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BangladeshMoroccoEgyptTurkeyMalaysia
International Resolutions/ Frameworks Related
to Family Planning

Convention on the Rights of Persons with
Disabilities, 2006 

Declaration on the Rights of Indigenous
People, 2007 

Protocol to Prevent, Suppress and Punish
�7�U�D�’�F�N�L�Q�J���L�Q���3�H�U�V�R�Q�V�����(�V�S�H�F�L�D�O�O�\���:�R�P�H�Q���D�Q�G
Children, 2000 

2012 CRC-OP-SC - Optional Protocol to the
Convention on the Rights of the Child on the
sale of children child prostitution and child
�S�R�U�Q�R�J�U�D�S�K�\��

�����������&�5�&���2�3���$�&�����L�Q�Y�R�O�Y�H�P�H�Q�W���R�I���F�K�L�O�G�U�H�Q���L�Q
�D�U�P�H�G���F�R�Q�‘�L�F�W��

�6�X�V�W�D�L�Q�D�E�O�H���'�H�Y�H�O�R�S�P�H�Q�W���*�R�D�O�V�����6�'�*�������D�Q�G
�6�'�*��������������������

International Convention for the Protection of
�$�O�O���3�H�U�V�R�Q�V���I�U�R�P���(�Q�I�R�U�F�H�G���'�L�V�D�S�S�H�D�U�D�Q�F�H��������������

Sources: Centre for Reproductive Rights (www.reproductiverights.org); United Nations (2014). Reproductive rights are human rights: A
handbook for national human rights institutions;
https://indicators.ohchr.org/        https://www.unodc.org/unodc/en/treaties/CTOC/signatures.html;
https://www.refworld.org/docid/3ae6b3822c.html;        https://www.ohchr.org/en/issues/ipeoples/pages/declaration.aspx
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Table 5: Contextual Information Across Selected Countries (2018 Data Mostly)505 

505
506
507
508
509
510
511

UN Human Development Programme (2020) Global Human Development Indicators.
World Bank (2019) Country Income Levels. 
NPFDB (2016) Fifth Malaysian Population and Family Survey 2014 - Report on Key findings
Department of Statistics, Malaysia (2019) Statistics on Women empowerment in selected domains
The World Bank (2018) Total Fertility Rate (births per woman).
UN Department of Social Affairs (2020) World Fertility and Family Planning 2020: Highlights
Yucesahin MM, Adali T, Turkyilmaz AS (2016) Population Policies in Turkey and Demographic Changes on a Social Map. Border Crossing 6:240–266
UNFPA (2016) Current overview of Turkey’s population

BangladeshMoroccoEgyptTurkeyMalaysiaDemographics

Demographics

Country Income Level⁵⁰⁶ Upper Middle 
Income

Upper Middle 
Income

Low Middle 
Income

Low Middle 
Income

Low Middle 
Income

Religions Secular state:
63% Muslim 

(Sunni),
19% 

Buddhism,  
10% 

Christian,
6% Hindu,
2% Other

Secular state: 
99.8% 
Muslim 
(mostly 

Sunni), 0.2% 
Other

Islam is the 
state religion 

post 1980, 
90% Muslim 

(mostly 
Sunni), 9% 

Coptic, 
1% Other

Islam is the 
state religion,
99% Muslim 

(Sunni)

Secular state, 
but Islam is 

the state 
religion.

89% Muslim 
(mostly 

Sunni), 11% 
Hindu, 

1% Other

Total population (millions) 31.5
32.7 (2020)⁵⁰⁸ 

82.3 98.4 36.0 161.4

Total Fertility Rate (2018) ⁵⁰⁹, ⁵¹⁰ 2.0 
(decreasing)

2.1 
(decreasing)

3.3 
(decreasing)

2.4 
(decreasing)

2.0 
(decreasing)

Population strategy Encourage 
higher 
fertility

Encourage 
higher 

fertility⁵¹¹

Population 
control

Encourage 
higher 
fertility

Population 
control

Median age (years) 30.3 31.5 24.6 29.5 27.6

Population in millions (ages 
15-64 years)

21.9 55.1 60.0 23.7 108.3

Population in millions (≥-65 
years) 

9.6 7.0 5.1 2.5 8.3

% Urban population 76.0 75.1 42.7 62.5 36.6

Human Development Index 
(HDI) and rank out of 189 
countries

0.804 (61) 0.806 (59) 0.700 (116) 0.676 (121) 0.614 (135)

Human Development Index 
(HDI), female 

0.792 0.771 0.643 0.603 0.575
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512
513
514
515

Department of Statistics, Malaysia (2019) Statistics on Women empowerment in selected domains
Department of Statistics, Malaysia (2019) Statistics on Women empowerment in selected domains
As advised by the MoH representative to the TWC
As advised by the MoH representative to the TWC

BangladeshMoroccoEgyptTurkeyMalaysiaDemographics

Gross Domestic Product (GDP) 
per capita (2011 PPP S) 

28,176 25,287 11,014 7,509 3,879

Labour force participation rate 
(% ages 15 and older), female 

50.9
55.2 (2018)⁵¹²

33.5 22.8 21.4 36.0

Unemployment, total (% of 
labour force) 

3.4 10.9 11.4 9.0 4.3

Income index 0.847 0.833 0.706 0.652 0.559

Gross National Income (GNI) per 
capita (2011 PPP $) 

27,227 24,905 10,744 7,480 4,057

Economic indicators 

Labour force participation rate 
(% ages 15 and older) 

64.6 52.5 48.1 45.4 58.7

Work, employment and vulnerability

Health expenditure (% of GDP) 3.8 4.3 4.6 5.8 2.4

Health indicators 

Gender development index 
(GDI) 

0.972 0.924 0.878 0.833 0.895

Gender indicators 

Life expectancy at birth (years) 76.0 77.4 71.8 76.5 72.3

HIV prevalence, adult (% ages 
15-49) 

