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Introduction: Bangladesh has made significant progress in headtbators in recent years despite the low level of
per capita income. Life expectancy at birth forhbatales and females has gone up since the 198asit land
under-five mortality, the maternal mortality ratiad fertility rates have also declined considergdNI\PORT, 2011;
2012). According to national health policy of Baagsh, the provision of primary health care (PH&Yises is a
public responsibility, and the government is corneditto fulfill this role through its own facilitieswvhich are
geographically dispersed (MoHFW, 2011a). A welleleped rural health infrastructure exists in Badgkh
compared to urban areas, but they are inefficiemplgrated, and there is a trend of declining ugsubfic facilities
in recent years (Cockcroft et al., 2004; 2007).fRe=cely increasingly for curative care on the ptessector, which
includes different types of actors. Available sagdon the problems of the health care sector fooauproximate
causes such as the absence of doctors, incompetamtdndifference of health staff, and corruptietated to
medical supplies and unofficial fees charged froatigmts (Cortez, 2006). However, the underlyingsesuof
inefficiency are rooted in the system, which laddath incentives and accountability. PHC servicdlifas in
Bangladesh are not completely decentralized. Bhitause of the lack of participation of the lgmalernment and
the community, particularly in the financial andcd#gon-making processes, in which the central govemnt is
directly involved. The government of Bangladesh B3®@aces challenging times in translating its cotnment to
adolescent girl's health into results at the comityuevel. Early marriage (before age 18), earlggrancy (before
age 20), and poor family planning, particularlyriral areas, threaten adolescents girls’ healthvaeittbeing.
Adolescents are the important segment of the ptpuoleof our country, have been sufferings from some
deficiencies like ignorance about their healthjadgarrier and prejudices and they have less d¢tgmand skill to
take decisions about their future well-being. Cousatly, early marriages, preghancies at immatge and
frequent child bearing with very minimum spaces @ased in the communities. Due to the above snmboth
mother and child fall in a deep risk of life. Someds it has been found to delivery steal birth enchature baby,
which results a barrier for a healthy nation. lash circumstances Eco Social Development OrganizéiSDO)—a
well reputed national NGO of Bangladesh with thepsrt of Plan International Bangladesh & USAID has
undertaken a project titled "Advancing Adolesceaath (A2H)".
The Country Context: Despite Bangladesh’s progressive National AdolesReproductive Strategy 2006 (NARS)
and the subsequent National Plan of Action (NAP)adlwlescent sexual and reproductive health (SRR, t
government of Bangladesh (GOB) has faced diffictdénslating its commitment to improving adolesckeélth
into effective implementation. Early marriage (befage 18), _ .
. . Box 1: Key statistics for Bangladesh

ea”}’ pregnancy (before age 20), and poor faminping, 1. The world’s fourth highest rate of early magga
particularly in rural areas, threaten adolescehtsalth and | pefore age 18, at 65%, 2. The world’s highestoéte
well-being. Plan’'s 2013 Asia Child Marriage Initisg | marriage before age 15, at 29%, 3. 40% of womed ag
(ACMI) research report in India, Nepal, and Banglstd | 20-24 giving birth by age 181 - one of the higirases of
details the severe risks that child bride's faneluiding higher iggif;ggg&f;%%g?g%L”et:'aete"j"t)rzlgl']gﬁ gﬁl{; 23“7?;&')
instances of domestic violence, lower educationad & for married adolescents aged 15-19, Adolescefst gir
economic attainment, and limited decision-makingw@o | aged 15-19 have a higher unmet need for family
around family planning and allocation of househ@sources. ﬂig/n)igg.l (glr]z%l)lign;??éﬁiaﬁstgen galtﬁ?acljfaxglzgea A
Child marriage also perpetuates poverty, gendequialdy, 15_22 Y kg’owle‘(’jge iy 0 9
and poor health and development.
Although the Child Marriage Act of 1929 set the de@ge of marriage at 18 for girls and 21 for boys
Millennium Development Goal (MDG) Bangladesh PragrdReport of 2013 identifies early marriage andrpoo
ASRH as key obstacles to progress, particularhlM@G 5 (maternal mortality). Furthermore, the GOBavised
draft of its 2014 Child Marriage Restraint Act posgd to lower the age of marriage and includecuasel that girls
can marry at 16 “under special circumstances.” dVerall lack of SRH is illustrated by key statisti@and is easily
confirmed anecdotally throughout Bangladesh. Desthits challenging context, however, opportunitesreate
positive change abound. By leveraging national gowent commitment to improve adolescent health,cemaping
local champions for adolescent rights at the irtlisd and institutional level, and building on swgxfal initiatives
spearheaded by ESDO, transformed the underlyiciglshorms that perpetuate early marriage andnanegy.
The Local Context: Socio-cultural gender norms and taboos around ypeogle’s sexuality restrict their access to
SRH services and information. By providing knowledgkills, and resources to the many “gatekeepsish as
parents, grandparents, marriage registrar stdifjioas leaders, and health service providers dnittirgy their
opposition to the provision of SRH to adolescépgsticularly unmarried young people), Tioject has created an
immense impact to the social fabric in target comities. The project has been built on comprehenSiél and
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life skills education proven to delay sexual irita - and combat the false assumption that sex educatian
younger age leads to increased sexual activityndny cases, particularly at young ages, parentcaminunities
perpetuate early marriage. Engaging parents — Hsasvgrandparents and the elderly, who have gnéaence on
cultural practices in communities - foster an ustierding of the negative impacts of early marriage restricted
SRH, thereby shifting social norms at the sourcg8D& also has strengthened the often ineffectivdasmant
Community Protection Networks that has establisheslistainable monitoring system at the communitgll¢o
prevent early marriages and provide constructividagice and referrals to adolescents. Of key impogareligious
leaders were targeted to lead a cultural paradigfnis early marriage and ASRH practices.

