age. If I do not marry off my daughter quickly, she does not need to
face these problems.

Father, 44 years: I married at the right age but my wife was very young. She faced
many problems during her pregnancy. She delivered in our bari. She suffered from
delivery pains. During the delivery her body was weak and the delivery pains
continued for a long time. My wife was not ready physically for a pregnancy. In
these situations, the baby may be small and the mother may die. Knowing this, I
wonder about the age at which my daughter will get married. I will not marry my
daughter off at a tender age.

Father, 36 years: My wife married me when she was 15 years. No one should get
married at this young age because a girl is mentally not that developed yet. My first
child was born after 3 years of marriage. My wife did not face any problems during
the delivery but I shall not arrange my daughter's marriage at a young age. I know
that if a girl marries at an early age her body is not ready for a pregnancy, and a
delivery may destroy her body. Many problems may arise during delivery and
sometimes an operation is needed to deliver the child. Mother and child may die
because of difficulties at delivery. I shall not arrange my daughter's marriage until
she is fully matured.

On the basis of these excerpts from interviews it seems that the personal experiences
of mothers and fathers play an important role with regard to the timing of their
adolescent daughter’s marriage. For only one mother her own positive experience
with early marriage and childbearing was reason enough to marry off her daughter at
an early age. The other mothers and fathers are very conscious about the timing of
marriage of their daughter because of negative experiences of their own (or of their
wife) or because they have knowledge about potential problems that may have
occurred. Some parents await specific ‘cut-off’ points based on age (‘18 years’, older
than the ‘tender age’) or perceived maturity (‘fully matured’) that their daughter must
reach before they marry her off.
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It should be noted in this respect that one ghatok told us that early marriage used to be
seen as a potential risk of reproductive health because the immature girl could become
pregnant, but that this idea is recently a subject of discussion because of the increasing
availability of contraceptives. Given that nowadays early childbearing can be
prevented by means of contraception, nothing stands in the way to marry girls off at
an early age.

In the follow-up survey, we also asked the adolescent girls and boys whether they
knew of any problems that may happen if a girl gets pregnant at an early age, which
was defined in this particular question for the sake of clarity as an age of 18 years or
younger (Figure 7.3).

There are more girls than boys who are aware of at least one potential risk related to
early childbearing: 45 per cent of the adolescent boys against 72 per cent of the
adolescent girls. The most frequently reported problems among both adolescent boys
and adolescent girls are the possibility of difficult labour and childbirth because of the
mother’s age (22 per cent of the boys; 35 per cent of the girls), and the fact that the
young mother may die due to complicated labour and delivery (25 per cent of the
boys; 19 per cent of the girls). A related potential consequence that adolescents are
aware of is weakness and anaemia of the mother (12 per cent of the boys; 14 per cent
of the girls). The possible detrimental outcomes for the baby are less often mentioned,
although particularly boys note that the baby may die because of obstructive labour
(21 per cent of the boys; 9 per cent of the girls). Some adolescents, albeit only girls (4
per cent) also know of infertility as a result of permanent reproductive damage (for
instance, complicated labour followed by infections). Finally, some adolescents,
mainly girls, associate early childbearing with not being ready to bear the
responsibility for raising a family (2 per cent of the boys; 12 per cent of the girls).

Figure 7.3: Problems adolescents associate with 
adolescent childbearing by sex, Matlab 2001 (%)
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7.4.3 Knowledge and perceptions about contraception
Related to human reproduction are knowledge and perceptions about contraception.
We asked the adolescents whether they have ever heard about methods or practices to
prevent or delay having children. Again, this appeared to be a highly sensitive topic to
be discussed between parents and children, as formulated by one father:

Father, 44 years: Regarding sexual matters, I have been informed by many sources:
friends, health workers, and different kinds of media such as radio and television. I
never discuss contraception with my children. It is not possible to discuss this with
them because such a topic is not discussable. What I know about contraception is
that those who do not want to become pregnant can make use of several kinds of
contraceptive methods. Contraception is essential. For instance, in our family it is not
possible to upkeep four or five children and to pay for their education. Although
contraception is not in line with Islam it needs to be used.