0.4
Total 4,212

(12%   ) 
(2018)⁵¹³ 

n.a. 0.1 0.1 0.1

Mortality rate, infant (per 1,000 
live births) 

7.2⁵¹⁴ 10.0 18.8 20.0 26.9

Mortality rate < 5 years (per 
100,000 live births) 

8.8⁵¹⁵ 11.6 22.1 23.3 32.4

Gender Inequality Index (GII) 
and rank out of 162 countries

0.274 (58) 0.305 (69) 0.450 (102) 0.492 (118) 0.536 (129)
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516
517
518
519
520
521
522

The World Bank (2018) Adolescent fertility rate (births per 1,000 women ages 15-19)
Department of Statistics, Malaysia (2019) Statistics on Women empowerment in selected domains
Department of Statistics, Malaysia (2019) Statistics on Women empowerment in selected domains
NPFDB (2016) Fifth Malaysian Population and Family Survey 2014 - Report on Key findings
NPFDB (2016) Fifth Malaysian Population and Family Survey 2014 - Report on Key findings
NPFDB (2016) Fifth Malaysian Population and Family Survey 2014 - Report on Key findings
ARROW (2018) National Report: Malaysia – Child Marriage: Its Relationship with Religion, Culture and Patriarchy

BangladeshMoroccoEgyptTurkeyMalaysiaDemographics

Gender indicators 

Maternal mortality ratio (deaths 
per 100,000 live births) 

23.8 (2015) 
23.5 (2018) 

22 (2019)⁵¹⁸

16 33 121 176

Antenatal care coverage, at least 
one (1) visit (%) 

97.2 97.0 90.3 77.1 63.9

% of births attended by skilled 
health personnel 

99.5 98.0 91.5 86.6 67.8

Child marriage, women married 
by age 18 (% of married women 
aged 20-24) 

n.a. 15 17 13 59

Contraceptive prevalence, any 
method  (% of married or 
in-union women aged 15-49) 

52.2 
(2014)⁵¹⁹

73.5 58.5 70.8 62.3

Contraceptive prevalence, 
modern method (% of married 
or in-union women aged 15-49) 

34.3 
(2014)⁵²⁰

n.a. n.a. n.a. n.a.

Unmet need for FP 
(% of married or in-union 
women aged 15-49 years) 

19.6% 
(2014)⁵²¹

5.9 12.6 13 12.0

Proportion of demand satisfied 
with modern methods for age 
group 15-49

58 (2016)⁵²² n.a. n.a. n.a. n.a.

Violence against women ever 
experienced, intimate partner 
(% of female population aged 
15 and older) 

n.a. 38.0 25.6 n.a. 54.2

Adolescent Fertility Rate (births 
per 1,000 women aged 15-19 
years) (2018)⁵¹⁶

12 (2015)
8.5 (2018)⁵¹⁷

26.6 53.8 31.0 82.0
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523

524
525

526

Global Burden of Disease Collaborative Network (2017) Global Burden of Disease Study 2016 (GBD 2016) Health-related Sustainable Development Goals (SDG) 
Indicators 1990-2030. Seattle, United States: Institute for Health Metrics and Evaluation (IHME), quote in (2016) Goal 5: Gender Equality - SDG Tracker. In: Our 
World in Data.
Department of Statistics, Malaysia (2019) Statistics on Women empowerment in selected domains
United Nations Development Programme (UNDP) 2020 Human Development Indicators. Based on information provided by the MoE representative within the 
TWC, internet coverage might be limited in schools located in rural and remote areas.
United Nations Development Programme (UNDP) 2020 Human Development Indicators. Based on information provided by the MoE representative within the 
TWC, internet coverage might be limited in schools located in rural and remote areas.

BangladeshMoroccoEgyptTurkeyMalaysiaDemographics

Gender indicators 

SDG Indicator 5.2.1. % of 
ever-partnered women aged ≥ 
15 years experiencing physical 
or sexual violence from an 
intimate partner in the previous 
12 months⁵²³  

27% 34.5% 39.5% 39.4% 44.5%

Violence against women ever 
experienced, non-intimate 
partner (% of female population 
aged 15 and older) 

n.a. n.a. n.a. n.a. 3.0

Mean years of schooling (years) 10.2 7.7 7.3 5.5 6.1

Mean years of schooling, male 
(years) 

10.3 8.4 8.0 6.4 6.8

Mean years of schooling, female 
(years) 

10.0 6.9 6.7 4.6 5.3

Gross enrolment ratio, secondary 
(% of secondary school-age 
population) 

86 103 86 80 67

Education index 0.713 0.712 0.712 0.547 0.513

Education indicators 

Gross enrolment ratio, tertiary 
(% of tertiary school-age 
population) 

42 104 34 34 18

Literacy rate, adult (% ages 15 
and older) 

93.7
96.3 

(2018)⁵²⁴

96.2 71.2 69.4 72.9

% of primary schools with 
access to the internet 

100⁵²⁵ n.a. 48 79 4

% of secondary schools with 
access to the internet 

100⁵²⁶ n.a. 49 89 82
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BangladeshMoroccoEgyptTurkeyMalaysiaDemographics

Population with at least some 
secondary education (% ages 25 
and older) 

80.8 53.1 65.3 32.2 46.7

Primary school teachers trained 
to teach (%) 

99 n.a. 74 100 50

Primary school dropout rate (% 
of primary school cohort) 

3.6 12.0 3.6 4.9 33.8

Inequality-adjusted education 
index 

0.627 0.594 0.376 n.a. 0.320

Inequality in income (%) n.a. 22.6 36.5 21.7 15.7

Inequality in life expectancy (%) 6.1 9.0 11.6 13.0 17.3

Inequality in education (%) 12.1 16.5 38.1 n.a. 37.7

Inequality indicators 

Internet users, total (% of the 
population) 

81.2 71.0 46.9 64.8 15.0

Mobility and communication indicators 

Education indicators 
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527 Wong LP (2012) An exploration of knowledge, attitudes and behaviours of young multiethnic Muslim-majority society in Malaysia in relation to reproductive and 
premarital sexual practices. BMC Public Health 12:865.

