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FOREWORD

Young people in Bhutan are accorded high priority in the nation’s
development plans. The Royal Government has always strived to ensure
the highest standards in their health and social well being so that they are
able to grow to their full potential.

In the recent years, social changes propelled by the forces of rapid
development have brought to the fore a multitude of challenges that have
created a new level of needs for our young people. Problems of drug abuse,
violence, delinquency and sexually transmitted diseases and unwanted
pregnancy are increasingly being confronted by youth in Bhutan today.
The HIV Pandemic disproportionately affecting young people further
compounds the problem. This is cause for high concern as they represent
a substantial proportion of the nation’s population.

The country profile on Adolescent Health and Development has examined
various aspects of adolescent and youth life in Bhutan. This document
addresses the current status of young people’s reproductive health and
social issues. It brings to light existing policies and needs encompassing a
wide range of issues such as sexual attitudes, sexual behaviours, including
personal and social factors that influence them.

The information available in this document will serve as a valuable resource
to identify priority issues and challenges confronting Bhutanese youth. I
am optimistic that culturally sensitive pertinent strategies and practical
solutions will follow. A conducive environment, access to information
and services and expanded opportunities are fundamental to ensuring a
safe and healthy passage to adulthood. The success of our endeavors will
depend most importantly on effective partnerships involving all
stakeholders working for and with young people.

I take this opportunity to commend WHO Regional Office for their support
and initiatives to address the vital needs of young people in the Region. I
offer my profound appreciation to all the key informants that have provided
input into this document.
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GLOSSARY

ARSH- Adolescent Reproductive and Sexual Health
BCC - Behavioral Change Communication
BHU - Basic Health Unit
BNHDR- Bhutan National Human Development Report
CEC- Career Education and Counselling
CEDAW- Convention on the Elimination of All forms of
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NCWC- National Commission for Women and Children
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NHS- National Health Survey
NPHC- National Population and Housing Census
NSB- National Statistical Bureau
NWAB-National Women’s Association Bhutan
ORC – Out Reach Clinic
RBP- Royal Bhutan Police
RENEW- Respect Educate Nurture and Empower Women
RGoB- Royal Government of Bhutan
RSTA- Road Safety and Transport Authority
RUB- Royal University of Bhutan
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SPEA- School based Parents’ Education and Awareness
STIs – Sexually Transmitted Infections
UCI- Universal Childhood Immunization
UNFPA- United Nations Fund for Population Activities
VAW- Violence Against Women
VHW- Village Health Worker
VTI-Vocational Training Institute
YDF- Youth Development Fund
YIC- Youth Information Center
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Rationale

Today, the children of Bhutan grow up in a world very different from that
of their parents. Like young people elsewhere in the world, Bhutan’s
adolescents confront issues new to them that affect their mental and
physical health. Social changes such as urbanization and mass
communication have further created a new level of needs. Adolescents in
Bhutan represent a substantial fraction of the Bhutanese population. Their
numbers are predicted to grow, along with growing demands on health
and other services.

Adolescent health encompasses not only the prevention and treatment of
disease and disability, but also behavioral and social issues. Issues of safety,
social relationships, self-esteem, education and skill development often
tend to be overlooked as they are not, for the most part, acute illnesses or
chronic diseases.

This group is particularly prone to risk-taking and experimentation as
they learn to manage new capabilities and greater freedom. Their behaviors
are often a normal part of establishing independence, but they can also
lead to negative and potentially serious health consequences. Young people
in Bhutan increasingly face problems of STIs, HIV/AIDS, unwanted
pregnancies, drug abuse, violence and delinquency.

Adolescent reproductive and sexual health (ARSH) is relatively a new
area in Bhutan. The process of attaining sexual and reproductive maturity
until recently has been shrouded in doubt and mystery. Reluctance to
approach the subject candidly and hesitation to access services they need
have further increased their vulnerability.

Adolescence is also a crucial age that offers opportunities for prevention.
Many of the health and social problems that arise can be averted during
this impressionable period. The teen years are a critical time for initiation
of negative habits like tobacco, alcohol and drugs. Life style related
disorder attributed to poor diet and physical inactivity is now becoming a
major public health concern in Bhutan. These lifestyle habits which are
largely preventable causes of death among adults are often formed in
adolescence.
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Today development activities for young people are undertaken by a number
of Royal Government of Bhutan (RGoB) agencies and a variety of donors.
However, linkages and coordination across sectors and programs is found
wanting. Many work in isolation of each other leading to duplication and
overlap of effort.

This document attempts to study the current adolescent programming in
Bhutan. The information collected includes, the country background,
Bhutan’s health system, existing areas of adolescent programming, specific
objectives and contents of programs, program coverage, and delivery
mechanisms. It also looks at the overall policy environment for adolescents
and attempts to highlight some of the gaps and opportunities within
adolescent development arena, drawing attention to those working on
adolescent programming.

It includes the directory of youth services in Bhutan compiled by the Youth
Development Fund. This directory identifies RGoB programs working in
the adolescent development arena.

This exercise has been attempted to inform future program directions that
may include either enhancement of services, or an improvement in the
quality of services currently provided, or training and sensitization of
programmers to the special needs of adolescents in Bhutan.

The overall social and economic development of the nation is dependent
on the health and well-being of young people who are “tomorrow’s
workforce, parents, and leaders”.

Bhutan has the opportunity to start looking at adolescents as a powerful
resource and to enhance their participation at all stages in programs that
attempt to meet their needs. Building a sense of ownership and commitment
among young people themselves, their families and communities will result
in programs that are more responsive to their needs and are more likely to
make a real difference.
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Chapter one

Introduction

1.1 Country profile

The Himalayan kingdom of Bhutan lies sandwiched between two giant
neighbors, China in the North and India in the south, east and west. This
small landlocked nation with its characteristically rugged terrain and
scattered rural settlements occupies a land area of 38,394 sq km.

Bhutan has an estimated population of 634,982 1 spread unevenly across
twenty districts. With a population density of 16 persons per sq km, Bhutan
is one of the least populated countries in Asia. However, as the proportion
of arable land is estimated at about 8% of the total land area, there is
tremendous pressure on the available land, which could build up in the
future if other forms of livelihood are not explored.

All aspects of Bhutanese life are influenced by deep religious beliefs and
practices. Life, illness and deaths are interpreted as the ceaseless cycle of
karmic births and rebirths. Such beliefs and practices have important
bearing on the health and well-being of the people of the country.

About 69 percent of the people live in rural areas. Although major parts of
the country are well connected by a good road network more than half the
population still walk several hours to reach the nearest road. The dispersed
population and the difficult mountain terrain make service delivery and
access to education and health facilities both difficult and expensive.

Agriculture with livestock and farming is still the main source of livelihood
in rural Bhutan. The rural population has led a hardy but self-sufficient
life for generations, bartering small surpluses and handling little money.
More dynamic sectors such as electricity production, construction and
tourism to a limited extent now contribute to Bhutan’s healthy economic
growth of about 7 percent annually 2

Today more than 30 percent of the population resides in urban townships.
Although it is widely accepted that rural-urban migration is likely to grow
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rapidly, patterns of rural-urban migration still need to be established with
certainty.  As large sections of the rural population migrate to Thimphu,
the capital and other urban towns, rural farms face acute labor shortages.
Migration to urban centers can be attributed to factors such as  employment
opportunities in the public sector, limited availability of arable land,
increased enrollment in schools and institutions, the physical hardship of
rural lives and work  These trends will have critical implications for
unemployment and poverty in Bhutan.

1.2 Governance

Bhutan has a monarchical form of governance with the King as the Head
of the State. The Head of Government is rotated amongst the elected
Council of Ministers on a yearly basis. The unicameral National Assembly,
the Tshogdu, comprises the legislative branch of the government. The
National Assembly consists of 154 members of which 105 are the elected
representatives of the people and the rest are representatives from the
clergy, armed forces and senior civil servants.

In addition, there is a Royal Advisory Council (Lodrey Tshogdey), which
has 6 members as elected regional representatives of the people, 2 members
elected by the clergy and one member appointed by the government. The
Lodrey Tshogdey advises His Majesty the King and acts as a bridge between
the government and the people.

At the district level, the highest legislative body is the Dzongkhag Yargye
Tshogchung (DYT) or the District Development Committee with each of
the block leader or the ‘gup’ as member. At the block level, the Geog
Yargye Tshogchung (GYT) is the Block Development Committee where
the members are the village heads. The districts are fully decentralized,
both administratively and financially.

The central ministries provide the broad strategic framework for
development, but the priorities are set from the grassroots level through
the GYT and DYT mechanism. The districts plan and implement their
annual activities with direct budgetary links to the Ministry of Finance
without having to go through respective Ministries.
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Following more than 25 years of decentralization His Majesty the King is
democratizing the system of government. The country’s first written
Constitution which awaits adoption in 2008 embraces many of the values
of good governance, human rights and sustainable development.

Fundamental rights and freedom of the people and state responsibilities
to ensure the quality of life of the people which include free basic education
and basic primary health care are some notable provisions in the
constitution. 3

1.3 Development and development philosophy of Bhutan

The history of modern development in Bhutan dates back to 1961 when
Bhutan embarked on its First Five Year Plan. Despite this late start, within
a span of less than four decades, the nation made remarkable progress in
its modernization efforts and is now an active member of the global
community. Bhutan is currently nearing the end of the 9th FYP (2002/
2007-8).

The distinctive Bhutanese concept of maximizing Gross National
Happiness (GNH), propounded by His Majesty the 4th Druk Gyalpo, Jigme
Singye Wangchuck in the late 1980s, is the guiding principle for all
development efforts in Bhutan.4 The concept of GNH articulates that
development has more dimensions than those associated with Gross
Domestic Product (GDP), and that development should be understood as
a process that seeks to maximize happiness and not only economic growth.

GNH places the individual at the centre of all development efforts and
recognizes that individuals have material, spiritual and emotional needs.
It also asserts that development cannot and should not only be defined in
terms of material needs and increased consumption. Thus, GNH serves as
a platform for directing efforts to improving living standards, enhancing
spiritual well-being and preserving cultural values and the natural
environment

The long-term objective of the development policies in Bhutan is to raise
the living standard of people with special focus on quality of life. The 9th

FYP has five overall goals for development: 5
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1. Improving the quality of the life and income, especially of the poor,
2. Ensuring good governance,
3. Promoting private sector growth and employment generation,
4. Preserving and promoting cultural heritage and environment

conservation, and
5. Achieving rapid economic growth and transformation
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Chapter two

Development challenges for Bhutan

2.1 Human resources

While the shortage of skilled human resources is a major problem affecting
all sectors this is particularly true with regards to skilled workforce such
as doctors and other professionals. Despite the Government’s dedicated
efforts to improve the situation of skilled human resources, it continues to
be a major impediment to Bhutan’s development efforts. The shortage in
the health sector can be attributed to changes in morbidity and mortality
patterns, advancement in health technologies, and improvement in quality
services, optimizing access to health, ageing and fundamental changes in
health.

2.2 Macroeconomic management

There are tremendous economic challenges faced by a landlocked country
like Bhutan. The rugged and mountainous terrain severely impacts large
scale farming due to low labor workforce, and the high cost of
transportation. This makes it difficult for major industries in Bhutan to
compete effectively in the global market.

Bhutan’s economic growth banks heavily on its potential to generate
hydropower. Tourism which has tremendous potential to boost the nation’s
economy currently contributes only to a limited extent.  Therefore,
managing the macroeconomic aspects of development in an environment
of limited resource generation is a major challenge for the policy makers
in Bhutan. Further, Bhutan is rapidly changing from a rural economy to
an urbanized one. Stemming rural-urban migration is bound to require
heavy investment in infrastructure for communication in the rural areas.

Modern economic development is largely limited to the public sector as
Bhutan’s private sector is relatively underdeveloped.  However, with a
rapidly growing educated work force, private sector development is
becoming a compelling necessity.
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2.3 Preservation of culture and tradition

As long as Bhutan remained isolated, its culture and tradition stayed intact.
Modern education and media have now opened up a window to a “new
world”, promising many opportunities. While youth move from a rural to
an urban environment and increasingly come in contact with the outside
world, the nation’s traditional and cultural values that bind the Bhutanese
society come under serious threat.

The younger generation is assumed less likely to be impressed with age-
old traditions and practices particularly if the traditions fail to provide
any meaningful connections to their own lives. In the past, faith was
sufficient, but today faith must be strengthened with reason. For Bhutan
to continue to preserve its age-old traditions and customs, innovative ways
must be found to make these practices meaningful to the future generations
of Bhutan.

2.4 Political change management

 For almost a century, under the visionary leadership of our Kings, Bhutan
enjoyed unprecedented peace and prosperity. However, His Majesty the
King is ushering in the constitutional democratic monarchy system of
governance. Till now the people had absolute faith in the wisdom and the
leadership of our Kings. Now with democratization on the horizon, the
exercise of the right to franchise will place a heavy responsibility on every
Bhutanese citizen. Therefore, the quality of the elected leaders of future
Bhutan will need all the wisdom and skill to manage the democratic change
as skillfully as our successive Kings.

Tremendous challenges lie ahead as Bhutan adopts a new political process
in 2008. Such altered circumstances will no doubt expose the nation to
alien cultural patterns and values. This is bound to challenge Bhutan’s
indigenous developmental approach.