In the follow-up survey, we collected data on adolescents’ contraceptive knowledge in
a two-stage way. We first posed the question whether adolescents had ever heard
about contraceptives. The answers revealed a striking difference between adolescent
boys and girls: only 34 per cent of the adolescent boys answered in the positive
against 68 per cent of the adolescent girls (total n=485).

None of the (unmarried) adolescents had ever used a contraceptive method, but again
adolescents display an eagerness to learn about it, though boys and girls may prefer
different sources of information:

Girl, 16 years: I have talked about contraception with my brother’s wife and my
girlfriends. Contraception after marriage is good because it helps to limit the number
of children and keeps the family small. It is however not in line with Islam. I prefer to
be informed about contraception by my brother’s wife.

Boy, 15 years: I have never talked about contraception with anyone. When I need
information about this subject I want to be informed by a doctor.

Some of the married girls (of which there were 7 in our sample) applied modern or
traditional ways of family planning. One girl particularly uses contraception because
of her young age:

Girl, 16 years (married): The age difference between me and my husband is 16 years.
I had no sexual experience before marriage. I was afraid on the wedding night. I use
contraception because I am an under-aged girl and studying, so I use contraception
in order to avoid a pregnancy.

Girl, 16 years (married): I do not use any contraception, but I follow the day: I do not
have sexual contact with my husband up to 20 days from the starting day of
menstruation.

Among the group of adolescents who heard about contraception, we inquired - in a
second step - whether the adolescents considered themselves as being informed about
contraceptives. No less than 89 per cent of the adolescents stated that they were
informed (n=240). As outlined in Table 7.8 the three main sources of information for
adolescent boys (n=66) were friends (49 per cent), the media, i.e. newspapers,
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television and radio (30 per cent), and a doctor or a health worker (9 per cent). Among
adolescent girls (n=148) the range of sources of information is again broader, with the
most important groups being sisters or sisters-in law (29 per cent), friends (21 per
cent) and aunt, cousin or niece (20 per cent).

The role of health workers may be smaller than expected given that family planning
services are among the most important of ICDDR,B. A possible reason is the fact that
the study has been undertaken in the so-called Comparison area and not in the MCH-
FP area of Matlab (see section 3.5). Moreover, services and information provided by,
for instance, the youth counsellor may be more easily accessible for married as
compared to unmarried adolescent girls:

Female youth counsellor working for a Family Welfare Centre (FWC), 30 years:
About 10 to 12 adolescents come to me at this centre every month. I see only girls.
Adolescent boys do come to our centre but are not handled by me. They are served by
the Sub-Assistant Community Medical Officer. Most adolescent girls that come to
our centre are married. They come to the centre for general health facilities, family
planning, menstrual regulation (MR) treatments, antenatal and postnatal care, and
childcare in general. Boys also come here for general health facilities and for health
advice. We serve as a satellite clinic. Our centre provides treatments free of charge.
There is a difference between married and non-married girls who come to our
centre. Girls who are not married usually come for the general health facilities or for
a MR treatment, whereas married girls generally come for Family Planning, MR
treatments, ANC, PNC and for counselling. We do not carry out abortions in this
FWV centre, but refer girls to the thana Health Complex or to a private clinic in a
district town. An abortion costs about 3,000 to 4,000 taka but is more expensive if
the girl is not married. Sometimes abortions are carried out by a person from the
girl’s bari who is not qualified. As a result, the girl may face many problems. She may
become weak due to heavy bleeding and may even die. This all happens because of
the lack of experience of the person who carried out the abortion.