APPENDIX 3:
Summary of Malaysian Studies Assessing the Existing PEERS
Curriculum

Table 6: Summary of Malaysian Studies Assessing the Existing PEERS Curriculum

A 2012 
cross-sectional 
survey, using 
an anonymous 
self-
administered 
survey527.

1,695 female 
Malaysian 
university 
students and 
former PEERS 
students in
a public
university in 
Malaysia.

•

•

•

•

•

•

Respondents had low scores for 
knowledge of reproduction and 
pregnancy (median = 4 out of a 
maximum score of 10),
contraceptive uses (median 
6/16) and contraceptive
availability (median 3/13), 
particularly for those of Malay 
Muslim ethnicity.

Most respondents had conservative 
values regarding premarital sexual 
behaviour (median=37/40 with 
higher scores corresponding to 
opposing premarital sex). 

Multivariate analyses showed 
the ethnic group was the strongest 
correlate of knowledge and 
attitude scores; Malay Muslim 
ethnicity significantly associated 
with lower knowledge scores and
premarital sex permissiveness.
Level of premarital sex
permissiveness was inversely 
correlated with reproduction and 

Reproductive health knowledge 
was low and linked to religious 
values and cultural norms
differences about sexual issues.

Knowledge disparities were 
closely linked to ethnic, social, 
economic and parental factors.
Greater knowledge about
reproduction, pregnancy and 
contraception was not associated 
with more permissive values on 
premarital sexual behaviours.

The main practical implication is 
that reproductive health
education should include
appropriate teaching about 
pregnancy prevention, and how 
to use and to obtain contraception. 

Study
Participants Findings Conclusions and

Recommendations
Study type
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528 Mokhtar MM, Rosenthal DA, Hocking JS, Satar NA (2013) Bridging the Gap: Malaysian Youths and the Pedagogy of School-based Sexual Health Education.
Procedia - Social and Behavioral Sciences 85:236–245.

A 2013 
cross-sectional 
survey, using 
an anonymous 
self-
administered 
survey528.

1,706 university
students 
(1,180 female) 
and former 
PEERS students
across three 
(3) universities 
in the Klang 
Valley.

•

•

•

•

•

•

•

pregnancy knowledge score, and 
contraceptive knowledge scores. 

While there was good awareness
of contraceptive types, knowledge
in how to use contraception and 
where to obtain contraceptives 
was limited, likely contributed 
to the non-use of contraception 
during first sexual intercourse or 
inconsistent use among those in 
a relationship.

Low content recall for taught 
SRHE (lowest for STIs, human 
relationships, negotiation skills 
and masturbation, and highest 
for human anatomy and general 
biological functions). 

69% recalled having had learnt 
about sexual and reproductive 
systems, puberty (65%) and 
(58.8%) on relationship with the 
opposite sex. 

Significant gender differences 
found for recalling on the topic 
of puberty; 11% more female 
reported this compared to their 
male counterparts (p<0.01). 
Significant differences were also 
found between ethnicities for 
recalling topics. Recall for sexual 
and reproductive system (70% 
for Malays; 63% for Chinese and 
52% for Indians) was better than 

Malaysian young people had
received a form of sex education
while in school, and they require
more in-depth information on 
this topic. Although PEERS has 
been in schools since 1989, just 
two-thirds of respondents
recalled learning about puberty,
sexual and reproductive system,
and relationship with the opposite
sex.

Most respondents were unaware 
of SRHE being taught to them 
while in class. This somewhat
reflects that information retention
was less effective in the current 
integrated curriculum. 

Although components of CSE 
were being integrated within 
the school system, a significant 
gap remains in content and 
delivery which should be

Study
Participants Findings Conclusions and

Recommendations
Study type
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529 ARROW (2018) Comprehensive Sexuality Education for Malaysian Adolescents: How Far Have We Come?

A 2018
comprehensive
review
assessing the 
implementation
of CSE in 
Malaysia by 
ARROW529.

Desk review
of relevant 
documents 
and policies.

•

•

•

•

for relationship (62% for Malays; 
52% for Chinese and 32% for 
Indians).

Most respondents reported 
would like more information 
with regards to Biology of
reproduction (detailed
description of female and male 
genitalia, explanation of bodily 
developments during puberty 
and menstruation) and STIs. 

More Malays wanted more 
information on STIs and HIV/
AIDS relative to Indians. Chinese 
wanted more on sexual desire 
and pleasure and negotiating sex 
with partner than Indians.

Barriers to CSE progress include 
an abstinence-based curriculum, 
untrained teachers, and the lack 
of parental and family support, 
political willpower and a robust 
M&E mechanism. 

More need to be done to address
STIs, unwanted teenage pregnancies,
sexual violence and child sexual 
grooming to achieve progress 
towards the SDGs, particularly 
quality education and gender 
equality, and the ICPD PoA priority
actions.

addressed via curriculum 
revision, teachers training and 
delivery methods to improve 
information retention to
provide effective CSE.  

The review calls for the
implementation of more
inclusive, comprehensive, 
engaging and effective
interventions that meet the 
needs of Malaysian unmarried 
young people to improve
sexuality education and link 
it with available SRH services 
staffed with trained health
professionals to better inform 
the young people, particularly 
the marginalised ones in the 
spirit of leaving no one (1) 
behind.

Study
Participants Findings Conclusions and

Recommendations
Study type
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In-depth
interviews 
with key
informants 
from MoE, 
MoH, NPFDB 
and NUTP.

•

•

•

Key informants agreed that the 
implementation of sex
education has progressed far 
since its introduction in 1989. 
PEERS is perceived as well-
received, comprehensive and 
relevant. Teachers still feel 
uncomfortable to teach subjects 
related to SE because they feel 
like they have not received
sufficient training.

Informants agreed that the 
PEERS curriculum and all other 
NPFDB and MoH programmes 
are abstinence-only programmes
believed to be suitable to the 
Malaysian culture. NPFDB stated 
that their programmes in schools 
are carried out with the general 
assumption that all the students 
are not sexually active. SE is
centred towards adolescents 
with high-risk sexual behaviour. 