2.5 Equitable and quality health services

The Royal Government of Bhutan has taken upon itself to be solely
responsible for the provision of health care services. There is neither private
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health care industry nor private practice in Bhutan. The government
nevertheless continues to provide relatively good quality health services,
including expense paid referral abroad for treatments which are beyond
the scope of the existing facilities in Bhutan. However, there are many
changes that must be taken into account.

Besides the need to sustain primary health care there are increasing
demands for secondary and tertiary level services which is, more expensive
and sophisticated. As the population of Bhutan survives longer the demand
for treatment of diseases that are chronic and more costly to manage will
increase further. At the same time, the more affluent section of the
Bhutanese population will demand better quality services than what can
be generally provided through the existing facilities.

All of this will happen in a continuing environment of competition for
limited resources of the government. Therefore, Royal Government’s
policy of providing free and equitable health care is expected to face
tremendous challenges.
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Chapter Three

Development in the Health Sector

3.1 Modern health services

Modern health development started in 1961. Before this, health services
were delivered through rudimentary facilities manned by few trained health
workers. Access to modern treatment was limited because of the harsh
terrain, scattered population and lack of awareness on health.  Rural
populations depended profoundly on traditional healers and indigenous
medicine.

The main thrust to modern health development came after Bhutan became
signatory to the Alma-Ata Declaration on Primary health Care in 1978.
The Primary Health Care approach (PHC) was adopted in 1979 and
Expanded Programme of Immunization(EPI) services were launched the
same year as an essential component of the PHC.  The initial years of
development focused largely on expansion of health services and increasing
coverage.

Today health care services in Bhutan are delivered through a network of
hospitals, basic health units and out reach clinics. At the highest level is
the National Referral Hospital in Thimphu, along with regional referral
hospitals at Gelephu in the centre and Mongar in the east. The 26 district
hospitals located in the district headquarters represent the middle level
and 176 basic health units (BHUs) linked to these hospitals represent the
lowest level. Health staffs run 485 outreach clinics (ORCs) from basic
health units and hospitals.

Health services are now provided by well trained health care providers at
all levels. In addition, more than a thousand village health workers (VHWs)
form an integral part of the PHC system and participate actively in outreach
activities. Their services have been invaluable as they form an important
link between communities and health services

The basic health units and their outreach clinics form the backbone of the
primary health care delivery system. They cater to a population ranging
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from 3000-5000 (BHU Grade1I) and 5,000-10,000 (BHU grade I). All
BHUs are generally manned by a 3 member team comprising of a Health
Assistant (HA), an Auxiliary Nurse Midwife (ANM) and a Basic Health
Worker (BHW). BHU grade I in view of the larger population catchment
area it covers is headed by a medical doctor.

The services at the BHU level include immunization, antenatal and post-
natal care, treatment of common ailments and health education for disease
prevention and control.  In addition to the out patient services all BHUs
are equipped to admit a limited number of patients. Outreach services are
conducted through ORCs as fixed monthly sessions.  BHU’s attached to
hospitals for outreach, and preventive services in town are known as
community health units, their functions are similar to those of the BHUs.

Each district hospital is supported by a team of doctors, nurses, technicians
and other support staff. They vary in size and have between 10-100 beds.
Besides curative they also provide preventive, promotive and emergency
services. Apart from facilities for patient admission they also have specific
services which include a minor operating theatre, laboratory and x-ray
facilities. Regional referral hospitals are equipped to provide some
specialized services. Majority of specialists are posted at the National
Referral Hospital in Thimphu. All hospitals are provided with an ambulance
for emergency transportation of patients.

Health sector activities, in line with the Royal Government’s policies,
have been fully decentralized to the district level since the 5th Plan.  The
district health team comprising of the District Medical Officer (DMO),
District Health Officer (DHO)/District Health Supervisory Officer
(DHSO), are jointly responsible for planning, implementing and
monitoring all district health programmes. This is done in close
consultation with the District Administration and periodic guidance from
the central Ministry.

 The DMO is mainly responsible for the district hospital administration
and provision of clinical services. The DHO/DHSOs primary responsibility
is supervision of  BHUs, outreach programmes and generating district
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health data. However, some of the key programmes are directly handled
by specific programme managers in the Ministry of Health in Thimphu.

Referral of patients from the village level to BHUs is done by the Village
Health Worker, from the BHUs to the District hospitals by the Health
Assistant and from the district hospitals to the regional referral hospitals
by the District Medical Officer. Patients with disease beyond the national
curative capacity are referred to institutions outside the country at
government expense. Decisions for these referrals are made by a referral
committee at the National Referral Hospital

3.2 Traditional or indigenous system of health services

In parallel with the modern system, Bhutan also promotes traditional
remedies, using  So-wa-Rig-pa, an indigenous system that uses several
species of Himalayan flora. This traditional medicine system was
introduced from Tibet in the 17th century. Several indigenous physicians
from Bhutan are known to have trained in renowned Tibetan schools of
traditional medicine and religious institutions. The indigenous system was
recognized as the official medical tradition and included in the national
health system in 1967.6

While investing heavily in the development of allopathic health care
system, the Royal Government has also been prudent enough to ensure
the survival of our traditional medicine and traditional practices. Though
allopathic and traditional systems refer to different paradigms, traditional
medicine system is perceived as an integral part of the general health
services. The services of the traditional healers are still sought by Bhutan’s
general population.

The 2000 National Health Survey revealed that almost one-fifth of the
people first sought advice from a traditional healers and/or lamas, even if
only for rituals to be performed.  It is however, not uncommon for patients
to consult both the modern and the indigenous systems and receive herbal
as well as allopathic medicines.7

The current network includes a National Institute of Traditional Medicine
Services (NITMS) located in Thimphu along with 21 indigenous units
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co-located in district hospitals. The National Institute for Traditional
Medicine is organized into 3 main divisions, responsible for training,
providing treatment and conducting research.

The nation has been a rich source of medicinal herbs and has often been
referred to in ancient scriptures, as ‘Menjong’ or the Land of the Herbs.
Many of the medicinal herbs are now cultivated using state-of-the-art
technology in agriculture and plant biology.

3.3 Health policies

The national health policy is to strive for the attainment by everyone (men,
women, adolescents, children) in the country a level off health that will
permit them to lead a socially and economically productive lives. Some
of the core policies that underscore development in the health sector are:

- Promotion of primary health care with an integrated and holistic mix
of preventive, promotive and curative care services.

- Provision of free health care services to all citizens of Bhutan,
including ex-country treatment for citizens having conditions that
cannot be managed within the country.

- Promotion of indigenous system of health care as a complementary
part of the overall health services

The Primary Health Care approach was formally adopted in 1979 as the
principal strategy to cater health services to Bhutan’s predominantly rural
population. Since the adoption of this strategy, the emphasis has gradually
shifted from mainly curative to a mixture of curative, preventive, promotive
and rehabilitative.

Though basic health care in Bhutan is provided  free of cost, limited cost
sharing for advanced medical technologies, secondary and tertiary dental
services is practiced. In the absence of private medical practice the
government is the sole provider of health care. Pharmacies are nominally
private but operate under strict licensing arrangements.  Although the
possibility of privatization of health services has been examined, the
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inherent risks currently far outweigh the possible gains. However, this
situation is expected to change over time.

Bhutan’s health policies are stated as objectives in successive five-year
plans (FYP). With improved physical access to health the Royal
Government’s strategy during the last few decades has been aimed at
limited expansion, with attention to consolidation of present gains and
improvements in the quality of services and human resource. Some of the
key policies stated in the 9th  Plan are: Enhancing the quality of health
services, targeting health services to reach the unreached, intensifying
human resources development for health, intensifying reproductive health
services and sustained population planning activities.

While Bhutan is committed to achieving the Millennium Development
Goals there remain priority areas that extend beyond the provision of the
MDGs. The 10th FYP aims to put emphasis on improvement of services,
development of human and institutional capacity and decentralization with
a focus on rural access. 8

3.4 Achievements in the health sector

In 1961 Bhutan started with a rudimentary health care setup and health
indicators which were among the poorest in the world.  Within a span of
less than 4 decades an impressive network of health facilities has been
built and over a thousand health workers trained. The consistent
development strategy and investments in the health sector has brought
about impressive health gains. Although the benefits have been widespread
women, adolescents and children have been the primary beneficiaries of
the health care services.

Today, 90 percent of the population has access to basic health services.
According to the National Health Survey (2000) about 89 percent of the
population had access to a BHU or an ORC within 3 hours walking
distance. Only 4 percent of the population lived beyond 6 hours walking
distance. The 2005 National Population and Housing Census revealed
that 90 percent of households reported visiting a health facility within the
past one year.
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Between 1984 to 2005 there has been dramatic declines in infant mortality
rates from 103 per 1000 live births in 1984 to  40.1 per 1000 in 2005
(NPHC). The under-five mortality rate fell from 162 per 1000 live births
in 1984 to 61.5 per 1,000 live births in 2005 (NPHC); The population
growth rate has fallen from 3.1percent in 1994 to 1.3 percent in
2005(NPHC). The maternal mortality rate declined from 770 per 100,000
live births in 1994 to 255 in 2000).  9, 10

Bhutan declared Universal Childhood Immunization (UCI) in 1991, and
has since been successful in sustaining a coverage of above 85 percent for
all EPI antigens, there has been no reports of poliomyelitis cases since
1986 and Neonatal Tetanus ceased to be a public health concern since
1994. 11 Iodine Deficiency Disorders has been eliminated in 2001.12

Leprosy is well under control and  near elimination.  Access to safe drinking
water and basic sanitation is over 85 percent and 90 percent respectively
(2005,NPHC). Data on stunting (low height for weight) is not available,
but the number of underweight children declined from 19 percent to 9.4
percent. 13   However, the trend seems to be reversing, as it appears that 18
percent of children are now overweight. This trend corresponds to a
worldwide phenomenon, a precursor of so-called lifestyle diseases that
are expected to become more prevalent in Bhutan.

3.5 Health services priorities

As in any health system, there are severe budget constraints, and these
can only intensify as people live longer and come to expect more
sophisticated treatment. Health at present takes up around 12 percent of
the national budget and the country’s total health expenditure, 90 percent
of which is public and corresponds to around 4 percent of the GDP.14

The current challenge for the health services is to ensure that existing
facilities and their staff deliver the highest possible standards of care.
There is a shortage of health man power at all levels of the health system
specialists, doctors and health workers. 15

Safe Motherhood is still an area of major concern as many mothers die
from giving birth. The maternal mortality rate is 255 for every 100,000
births. About 80 percent of births still take at home. The Ministry of
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Health’s current strategy is to focus on institutional delivery through
enhancing the health seeking behaviors and improving standards of
maternal health in the country.16

Focusing on the needs and rights of children has always been one of the
Royal Government’s greatest priorities. Issues of vulnerability and risk
for adolescents in relation to their reproductive and sexual health have
been recognized in Bhutan, especially in relation to HIV/AIDS. A number
of programs are implemented to directly or indirectly address ARSH.
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Chapter Four

Demographic and social situation of adolescents

4.1 Definition of adolescents and youth

Adolescence and youth are critical phases of young people’s development.
According to the WHO adolescents are broadly defined as 10-19-year-
old, youth as 15-24 year olds and young people as 10-24 year old.  This
period can also be defined within the cultural context of individual
countries;  i.e. the age established by a society for the transition to adulthood
could be perceived as marking the end of adolescence.

In Bhutan adolescence is seen not only as a passage to adulthood but
considered an important stage in itself. A rigid age limit however, does
not apply.  Although the age of  maturity is 18 years for both boys and
girls maturity is judged by physical capability rather than by age in a
traditional rural setting.  It is not uncommon to see children in their teens
carry out important farm responsibilities. Bhutan is probably the only
country where an adolescent can represent the household during a
community meeting (zomdu). While the case rests for most rural
communities the situation may vary in an urban setting and depends  on
factors such as the economic background of the family. In an affluent
household the adolescent is still a child while in a rural setting adolescents
would be considered an adult.

4.2 Population distribution and trends in population growth

The Royal Government undertook the first ever Population and Housing
Census of Bhutan, based on international methods and standards in May
2005. An estimated population of 634,982 Bhutanese nationals was
reported.

Demographically Bhutan has a young population structure. Official
statistics list 42 percent of the total population in Bhutan as being below
the age of 15 years and about 60 percent below the age of 25 years. (2005,
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NPHC) The phenomenon of a large and young Bhutanese population is
entirely a new experience.

The impact of population momentum hidden in this young age structure
holds a significant development challenge for the future. Such a young
population puts tremendous pressure on the educational resources and at
the same time exposes these adolescents to a host of emerging problems.
This is also reflected in the Government plan documents. The plan
documents gave prominence to population and development issues and
underscore the need for measures beyond family planning to offset the
impact of population momentum.

4.3 Adolescents and youth development

Traditionally Bhutanese adolescents and youth are expected to fulfill
certain responsibilities and duties within their families and societies. These
extend from helping to care for their younger siblings and aging parents,
to performing a variety of household chores. As such this can be demanding
on the adolescents workload as demands of the home often limit their
opportunity to go to school.