Also from the in-depth interviews we learned that mothers (and fathers) hardly play a
role in this respect, though they attach great importance to contraception. The
interviews also reveal that different religious opinions are held with regard to the use
of contraception:

Table 7.8 Information sources about contraception of adolescent
boys and girls, Matlab 2001 (%)

Sources Boys (%) Girls (%) Total (%)

Friend 49 21 31
Sister or sister-in-law 8 29 23
Newspaper, radio or TV 30 9 15
Aunt, cousin or niece 2 20 14
Doctor, health worker or midwife 9 10 9
Mother 0 5 3
Neighbour 2 3 3
Grandmother 0 3 2

n 100 (n=66) 100 (n=148) 100 (n=214)
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Mother, 33 years: I do not talk to my children about contraception. Contraception
after marriage is good because it is good for the health status of the mother and it
keeps the family small and happy. I do not know whether contraception is in line with
Islam.

Mother, 34 years: I never discuss contraception with my children. Contraception
after marriage is good because it delays childbearing and enables us to have only a
few children. Family life will be happy and peaceful. However, contraceptive
methods are against Islam. But I am currently using contraception because I do not
want more children. We took this decision together, my husband and me.

Father, 36 years: Contraception is in line with Islam because Islam says: make
family small and take care of your child properly.

Nevertheless, this apparent acceptance does not seem to open doors for discussion on
contraception between the generations. According to some mothers, talking about this
topic with their children would mean disclosing a ‘secret’ or is perceived as
‘shameful’:

Mother, 34 years: I do not talk to my children about contraception because I consider
this a secret.

Mother, 34 years: I do not talk to my children about contraception as this would be
shameful.

To those adolescents who said that they were indeed informed about contraception
(n=240) we continued by asking whether they were able to explain the working of a
certain contraceptive method and whether they knew where to access it. The results
are shown in Table 7.9. It should be noted that for each method we selected two main
characteristics about its working that needed to be mentioned by the adolescent before
he/she is considered to know about the method. If the adolescent mentioned one of the
two selected main characteristics about how the method works, the answer was rated
as ‘partial knowledge’. Similarly, an answer, which contained none of the two
selected main characteristics about the working of the method, was rated as ‘no
knowledge’. With regard to the contraceptive pill, for instance, we rated an answer as
‘knowledge’ if the adolescent indicated that he/she knew that the pill worked with
hormones and that the pill should be taken every day by the girl or woman in order to
make it effective.

The pill is the most used contraceptive method in Bangladesh among contraception
users (both adolescents as well as adults) (Islam and Mahmud 1995, p. 26), but in
Matlab injectables are mostly used among married women (ICDDR,B 2002a, p. 55).
The working of the pill is (partly) known to 53 per cent of the boys and 76 percent of
the girls. They were able to mention that it is a method that involves daily pill intake
by the woman. None of the adolescents knew that it involves hormonal manipulation.

A relatively high proportion of boys and girls - respectively 27 and 9 per cent - gave
an insufficient explanation about how the pill worked (for instance, that it should be
taken only once). In addition, we asked the adolescents to indicate how reliable they
think the pill is as a contraceptive method (not shown). Over one-third of the
adolescents, 35 per cent, indicated that they did not know the answer to this question.
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A similar proportion (35 per cent) rated the reliability of the pill as ‘completely or
almost sure’ (n=240).

Knowledge about the IUD (for instance, Copper T or plastic coil) and the diaphragm
is virtually absent, irrespective of the adolescents’ sex. About one-third of the
adolescents - 39 per cent of the boys and 33 per cent of the girls - knows that a
contraceptive injection is for females, whereas 10 per cent of the girls knows that a
contraceptive injection needs to be repeated after several months.

Table 7.9 Adolescents' knowledge about contraceptives and their perceptions about their 
accessibility by sex, Matlab 2001 (%)

Boys (%) Girls (%) Total (%) Boys (%) Girls (%) Total (%)

Pill 97 90 93
Knowledge 1 1 1
Partial knowledge 53 76 68
No knowledge 27 9 15
Not reported 19 14 16

IUD 2 2 2
Knowledge 0 0 0
Partial knowledge 0 1 0
No knowledge 1 1 1
Not reported 99 98 99

Injection 61 74 70
Knowledge 8 28 21
Partial knowledge 39 43 41
No knowledge 2 7 5
Not reported 51 22 33