A key informant noted that there 
is nothing comprehensive about 
the SE implemented in Malaysia;
both in terms of reach and content. 

A multi-sectoral approach to 
ensure the effective
implementation of CSE for
in-and out-of-school adolescents. 

Abstinence-only education is 
not sufficient to address the 
SRHR needs of young people. 

Existing programmes may not 
reach all young demographics, 
disadvantaging those in rural
areas and those out of the 
school system.

All respective ministries/
agencies interviewed were 
contributing towards the 
implementation of SRHE in 
Malaysia via several modules 
providing RHSE to young people 
and other groups of the population.
NPFDB used modules Modul 
Cakna Diri (adolescents and
parents edition) and SRH Module
for Boys (16-24) in their RHSE 
programmes. Modules such as 
Adolescent Secret and
Adolescent Searching for Love 
developed by MoE were used in 
MoH’s SRHE programmes. MoH 
also reaches young people via
their PROSTAR school programme. 

However, participants
acknowledged a need for one 
(1)  agency to consolidate the 
efforts made by various
agencies and champion the 
cause on CSE implementation 
in Malaysia.

•

• 

•

• 

•

Study
Participants Findings Conclusions and

Recommendations
Study type



177

14 Focus Group
Discussions 
(FGDs) with 
104 adolescents
aged 15-19 
years from 
school, juvenile
rehabilitation 
centres and a 
halfway home 
for pregnant 
girls (64% 
females).

FGDs with 29 
parents and 
teachers.

•

•

•

•

•

•

•

•

•

FGDs with adolescents noted 
limited understanding of CSE 
(misconceptions) and PEERS, 
poor recall of topic coverage,
receiving abstinence-only sex 
education, sex as a taboo topic 
for girls; limited understanding
of gender as a biological attribute;
ignorance towards adolescent 
RHR needs; misconception about 
accessibility to SRH services and 
fear of discrimination; contraception
knowledge alone is not sufficient 
to prevent unprotected sex; the 
need for information on STIs and 
early signs of pregnancy; use of 
electronic platforms to access 
pornography; contradicting roles 
played by parents: educator vs 
moral police.

FGDs noted that PEERS is viewed 
as SE, but there is a limited 
understanding of CSE. Sex is a 
taboo topic and highly sensitive, 
and SRHE should be culturally 
and religiously sensitive;
abstinence only is considered 
most appropriate to be taught 
in schools and the current
curriculum highlights the
negative outcomes of sex to
instil fear of STIs, pregnancy 
and abortion; teachers claimed 
that only 10%-20% of the entire
syllabus is allocated to SRHE in 
a year; 70% of  adolescent learn 
about sexuality from social
media and 30% from school; 
teachers fear being misinterpreted

The current curriculum is
abstinence and fear-based and 
focuses on the reproductive
system. A comprehensive revision
of the PEERS curriculum should 
take place, incorporating key 
elements of gender, sexual 
rights, pleasure, diversity and 
HIV prevention.

Involve students, teachers and 
parents in the development of 
the curriculum.

Varying teaching methods and 
the integration of SRHE topics
into various subjects may 
impact the low recall of topic 
coverage.

Experts should be included 
in the school system for more 
accurate, precise and complete 
SRHE information.

Use innovative digital technologies
to reach young people.

Improve training and support for 
teachers.

Engage parents in the teaching 
process.

Study
Participants Findings Conclusions and

Recommendations
Study type
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and experience a lack of
resources and lack of PEERS 
training, which makes them 
uncomfortable teaching SRHE; 
all participants agreed that RHSE 
subject experts should be
included in the school system 
for more accurate precise and 
complete RHSE information;
gender is seen as biologically 
determined and that the
curriculum should incorporate 
a broader coverage of gender, 
including non-conforming
gender roles to identify students
needing special counselling,
religious bodies or special 
health facilities for rehabilitation
and transformation. Parents 
were concerned about children’s
development, and noted schools/
teachers can improve SRH 
knowledge and skills. Teachers 
noted that parents should be 
more involved.

Study
Participants Findings Conclusions and

Recommendations
Study type
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Limited
coordination 
and collaboration
across key
agencies 

•

•

i.

ii.

iii. 

Most adolescent
policies either 
overlook the 
RHSE and
services needs 
of adolescents,
with the 
exception of 
the 2006-20 
National
Adolescent 
Health Plan of 
Action, which 
identified SRH 
as a priority
area and mainly
know to MoH’s 
clinics and 
hospitals.

The 2009-12 
PEKERTI’s PoA 
did not specify
the extent to 
which RHSE 
and services 
would be made
available to 
the unmarried 
young people.

Oversee the planning,
implementation 
and M&E of the 
2020-24 PEKERTI’s
PoA to address key 
priorities;

Integrate RHSE 
and service delivery
(e.g. consider 
FRHAM’s expertise
in rolling out 
teachers’ training)
and increase 
multi-sectoral
collaboration 
and coordination 
across key stake-
holders (involving 
governmental, 
NGO and private 
partnerships, 
referred to as 3Ps 
for public, private 
and partnerships);

Oversee and 
validate the 
adaptation of CSE 
curriculum to

Coordination 
and collaboration
across key agencies
are critical to 
advance and 
sustain SRH 
programs, 
share expertise, 
experiences and 
lessons learn in
implementing
SRH programmes
and services, 
avoid duplication
and inefficiency 
and support 
creativity and 
innovation.

Rationale for 
membership: 
young people’s 
and other voices 
should be given 
a platform to 
incorporate 
their concerns 
and suggestions 
regarding
sexuality
education and 
services to 
address their 
needs, understand
the causes being 
championed and 
the implications 
of these reforms 

ACCRH in 
working order 
with supporting 
documentation 
including
membership 
and specific
roles and 
responsibilities, 
clear decision-
making processes,
and a convening
schedule and 
secretariat led 
by NPFDB.