Studies have revealed that parents in rural areas were reluctant to send
girls to school for fear of unwanted sexual advances and pregnancy.
However, with high priority given to education and the increasing
awareness of parents this trend is, rapidly changing. 17, 18

The past few decades have seen a significant improvement in young
people’s health and well being. Improved water and sanitation, nutrition
and a better understanding of health and education issues have resulted in
healthier lifestyles.

There are however, potential issues inherent with universal access to
education without parallel development of employment opportunities. A
recent study conducted jointly by the Youth Development Fund and the
Ministry of Education describes improved access to education as a “double
edged sword”. 19  It reveals an imbalance between the aspirations of youth
and the employment opportunities available. Apparently, boys and girls
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educated up to tertiary levels are reluctant to work on the farmland and
aspire to white collar jobs.

Therefore as many young people move from a rural to an urban
environment in search of employment and better economic opportunities
youth unemployment is emerging as a major concern. Even with the
economy growing at 7 percent not enough jobs are being created for the
growing youth population. Given Bhutan’s growing youth population the
civil services that earlier absorbed most of those completing secondary
and tertiary education is no longer able to do so. Besides, the private sector
which is not fully developed has limited demand for labor.

Adolescence is a stage prone to high risk-taking and experimentation in
quest of independence. Risk behaviors such as early and unprotected sex,
is common during this period leading to negative and potentially serious
social, economic and health consequences. Today Bhutanese youth face
new challenges, social problems such as prostitution, drug and alcohol
abuse and juvenile delinquency, teenage pregnancies and STDs including
HIV/AIDS.

4.4 Family structure

The traditional family structure is that of extended families. Family bonds
are very strong in Bhutan and members support one another in times of
illness, death and other adversity. Extended family groups number 7 to 8
members. In the traditional family structure, particularly in the rural
farmlands, everyone must contribute their share of household activity.

Men are primarily involved in plowing fields, felling trees, carpentry and
masonry work. Household chores of fetching water, cooking, childcare,
kitchen gardening, brewing alcohol, milking cows and weaving are done
by women and girls in majority of households.

Adolescents and children support the family through tending to domestic
animals, baby sitting and assisting in household chores. However, with
the rapid urbanization, close family ties are slowly changing to a nuclear
family structure particularly in urban areas.
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4.5 Adolescents sexuality and sexual behaviour

In Bhutan the societal attitude towards sex and sexuality is known to be
fairly tolerant. Premarital sex is not taboo in many rural communities.
Despite this relatively open approach, it is not common practice to discuss
adolescent sexual concerns with family members and siblings. Many adults
are still under the notion that information on reproductive health and
sexuality may encourage young people to rush towards it.

Therefore, until recently young people’s knowledge on sex and sexuality
and reproductive health in general has been vague and fragmented. Socio
cultural norms and judgmental attitude of adults have left adolescents to
explore their sexual awakenings on their own. Local studies reveal early
onset of sexual activity among both girls and boys. A study conducted by
the Department of Youth, Culture and Sports (DYCS) in 2000 revealed
that 58% of adolescents boys, viewed sexual activity as a natural process
of youth and were sexually active.20 Another study conducted on out of
school youth (2004) further pointed out that while both boys and girls
were exposed to multiple partners only 60 percent used a condom during
the last sexual encounter. 21

The reproductive health needs of adolescents in Bhutan took a new turn
after Her Majesty the Queen, Ashi Sangay Choden Wangchuck accepted
the UNFPA Goodwill Ambassadorship in 1999. Her Majesty’s frank and
open discussion on adolescent sexuality and reproductive health concerns
among the school population throughout the country has promoted
acceptance of the subject in the school system. This has greatly enhanced
the understanding of sexuality and reproductive health issues among young
people.

4.6 Adolescents and marriages

Traditionally rural families in western and central Bhutan have favored
the practice of early marriage mainly due to economic and social benefits.
A daughter’s marriage results in an increase in work force as a man often
moves into a wife’s family. However, lack of awareness, poverty, family
problems could be other reasons for early marriage.
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The institution of child marriage, once relatively widespread, has largely
declined as Bhutan modernized, and there are only remnants of this
practice. Previously the marriageable age was 18 for males and 16 for
females. In keeping with the requirement of the CRC and CEDAW, the
legal age at marriage for both sexes was raised to 18 years in 1996.22

However underage marriages as early as the age of 15 years is still known
to occur especially in rural areas and often go unregistered.

Much of the traditional practice of arranged marriages based on family
and ethnic ties is being replaced in the late twentieth century with marriages
based on mutual affection. As in many societies sexual behavior of men is
more ‘accepted’ than that of women. But there is little social stigma
attached to women with children outside marriage and divorce. Both
women and men remarry without social prejudice.

The marriage act protects an unmarried woman who becomes pregnant.
The man who is responsible must pay for all medical expenses, and provide
20 percent of his monthly income as child support allowance.

It is not uncommon for a man to have more than one wife and, rarely, for
a woman to have more than one husband. While the practice of polygamy
and polyandry is socially acceptable the law requires that if this occurs it
must have the consent of the spouse.

4.7 Adolescents and cohabitation

For many people in Bhutan once a couple of the opposite sexes decides to
cohabitate or live together and share living expenses, they are declared
socially as married. However, couples are now required to register their
marriage in a court of law. Further, like in many western societies it is not
uncommon to find couples living together which serves as a good testing
ground for the relationship before marriage.

4.8 Teenage pregnancy and abortion

The traditional practice of early marriage has led many young girls to
experience early motherhood. The 1994 National Health Survey revealed
that 55 percent of women were married before the age of 20. Although the
practice of early marriage has been amended through the Marriage Act in
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1996, teenage pregnancy rates are still unacceptably high. The National
Commission for Women and Children (NCWC) sources reveal that 11
percent of all births were among 15 -19 years old.

Abortion as a method of contraception is socially unacceptable and illegal
in Bhutan. Given the strong Buddhist beliefs and traditions, the taking of
life of any sentient being is anathema - abortion is equated with the act of
killing. On the other hand, the practice of birth control and family planning
is acceptable as it is generally believed that “what is not conceived cannot
be killed”.

In 1999 the RGOB officially legalized medical termination of pregnancy;
The MTP is accepted if two doctors certify that the pregnancy is a risk to
the life of the woman, or is likely to cause grave injury to her physical or
mental health, or is likely to result in the birth of a child suffering from
serious physical or mental abnormalities. The MTP also permits
termination of a pregnancy caused by rape.

According to a 1991-1992 Maternal Mortality Surveillance report,
complications of abortion contributed to more than 50 percent of the
maternal deaths. Eleven percent of the obstetric complications were
attributed to abortions in the same report. There is no data available to
indicate the proportion of induced abortions. Given the strong adherence
to Buddhist beliefs and society’s acceptance of children born out of
wedlock, the incidence of induced abortion is assumed to be relatively
low. However, studies have revealed that a growing number of Bhutanese
women seek abortion in neighboring India. 23 Some cases of post-abortion
complications resulting from unsafe abortions have been reported in
hospitals in Bhutan.

Lack of awareness and knowledge on sexual and reproductive health, lack
of skills to negotiate unwanted sex or safer sexual relations, lack of parental
guidance are assumed to put young girls at very high risk of unwanted
pregnancy and sexually transmitted infections.

There is no written policy that bars young girls from continuing school if
pregnant. However, schools in Bhutan, like many in the region, do not
commonly allow young women to continue schooling under these
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circumstances. Among the reasons cited include the argument that, the
emotional and physical strain of motherhood are too great for an adolescent
to continue school. The notion of them influencing and encouraging other
girls also exists
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Chapter Five

Literacy:education and enrolment

5.1 Literacy

The national literacy rate has significantly increased from just 14.2 percent
in 1980 to 59.5 percent in 2006 24 which is significantly higher than the
South Asian average of 52 percent.  Despite limited resources within a
period of three and half decades, the government has been able to create a
modern education system from primary to tertiary level.  The Royal
Government’s commitment to education is well reflected in the impressive
rate at which enrolment is growing at various levels of the education
system. Education in Bhutan is provided free and without discrimination
at all levels.

A formal approach to modern education started only in the early 1950’s.
Prior to this period the only form of institutional education that existed
was monastic education which only monks were privileged to receive.
The first batch of 45 Bhutanese students was sent to British India in 1914.
(NHDR 2000)

Formal education consists of one year pre-primary, six years of primary,
four years secondary, two years senior secondary, and three years of degree
programme.

5.2 School enrolment, total and male-female ratio

Before launching of the successive five-year plans, school enrolment in
1,959 was limited to 1,500 pupils and 59 schools. The Royal Government
has strived hard to make schools accessible to communities living in rural
and remote parts of the country. Currently there are 248 community
schools, 59 Middle and Higher Secondary Schools, 87 Lower Secondary
Schools, 83 Primary Schools, 24 Private schools and 9 Day Care Centers.
The enrolment of students in various categories rose from 51,835 in 1985
to 1,71,500 in 2007. (NSB)
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Bhutan has made impressive progress towards the realization of the
millennium development goals (MDGs) related to achieving universal
primary education ensuring gender equality in education. The primary
net enrollment ratio (NER) moved from 70 percent (girls 67 percent; boys
73 percent) in 2003 to 79 percent in 2006. The gender gap for primary
NER is just 1 percent.

Table 1: Primary Net Enrollment (NER) by gender

Primary NER 2003 2006
National 70% 79%
Girls 67% 79%
Boys 73% 80%
Gender gap 6% 1%

There is no gender disaggregated data available for secondary NER.
Gender parity in overall enrollment at primary and secondary levels has
an overall female:male ratio of 0.94. The number of girls is 95 and 92 for
every 100 boys at the primary and secondary levels respectively

While the female: male ratio of enrolment is very similar across the
different classes at the primary level the gap between enrolment rates of
boys and girls in secondary education gets larger as the level increases.
The female: male enrolment ratio falls off to 71 girls for every 100 boys
at the higher secondary level. Girls make up just 41.6 percent of the
enrolment. Research analyzing the factors leading to lower girls enrolment
in higher secondary level classes needs to be carried out.

The Royal University of Bhutan (RUB) was established in June 2003;
linking nine different institutions providing tertiary education in different
areas across Bhutan. There has been significant progress in reducing gender
disparity at the tertiary education levels. This increase may be attributed
to the introduction of better boarding facilities and improved
communication and transportation across the country.  However, female
enrolment in tertiary institutes still remains very low. There are 48 girls
for every 100 boys (girls make up 32 percent of the total) and therefore
attainment of gender equality in this respect by 2015 presents a serious
challenge for the country.

Source: NSB (2004) Bhutan Living Standard Survey 2003,
Thimphu and MOE, General Statistics 2006, Thimphu
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Girls are also enrolled in traditional vocational institutes like the Zorig
Chusum, which was earlier meant for boys; other training opportunities
include the weaving training center at Khaling, in eastern Bhutan.

5.3 Non-formal education

In 1992, the National Women’s Association (NWAB) with the Dzongkhag
Development Commission (DDC) initiated an Adult Education Programme
with the objective to provide functional literacy to those who had never
attended school. By 1993, the Education Division was entrusted with the
responsibility of starting the new Non-formal Education (NFE)
Programme, which had components of the adult education as well as
attainment of livelihood skills. The target population was further widened
to cover not only those that did not attend school at all, but also those that
had dropped out of school. Today, this programme, although still school
based covers almost all districts.

Since the initiation of this programme, about 60 percent completed the
course successfully. Further, the number of non-formal education centers
expanded from 6 in 1992 with 300 learners to 18,550 learners enrolled in
646 centers in 2006.  The majority of the centers are located in rural areas
and 70 percent of the learners are women.25 The causes of low male
participation in these centers has not been formally assessed.

5.3 Vocational training for adolescents

The Royal Government has been  giving high priority to expanding and
improving vocational education and training. With a larger number of
dropouts at the secondary and tertiary levels, there is an increasing
population of adolescents that do not return to ordinary farm life. However,
their level of education does not provide them the opportunity to seek
gainful employment. Thus the Royal Government has established
vocational institutes  to equip the youth with basic skill training at local
levels so that they can be effectively utilized after training.

Six Vocational Training Institutes (VTI), under the Ministry of Labour
and Human Resources have been established to produce skilled people in
areas such as construction, carpentry, automobile engineering and driving,
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electrical engineering and traditional arts and crafts. Although these areas
have traditionally been male dominated, the number of females enrolled
at the VTI is increasing. In 2005 women represented 31 percent of the
total enrolment (56 females for every 100 males) At the National Institute
for Zorig Chusum, girls make up 79 percent of the total students enrolled
in the short term training programme, which provides courses in doll
making and tailoring. Female enrolment in the longer term training
programme is much lower. (MoLHR, 2005)
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Chapter Six

Employment patterns and levels

Historically, the agricultural sector has been the main area of employment
in Bhutan. Although known to be decreasing this sector still employs 63.3
percent of all workers. The services employ 16 percent, the industry
employs 9.9 percent and trade 7.8 percent (LFS 2004). Over the last decade
these sectors have nearly doubled in size and reflect the rural urban drift
that is currently underway in Bhutan.

The Bhutan National Human Development Report (BNHDR, 2005) cites
labor force participation rates of 35.2 percent for young people aged 15-
24 in 2004. The survey reported 30 percent of young people aged 12- 28
were working between 40 -60 hours per week. At present, adolescents
and young people make up 98 percent of the labor force in the rural areas.
In the urban areas, it is estimated that about 19 percent of adolescents and
young people are unemployed. In addition, they remain concentrated in
low-skilled and low-paid jobs with low prospects in career advancement.