The Actions: ESDO has implemented successful initiatives thablnadolescents in Bangladesh to develop life
skills to negotiate for SRH through the establishtred safe spaces and access to educational durricWVithout a
developed understanding of gender, communicatiah raagotiation skills, conflict resolution, goaltseg, and
community participation, adolescents—particulaiisg who face increased human rights violationshsas child
marriage and gender-based violence—are unable al@eaetheir rights. Although parents often factigaearly
marriage for their daughters, girls may supportrgiag early, given existing inequitable social ngfmvomen’s
financial dependence on men, and the emphasis orag® as the ultimate goal for women. ESDO hagetad
these underlying issues by establishing safe spacegisting community sites where adolescent garsl boys
facilitated with a comprehensive curriculum on SRjEnder equality, and life skills. ESDO has deldeka gender-
and rights-based life skills approach for adolescémat have built a more respectful environmentwomen and
strengthened girls’ capacity to make decisions alloeir personal health and futures. Though manynsoare
engrained, ESDO have worked successfully to sthemgtadolescents’ knowledge and agency and faeilitat
community transformation. With age-appropriate theahformation delivered by a trained facilitatdiraugh
engaging methods—particularly technology, whicbfien a source of misinformation for adolescents .

The Networks: ESDO has the network, experience, and expertis@t& effectively and efficiently with frontline
providers to enhance provision and accountabitityybuth-friendly health services (YFHS), enabladplescents to
exercise their rights to SRH care. Availability eamtess to SRH services was restricted for unntbgiits and boys
due to lack of trained professional staff, matsriaind appropriate service facilities—and perhapenmportantly
by the absence of confidential, nonjudgmental celimg by health service providers. Building on tG©B’s
commitments highlighted in its WHO-based Nation&rslards for YFHS, The project has provided intesise
structured support for stronger implementationhat field level where such services, care, and cdungswere
limited. This was basically hand in hand with supipg attitude and behavior change at the paredtcammunity
level, as well as encouraging adolescents to uséthhéacilities to address a range of SRH needs aoudss
counseling to learn about their bodies, unwantezmancy, closely spaced pregnancies, unsafe atodiud
HIV/AIDS. In such a circumstance, ESDO has showncsssfully in the project, by targeting unsympadthet
approaches of health staff and the lack of an adel- friendly environment, reversing providerdguoental
attitudes, limited opening hours, long distances] kck of confidentiality. Through building capgcbf health
staff, strengthening available information and mate (e.g., contraception for married adolescemtsFamily
Welfare Clinics, Community Clinics, pharmacies, athler private practices—and rebranding these eepgnters—
the project has ensured that adolescents can safdlgomfortably access the information and mdtetiieey need to
manage their personal health. ESDO have the nesworkdibility, and track record needed to worleetifrely at
the local and national levels to prevent early mge and improve support service provision for asicénts.
Translating national ASRH policy commitment to Ib@nforcement starts with ensuring dedicated ressyr
improving weak monitoring systems, and addressiglack of inter-ministerial coordination. ESDO lduon a
proven bottom-up advocacy approach to encourageypohplementation at the national and districtdisvwhile
simultaneously strengthening systems and procedare®mmunity structures to prohibit the practideearly
marriage as national legislation gradually trickdesvn.