ACCRH to develop
an M&E plan
for the PoA 
prior to its
implementation.

ACCRH to 
develop clear 
guidelines on 
the provision 
of sexuality 
education and 
services.

Full
implementation
of rights-based,
informed choice
of CSE for 
young people.

Policy reforms 
likely to improve
the lives of 
Malaysian 
young people
(e.g. the 
minimum age 
of marriage 
in Malaysia 
should align with
international
standards and
be set to 18 years
for all legal 
frameworks, 
including 
civil, Muslim 
and native 
customary 
laws without 
exceptions).

MWFCD

NPFDB;

MoH;

MoE;

NGOs
Representatives
from young 
people, 
teachers,
parents, 
religious and 
community 
leaders; and

health
profession 
also from
different
ethnic groups.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

APPENDIX 4:
Summary of Recommendations Based on The Evidence
for TWC’s Consideration

Revive the ACCRH, to 
improve the quality 
of reproductive and 
sexual health
education by 
strengthening the 
ACCRH role:

1. Establish comprehensive collaboration and policies
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iv.

v.

Malaysia’s multiracial
and multifaith 
context based on 
human rights;

Specify the extent 
to which CSE and 
services would be 
made available 
to the unmarried 
young people
(ensure inclusivity);
and

Advocate to 
strengthen CSE 
related laws,
policies and 
frameworks for 
young Malaysians.

and increase 
commitment at 
the grass-root 
level (schools, 
teachers, service 
providers and 
programme 
personnel).

ACCRH membership 
to include at least 
one (1) champion 
from young people, 
teachers, parents, 
religious and
community leaders 
and health
professionals from 
different ethnic 
groups (to ensure 
inclusivity) as well as 
Government
agencies and NGOs.

Train ACCRH
members in gender 
mainstreaming of 
programmes and 
monitoring of gender 
indicators.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

1. Establish comprehensive collaboration and policies
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The PEERS 
curriculum 
promotes 
abstinence-only 
based
misconceptions
that CSE 
encourages 
promiscuity

Despite the 
PEERS curriculum,
the 2014 MPFS 
and other
Malaysian studies
revealed that 
SRH knowledge 
among adolescents
is very limited.

Barriers in further
reductions in 
AFR include limited
SRHE and
contraceptive 
practice, indicating
the urgent need 
to incorporate
a women 
empowerment 
component.

Strengthening 
young people’s 
psychosocial to 
protect them 
from risky sexual
behaviours.

A rights-based, 
and gender-
focused
curriculum 
delivered as 
a stand-alone 
subject or as 
part of other 
subjects
incorporating 
key elements: 
gender, SRH 
and HIV, sexual 
rights and sexual
citizenship,
pleasure, violence,
diversity and 
relationships.

A CSE curriculum
that is culturally
appropriate.

Number of 
schools
implementing 
CSE at national, 
state and
district levels.

MoE and

MoHE.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

Up-scale RHSE 
programmes

Consider adding:

530
531

UNFPA (2014) UNFPA Operational Guidance for Comprehensive Sexuality Education: A Focus on Human Rights and Gender
UNESCO (2015) Emerging evidence, lessons and practice in comprehensive sexuality education: a global review

•

•

•

Adapt international
guidelines to
Malaysia’s multiracial
and multifaith 
society by
incorporating four 
(4) CSE components:
rights, participation 
and agency; SRH 
and behaviours; 
gender equality 
and power; and 
positive sexualities 
and respectful 
relations.

Include right-based
and gender-focused
principles both 
in school and 
community 
programmes to 
empower young 
people in making 
informed decisions 
about sex and
sexual
behaviours530.

Refer to WHO’s 
Core Global
Indicator Framework
when developing 
curriculum content 
and for its M&E, 
highly relevant for 
addressing
unintended
pregnancy531.

Improve and align 
the content of RHSE 
with international 
best practices.

•

•

Develop policy 
guidelines 
and detailed 
PoA that is
explicitly 
linked to
education 
sector plans, 
as well as to 
other national 
strategic plans 
and policy 
frameworks 
on young 
people SRH.

Circulate it to 
the schools; 
support
implementation
of RHSE 
programs; 

i.

ii.

Comprehensive 
reproduction 
and pubertal 
changes;

Appropriate 
explanation
of sexual
intercourse, 
safe sex and 
the use of 
contraception 
aligned with 

2. Improve the RHSE curriculum and programmes and their delivery

•

•

•

•

•

Content limit-
ed to sexuality 
and reproductive
health, excludes 
safer sex and 
contraception, 
instils fear of 
sexuality and 
STIs, pregnancy
and abortion.

Does not align 
with UNESCO’s 
curriculum 
guidelines.

Lacks the CSE 
rights-based 
and gender-
focused
principles.

Lack of parents’
acceptance and
engagement.

Public health 
concerns
related to the
consequences 
of premarital 
and unprotected
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•

•

•

sex which
disproportionately
affect girls 
(STIs and 
HIV/ AIDS, 
unintended 
teenage
pregnancy,
unsafe abortion
and baby 
abandonment).

In 2018, 
there was a 
reduction in 
the number 
of schools 
participating 
in the PEKERTI 
@ Schools 
program due 
to budget 
constraints.

Significant gap 
in content and 
delivery.

Shortage 
of teachers 
trained in 
RHSE and 
services.

Assessment 
of students’ 
knowledge 
attitudes, 
beliefs and 
behaviours pre 
and post-
delivery.

Assessment 
of teachers’ 
knowledge,
attitudes, 
beliefs and

MoE and

MoHE.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

2. Improve the RHSE curriculum and programmes and their delivery

•

•

•

•

•

Content should be 
developmentally 
and age-appropriate
and more visual 
with illustrations, 
making the lessons 
more effective (as 
in Bangladesh).

Engage and collaborate
with young people, 
parents and teachers
in developing 
the curriculum to 
ensure its
relevance.

Health experts 
should be included
in the school 
system for more 
accurate, precise 
and complete 
SRHE information.