Diaphragm 3 1 2
Knowledge 0 1 1
Partial knowledge 0 1 1
No knowledge 1 0 1
Not reported 99 98 97

Condom 65 20 37
Knowledge 8 10 9
Partial knowledge 16 4 8
No knowledge 14 6 9
Not reported 62 80 74

Tubes implanted 5 1 2
No knowledge 1 0 0
Not reported 99 100 100

Tubectomy 43 76 64
Knowledge 22 58 44
Partial knowledge 10 22 18
No knowledge 1 2 2
Not reported 67 18 36

Vasectomy 32 13 10
Knowledge 6 9 8
Partial knowledge 2 3 3
No knowledge 1 1 1
Not reported 91 87 88

n 100 (n=88) 100 (n=152) 100 (n=240) n=88 n=152 n=240

Knows where to access itKnowledge of the method
Method
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There is more knowledge about condoms, although the percentages are low:
respectively 8 and 10 per cent of the boys and girls know how a condom works (that it
is a method for males, to be put on every time before intercourse). Similar
proportions, 14 and 6 per cent of the boys and girls respectively, come up with
insufficient explanations about the working of the condom (for instance, that it needs
to be blown up and hung in the room where the couple is having sex). Additionally,
62 and 80 per cent of the boys and girls were not able to report about how a condom
works. It should be noted that adolescents, possibly girls more than boys, may have
felt too shy to discuss this method.

With regard to the perceived accessibility of the respective contraceptive methods,
Table 7.9 reveals that despite the adolescents’ overall low level of knowledge about
contraception they generally know where to go in order to obtain the contraceptive
pill, and to a lesser extent, a contraceptive injection, condom and female sterilisation
or tubectomy. Condoms are in general on sale everywhere, thus easily available, and
when one is walking through the villages, children can be seen playing with them as
little balloon-like toys.

Perceived costs
Contraception may also be beyond the reach of the adolescents because of (perceived)
costs. We asked them to estimate the price of a particular type of contraception and
contrasted this with the average estimations of the interviewers (Table 7.10).

The estimations of the interviewers were based on prices of the respective
contraceptives in local shops, pharmacies and hospitals. In Matlab, contraceptive pills
with brand names such as Shukhi, Nordette 28, Obstate or Ovacon can be obtained in
a pharmacy, from health workers, or directly from doctors or midwifes affiliated to a
hospital, satellite clinic or one of the FWCs (Family Welfare Centres). The pill can be
obtained freely from, for instance, health workers or bought for up to 40 taka per one-
month packet depending on the brand, which is higher than the price estimated by the
adolescents.

For an IUD a woman needs to go to a hospital or a FWC where it is inserted free of
charge, although it is limited in supply. That this is hardly known by the adolescents
should be seen in light of the absence of knowledge about this method in the first
place.

Table 7.10 Average estimates of prices of contraceptives (in taka ) among the adolescent
boys and girls and interviewers, Matlab 2001

Prices as estimated by the
Method price by boys n price by girls n interiewers

Pill 7 38 3 117 Up to 40 taka for a one-month packet
IUD - - - <5 Free in hospitals but limitedly available
Injection 34 7 6 76 Free in hospitals
Diaphragm - <5 - <5 Not available in Matlab
Condom 1 44 4 21 0.5 to 3 taka per piece
Tubes - - - <5 Free in hospitals
Tubectomy - - 243 70 Free in hospitals
Vasectomy - - 125 12 Free in hospitals

Prices as estimated by the adolescents
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Contraceptive injections (for instance, Depo provera) are given to women in
hospitals, satellite clinics, FWCs or at home by a health worker. A few boys were able
to give an estimation of the price of this method but their estimation was far too high
(on average 34 taka), whereas the estimated average price among girls is 6 taka. Both
amounts are incorrect since injections are available free of charge in hospitals. The
latter was common knowledge among 67 per cent of the adolescents in our sample.