The Approach:ESDO has approached to leverageisting programming and strong government and
community relationships to deliver cost-effective, high-impact support fadolescents and their communities
within the relatively short three-year time frama foehavior change. The project strategy worksnmprove
adolescent health and well-being through intenasrstiat the supply and demand sides of servicessiipportive
community environment;8upply of services. Strengthening YFHS delivery at health servicessi- Family
Welfare Clinics (FWC), community clinics (CC), apdarmacies — through improved access to accurtateriation
and materials, establishment of adolescent-friesglces in the sites, and access to confidentiakjudgmental
counseling;sDemand for services. Delivering health information and life skills tanmarried adolescents and
counseling on family planning (FP) and relationshir married adolescents to build their knowledgd agency to
access health services, strategically linking witbal health staff “champions” to introduce adols#ts to the
availability of improved YFHS in the communitignabling environment: Engaging with key gatekeepers in the
community to commit to delaying marriage and pregysand supporting adolescents’ health and welibein
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ESDO has approached to build and empowering admaiesgfirls to realize their rights (including delagimarriage
until age 18 or later) through capacity buildingtaee levels|ndividual: Targeting unmarried adolescent girls and
boys in two age cohorts (10-14and 15-19), alondy wiarried adolescent girls (age 15-19) and thesbhands
through life skills building and referrals to SREre and servicesiamily/community (gatekeepers): Targeting the
families of adolescents and key community leaderbuild a supportive environment for delaying mege and
promoting adolescents’ access to SRHstitutional: Strengthening existing health systems to deliyeuth-
friendly health care and services and build theacty of local and district governments to streegtltommitment
to preventing early marriage included improvinggperctives of health workers and other support sefgersonnel.
Based on the community scorecards, ESDO has woulda . : .

stakeholders to implement changes, such as estaigisonfidential | | Ideﬁ%%ﬁ?&;ﬁS';'_”il'glﬁ‘ig{as_ Gencbr
spaces in pharmacies for consultations. Added i®) 8SDO has| awareness, 4. Interpersonal relationships, | 5.
also mobilized adolescents to advocate for changiis local | Families, 6. Communication and decision-making
government committees (e.g., the Community Clinmm@ittee). ; Emlotionsxd& Puber(;y té_\nd reﬁromction,lg-
This community-led approach has ensured that YFHBdvements U%‘é‘;‘stamﬁgg Géf/"”ollu_c {‘J’re] derst:r?din'g i
are community-led, community owned and sustainable. marriage, 12. Financial literacy, 13. Jobs and
Using existing channels in schools and communif&DO worked | working, 14. Rights, 15. Planning for the future.

to reach unmarried adolescents (in separate phasféor 10-14 year-

olds and 15-19 year-olds) and promote sustainadtt@ior change. The after school and communityedasubs
held in gender-segregated safe spaces led by a woitynfacilitator working in tandem with one or tweuth
volunteers. Motivation and interest have been k@gréa for participation, but high-risk adolescerfithose out of
school and living without two parents) were tardgeteensure for reach the most at-risk adolescents.

The strategies: Engaging boysESDO has strategically engaged adolescent bdgsget areas because: 1) boys are
critical allies in the movement for gender equitg alelayed marriage; and 2) boys in Bangladesleistrim higher
levels of school dropout, hazardous child laborgd amigration —suggesting the need for targeted difdls
programming and support for boys. These platforragehtaken a gender-segregated approach to ensatre th
adolescents have a safe and comfortable environtoeh$cuss sensitive issues. They also had incatgd mixed-
gender activities to strengthen adolescent commatinit and relationship-building skills with the agite gender.
ICT/media/outreachlife skills program has incorporated creative 1@hd media approaches to ensure it is
engaging, youth-friendly, and accessible. Recoggizhe gap between adolescents’ knowledge andnattie
access of health services, tpeoject had created demand for health servicesugrgoroven youth-friendly
engagement strategies, including- Interactive cderpuTheater for Development (TFD),Guest speakéiakage
with the Women and Girls Lead Global (WGLG) ,ComityiProtection Mechanisms, Counseling and refetfials
married adolescents, Positive deviance couplesjnfeérs for life skills clubs & Religious Leaderu@seling.