MoE to ensure
district-level
teachers receive 
RHSE training to 
delivery of the 
curriculum.

Improve teachers 
training, delivery 
methods (use 
a participatory 
teaching approach) 
and ongoing support.

iii.

local norms, 
values and 
culture (how 
to use and 
where to get 
contraceptives, 
a complete 
definition of 
abstinence);

Empowerment 
and gender 
equality,
covering
consequences 
of unequal 
power dynamics
and toxic
masculinities
and how 
to address 
them), healthy 
relationships 
and negotiating 
non-violent 
solutions, 
personal safety 
measures,
consent, SRH 
rights and
sexual diversity.

address
sensitivities 
concerning the
implementation
of RHSE 
programs; 
and protect 
and support 
teachers 
responsible 
for delivery of 
RHSE.

Establish
an M&E
mechanism to 
assess both
student 
knowledge 
and teachers’ 
performance.

Develop
implementation 
plans such as 
how to select
and train 

Poor
implementation 
of RHSE
curriculum in 
schools

Improve and align 
the delivery of RHSE 
with international 
best practice.

The effectiveness 
of the teachers 
depended on 
the strategy 
and method of 
teaching
used by the 
teachers.

The delivery
mode is extremely 
important to
increase the 
schools’
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•

•

•

Teachers felt 
uncomfortable 
delivering the 
curriculum
due to
shortcomings
in their own 
training, support,
school
leadership and 
commitment,
so they either 
avoid it or 
address it 
ineffectively.

Delivered in 
unclear and 
fragmented
across 
subjects, not 
examined, 
which leads to 
teachers
either avoiding
or addressing 
it ineffectively 
(teachers use 
of metaphors 
causes
confusion).

Leads to poor 
student recall 
of reproduction
and pregnancy,
contraceptive
uses and 
contraceptive 
availability, 
particularly 
Malay Muslim 
females,
increasing 

behaviours 
in pre and 
post-delivery 
and assessment
of the training 
modules and 
school’s
commitment 
and support.

Assessment 
of parents’ 
knowledge 
attitudes, 
beliefs and 
behaviours pre 
and post-
delivery and 
assessment 
of support to 
students.

Suggested 
indicators for 
outcomes532:

% of young 
people who 
participate in 
RHSE;

%of RHSE
participants 
who demonstrate
critical thinking;
Reported 
changes in 
knowledge 
about: safer sex 
and transmission
of HIV; accessing
and using
contraception 
and human 
rights;

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

2. Improve the RHSE curriculum and programmes and their delivery

532 Extracted from UNFPA (2014) Operational Guidance for Comprehensive Sexuality Education: A Focus on Human Rights and Gender

•

•

•

•

•

•

Use a participatory 
teaching approach 
that encourages 
dialogue, conveys 
positive views 
of sexuality and 
does not rely on 
shame/ fear-based 
strategies.

Capacitate teachers
and parents with 
accessible sexuality
education module.

Improve
connectedness 
between parents 
and school by 
engaging parents 
with school-based 
sexuality program.

Consider involving 
the NGOs (FRHAM) 
in the training of 
school teachers.

Consider involving
trained young 
doctors and school 
health nurses 
(more acceptable
information sources)
in delivering SRH 
seminars to link 
sexuality education
and services.

Consider integrating
the curriculum into 
one (1) compulsory 
and examinable 
subject for teachers
and students to 

commitment,
develop the 
teachers’ skills 
and build their 
comfort and 
confidence in
delivering
sexuality
education.

A participatory 
teaching
approach allowing
the students to 
ask questions 
has been proven 
successful in 
increasing 
students’ recall 
and influencing 
networks.

teachers who 
are responsible 
for teaching the 
subject, lesson 
plans, number 
of hours, how 
the subject is to 
be incorporated
it into the current
timetable,
the mode of
delivery, provision
of resources 
(including
materials).

Create a team 
to develop and 
implement 
RHSE specific 
indicators at 
national and 
state levels.

Create a young 
people team 
to ensure their 
meaningful 
participation in 
M&E activities 
at national, 
state and district
levels.
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•

•

•

•

their
vulnerability 
to abuses, STIs 
and unintended
pregnancy.

Lack of parental
support and 
engagement.

Students 
would rather 
SRH be taught 
by teachers 
than by parents.

Lack of
systematic 
evaluation 
in terms of 
quality and 
effectiveness.

MoE believes 
that RHSE 
would be best 
practised once 
it considers 
the context, 
religion and 
culture of 
pupils.

Reported 
changes in 
attitudes on 
gender norms; 
girls’ sense of 
agency and 
greater intent 
to delay
pregnancy; 
boys’ beliefs 
regarding
traditional 
gender roles 
and stereotypes;
respect for 
human rights, 
including 
the rights of 
people
living with HIV; 
tolerance of 
sexual diversity;
the sense of 
connectedness
to school; 
perception of 
power balance 
in intimate 
heterosexual 
relationships;

Reported 
changes in
behaviour:
delay in sexual
initiation; 
increase the 
use of the 
male or female 
condom, 
contraception; 
decrease in 
experience or 
perpetration
of sexual
coercion and
intimate partner

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

2. Improve the RHSE curriculum and programmes and their delivery

•

take the subject 
seriously.

Strengthen the 
monitoring
mechanism within 
the education
system, from the 
national level 
Training of Trainers 
to curriculum 
teaching in 
schools.
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• Limited 
coverage of 
youth-friendly
sexuality 
education and 
services via 
Youth Health 

Lack of parental 
engagement

The needs of 
out-of-school 
vulnerable 
youth are
generally poorly 
meet.

Parents/ guardians/
caretakers must 
understand the 
RHSE lesson plan 
to be delivered 
to adolescents, 
participate in 
their homework 
and assignments 
and be encouraged
to speak to their 
children about 
RHSE. 

FRHAM is the only
NGO providing
SRH and FP
services either
free or cheaply 
via its Youth 
Health Services 
at the state level 
with funding 
from international
donors.