According to the report there is a lack of employment-relevant education
and training that is responsive to labor market needs. Educated youth
entering the economically active age group have expectations of high
salary, mostly white collar employment.

6.1 Adolescents and employment

With more than 170,000 children in schools, a fairly saturated civil service
and a limited private sector, the issue of employment for young people
has become an important agenda for the Government. Of greater concern
is the long-term implication of a large group of unemployed youth of
Bhutan. As more young people move to urban areas, they create a pool of
unemployed and increase demand for housing, and other amenities

Studies have noted that unemployment among youth accounts for a major
portion of total unemployment. This proportion has been rising as young
people are finding it increasingly difficult to find work. A National Labor
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Force Survey for 1998 and 1999 show an unemployment figure of 17.5
percent among the age group 15-19, compared to 21.8 percent for the age
group 20-24. The national unemployment rate in 2004 was estimated at
1.4 percent with manual labor making up most of the unfilled jobs. National
unemployment levels further increased to 2.5 percent in 2004 (BNHDR
2005).

Educated adolescent and youth are emerging as a group needing attention,
with an increasing number entering the job market each year. The last few
years have seen an unprecedented number of school leavers seeking
employment. The National Employment Board was set up in response to
this development and addresses employment outside the civil service. The
Board estimates that there will be about 6,000 school leavers (from Class
VI to university graduates) ready to join the workforce every year and is
devising ways to meet the needs of this projection.

Education officials and employment officials acknowledge a mismatch in
the jobs available and persons seeking employment. The focus is moving
toward providing adolescents and youths with vocational and technical
skills based on current market requirements. Both the National
Employment Board and the Education Division point out that there needs
to be a change in attitude toward employment. Educated youth need to re-
think their expectations, and parents, who tend to steer their children toward
the civil service and professional jobs, need to be more realistic. The Board
is also working toward providing a more conducive environment for
employment, with plans to address wage rates and working conditions,
particularly in the private sector.

6.2 Adolescents employment projections

Projections made by the Ministry of Labour and Human Resource show
that out of the 213,406 youth about 50,000 students will enter the labor
market during the Ninth Five Year Plan (2002-2008). In addition, about
19,000 economically active rural persons are expected to migrate to urban
centers seeking employment by the end of the Plan. Thus, about 70,000
jobs will need to be created outside farming by the end of the Ninth Plan,
or about 14,000 jobs each year. One of the daunting challenges the country
faces is not only the creation of adequate gainful employment opportunities
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for the exponentially increasing Bhutanese workforce, but also ensuring
that adolescents and young people have an equal chance to avail those
opportunities.

Recent trend is seeing an increasing number of adolescents and youths
employed in the hotel businesses as waiters and waitresses. There is a
legal restriction against employment of any person below the age of 15
years.
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Chapter Seven

Society and gender

7.1 Gender

Bhutan displays gender neutrality in many legal and social aspects of life;
however, there are gender gaps particularly in education, in the higher
segments of civil service and in decision-making bodies as well as in
literacy rates. Although these gaps are decreasing steadily, others might
open up in the course of modernization.

The shift from a traditional agriculture-based society to a more diversified
economy has been accelerating since the late 1980s, when the first large
hydropower plant was built. While traditional gender relations might be
viewed as reciprocal and non-discriminatory, characteristics of social
change such as increasing mobility of the population, rising educational
requirements and the creation of employment opportunities in newly
emerging sectors may have a differential impact on women and men.
Women need to be able to take advantage of education in order to expand
their choices in life, which will ultimately have significant impacts on
many sectors of society.

7.2 Women’s status

Unlike many countries in the region, Bhutan exhibits minimal
discrimination against women, socially, economically, politically or legally.
Women are in fact accorded a dominant role in the legal system, especially
in family and inheritance law. The law of inheritance reserves equal rights
for all children, irrespective of sex and age, and in many parts of Bhutan
the society is matrilineal, with women inheriting land and men moving to
live with their in-laws. In matters of marriage, both women and men enjoy
equal freedom to choose their partners. The practice of dowry, characteristic
of many Asian societies, is unknown in Bhutan. There is no social stigma
attached to divorce and there is no ostracism towards women having
children out of wedlock. 26



34

The National Women’s Association of Bhutan was established in 1981 to
enhance the role of women at all stages of the development process. Bhutan
also ratified the Convention on the Elimination of Discrimination Against
Women in 1981 and, unlike many other countries, has never raised
objections to any part of this very important document.   Bhutan has
repeatedly demonstrated its commitment to the development of women
and their empowerment.

The challenge for Bhutan is to straighten more subtle and indirect forms
of gender bias existing in the system or emerging as a result of rapid
change. The crucial factors Bhutanese women frequently face are
education, poor social and economic opportunities.

A traditional lack of education among women has left them at a significant
disadvantage thus far in the development process. They are significantly
underrepresented in higher-skilled and higher-paid occupation.  This can
be attributed to the reluctance of parents to send their daughters to schools
since educational institutions were limited and situated far away and
therefore required significant walking through the inhospitable Himalayan
terrain.

7.3 The adolescent girl

An adolescent girl in South Asia is considered to be doubly disadvantaged:
as an adolescent and, more significantly, as a girl.  However, the situation
in Bhutan is different, both in terms of an adolescent girl’s opportunities
and her status in the society. The adolescent girl in Bhutan enjoys a better
position than her counterparts in other countries of South Asia. It cannot
be emphasized enough that the vital factor accounting for a unique situation
for adolescent girls in Bhutan is the relative absence of gender
discrimination. Numerous efforts to enhance the status of adolescent girls
would not hold much relevance if discrimination based on gender existed.

However, adolescent reproductive health is a sensitive issue as in most
countries including Bhutan. The growing-up and development process
presents many challenges in the lives of young girls and women.  Most
significant of challenges are the myths about their sexuality and gender
relationships.
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Although Bhutanese society has a relatively open approach to sex and
sexuality, it is not common to discuss sex and sexuality in general
conversation, thus letting the adolescent girls and boys to explore their
sexual awakenings on their own. Most adolescent girls feel shy or
embarrassed about raising these issues with adults or with healthcare
providers.

Sexual behavior, which is related to sexual development, has important
health implications for everyone, and especially for adolescents. So it is
particularly important for adolescents to be well informed about all aspects
of sex and sexual health. Limited ability, on the part of adolescent girls, to
manage their reproductive potential during this crucial period calls for
the development of institutional and community interventions to ensure
that adolescents grow up in a safe and healthy environment.
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Chapter Eight

Causes of mortality and morbidity

Mortality estimates are scanty and there is no data on cause-specific
mortality for the adolescent group. However, some estimates of
proportional mortality attributable to specific causes are available from
the 2000 National Health Survey and regular health reports from health
facilities. While respiratory infections still tops the list of morbid events
reported across all ages the non-communicable diseases such as cardio
vascular disorder and injuries rank high on the charts.

Table 2: Percentage distribution of causes of death

Cause of death Male Female Total

Disease of the lung including
pneumonia 11.6 15.4 13.5
Accidents and poisoning 12.5 55.0 8.7
Cardiovascular and blood
disorder 8.6 8.5 8.5
Old age 8.2 7.5 7.9
Diarrhea and dysentery 5.7 7.6 6.6
Gastrointestinal and liver
disease excluding hepatitis 6.3 3.9 5.1
Fevers 4.9 5.0 4.9
Swellings 2.9 6.3 4.6
Malignancies 2.2 5.0 3.6
Tuberculosis 4.3 1.8 3.1
Other infections 1.7 3.7 2.7
Kidney, UTI and Maternal 0 4.0 2.0
Hepatitis 2.2 1.3 1.7
Prematurity 1.7 0.4 0.6
Endocrine and metabolic
disorder 0.7 0.4 0.6
Others 2.2 3.6 2.6
Unknown 24.2 20.6 22.5
Total 99.9 100 100

Source: National Health Survey 2000
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Chapter Nine

9.1 Adolescents reproductive health

The Royal Government recognizes the importance of adolescent
reproductive health. The need to enhance young people’s awareness in
reproductive health and family planning both as individuals is reflected
in the Ninth Plan of the RGoB (2002-2007).

Her Majesty the Queen Ashi Sangay Choden Wangchuck, in her role as
UNFPA Goodwill Ambassador has been instrumental in giving visibility
and attaining support for broader reproductive health needs of youth -
especially in relation to STD/HIV/AIDS. The reproductive health booklet
“Know the Facts” is an outcome of Her Majesty’s interaction with youth
across the country.  The book addresses sexuality and reproductive health
concerns of youth and is aimed at encouraging and promoting rational
and informed decision making. Initiatives for young people are also being
taken by the health and education sectors.

The National Medical Standards for Contraceptive Services, updated by
the Public Health Department in November 2003, includes a chapter on
adolescents, and young people. In 2002 an Adolescent and Reproductive
Health Education and Life Skills Programme was launched with the aim
of targeting specifically reproductive health and adolescent sexual health
concerns. This programme is guided by a national steering committee
comprising Education and Health representatives. Teachers have been
trained to conduct the life skill sessions, and local case studies have been
included in the programme to enhance understanding of reproductive health
issues.

Other innovative reproductive health programmes include involving
scouts, orienting non-formal education (NFE) teachers, school and district
officers, and providing counseling training for school wardens and matrons.
Youth counseling units have also been established in the Youth Information
Centre under the Ministry of Education.
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While the importance of reaching out to adolescents is well accepted and
some initiatives have been taken at several levels no special reproductive
health services for youth is currently implemented.

9.2 Adolescent pregnancy and fertility

Early childbearing and motherhood is a significant public health concern
in Bhutan impacting infant and maternal morbidity and mortality,
educational and employment opportunities and the  quality of life. Available
data show that women in the age group 15-24 produce about a third of the
births in any given year.

The national population and housing census (NPHC 2005) reveals that
more than 15 percent of all girls between the ages of 15-19 in Bhutan are
currently married. Additionally 0.3 percent girls aged 10-14 are also
married.  There has been a significant drop in the total fertility rate from
5.6 per women in 1994  to 2.6 in 2005 (NPHC 2005).

The Department of Youth Culture and Sports, under the Ministry of
Education has conducted a survey on teenage pregnancy and early
marriages in 2000. This survey indicates that a substantial percentage of
high school students (15-20 yrs) are sexually active (58 percent). Due to
poor awareness on contraceptives and little stigma attached to single
motherhood many young girls particularly in rural settings are at the risk
of unwanted pregnancies.

9.3 Adolescents and contraceptives

The government is the sole provider of health services in Bhutan.
Contraceptives are available free of cost in all hospitals and peripheral
health centers. Condoms and oral contraceptives are also available from
private pharmacies which are limited in number. The services available
however, are not accessed equally by all groups.

National surveys  reveal that the major family planning users are married
women (44 percent); less in the separated, divorced or widowed (10 to 20
percent); unemployed adults (13 percent), singles (2 percent), and students
(1 percent) and are by far the lowest users of contraception. The use of
contraceptives was only 2.4 percent in the 19-24 age group.
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Although no legal or policy level barriers prevent young people (married
or unmarried) having access to general reproductive health services
including family planning there are several factors which may be limiting
access to these services. Embarrassment and shyness, lack of
confidentiality or privacy and judgmental attitude of health care providers
may be a few of the reasons. Studies have demonstrated low condom use
by sexually active young people. This leaves many young people
vulnerable to STIs and unwanted pregnancies.

The National Medical Standards for Contraceptive Services (2003) points
out that it is important to let adolescents know about the existence of
emergency contraception since sexual intercourse is often unplanned and
irregular and regular contraception is not easily available to them. In Bhutan
emergency contraception is offered as a back-up method for condom failure
and currently available in all district hospitals. However, according to
sources it is not easily available to women of any age and requires to be
prescribed by a doctor.

9.4 Adolescents and maternal mortality and morbidity

Maternal mortality rate in Bhutan is one of the lowest in the SAARC
region; nonetheless a figure of 255 per 100,000  births is a concern for the
Royal Government. The leading cause of maternal death was reported to
be post-partum hemorrhage. About 44 percent of all registered maternal
deaths in 2005 were due to post-partum hemorrhage.27

Early childbearing and motherhood increases the risk of maternal and
infant mortality and morbidity. Compared with women in their twenties,
adolescents are two times more likely to die during childbirth, and those
ages 14 years and younger are five times more likely. More than half of
women in Bhutan deliver their first child before age 20.

9.5 Adolescents and nutrition

Bhutanese in general do not show any special preferences for either gender
or specific age groups. Therefore, nutrition of adolescent is similar to the
nutrition status of the general population. There is no data indicating dietary
practices of Bhutanese adolescents.
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Many people in Bhutan have dietary deficiencies. Females, in particular,
often have calcium, iron and foliate intakes below recommended values.
Although adults and adolescents have similar diets in terms of healthy
foods, adolescents are twice as likely as adults to report eating high calorie,
low nutrient foods.  Moreover, rural areas often lack access to grocery
stores which provide healthy food choices besides seasonal farm produce.
A study conducted by UNICEF in 1996 revealed that anemia among young
pregnant women was 68 percent.
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Chapter Ten

Laws and policies and their impact on adolescents

Bhutan is signatory to the Convention on the Elimination of All Forms of
Discrimination against Women (CEDAW) and the Convention on the
Rights of the Child (CRC). Hence, the issues related to children are
appropriately dealt with in various legislative measures taken with respect
to children, women and young people. Amendments to the 1980 Marriage
Act, the 1993 Rape Act, the adoption of the Juvenile Justice Act, Civil
and Criminal Codes, and the Immoral Trafficking Act and the Penal Code
of Bhutan are some examples.