Condoms (for instance, Durex or local, and less expensive, brands such as Sensation,
Panther or Raja) can be obtained at many places. Of course they are provided by
hospitals, satellite clinics, FWCs and health workers but they can also be bought at a
pharmacy or even a grocery shop for about 0.5 to 3 taka per piece (local brands). In
Bangladesh, it is highly unlikely that a girl or woman will ask for condoms either in a
hospital or a shop. In contrast to boys, who correctly estimate the average price per
condom according to the market price, girls on average gave too high an estimation.

In sum, the results as described in this section reveal that although awareness of
contraception seems high among adolescents, understanding of most contraceptive
methods, as indexed by explaining the working of the methods, is in fact relatively
low. Generally, adolescent girls seem to be better informed about how contraceptive
methods work as compared to their male counterparts. Though the majority of the
adolescents do know where to access some contraceptives, such as the pill,
contraceptive injection, condom or tubectomy, they tend to over-estimate some prices
as several contraceptive methods are available free of charge in hospitals.

7.4.4 Awareness of HIV/AIDS
As noted in Chapter 2 (section 2.5), the HIV/AIDS epidemic seems to spread at a
slow pace in Bangladesh and HIV/AIDS incidence is concentrated within high-risk
sub-groups, among which include people under 25 years of age (Gubhaju 2002; FHI
2001; FHI 2003). We studied therefore the level of the adolescents’ knowledge about
HIV/AIDS and prevention.

Among the adolescent study population 47 per cent of the boys (n=260) and 27 per
cent of the girls (n=242) have heard about HIV/AIDS. These figures may considered
high in view of the fact that other STDs (sexually transmitted diseases) such as
syphilis and gonorrhoea are unknown to virtually all adolescents: only 4 and 1 per
cent of the boys and girls respectively have heard about syphilis and gonorrhoea.We
further asked the adolescents who were aware of one or more of the aforementioned
STDs (including HIV/AIDS), whether they think a person can be infected by syphilis,
gonorrhoea or the HIV virus without having any physical signs or symptoms of the
disease. A high proportion of the adolescents (66 and 40 per cent of the boys and
girls, respectively) indicated hat they did not know the answer to this question.
Slightly over one-quarter (27 per cent) of the boys (n=124) and over half (54 per cent)
of the girls (n=65) are aware of the potential risk of being infected in the absence of
physical signs.

We inquired - in an open question - among the adolescents (the aforementioned 124
boys and 65 girls) about factors or behaviours which would in their view increase the
risk of becoming infected with an STD including HIV/AIDS. Of the interviewed
adolescents, 41 per cent of the boys and 51 per cent of the girls replied that they did
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not know of any risk-inducing factor or behaviour (not shown). The remaining group
of adolescents ascribes an infection to a broad number of factors or behaviours that
are known to increase the risk of getting infected. In Table 7.11 the perceived modes
of transmission are listed (absolute numbers by sex, and adolescents could mention
more than one factor).

The most frequently mentioned factors are sharing needles, a blood transfusion using
non-screened blood, or having unsafe sex, i.e. sex without using a condom,
particularly in settings that are potentially more risky such as having sex in a brothel,
extramarital sex, or homosexual contact without condoms. In addition, some
adolescents mentioned the possible transmission from an infected mother to her foetus
during pregnancy and the transmission risks related to breast-feeding. Other presumed
risk-increasing factors which were mentioned by the adolescents but for which there
is no biomedical evidence that they enhance the likelihood of getting infected with
HIV, are the influence of a bad spirit or the evil eye, sharing household utilities with
an infected person (and the related belief that infected people should not be touched at
all), wearing dirty clothes, having sex with someone with a different blood group, not
being vaccinated in childhood, mosquito bites, smoking, and drinking of arsenic
contaminated water.