Increase parent 
and family 
engagement in 
providing RHSE 
to young people.
 
Encourage 
a healthy 
parent-child 
relationship and 
communication.
 
Increase 
school-parent 
connectedness.

A government 
budget line to 
support NGOs in 
delivering out-
of-school youth 
programmes.

Increase coverage
of rural areas 
and vulnerable 
young people 
(particularly 
those with non-

Development 
of programmes/ 
information 
bank.

Number of 
schools carrying 
out the
programmes. 

A funding 
budget across 
the duration 
of the strategy 
(2020-24) to 
support out-
of-school RHSE 
programmes.

MWFCD and
NPFDB.

NPFDB and
FRHAM.

Engage parents in 
the teaching and 
learning processes 
to get their support 
to ensure that the 
information being 
taught at schools can 
be reinforced in the 
family home. 

Consider governmental
financial support for 
NPFDB and FRHAM to 
scale-up the delivery 
of the out-of-school 
RHSE programme.

Ensure that
programmes reach 
the ground level 
(such as districts and 
rural schools).

violence; girls’ 
participation 
in social/ safe 
spaces
programmes;
boys’ participation
in exercises 
that help them 
to reflect
on norms/
expectations 
and self-
perception; 
positive
interactions 
with mentors.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

2. Improve the RHSE curriculum and programmes and their delivery
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•

•

•

Services by 
FRHAM targeted
to married 
and unmarried
vulnerable 
young people 
due to limited 
human and 
financial 
resources and 
funded by 
donors such 
as UNFPA.

Uneven
geographic 
coverage of 
adolescent SRH
programmes 
concentrated 
in urban areas.

No specific 
programme 
meets the 
SRH needs of 
young people 
marginalised
for their non-
conforming
sexual
orientation 
except for PT 
Foundation and
Safe Clinic,
providing 
HIV-related 
information 
in the Klang 
Valley.

Gender 
diverse 
adolescents 
avoid using 
SRH services 
due to fear of 

conforming
sexual orientation)
in the spirit of 
leaving no one 
(1) behind.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

2. Improve the RHSE curriculum and programmes and their delivery

Focus on investing in 
programmes that are 
far-reaching and will 
improve the lives of 
young people. 

Analyses of national 
indicators and
documentation of 
adolescent SRH 
needs should inform 
future investments 
on geographical
areas and regions 
with greatest SRH 
needs.

Lessons from
implementing CSE 
in Bangladesh 
and Egypt: Engage 
trained peers.

Several out-of-
school RHSE 
programmes 
are delivered 
by NPFDB and 
FRHAM via IEC 
materials and 
adolescent SRH 
training mod-
ules (including 
FP and HIV).



533 Johns Hopkins Center for Communication Programs (2017) Social and Behavior Change Communication: Guide to Designing Sexual and Reproductive Health 
Programs for Youth in Egypt
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Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

2. Improve the RHSE curriculum and programmes and their delivery

3. Run a mass media campaign to advocate for greater community acceptance of RHSE and services

identity
exposure, 
increasing 
the risk for 
physical and 
mental health 
issues such as 
contracting STI 
and HIV.

•

Lack of media 
advocacy and 
a community 
communication 
plan.

Barriers to 
addressing
young people’s
SRH needs
included
strong religious 
sensitivity and 
socio-cultural
taboo attached
to sexuality,
with a very 
narrow learning
scope from 
parents,
guardians, 
elders and 
peers due to 
conservativeness
rooted in the 
culture.

Improvement 
in community 
knowledge, 
attitudes, 
believes and 
behaviours 
(measured 
via pre and 
post-campaign 
surveys).

Develop a 
structured
communication
plan with 
messages that 
engage men & 
boys, girls & 
women.

Resources and 
outcomes of 
evidence-based 
research,
programmes 
and services 
should be widely
disseminated 
via mass media.

A multidisciplinary
effort is required
from the 
government, 
policymakers, 
educationists, 
health
professionals, 
experts in religion,
social activists, 
NGOs. Urgent 
need to train
implementers 

NPFDBGenerate greater 
public awareness, 
desensitise the issue 
and generate open 
discussion on RHSE 
and services.

A more pro-active 
stand from the
government to 
engage the media in 
conveying the need 
for and the positive 
impact of RHSE for 
young people’s 
health and well-
being.

Prioritise awareness-
raising of the benefits
of FP for families 
and communities 
linked to FP services 
referrals.

Consider referring 
to the SBCC: Guide 
to Designing SRH 
Programs for Youth 
in Egypt533 when 
designing an SBCC 
plan for Malaysia. 

Most adults are 
reluctant to give 
adolescents 
accurate sexual 
information for 
fear of promoting
early sexual 
activity, but
accurate CSE 
will empower 
young people, 
reduce unwanted
pregnancies,
unsafe abortions,
STIs and enable 
their health and 
well-being.

Creating an 
enabling
environment 
prior to
implementing 
RHSE is critical, 
including
involving local 
religious leaders.
Addressing 
young people’s 
SRH requires 
multi-sectoral 
interventions 
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•

•

•

Barriers exist 
due to
conservative 
community 
views, which 
limit the 
provision of 
SRH services 
(including
contraceptives
or STIs services)
to married 
adolescents.

Adolescents 
considered 
SRH services 
and providers 
disrespectful, 
lacking privacy
& confidentiality,
& judgmental.

Non-clinical 
services are 
more likely 
to be utilised 

(e.g., teachers 
and social workers)
and parents to 
enhance the 
effectiveness of 
RHSE programs.

Uptake of
adoles-
cent-friendly 
health centres 
will likely
improve as a
result of awareness
raining and 
transforming 
beliefs and 
behaviours.

Initiatives 
addressing 
some of these 
challenges 
started being 
implemented:

Malaysia started
universal access 
to SRH services 
for all adolescents
in primary, 
secondary and 
tertiary healthcare
facilities 
nationwide in 
2012. MoH led 
the provision of 
SRH services for 
both married 
and unmarried 
adolescents, 
by issuing the 
2012 Guidelines
on Managing 

Increased 
uptake of 
Youth Health 
Services.