Under the Penal Code of the Kingdom of Bhutan a child is a person who
is 18 years or younger. A number of provisions are stipulated in the Penal
Code of Bhutan to ensure that child offenders are dealt in a mild manner
because a child of tender age is considered incapable of exercising
discretion or possessing intelligence and hence, presumed criminally
incapable.  The code therefore, prescribes that a child offender of ten years
or younger shall not be liable for any offences committed by him or her.
However, a child who is older then ten years may receive a minimum of
half of the sentence prescribed for the offence. Section 114 of the Penal
Code of Bhutan provides blanket provision to a child of ten years and
below for any crime committed by him.

To protect children from the scourges of litigation the Civil and Criminal
Procedure Code of the Kingdom of Bhutan provides that a minor cannot
sue or be sued. However, if he or she has a direct stake in the outcome of
the litigation the suit may be brought in his or her name by a member of
joint family through a legal guardian called Jabmi.

10.1 Laws and policies on marriage

The Marriage Act of 1980 was amended during the 74th Session of the
National Assembly (1996). According to the amendment, the legal age of
marriage for girls was raised from sixteen to eighteen.  This amendment
has been favorable as it has given women legal rights to property and
child support.
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Both partners can initiate the procedure for divorce irrespective of the
grounds on which separation becomes desirable.  If wrong doing by either
partner is cited as a reason for divorce and guilt is proven, the guilty partner
receives only one third of all properties and liabilities held individually or
jointly by the couple.

With respect to the custody of children, minors under the age of nine are
awarded to the mother, regardless of who bears guilt for the separation.
During this period the father, has to provide 20 percent of his income for
each child. However, the total child support allowances should not exceed
40 percent of his monthly income as child support extends up to the age
of eighteen. After the age of nine, the children themselves decide which
of the two parents they wish to live with.

In matters of marriage, there is a great deal of freedom and flexibility.
Young Bhutanese men and women choose their partners with a high degree
of freedom without parental or family restrictions.  The practice of dowry,
which is prevalent in many Asian societies, is unknown in Bhutan.

10.2 Laws and policies on rape

The subject of rape has recently received increased attention in the
Government. Rape was made a criminal offence in 1953. Existing laws
have, therefore, have been amended by the national legislature in 1996,
reflecting much more serious punishment, especially when minors are
involved.  The penalties include the payment of compensation along with
imprisonment and, in case of minors, the sentence range from five to
seventeen years, depending on the severity of the crime.  In extreme cases,
the law can award life imprisonment. Recent media reports show that
sexual exploitation and rape, once thought to be not a common issue is
now emerging as a problem.

10.3 Laws and policies on inheritance

Bhutan’s Inheritance Act of 1980 states that all children at the time of
divorce shall have equal right to the family property irrespective of age
and sex. In practice it differs from region to region. In the east and parts
of central Bhutan inhabited by Sharchops and Khengs, property is
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distributed equally between sons and daughters. However, in western and
parts of Trongsa in Central Bhutan, parents leave all their property to
daughters. While in the south, the lhotsampas and certain areas in eastern
Bhutan sons are the sole heirs.

It is also common practice to leave the family house and the farm property
to those caring for aged parents. It so happens that daughters end up taking
care of the parents in most cases. An adolescent can own land, property
and manage family finances.

10.4 Laws and policies on tobacco

Tobacco control in Bhutan presents an experience, unique in many aspects
from the rest of the world.  Religion, culture and tradition have been until
now strong forces against tobacco use.  Moreover, being small and isolated
Bhutan has never been the target of interest for multinational tobacco
companies. Hence, major issues concerning tobacco that plague the rest
of the world such as the cultivation, manufacture and direct tobacco
advertising is not an issue. The first ever policy on tobacco control is
believed to have been passed in 1729 by the most illustrious historical
figure, His Holiness Zhabdrung Ngawang Namgyal. This had significant
impact on the non-use of tobacco products by the monks and the religious
community.

The 82nd session of the National Assembly, in support of tobacco free
initiatives taken at the local levels, passed a resolution banning the sale of
all tobacco products in the kingdom. The nationwide ban came into force
on 17th December 2004 declaring Bhutan as the first tobacco-free country
in the world. This is in line with WHO’s Framework Convention for
Tobacco Control (FCTC).

It is essential to understand that the ban is on the sales of tobacco products
and not on smoking. This ban takes into consideration individual choices
and rights.  While the decision to smoke is still the prerogative of individual,
the activity has to be confined to areas outside designated smoke-free
areas. It is now illegal to sell tobacco and tobacco products in any form in
Bhutan. Individuals caught doing so are liable to penalty ranging from
payment of fines to losing  business licenses. This ban also applies to all
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visitors of the kingdom and no immunity status is being granted. The
FCTC clause 2 (b) of article 6 also supports this.

A high level national multi-sector task force is in place  to oversee the
effective implementation of tobacco control activities in the kingdom.

10.5 Laws and policies on alcohol

The Royal Government has taken several measures to control the sale of
alcohol since 1995. Measures include prohibiting the sale of alcohol to
children below the age of 18 years, observation of dry days, pricing and
taxation measures, penalties for drink driving and health advocacy and
IEC aimed at reducing the consumption of alcohol. Legal restriction applies
only to open consumption in bars and restaurants.

Although activities are being carried out by various sectors, no focal agency
coordinates alcohol control. Alcohol control activities are undertaken by
individual sectors within their sectoral mandates. Apart from the Ministry
of Health the other sectors involved are the Ministry of Trade and Industry,
Department of Revenue and Customs, Road Safety and Transport Authority
(RSTA) and the Royal Bhutan Police.

The main challenges faced by the implementers are enforcement and
monitoring of existing rules and regulations due to manpower constraints
and lack of adequate funds to implement alcohol control activities.
Moreover due to absence of detoxification and counseling services within
the country cases are often referred outside for treatment and counseling.
With the major focus on tobacco control, alcohol control has taken a back
seat despite it being an issue of public health concern.

10.6 Laws and policies on drugs

Bhutan is a signatory to the United Nations Convention against Illicit
Traffic in Narcotic Drugs and Psychotropic Substance of 1988, and the
SAARC Convention on Narcotic Psychotropic substance.

A Narcotic drugs and psychotropic substances notification was issued by
the Royal Government in 1988 to guide action against drugs. The
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notification prohibits the cultivation, production, manufacture, possession,
sale and purchase, transportation, storage, use and consumption of all
narcotic drugs and psychotropic substances in the country.

The Bhutan Penal Code 2004 provides some form of legal framework for
drugs under chapter 27: offences against the public welfare and chapter
33: offences related to protected species, controlled & other harmful
substances. The Medicine Act of 2003 also regulates the use of medicines
and drugs in Bhutan and includes sections on regulation and drugs, drug
testing and use. The act prohibits sale of medicine without prescription
and individuals from possessing medication that exceeds the quantity
prescribed.

The Narcotic Control Agency headed by an Executive Director was
recently established according to provisions in the Narcotic Act, 2005
(NDPSSA Act, 2005). This office is the nodal agency for coordinating
programs and policies in the area of narcotic drug control and eradication.
It is an autonomous agency under a board  and is currently being funded
by the Royal Government. Apart from legislation to protect children and
youth, services such as counseling and detoxification programmes,
particularly for those seeking professional help, are unavailable in the
country.

10.7 Laws and policies on juvenile delinquency

A Juvenile Delinquency Act based on the United Nations standard
minimum rules for the administration of juvenile justice has been drafted
(Beijing Rules 1985). The draft Act  has a provision for a special court to
be set up with an informal setting. It also spells out conditions for bail and
procedures and stipulated time-frame for court hearings while in police
custody.

The juvenile court  has the authority to exercise various options after a
juvenile is found guilty; the last option being to direct the juvenile to the
rehabilitation centre for a fixed period of time. Children under 18  given a
custodial sentence are sent to the Youth Development and Rehabilitation
Centre at Tsimakha in Chukha district.
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The Police Act, 1980 and Prison Act,1982 states that minors must be kept
separately from other prisoners and may not be given prison work ‘beyond
their capabilities’.
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Chapter Eleven

Awareness about common problems among adolescents

11.1 Health care seeking behavior

In the past Bhutan’s harsh terrain, scattered settlements and poor awareness
greatly limited access to modern treatment. Strong cultural practices led
rural communities to depend profoundly on religious and traditional healers
and indigenous medicine. Even to this day in times of illness rural
populations are known to consult traditional healers and resort to religious
rites before approaching the health care provider.

With the expansion of modern health care services, increasingly the first
post of consultation, if not parallel to the traditional practices, is that of
established health care facilities. While uneducated villagers may place
much higher emphasis on traditional and religious rites to cure illness,
educated youths as well as adults turn to the modern system of health
services for their health care needs. The 2005 National Population and
Housing Census revealed that almost 90 percent of households had visited
a health facility in the past year. Among the 10 percent who did not visit a
health facility only 3 percent said that they preferred home treatment.

The lack of sufficient human resources within the health system may
sometimes be a deterrent, particularly for young women, where the
attending health worker or doctor is more often a male. In general, there
are no known beliefs or practices that prevent or impede health care seeking
behavior in the adolescents in Bhutan.

11.2 Alcohol abuse

The consumption of alcohol is widely prevalent custom in Bhutan. Studies
have revealed that nearly half of the population is known to drink alcohol.
This drink finds a significant place in the Bhutanese lifestyle whether
celebrating birth or mourning death.  So, with no stigma attached to
drinking, it is almost a part of every day life in many rural communities.
While there are differences in the consumption pattern between regions
in the country, alcohol is available everywhere as both locally brewed and
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commercial products. The locally brewed product is presumed to be more
widely used among the rural population. As no excise or tax is payable it
is not only cheaper but readily available. A recent study on alcohol cited
that there is one bar for every 250 Bhutanese and 10 bottles of beer or
spirits are consumed per year for every man, woman and child of Bhutan28.

Thus the use of alcohol with its roots embedded in social, cultural, religious
and traditional practices has led to grave social and health consequences
in the Bhutanese society. Recent years have noted a consistent rise in
alcohol related morbidity and mortality in Bhutan. Alcohol liver disease
alone has increased from 937 in 2003 to 1217 in 2005. The proportion of
death due to alcohol stands at 13.07 percent in 2005 making it one of the
five the leading cause of death in Bhutan and the most common killer of
Bhutanese males29.

The adverse social impact of alcohol is said to affect children directly and
indirectly. Apart from health consequences, the social impact especially
on the family life and on the psychology of a young child is likely to be
significant in a family known for alcohol abuse. They not only run the
risk of becoming alcoholics but are highly vulnerable to risky behaviors,
such as unsafe sex, sexual promiscuity and use of other psychoactive
substances. Royal Bhutan Police records note an increasing trend in the
petty crimes committed by adolescents under the influence of alcohol,
especially in urban areas.

Although measures such as prohibiting the sale of alcohol to children
below the age of 18 years have been implemented since 1995 enforcement
and monitoring of existing rules and regulations has been a challenging
task. Lack of strict enforcement measures is bound to have  severe health,
social and economic consequences on Bhutanese youth.

11.3 Drug abuse

Distinct from alcohol, drug abuse is a completely new occurrence in the
Bhutanese society. The true magnitude of drug abuse in Bhutan is not
known but is assumed to be less serious than in neighboring countries.
However, limited data available from the Royal Bhutan Police records
indicate that the consumption pattern is rising.
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At a workshop conducted by the Ministry of Education in 2004, the police
reported 356 drug arrests made in Thimphu city between 1998 and 2004.
This represents a significant rise since 1998 and 1999 when just 40 cases
were reported. The offenders were almost entirely male and 61 percent
were under 20 years and as young as 8 years. It was pointed out that three
out of ten were unemployed youth and  four out of ten of the offenders
were students.

This evidence shows that schools are dealing increasingly with the
beginnings of what could be a larger problem in the future. It should,
however, be noted that most drug abuse goes undetected as users are mostly
apprehended when use is linked with other crimes. Limited studies show
that adolescents engage in substance abuse because of a lack of guidance,
problems at home and the easy availability of the drugs and inhalants.
Curiosity and peer pressure are other reasons cited.

Since the mid 1980s the Ministry of Health has been informing the public
on the harmful effects of drugs and substances through adhoc campaigns.
In 1998 the Tobacco and Alcohol Free Initiative (TFI) and Drug Abuse
programme was instituted for more focused and sustained activities.
Policies on the use of pharmaceuticals and narcotic or psychotropic
substances including the sales of alcohol and tobacco are now in place.
Promotion of awareness on drugs and substances is also carried out in
collaboration with Youth Development Fund, Road Safety and Transport
Authorities, the Royal Bhutan Police and Bhutan Olympic committee.