Table 7.11 Adolescent boys' and girls' views* about modes of HIV/AIDS
transmission, Matlab 2001

Perceived modes of HIV/AIDS transmission Boys Girls Total

Sharing needles 40 17 57
Having extra-marital sex and not using a condom 35 13 48
Having many sexual partners and not using a condom 22 9 31
Receiving an unsafe, such as non-screened, blood transfusion 22 8 30
Transmission from mother to foetus during pregnancy 15 6 21
Sharing objects with a person who is infected 5 2 7
By bad spirit or the evil eye 1 4 5
Through breast-feeding 5 0 5
Having a homosexual relationship and not using a condom 2 2 4
Going to a brothel and not using a condom 0 3 3
Wearing dirty clothes 0 2 2
Have sex with someone with a different blood group 1 1 2
Shaking hands with an infected person 0 1 1
Kissing an infected person on the mouth 0 1 1
Arsenicum in drinking water 1 0 1
Smoking 1 0 1
Not being vaccinated 1 0 1
From mosquito bites 0 1 1

n 124 65 189

* More than one factor per adolescent possible



Adolescents’ reproductive health in rural Bangladesh

226

The above results indicate that many adolescents are misinformed or not aware about
factors or behaviours which elevate the risk of becoming infected with HIV/AIDS. An
example of a well-intentioned advice on the prevention of HIV/AIDS which
nevertheless failed to bring over the message effectively because of a different
schema (see subsection 2.2.1) is illustrated by the story below:

One of the adolescent boys told us that one should never eat a black cat because this
would cause AIDS. To our question where he had picked up this knowledge, the boy
answered that a while ago an information film was televised in which the people were
told to be aware about the spread of AIDS. In this film a crucial role was allotted to a
black cat. Furthermore, a married couple was featured in the film. They were happy
at first but sad and confused in the end. It was not made clear precisely what caused
their change of mood, but apparently something ‘dark’ and ‘fearful’ had come in
between, which was represented by the black cat walking towards the couple. A
voice-over explained that AIDS had hit their lives. In the adolescent boy’s
interpretation the couple had eaten the black cat, as a result of which they apparently
had contracted AIDS.

7.5 Conclusions and discussion
In this chapter, research question 5 (section 1.3) was explored in an effort to establish
whether adolescent girls and boys are informed and prepared about the reproductive
transitions they face during this stage of their lives and to study reproductive
development which becomes increasingly important in more advanced stages of the
reproductive career, particularly when marital life begins. Being informed, for
instance about the origin of menarche, human procreation or the reliability of the
contraceptive pill may be considered as a prerequisite for reproductive health as it
may help dispel fear or confusion, and moreover, as a condition for ‘informed choice’.
In this chapter we combined data collected by means of a survey and in-depth
interviews. Coherence to these two types of data was facilitated by analysing them
jointly. The analyses presented is guided by hypothesis 10 which states that adolescent
girls and boys are not or insufficiently informed or prepared for menarche and
spermarche respectively and reproductive development in general, and that girls are
less informed than boys.

We first discussed how adolescent girls and boys perceived the transition of menarche
and spermarche respectively. A relatively high proportion of postmenarcheal girls in
our sample (64 per cent) reached menarche in fear, indicating low reproductive well-
being from a mental-emotional perspective. Underlying this fear may be a lack of
preparedness. The girls and boys whom we interviewed in-depth did not have any or
they had only little knowledge about the physical origin of menarche and spermarche
respectively. The link with reproduction and the will of Allah, as indicated by some
mothers (not daughters), seems to bestow a sense of ‘religious preordainment’ on
menarche. The association with sexuality may make it difficult or impossible to
discuss menarche between mothers and daughters. The latter corroborates descriptions
in subsection 2.4.3, from which we learned that in Bangladesh menarche is both an
important event in life as well as a very private matter.

The differences between boys and girls were striking when it came to whether they
talked to someone after onset of spermarche and menarche respectively. Having
someone to talk to may particularly be important in view of the previous observations
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of how fear and anxiety accompany reproductive transitions and about the high
number of premenarcheal girls that was not informed about their upcoming menarche
(65 per cent). The majority of the postspermarcheal boys (65 per cent) kept silent
about experiencing spermarche, whereas the rest turned to friends. Postmenarcheal
girls were not only much more likely to talk to someone after they had experienced
menarche (85 per cent talked to someone), their social circle in this respect also seems
much broader, ranging from friends to female family members. The role of mothers is
slightly smaller than that of friends, sisters and aunt or cousins of the adolescent girl.