Box -3 : Case Study 1: Therescue of Most. Jannatun Khatun from early marriage
Most. Jannatun Khatun, 17 years of age, has bestingin 18' Class in Kadirabad High School. It had been decidegive her marriage
with Md. Sariful Islam who was a young man of Baman All the arrangement for the marriage has hmenpleted. Most. Jannatun Khatun
is a participant the project implemented in Pirddppzila. Most. Jannatun Khatun would not like & mparried in the early age and she wants
to continue her education. Her own mother is irofaaf her daughter. As per the decision of herdatthe was about to give marriage and she
became very disappointed. Both her mother and sbw kmat the project of ESDO has been working ferghevention of Child marriage, so
to prevent the marriage they inform the situatiotvis. Rafikun Nahar, Community Facilitator of Tukutaion of the Upazila. Ms. Rafikun
Nahar and an another Community Facilitator of théobnMr. Masud Rana first inform the incident of lgamarriage to Mr. Md. Atau
Rahman Mandal, Chairman of Tukuria Union. But at time the chairman was not in station so the Chairn@@hasked Mr. Ismile Hossain|a
Member of the respective Union to stop the marri@ye the UP Member was not so serious about theiagarand passing time loosely. |In
such a condition, Ms Rafikun Nahar and Mr. Masuddena phone call to Phone number 109.After this Kémal Kumar Ghosh, UNO of
Pirganj Upazila requested Ms. Rebeka Yeasmin, Up&¥dman Affairs Officer (UWAO) of Pirganj Upazila took after the marriage and to
take action accordingly. Ms. Rebeka Yasmin colleitdéormation and reported to the UNO. Then the UakRed Mr. Amir Hasan, UTC of
the project at Pirganj to go to the respective aredto stop the marriage and to take necessdigtiveés. Accordingly Mr. Ismile Hossaip
UP Member and Mr. Amir Hasan taken initiatives #mel marriage had been postponed.
Case Study 2: Most Rina Begum finds a glimpse of light for the future

Most. Rina Begum is an adolescent girl of 16 years &hpe was born in Kachabari a village of Kalugangon in Pirganj Upazila under
Rangpur District. After marriage she came to knoat tier husband has another wife. At the beginniregtsed to accustom to the situatipn
but failed. She is only an adolescent and was giEgppointed with situation of second wife of heslband. The project of ESDO had started
Life Skill Education in her village. She had becoanparticipant of the Life Skill Education Sessafrl5 — 19 year adolescent girls. From the
Life Skill education Session she can understantighey marriage is very harmful for life of girhd pregnancy before the age 20 is mpre
harmful. So she wears an Implant to protect hefsaifi pregnancy.Project initiatives were takenitm fout some married adolescent girls|to
be a volunteer for Community Sales Agent. She egpreher willingness to be Community Sales AgenteiLan she was selected as a
Community Sales Agent and received Training on ConitypBales Agent. After the training she receiveanifa Planning commodities
(Joya Napkin, Fami pill, Raja Condom) and by sellimgse commodities she has started to earn decenird of money. Most. Rina Begum
is now determines that she will continue the bussreny way. Added to this Most. Tahira Begum, Comtyuracilitator of Kalupara Union
of Badarganj Upazila of the project also helpedihenany ways. She introduces Rina Begum with marsiethen especially the adolescent
married girls in different forums. Rina begum fegiteud to present herself as a Community Sales A@®A). Rina begum has prepared a
list of married adolescent girls and keeps a ctmsgact with them and uses to bring the adolesgiistin the Life Skill Session. She also
uses to take the adolescent girls in the healilities.
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Why need to link with Clinical Social Work :ESDO operated A2H project is one of the most swfaks
community based adolescent health focused progr&@ue to lack of professional clinical social worknge
limitations have observed. Clinical social work l@aprimary focus on the mental, emotional, and behal well-
being of individuals, couples, families, and graupsenters on a holistic approach to psychotheeayl the client’s
relationship to his or her environment. Clinicalcisb work views the client's relationship with hir her
environment as essential to treatment planningui€li social work is broadly based and addresseséeds of
individuals, families, couples, and groups affedgdlife changes and challenges, including menisdrders and
other behavioral disturbances. Clinical social veoskseek to provide essential services in the emvients,
communities, and social systems that affect thesliof the people they servEhe Council on Social Work
Education (CSWE) 2008 Educational Policy and Acita¢idn Standards (EPAS) definedset of practice behaviors
for social workers to diminish behavioral health and health disparities and promote health equities. If the community based
health programs, like A2H will be followed the f@Ning knowledge and practice behavior, no doubtiit be
created more innovative and sustainable problemrgpsolutions for the target audience:

Required Professional Knowledge according to the Council on Social Work Education (CSWE): (1)
Understand multidimensional determinants of behavibealth disparities and their interacting natyg) Have a
strong working knowledge of Code of Ethics suppdréalth equity. (3) Understand the basic principesl
concepts of equity and health. (4) understand thizddsal Declaration of Human Rights and relevaniicges. (5)
Have a basic knowledge of ethical principles fratated behavioral health disciplines. (6) Skilletmduct analysis
and assessment of behavioral health disparitifseicontext of diverse identities drawing on rathnicity, culture,
social economic status, gender, sexual orientaimemjgration status and other socially construdsedors. (7) The
structural and community factors of behavioral tiedisparities in the context of public health gmelvention. (8) A
critical consciousness drawing from the combinatibself-knowledge and considerations of power pridilege.
(9) Understand social dynamics such as discrinonatiiases, institutional racism, and unequal actiesesources,
poverty, and differential environmental challengd®) Understand the vulnerability of marginalizeapulations to
social determinants of health and behavioral heeadtre delivery barriers. (11) Understand variousoadcy
strategies for promoting health equity and healstige. (12) Understand culturally grounded practicidelines.
(13) Understand that quality health and behavibedlth care is a basic human right. (14) Understhatibarriers
related to access and services are rooted in pionEances, social location, and social policiés) (Understand
how to develop and assess culturally-grounded agpes to behavioral health disparities. (16) Ustded social
and psychological change theories and the inteosecbetween behavioral health and other servistesys (e.g.,
criminal justice, child welfare, schools, etc.) Y1Ihderstand the implications of fiscal, welfaragdaealth policies
for practice approaches that address behaviordthh@aequalities. (18) Understand how organizatioaad
community structures impede and impact health acaesl quality. (19) Anticipate and know how to asp to
changing cultural, political, economic, and sodietantexts (20) Have expertise in working relatitips with
community members, organizational partners, antui@ll brokers. (21) Have expertise in working wittultiple
agency partners from different disciplines. (22Vélawareness of and conduct cultural adaptatiomwleeded of
evidence-informed interventions.

Impact of ESDO-A2H Project: (1) For seeking health service adolescents amgggoi health centers like Upazila
Health Complex, Union Health & Family Welfare Cantand Community Clinics. (2) Service Providersimgy
priority for adolescent’s health service & providitheir service timely at health service cente). (@dolescent
Friendly Health Service Center established in th&&BWC and Community Clinics. (4) Adolescent areving
services from help line 109 (Protect Early Marrlad®387 (SMC Helpline) and 09612600600 (Dosh UsidWiore,
Plan). (5) Religious leaders are verifying age befmarriage to stop early marriage. (6) Religiteeders are
awaring to stop early marriage through Khutbauatra prayers. (7 Most of adolescents in four waykipazila's
are aware on Sexual Reproductive Health and Rig8)s.Menstrual Hygiene products cell increasedavarking
area. (9) Adolescents Forum actively working fdfedent issues of adolescents. (10) Union Parishaelsllocated
additional budget for medicine, Menstrual Hygiemeducts, and FWC renovation from their yearly budgel)
Superstation of parents reduces in the communiighwtreate enabling environment to access Adolégedendly
Health service.

Conclusion: Out of the mentioned required skills, some of sk#uccessfully addressed by Community Health

Workers of ESDO but without proper guidance of h Social Workers, it is really difficult to adels some
professional skills. Through the effective colledtmn in between Academic institute of ProfessioGhnical
Social Work (like ISWR) and Field based servicevatimg agencies (like ESDO) is the effective pativwar
sustainable community based health services. Wexgrecting that, Social workers stand to improveative and
just practice by increasing partnerships with comityuhealth programs for filling the gap in healihd social
disparities and this model provides possible eiffectsolution to the problem of meeting the needs of
underprivileged communities of Bangladesh.
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