Initial efforts to address problems of drug abuse were met with denial
both from the abusers as well as from their parents and schools. Many
parents were found defensive refusing to acknowledge the problem when
confronted. Schools though aware of the problem were not willing to admit
it for various reasons. With rising incidence of drug abuse and few deaths
reported due to drug overdoses parents and teachers have become
increasingly concerned. Schools now take drug abuse very seriously.
Children are frequently warned of the dangers of drug use.

A significant drop in the number of minors using drugs has been observed
through police records. In 2003 only one case involving a minor was
registered. This drop could be attributed to parent awareness programme
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launched in schools and a growing awareness of the implications of drug
abuse launched through the media.

11.4 Tobacco use

Religion has a significant role on the non-use of tobacco products by monks
and majority of the older generation. Despite strong religious sentiments
the past decades have seen a steady increase of tobacco use in the Bhutanese
lifestyle.  This is especially true for the younger generation who in addition
to smoking commonly chews tobacco and uses various commercially
prepared tobacco products.

The increasing trend of tobacco use among young people has been
attributed to increasing pace of modernization and wider communication,
expanding access to electronic and print media. An IECH KAP Survey
(2000) revealed that 8 percent chew or sniff tobacco (7 percent females
and 10 percent males.) The prevalent smoking rate among a survey
population of 1035 was estimated as 1 percent (IECH KAP 2000). Although
no major survey has been conducted to ascertain the mortality and
morbidity due to tobacco use, it is found that respiratory infections
constitute about 18 percent and 25 percent of all morbidity in the hospitals
and Basic Health Units respectively; majority of these patients belong to
the 15 and above age group.

Tobacco control activities have been integrated into the primary health
care system since the launch of tobacco control activities in the 1980s.
However, a truly national approach to setting tobacco control priorities
within every district has been possible only after the inception of the
national tobacco control programme in 1998.

While the ban on sale of tobacco and tobacco products has been instituted
on public health grounds, Mahayana   Buddhism practiced in Bhutan has
played an important role in discouraging the use of tobacco products.
Most people believe that the ban will go a long way in improving the
health of future generations.

Success in the area of tobacco control is mainly attributed to the extra
ordinary leadership at the highest level and the commitment to tobacco
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control at the district level. The invaluable support and guidance from all
levels of the World Health Organization has been indispensable for
achievements in the area of tobacco control in Bhutan.

The nationwide ban is no doubt an unprecedented step for Bhutan. There
has been widespread speculation as to whether the ban will work. With
the support and cooperation of different stakeholders, vigilant enforcement
and continued advocacy efforts, the country remains hopeful.

11.5 Juvenile delinquency

Juvenile delinquency has received growing attention among lawmakers,
law enforcement agencies   and the judiciary. Although the issues are
small in comparison to the experiences in other parts of the region, Bhutan
is careful not to let such problems grow.According to Royal Bhutan Police
records theft, pick pocketing and other juvenile problems like substance
abuse have been on the rise since the early 1990s. A sharp rise in juvenile
delinquency in recent years, primarily in urban areas, was attributed to
several factors such as broken families, poverty, a lack of meaningful
occupation and the movement of rural youth into urban centers. Many of
the minors apprehended had some basic education. Recent reports however,
reveal a drop in juvenile delinquency. This may be the result of vigilant
policing and proper counseling of young offenders. Legislation is being
drafted to deal with such problems. A Juvenile Justice Act has been drafted
that proposes a separate court for young offenders. At the same time, a
Youth Development and Rehabilitation Center (YDRC) were opened in
1999 in Tsimalakha under Chukha Dzongkha. The centre provides
protection, education and vocational training to those juvenile detained
there.

While Bhutan is fairly prepared for rehabilitation in detention, it lacks the
capacity and professional support needed for long-term rehabilitation and
reintegration into society. There are no social workers or professional
counselors in the police force.
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11.6 Exploitation and violence against adolescents and women

In the midst of socio-economic progress and rapid modernization, there is
widening economic disparity between groups, regions, and sexes. This
has placed mounting social and economic pressures on young girls and
women in Bhutan. In many cases, because of their economically
disadvantaged position women and girls have been exposed to sexual
exploitation, domestic violence and prostitution. As elsewhere, in a “culture
of silence” most women in Bhutan are less likely to report rape, domestic
violence or any other violence. Reluctance to report incidences of violence
may stem from a variety of reasons such as economic dependence, fear of
conviction, retaliation, shame, and absence of shelters to go to are among
many others.

As these issues are seldom discussed or written about it is very difficult to
assess the true magnitude of the problem in Bhutan.  Records from the
Royal Bhutan Police (RBP) in Thimphu and those kept by the Forensic
Specialist at the National Referral Hospital represent the only source of
quantitative information available. These records are not representative
of the national situation as many cases go unreported. According to the
National Commission of Women and Children (NCWC) cases are only
reported where serious injuries are involved.

Until recently domestic violence was largely considered a personal matter
and often not taken as a societal menace. Gender violence is now being
accepted as a growing concern and is gaining focus due to increased
coverage by the media and action taken by agencies like (NCWC) and
RENEW (Respect, Educate, Nurture, and Empower Women).

Initiatives are now being taken towards securing  protection for women
from all types of abuse - physical, mental, social and economic. Steps are
already under way to sensitize civil servants, police, judges, doctors,
teachers, mass media and political leaders alike to domestic and sexual
violence. RENEW looks at networking among government, civil societies
and the police to protect women from domestic violence, to prevent re-
victimization, and to follow up appropriately on domestic violence cases.
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A national consultation of violence against women and children  indicated
that violence in Bhutan takes place in various settings such as violence in
the workplace, schools and institutions, homes and families, and
communities.

There are many actors playing a key role in dealing with issues related to
violence against women. These include the Royal Bhutan Police, the Royal
Court of Justice, the health sector and more recently the NCWC and
RENEW. However, there is no established system for systematic collection
and analysis of VAW related data, which would link various actors that
play a key role in dealing with violence against women.

11.7 Prostitution and adolescents

Prostitution is not a legal trade in Bhutan. The Penal Code of Bhutan
defines prostitution as offering, agreeing to engage, or engaging in sexual
conduct with another person for money or property.  It provides penalties
to people engaged in prostitution which includes both the prostitute and
the client.  Penalties are severe especially if the minors are involved
(Chapter 26, Bhutan Penal Code).

On account of the legal implications, although sex work exists in Bhutan
it is largely hidden and not a organized network. Sex workers are known
to operate discreetly either alone or in small groups and sometimes depend
on middle men or pimps. Due to these factors it has been difficult to extract
in depth information and define the true magnitude of sex work in Bhutan.
However, local sources reveal that over the years the number of sex workers
has risen primarily in urban areas and along border towns. This correlates
well with the steady rise of sexually transmitted infections (STIs) and
HIV/AIDS in the country.

Limited qualitative studies  initiated by the STD/AIDS program30  in urban
centers reveal that most of the sex workers were young girls, mostly in
their teens, some as young as 14 years of age. Girls in the trade ranged
from divorcees, single parents, unmarried girls to school dropouts. Several
of them belonged to remote district villages and were living unsupervised
in urban centers.  There have been also informal reports of female school
students engaging in sex work.
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Poverty, broken homes, lack of parental guidance, the desire for modern
amenities, clothes and a luxurious urban life are some of the reasons cited
for taking up sex work. Karaoke bars, discotheques, night clubs and
restaurants were cited as common pick up points. In the absence of brothels,
hotels and lodges were common operation venues. The potential clients
of sex worker included men from various social strata and occupational
background inclusive of business men, military personnel, government
and corporate employees as well as non national across the borders and
foreign tourists.

Awareness and knowledge on the health implications such as STIs and
HIV/AIDS was fairly high among the sex workers in the study. However,
condom use among this group was found to be low and inconsistent. This
was largely attributed to poor negotiation skills with their clients. Although
many were aware of the hazards of unprotected sex some were left with
little choice when male clients refused to use condom. A few however
reported inaccessibility as the reason for not using condoms. Most of the
young girls involved in the study were also aware that treatment services
were available. Long waiting lines, lack of privacy and short consultation
time with doctors were challenges pointed out by the sex workers. Sex
work commonly overlapped with smoking, alcohol and drug abuse increase
their risk and vulnerability to diseases manifold.

The existing hospital based services are very treatment oriented and does
not address preventive, safe sex and behavior change practices. Health
information service centers have recently being piloted in the urban centers
in Thimphu and Phuntsholing to provide effective prevention, counseling
and treatment services to sex workers reluctant to use the services for
general population. Due to existing legal implication much of the sex
work is hidden and difficult to determine. Health authorities face major
challenges dealing with sex trade and its health implications as some of
them are beyond the reach of health sector.

11.8 Injury, violence and adolescents

Adolescents who lack a permanent and stable home normally are likely to
have violent nature. Although there is no specific data to support this
statement, it is generally known that young people residing in Thimphu
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and other town areas with their relatives are more prone to self-inflicted
injury.

Also youth living in poverty, broken homes, and abusing drugs and alcohol
are more likely to have violent nature. These youth are more likely to
suffer from problems affecting their health and overall development as
compared to youth living in stable families. They are also most likely to
suffer from severe mental health disorders. Health authorities note that
more adolescents are seeking help for stress related health problems.
Counseling and mental health services are just beginning to take note of
these developments.

Media and police reports indicate increasing incidences of violence among
15-20 years age group. Incidences range from physical attacks, eve teasing
and vandalism. The number of reported cases may not sound alarming
but given the size of our population it is a cause of concern. As such
incidents are becoming common especially in and around nightclubs and
during parties in the capital.

11.9 Unemployment and adolescents

With a rapidly growing young population, a fairly small and saturated
civil service and a limited private sector, the issue of employment for
young people has become an important agenda for the Government. Of
greater concern are the long-term implications of a large group of
unemployed youth on the security and social well being of the country.

A National Labor Force Survey for 1998-1999 show an unemployment
figure of 17.5 percent among the age group 15-19; and 21.8 percent for
the age group 20-24. The national unemployment rate is estimated at 1.4
percent, with manual labour making up most of the unfilled jobs.

As more young people move to urban centers from rural areas where there
is a lack of modern amenities they create a pool of unemployed and increase
the demand for housing, recreation facilities, as well as all other social
services.
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11.10 HIV/AIDS and adolescents

The HIV/AIDS epidemic in Bhutan is still in its early stages. However,
the continuing spread of HIV/AIDS can present a serious obstacle to the
Nation’s development if timely and effective responses are not put in place.
In 1993 the first case of HIV infection was reported in the Kingdom. As
of March 2007 a total of 124 HIV infected cases were reported. This
includes those who have already died. This figure represents only a fraction
of the HIV infected people in the country.

Bhutan features among the low HIV/AIDS prevalence states (0.2 percent)
and exhibits a generalized epidemic pattern.  As the epidemic cuts across
all sections of society, every Bhutanese is considered at risk regardless of
age, sex and occupational background. The most common route of
transmission is the heterosexual route (87 percent) followed by mother-
to-child transmission (10 percent) and intravenous drug use (2 percent)31.

Bhutan’s HIV/AIDS prevention effort receives priority from the highest
level. The Royal Decree on HIV/AIDS issued by his Majesty the King in
2004 is the basis of Bhutan’s policy decisions. The strong leadership
provided by Her Majesty the Queen Ashi Sangay Choden Wangchuck in
HIV/AIDS prevention has resulted in an increase in the level of public
awareness particularly among young people.

While the commitment to HIV prevention is high there are several factors
fuelling HIV transmission in Bhutan.  These factors include a significantly
young population, existence of high rates of HIV, highly mobile population
both within and outside the country, high rates of unprotected casual sex,
and the emerging problems of drug abuse.

HIV infection has been reported in all age groups across the country. More
than 30 percent of cases fall below the age of 25 years. Among them more
than 80 percent are females, this includes 11 minors infected through
mother-to-child route. Young women are therefore highly vulnerable. This
probably indicates that  women and girls are usually infected at a younger
age.

Evidence from the Royal Bhutan Police records indicate that the drug
consumption pattern is rising. The offenders were almost entirely male
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and 61 percent of them were under 20 years and as young as 8 years. Both
unemployed youth and students featured among the offenders. Injecting
and needle sharing has been reported which makes this group highly
vulnerable to HIV infection.

The relaxed attitude of adolescents towards sex and sexuality compounded
by low condom use and emerging problem of alcohol and drug abuse
makes them highly vulnerable to HIV infection. The continuing spread of
HIV/AIDS can present a serious obstacle to Bhutan’s development as more
than 60 percent of the country’s population is less than 25 years.
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Chapter Twelve

Responding to adolescent health needs

His Majesty the 4th King has always emphasized the development of youth
of the nation and has taken a personal interest in their well being. This
priority is articulated in His Majesty’s popularly quoted statement “The
future of our nation lies in the hands of our children”. Children today are
seen as tomorrow’s workforce, parents, and leaders who will have a major
influence on the overall social and economic development of the country.

Her Majesty the Queen Ashi Sangay Choden Wangchuck, in her role as
UNFPA Goodwill Ambassador, has been instrumental in attaining support
and giving visibility to adolescent reproductive  and sexual health issues
which includes substance abuse, teenage pregnancy, STIs and HIV/AIDS.

12.1 Current programmes responding to adolescent needs

A number of programs are implemented directly or indirectly addressing
adolescent needs. However, most of the initiatives undertaken by the Royal
Government and a number of donors agencies appear to have taken place
in isolation leading  to duplication and overlap of efforts and program
gaps. Lack of  young people’s involvement in policy dialogue and program
design may be another area that has been overlooked.