From our analyses we learned that the social significance of reproductive transitions is
much greater for girls than it is for boys. The list of daily-life changes for girls due to
menarche is substantial and their lives are increasingly confined to the home yard of
their families. Also, in line with other observations (for instance Blanchet 1996), the
period of adolescence may start earlier than at the moment of reaching menarche, and
it may be marked by other (social or mental) characteristics and behaviours (reflected
by notions such as being able to ‘realise things’ and ‘distinguish between good and
bad’). Menstruation is accompanied by feelings of weakness by 44 per cent of the
girls. A smaller proportion (14 per cent) mentioned that they experience headaches
and moodiness on their menstrual days. In spite of this, menstruation is in general
perceived positively because it is considered as a means to restore ‘good health’ by
purging or washing away the ‘bad blood’. Moreover, as was the case with menarche,
menstruation is welcomed as an identification of womanhood.

A striking finding from the analyses on information about the adolescents’ knowledge
about human procreation was that although adolescents may say that they are
informed (84 per cent of the boys, 71 per cent of the girls) their factual knowledge
seems to be lower. In line with this, it appeared that 70 per cent of the postmenarcheal
girls confirmed the statement that a girl can indeed get pregnant the first time she has
sexual intercourse, but that only 6 per cent of them actually knew that a girl or woman
is most likely to conceive approximately two weeks before or after the menstrual
period. Several questions that some adolescents posed in the in-depth interviews were
revealing. These questions display a great eagerness among both adolescent girls as
well as boys to learn more about the basic facts related to pregnancy and childbearing.

The ‘best’ age at which a girl and a boy in Bangladesh should marry according to the
adolescents in our sample is 19 and 25 years for girls and boys respectively. On
average, the age of 22 years was considered by the adolescents as the ‘best’ age to
become a mother. Slightly over one-third (35 per cent) of the adolescents thinks a girl
should become a mother at or before the age of 20. In Matlab, it is the parents who
generally decide about the timing of the marriage. In the in-depth interviews some
parents revealed that they base their decision on the timing of (the future) marriage of
their daughter among others upon their own experiences with early marriage and
childbirth. Their negative experiences with early childbearing may result in a later
timing of marriage of their daughter.

The proportion of adolescents who had ‘ever heard’ about contraceptives was
relatively low: 34 per cent among the adolescent boys and - twice as high - 68 per cent
among the adolescent girls. Of this group the majority (89 per cent) considered
themselves to be ‘informed’. However detailed analyses of questions about
knowledge of the working of respective methods of contraception showed that their
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factual knowledge is small. The working of the contraceptive pill for instance - the
most commonly used method in Bangladesh among those who have ever used
contraception - is only partly known by 68 per cent (they know it should be taken
every day by a woman, but do not know it is a hormonal method). Finally, almost half
of the adolescents (47 per cent) have heard about HIV/AIDS. However, including in
the reported list of perceived modes of transmission are factors that are not sound
from a biological point of view, on the basis of which one may conclude that
education for adolescents about this topic is required. A way needs to be found which
answers the need for clarity while ensuring that cultural norms about sexual propriety
are not contravened.

In sum, mental reproductive health status of adolescent girls and boys as indicated by
reproductive knowledge and perceptions (including emotions) seems to be insufficient
due to a lack of preparedness (for instance, for menarche) and lack of information (for
instance, on contraception). Contrary to the hypothesis, girls seem better informed
than boys. Adolescents display great eagerness to learn more about (their)
reproductive health status and development. It is important to keep in mind, for
instance when drawing up educational campaigns for adolescents, that it is not only
the differences in knowledge between boys and girls but also the different (preferred)
sources of information about reproductive matters that need to be addressed.