12.1.1 The Reproductive Health program

Reproductive health services are a vital component of the country’s primary
health care system and is mainly supported by UNFPA and WHO. The
main goal charted out for the reproductive health services is ‘to improve
the reproductive health of women, men and adolescents through inter-
sectoral coordination and community participation’.

Reproductive health has long  been  a part of the school curriculum in
middle and higher secondary schools in Bhutan. The need to enhance
young people’s awareness in reproductive health and family planning both
as individuals and advocates was reflected in the Ninth Plan of the RGoB
(2002-2007).
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Her Majesty the Queen Ashi Sangay Choden Wangchuck has spearheaded
nationwide campaigns addressing adolescent sexuality and reproductive
health issues since 1999. Her Majesty believes that the provision of accurate
information to youth at an early age will be crucial in promoting rationale
and informed decisions as adolescents graduate to adults.

Royal initiative was instrumental in mandating counseling services through
the life skills program in all high and middle secondary schools of the
nation in 2002. Focus is also given to the prevention of HIV/AIDS and
any form of sexual harassment, teenage pregnancy and drug abuse.

While majority of these programs target the in-school population, the out-
of-school youth population has been difficult to reach hitherto. There is
no strategy to effectively reach non school going youth. There is unanimous
agreement that they are a group that are probably more at risk than school
going adolescents. More attention has been focused recently on out of
school youth both in relation to their vulnerability to STIs and HIV/AIDS
and as part of growing national concern about education and
unemployment.

12.1.2 School health services

Bhutan initiated its school health program way back in 1984 with WHO
assistance. Activities were primarily limited to de-worming and health
education on various topics. Realizing the lacunae of services in schools,
and also seeing the opportunity of involving students to spread the message
of health to their respective communities, the Comprehensive School
Health Program (CSHP) was initiated in 1999.  The program is jointly
implemented by the Ministry of Health (MOH) and the Ministry of
Education (MOE) and is guided by the National School Health Committee.
Focal persons are appointed from Ministries of Health and Education to
coordinate all CSHP related activities. In 2001 a resource package for
adolescent health life-skills education for use in class VII-X was produced
by the CSHP and teachers were trained to use it. At the primary school
health level the emphasis is on health and hygiene linked to provision of
water and sanitation facilities at school sites.

The main objective of the CSHP is to encourage health promotional
activities, develop programs and activities for youth that can address
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adolescent reproductive health , provide health services in schools, support
the improvement of the physical environment in support of health and
enhance community involvement.

The Ministry of Health is responsible for providing training in first aid.
Apart from general health check up, eye and dental screening,
supplementation of vitamin A  and weekly iron and folic acid are also
carried out in schools.  Water and sanitation are other areas addressed by
the Ministry. The Ministry also lends technical support when addressing
STIs, HIV/AIDS and mental health in schools. Hostel wardens and teachers
are being trained with basic skills on adolescent health counseling and
first aid administration.

12.1.3 School-based Parents’ Education and Awareness (SPEA)
programme on youth and adolescent issues

The School-based Parents Education and Awareness (SPEA) is conducted
in coordination with the Department of Youth and Sports (DYS) and Save
the Children US. The SPEA was first piloted in 1999 in 8 schools in the
capital city of Thimphu. It is now being implemented in 7 of Bhutan’s 20
districts and is expected to expand nationwide.

The main objective of the SPEA program is to raise parental awareness
and knowledge on adolescent and youth issues including the psychosocial
aspects of their development. It is seen as an important initiative in creating
a conducive environment for families and youth. Trained focal teachers
are used to enhance the capacity of parents and guardians to address issues
confronting their adolescent children at home.

12.1.4 Bhutan Scouts Association

The scouting movement was initiated in Bhutan to enhance the
development of Bhutanese youth.  This program covers about 225 schools
and 4 institutes around the country and has enrolled more than 12,000
boys and girls.  The life-skills education implemented through the scouting
program is aimed to enhance the knowledge, attitude and skills of
adolescents so that they are able to make well-informed responsible
decisions about reproductive and sexual health. Emphasis is also given to
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substance abuse, relationships, values, career choices and civic
participation. Core skills such as awareness, empathy, decision making,
problem solving, creative and critical thinking, coping with emotion and
stressors etc. are also enhanced.

This activity is also coordinated by the DYS. Any student between ages
10 to 18 is eligible to become a member of the scout association. Almost
all junior high level has introduced scouting as a regular activity.

Scouting is seen as an important youth leadership-training forum. It helps
to develop desirable characteristics in adolescents by promoting values of
sharing, instilling team spirit and including dignity of labor besides learning
useful life skills such as first aid. Through this activity, scouts are also
actively involved in community service and organizing awareness
campaigns on various issues such as adolescent reproductive health (STIs,
HIV/AIDS, and family planning), health and hygiene, environmental
education, drug abuse etc.

12.1.5 School-based Career Education and Counseling (CEC)

The career education and counseling sections are placed under the DYS.
The objective of the peer youth counseling program is to 1) equip youth
with skills and knowledge to enhance their personal skills in order to help
themselves and their peers, 2) to train youth peer leaders and counselors
who can contribute effectively to reach out to their peers and also initiate
youth programs, 3) to provide youth with leadership skills and engage
them in productive activities and 4) to use the youth to youth strategy for
forming networks between youth counselors  and the peer student
counselors in planning programs and reaching young people. HIV and
AIDS, substance abuse and teenage pregnancy are some of the areas
addressed.

12.1.6 Youth Information Centre

The Youth Information Centre (YIC) was established in 2000 with support
from the Save the Children (US). The main objective of the YIC is to
facilitate increased awareness on existing and emerging youth issues.  The
program also aims to provide a safe and appealing environment for young
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people to interact with their peers. Opportunities are created for youth
and adults to address adolescent health concerns and other issues.
Confidential counseling services are offered by the program.

Youth forums are held in the YIC regularly at monthly intervals providing
young people with the opportunity to exchange ideas and experiences
with each other and seek clarification from counselors, health professionals
and education specialists.

12.1.7 The Department of Youth and Sports (DYS)

Realizing the huge potential to guide the youth of this country in the right
direction the Royal Government, through the Education Ministry,
established the Department of Youth Culture and Sports in 1996 (later
renamed Department of Youth and Sports DYS). The primary purpose of
this unit is to develop a comprehensive youth guidance program to guide
individual youths towards a meaningful approach to life.

The DYS has initiated a program of systematic counseling in schools,
through the active and interactive participation of the teachers, students
and the parents, with teachers taking the lead role.

The focus of such counseling is to provide career counseling to students,
promotion of their understanding of their own abilities and to guide their
interest into areas of their talents and potentials. In addition, extracurricular
activities, be it in cultural, literacy, sports, etc. are given further impetus
to involve the youths and the adolescents in schools.

12.1.8 National Employment Board (NEB)

The NEB was established in 1999 to coordinate employment and
recruitment process. It also regulates policies related to the conditions of
youth employment. Most of the job seekers are youth who have completed
basic education but do not have employment skills. As reported earlier
unemployment is one of the biggest challenges Bhutan is facing today.
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12.1.9 Non-formal education (NFE)

In order to provide educational and literacy services, the Royal Government
has introduced non-formal education. While the main thrust for increasing
literacy levels is carried out through the formal education sector, the NFE
programme also contributes to the overall increase of literacy rates of the
Bhutanese.

The NFE programme is an effective means by which adolescents who
have had no opportunity to attend formal schooling can acquire literacy
and functional skill necessary for a productive life in the modern world.
The programme uses resources available within the formal system to ensure
cost effectiveness and sustainability. So far 4,080 illiterate men and women
have benefited from the programme out of which 70 percent are women.

The NFE programme has been a valuable channel for dissemination of
information and communication on health and hygiene and development
programmes.

12.1.10 Youth development and rehabilitation centre (YDRC
or juvenile centre)

The YDRC was established in 1999 in Tshimakha under Chukka district
and is administered by the Royal Bhutan Police. The centre provides
reformative and rehabilitative training for children and adolescents who
are convicted for crime. The centre also conducts basic education and
vocational courses for the detainees. Once they are released the YDRC in
collaboration with NEB finds job for juveniles.

12.1.11 Students employment scheme

School going children and adolescents from low income families are
employed by the local government. These adolescents are hired during
long school holidays so that the students can earn their own pocket money
as well as learn the dignity of labor. Further, many government agencies
use students as enumerators for surveys. This scheme has particularly
benefited students from low income families.
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12.1.12 Merit scholarship programmes

In collaboration with the Department of Education, private schools in
Bhutan have instituted a system where they award scholarship to deserving
students on merit basis. These students fall into the category of students
who do not get enough grades to go to a government institution, but have
enough grades for the next level.

12.1.13 Counseling

The DYS organizes regular counseling trainings for focal teachers and
education officers directly involved with adolescents. Training includes
advanced general counseling courses for focal teachers. Principals, matrons
and wardens are sensitized to deal with various health issues including
drugs and substance abuse.

12.1.14 Adolescent health education

School matrons and wardens receive specific training on adolescent health
education counseling and first aid administration. This was initiated in
the early 1990s. The health education programme also includes how to
deal with the issues of HIV.

12.2 International and other development agencies

Foreign assistance has played a significant role in financing Bhutan’s
development programmes since the beginning of planned development in
1960. It constitutes approximately 25 percent of Bhutan’s GDP and
finances which is a major portion of RGOB’s capital budget.  In 2002
foreign assistance was recorded at US $103 million. Bilateral donors
accounted for 60 percent, multilateral donors for 37 percent and NGOs, 3
percent.

12.2.1 World Health Organization (WHO)

WHO continues to play a crucial role in the development of health services
in Bhutan through providing leadership, direction and technical assistance
for various programs.
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Starting from the primary health care programmes in the 1980s, Bhutan
has come a long way with WHO. Bhutan continues to be guided by WHO
in all areas of health, starting from preventive and promotive to curative
services. Over the years, needs arose for interventions in new public health
areas. These too have been studied with technical support from WHO and
new programmes have been launched. Further, norms and standards are
also set for both services and facilities following the guidance from WHO.

Specifically relating to youth and adolescent health, WHO supports the
Royal Government through its programmes on  child and adolescent health,
mental health and substance abuse, reproductive health and safe
motherhood, etc. In the recent years, WHO has been providing key
techncial support for the comprehensive school health programme by
introducing the concept of life-skills approach for teachers through
providing guideline and training.

12.2.2 United Nations Children’s Fund (UNICEF)

UNICEF’s main programme areas are universal primary education and
reduction of maternal mortality; improvement in rural water supply and
sanitation; and  health and nutrition by formulating appropriate knowledge
and information to stimulate improvement in child protection.

Of special interest to adolescents, UNICEF’s health and nutrition
programme consists of three components: maternal and child health;
nutrition and child care; and human resource development. UNICEF has
also assisted the Royal Government in controlling the iron deficiency
anemia (IDA) in women and children and adolescents.

12.2.3 United National Population Fund (UNFPA)

UNFPA supports the Royal Government in formulating population policies
and strategies in support of sustainable development. It also contributes
to an increased institutional capacity for the delivery of reproductive
services, including family planning, and information to all couples and
individuals, particularly adolescents. UNFPA also works towards reduction
in maternal and infant mortality, as well as the stabilization of population
growth. It also advocates for women’s empowerment and prevention of
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HIV/AIDS through active advocacy spearheaded by the Goodwill
Ambassador. UNFPA programmes also support capacity-building for
population and health data collection, analysis and utilization.
.
UNFPA also supports the Royal Government in taking adolescent related
issues as part of a wider, holistic approach to reach young people in diverse
situations and equip them to shape their own future. This is done in
strengthening the Ministry of Education, in particular in skills training of
adolescents and youth run by the Department of Youth and Sports.

12.2.4 Danish International Development Assistance (DANIDA)

Denmark has contributed significant financial and technical assistance to
health, environment and natural resource management and urban
development as sector programmes. DANIDA also supports good
governance, political and administrative reforms in Bhutan.

It is the first bilateral donor after India to provide budgetary support for
Health and Education sectors. DANIDA focuses mainly on human resource
development, improvement of quality of health services and health systems
development and community participation.

12.2.5 The World Bank (WB)

The World Bank supports the Royal Government in its efforts to tackle
the rapidly emerging issues of HIV/AIDS in Bhutan with a grant of about
US $ 5.7 million  (2004-2009). It aims to contribute to the overall goal of
maintaining Bhutan’s low level HIV/AIDS epidemic status, by encouraging
safe sex through the use of condom and improving management and
treatment of STIs among highly vulnerable populations and the general
public.

The grant explicitly notes out-of-school youth to be an important target
for HIV prevention and control efforts. Other planned activities include
expanding district level voluntary and testing centers, carrying out major
social marketing of condoms and targeted IEC campaigns.
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12.3 NGOs and other support groups

12.3.1 Youth Development Fund (YDF)

The YDF was established with the aims of establishing a sustained funding
mechanism within Bhutan for youth programmes and raising awareness
among youth about the importance of their role as future Bhutanese
citizens.

The Youth Development Fund has been functioning as an autonomous
body since 1999. It provides grants to youth projects and support to needy
youth through scholarship programmes and  life skills training for both in
and out of school youth.

The YDF supported activities include introduction of the scouts program,
providing emphasis on games and sports, basic skills and vocational
training, advocacy, and research.

12.3.2 National Women’s Association of Bhutan (NWAB)

The NWAB is a non-governmental organization that strives mainly to
support women’s development in the country. Within its scope of work
special attention is being given to women, adolescent girls and the young
children.

The NWAB promotes health and developmental issues, increases
awareness among the rural women, provides support for income generating
schemes through micro-credit systems and the promotion of cottage
industries such as weaving, small scale agricultural activities such as
kitchen garden promotion.

The association also supports the schooling of children from impoverished
families and orphans. NWAB is an important partner for both Education
and Health sectors as the organization promotes various health and
education activities in the country.
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12.3.3 Tarayana Foundation

The aim of the Foundation is to help vulnerable individuals achieve greater
economic security by providing maintenance allowances for people living
in difficult circumstances, and provide basic maintenance grants for
financially disadvantaged students.

The Foundation provides modest expenses towards uniforms, books and
stationery to poor students, individual expenses for treatment and incidental
costs for medical care, promotes artisan skills and generates income in
poor communities through sales of crafts at the folk craft houses.

12.3.4 Respect, Educate, Nurture and Empower Women (RENEW)

RENEW was conceptualized and established in 2004 under the patronage
of Her Majesty the Queen, Ashi Sangay Choden Wangchuck. This
organization is dedicated to the underprivileged and marginalized women
of the society.

RENEW is mandated to empower vulnerable girls and women in Bhutan
and integrate them back into their own communities as independent,
socially and economically productive members of society. The main
objectives of RENEW are to forge a better understanding of gender
inequalities at all levels of society, to provide support and care services
for victims of violence and provide opportunities for a new life, to enable
strategic planning and implementation of activities through research.

Under the dynamic leadership of Her Majesty the Queen the organization
has played a crucial role in bringing issues of gender violence into the
forefront of public and government attention.

12.3.5. National Commission of Women and Children (NCWC)

The National Commission for Women and Children (NCWC) was
established in January 2004 to fulfill of the Royal Government’s obligations
towards meeting the CEDAW and CRC. The NCWC is supported by
resources from the Royal Government, UNICEF, UNDP and many other
UN agencies, and bilateral organizations.
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The NCWC is responsible for coordinating, monitoring and implementing
activities of conventions such as CRC and CEDAW both within and outside
the country. The Commission is also mandated to mobilize resources for
implementing agencies, provide a forum for receiving and investigating
reports on violations of rights of children and women to be reported to the
Government. The NCWC is also mandated to make recommendations to
the RGoB on issues, policies, and actions pertaining to children and
women.

12.3.6 Save the Children (USA)

The key program activities include the provision of comprehensive access
to information on relevant youth-related topics and emerging issues in
order to facilitate increased awareness, education and communication about
these subjects; the provision of physical space for youth and adolescents
to interact amongst themselves and their peers; the provision of counseling
for adolescents and youth in need through face-to-face counseling and
through tele-counseling; and the provision of life skills education through
the scouts program.

The program also includes increasing access to non-formal education
(NFE) and provision of teaching-learning resources for out-of-school
youths and training of non formal education instructors. The primary
objective of working with the NFE learners is to provide parenting
education to the NFE learners who are either parents or to-be parents.

The organization is however local in its work, concentrating only in
Zhemgang district and some schools in Thimphu.
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Chapter Thirteen

Future programming opportunities

The Royal Government is highly committed to ensuring physical, mental
and social well being of Bhutanese youth. This, commitment now needs
to be translated into effective action. Addressing adolescent issues
effectively requires change at various levels, from service delivery to
adequate financial resources, and more importantly a change in the attitude
of adults. The future of our youth is largely designed by the opportunities
offered to them today.

13.1 Targeting approaches towards healthy adolescents

Although many adolescent health outcomes will be improved by enhancing
supports and services for all adolescents, targeted approaches can be useful
for making progress on specific health outcomes according to the gravity
of the problem in Bhutan. The following are recommended for improving
the adolescent health in Bhutan:

1. Addressing teenage pregnancy and sexually transmitted infections
including HIV/AIDS

2. Controlling alcohol, tobacco, and other drugs
3. Improving nutrition and promoting physical activity
4. Preventing injuries
5. Promoting mental health and controlling suicide
6. Promoting oral health
7. Promoting environmental and occupational health

13.2 Targeting younger students

Experiences around the world reveal that starting sexuality education
programs at an early age (pre puberty) can have positive impacts. A WHO
study of 47 ARSH programs showed that sexuality education programs
had more impact if they took place for young people before they became
sexually active.
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School dropout rates in Bhutan between the primary and lower secondary
level is reported to be significantly high. These are assumed to be driven
by factors related to accessibility, poverty and gender.  Therefore, targeting
boys and girls in lower classes with appropriate reproductive and sexual
health programming could be highly effective in catching young people
before they become sexually active and develop certain habits. It will
also mean that children, who are going to discontinue schooling, will
already have an understanding of reproductive and sexual health risks
and protective behaviors they might adopt before they leave the education
system.

At the same time it would be important to prioritize exposure of parents
to the school-based parents education and awareness program (SPEA) so
that they are adequately prepared to answer questions their children may
have.

Reaching out to all schools will not be easy but could be initiated drawing
upon resources like the teachers trained in the CSHP, scout masters, health
care providers and NFE instructors..

13. 3 Revitalize reproductive health in the school curriculum

There is already a focus on reproductive and sexual health within the
science curriculum of the Junior Secondary level in class VIII.  The capacity
of the teachers could be enhanced to present the topics in a way that is
interesting and relevant to the students. More focus needs to given to the
curriculum content so that it can be applied to attitudes and behaviors of
students. This could be supported by  assisting teachers with additional
materials and teaching aids..

13.4 Youth-friendly services

Currently resources are limited to fully address adolescent boys and girls
needs for reproductive and sexual health services. Additional efforts should
be made to deliver existing services in ways that are more accessible,
effective and utilized by young people. The benefits of youth involvement
in ARSH programming are well known and have led to positive changes
in the service delivery arena. Key stakeholders may want to take a closer
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look at these approaches and explore how they might effectively be used
in Bhutan.

13.5 Development of national youth policy

Although the Royal Government recognizes the importance of a large
and growing youth population no national youth policy has been framed
to date. The situational analysis  of youth in Bhutan, a collaborative effort
of youth development fund (YDF), Ministry of Education, Save the
Children US and the University of Melbourne, has been specifically
designed to feed into and inform the process of developing such a policy.

A national policy for youth would provide a framework for longer term
planning on youth issues and allow for better coordination and
collaboration between programs addressing different aspects of the holistic
approach to youth development.

13.6 Addressing out-of-school youth

It is universally agreed that non school going youth are a vital group that
is not currently targeted or properly reached with ARSH programming.
The Royal Government agrees that schools and school going children are
an easier target and that generally there is a lack of understanding about
how to reach and implement programmes for young people who are not
going to school.

One of the challenging factors is the heterogeneity of this group which
includes boys and girls who are both literate and non-literate, school
dropouts and those who never attended schools, some living within the
family, some living independently or attached to other institutions and in
both rural and urban locations.

There is a lack of information about this heterogeneous group, although
some of the recent studies have shed some light and can be utilized for
informed planning. Globally designing and implementing effective
strategies for out-of-school youth has been challenging, but based on
evaluations of a number of interventions, some common success factors
can be identified.
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Developing good behavioral change communication (BCC) strategies for
this group is key- but Bhutan has yet to identify the best mechanisms, the
appropriate messages and the best medium to reach them as one size will
not fit all. There is little information available about the impact of many
of the reproductive health focused BCC strategies implemented in Bhutan
to date. It is suggested that in order to be more effective, BCC interventions
need to be based on qualitative research to inform and plan effective
communication strategies.

If we are able to map out the communication network and understand its
dynamics better, it is possible to target young people with messages that
are more relevant to their needs. For effective attitudinal and behavioral
change to occur information needs to be channeled through various media
such as television, radio, drama, and infotainment. The involvement of
young people themselves is crucial to promote ownership of programs
designed to reach them. Involving district level officials (in health and
education)  as well as groups such as the multi-sector task force, district
CSHP committees and young people themselves is vital to promote a better
understanding of out-of-school youth.

Keeping in view the resource constrained environment and bearing in
mind the geographical realities in Bhutan it will be important to link
existing institutional networks and explore how these may be more
effectively mobilized to support and improve ARSH programming and
out comes in Bhutan. Some potential mechanisms already exists but more
information is needed before specific programmes are designed.

Some low cost but high impact opportunities for ARSH exists within the
outreach clinic (ORC) network. The village health workers (VHWs) are
an integral part of the health care system, working within their communities
on reproductive health and other related issues. This important network
could be oriented towards the information and service needs of the youth
during pre- and in-service trainings. Youth studies have recommended
targeting VHWs with an appropriately modified SPEA to give them better
knowledge base.

The non-formal education network also has the potential to address the
out of school population. The target age group for NFE in Bhutan is 15
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plus but it seems well known and accepted that many of the participants
are in the 12-15 years age bracket. It may, therefore, be worthwhile to
review the existing reproductive health content of the NFE basic and post
literacy materials as well as training needs of NFE instructors.

The involvement of the private sector such as medicine shops, pool halls,
bars and cafes could be explored as these places are commonly frequented
by out-of-school youth. Their participation and involvement will be vital
in reaching out to young boys and girls with information and eventually
services.

It is vital to remember the importance of involving youth themselves in
planning, design and implementation of interventions intended to benefit
them. Experience from other countries suggest that thinking of young
people as a positive resource and as a part of the solution - not just as the
problem - will lead to programs that are more relevant and responsive to
the real needs of young people and to better outcomes.
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Annex 1: Map of Bhutan



82

Annex 2:   Contact details of youth related agencies in Bhutan

Government Organizations

Tele  Fax

MINISTRY OF AGRICULTURE www.moa.gov.bt

Rural Development Project

Program Coordinator 02-336150     (Tel/Fax)

MINISTRY OF EDUCATION www.education.gov.bt

Department of Youth & Sports

Director 02-323219   02-325199

Department of Adult & Higher Education

Director 02-325648   02-326706

Youth Centre

Manager 02-328098   02-324056

Education Media

Head 02-322627   02-325199

Scouts, Culture Education Division

Chief Programme Officer 02-334810   02-332148

Career Education & Counseling Division

Chief Programme Officer 02-325177   02-325199

Games & Sports Division

Chief Programme Officer 02-328377   02-325199

Non-Formal & Continuing Education Division

Chief Programme Officer 02-324712   02-325067
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Tele  Fax

MINISTRY OF HEALTH  www.health.gov.bt

Department of Medical Services

Director General 02-322602   02-321446

(ext-209)

Department of Public Health

Director 02-322602   02-326038

(ext-235)

Comprehensive School Health Program (CSHP)

Programme Officer 02-322602   02-326038

(ext-242)

Mental Health Program

Programme Officer 02-322602   02-326038

(ext-244)

HIV/AIDS

Programme Officer 02-322602   02-326038

(ext-225)

MINISTRY OF LABOUR & HUMAN RESOURCES www.molhr.gov.bt

Department of Employment

Director 02-326734   02-326731

Department of Employment

Programme Officer 02-333867   02-326731

NATIONAL COMMISSION FOR WOMAN & CHILDREN

www.ncwcbhutan.org/ncwc

Executive Director 02-334549   02-334511
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Tele  Fax

ROYAL BHUTAN POLICE

Woman & Children Protection Unit

Officer In-charge 02-326757   02-323963

MINISTRY OF ECONOMIC AFFAIRS www.mti.gov.bt

Entrepreneur Promotion Centre

Programme Officer 02-323506   02-324470

Training Unit, Department of Tourism

Programme Officer 02-336322   02-323695

Business Development Service

Co-ordinator 02-326096   02-324278

Regional Trade & Industry Office, Thimphu

Regional Director 02-323334   02-331901

Regional Trade & Industry Office, Phuntsholing

Regional Director 05-252445   02-252939

Regional Trade & Industry Office, Gelephu

Regional Director 06-251839   02-251160

Regional Trade & Industry Office, Trongsa

Regional Director 03-522123   03-521441

Regional Trade & Industry Office, Mongar

Regional Director 04-641627

Regional Trade & Industry Office, Samdrup Jongkhar

Regional Director 07-251018   07-251219
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Non-Government Organizations

Tele  Fax

BHUTAN BROADCASTING SERVICES www.bbs.com.bt

Programme Officer 02-323071   02-323073

NATIONAL WOMAN’S ASSOCIATION OF BHUTAN (NWAB)

www.nwabbhutan.org.bt

Secretary 02-323083   (Tel/Fax)

REWA

Programme Officer 02-333303

RESPECT EDUCATE NURTURE AND EMPOWER WOMEN
(RENEW)  www.renew.org.bt

Programme Officer 02-332158   02-332411

ROYAL SOCIETY FOR PROTECTION OF NATURE (RSPN)

www.rspnbhutan.org

Environment Education Coordinator 02-322056   02-323189

TARAYANA FOUNDATION www.tarayanafoundation.org

Executive Director 02-329333   02-331433

Programme Officer 02-329333   02-331433

YOUTH DEVELOPMENT FUND www.ydf.org.bt

Programme Officer 02-327438   02-26730