MoH

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

3. Run a mass media campaign to advocate for greater community acceptance of RHSE and services

4. Improve SRH service awareness, delivery and accessibility

Produce fact-based, 
age-appropriate
educational resources,
including textbooks, 
handouts and videos 
and websites.

Improve universal, 
equitable access 
and use of quality FP 
services by focusing 
on vulnerable
populations.

Support data collection
for FP resource
allocations.

SRH (contraception) 
information and 
services should be 
made available to 
adolescents regardless
of their marital 
status.

Improve the
integration of SRH 
services within the 
PHC system.

Develop a referral 
system to ensure 
young people are
referred to
appropriate SRH 
services, care and 
support.

Review the 2009 
MoH training sessions
on adolescent SRH 
and counselling for 

that involve 
government 
agencies, civil 
society, religious 
institutions, 
mass media, as 
well as parents.

It is critical that 
SRH services 
and education 
are integrated.

SRH services
to focus on 
availability,
accessibility, quality
and accountability,
including universal
access to rights, 
accounting for 
diverse contexts
that affect 
women access 
that compromise 
their right.

Focus on vulnerable
populations 
(young people, 
women/ girls 
vulnerable to 
unwanted
pregnancies, 
Orang Asli, 
migrant workers, 
disadvantaged 
rural areas, 
people with 
HIV/ AIDS, GBV 
survivors).

Poor uptake of 
available SHR 
information 
and services 
due to lack of 
awareness or 
discrimination 
from health 
care providers.
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by unmarried 
adolescents 
than clinical 
services.

RHSE
programmes
are not linked 
to services.

It is generally 
assumed that 
the government
does not 
provide 
contraceptive 
services to
unmarried 
young people.

However, 
married and 
unmarried 
pregnant 
women access 
perinatal
services at 
health facilities.

Healthcare 
facilities may 
not be able 
to provide 
accurate and 
complete 
information to 
women who 
may seek
abortion services.

Adolescents 
SRH Issues in 
Health Clinics 
to support 
Youth Health 
Services, but 
the uptake is 
poor.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

4. Improve SRH service awareness, delivery and accessibility

health professionals 
to deliver services 
in a professional, 
non-judgmental 
manner and address 
young people’s 
needs, including 
abortion laws and 
exceptions.

Collection and report 
service access and 
legal abortion
statistics for proper 
allocation of resources.
Review policy and 
laws that require 
parental consent 
for accessing the 
services to ensure 
that SRH services are 
available to
adolescents safely 
and confidentiality. 

Consider replacing 
the vertical, one-
size-fits-all FP
service delivery
model to differential
approaches to 
address the needs of 
specific population 
groups (regional 
service packages 
including behaviour 
communication 
change and service 
delivery components,
focusing on low-
performing regions 
and pockets of 
hard-to-reach where 
service coverage is 
low and the
disadvantaged
urban. Evaluate

Raising young 
people’s 
awareness of 
FP benefits for 
themselves, 
their families and
communities as 
a priority
targeting both 
boys and girls.

•

•

•

•

•
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•

•

•

Train providers to 
deliver SRH services
in a sensitive and
respectfully
manner;

Maintain privacy 
and confidentiality;

Convenient clinic 
opening hours 
for young people 
(evenings and 
weekends);

Government 
clinics to work 
closely with 
NGOs and 
youth peer 
educators in 
promoting their 
services.

NGOs can refer 
their young
clients for the 
services, and 
youth peer 
educators can 
spread the 
news about the 
availability of 
the services 
among their 
peers. 

FRHAM

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

4. Improve SRH service awareness, delivery and accessibility

ongoing programs 
and scape-up
effective ones.

Delivery of Youth 
Friendly Services 
(YFS) to provide SRH, 
including FP services 
which young people 
trust and feel is 
there for them and 
their needs.

Assess the existing 
services to identify 
and address barriers.
 
Develop National 
Operational
Guideline for YFS for 
service providers to 
ensure quality and 
be used as an M&E 
tool.

Improve the delivery
of youth-friendly 
services according 
to IPPF’s guidelines:

Improve
publicity of 
clinics in the 
community, 
particularly 
increase
acceptance 
among parents.



191

•

Limited
comprehensive, 
integrated and 
up to date SRH 
data to inform 
planning
National data 
sources with 
large time gaps.

National data on 
young people’s
sexuality and
reproductive health 
and FP needs.

The National 
Study on SRH 
of Adolescents 
is conducted 
by NPFDB 
every decade 
and collects 
limited data. 

•

•

•

•

•

Accessible to all 
young people 
regardless of age, 
marital status, 
ethnicity, religion, 
sexual orientation 
or ability to pay;

Establish an 
effective referral 
system;

Involve young
people in designing,
implementing and 
evaluating the 
program; and

Engage key 
stakeholders in the 
local community, 
such as partners, 
parents/ guardians 
and schools.

More regular 
surveys capturing 
comprehensive 
SRH information 
(refer to the SYPE 
survey in Egypt) 
on married and 
unmarried young 
people to measure 
trends and change 
in knowledge, 
attitudes, sexual 
practices.

A mapping 
of RHSE and 
service data 
collected across 
surveys and
related reporting
timelines to 
inform the 
integration of 
regular data 
collection to 
inform RHSE 
and services 
planning.

NPFDB.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

4. Improve SRH service awareness, delivery and accessibility

5. Establish comprehensive monitoring and evaluation mechanisms

Regular
comprehensive 
data is required 
to inform policy, 
programs, and 
research.

Surveys tend to 
capture the FP 
methods of
married women 
only (overestimating
CPR and
underestimating 
unmet needs) to 
prevent unwanted 
adolescent
pregnancies, 
consider
capturing



192

•

•

Limited use 
of innovative, 
non-traditional 
and age-
appropriate 
interventions in 
adolescent SRH 
programming.

Use innovative
digital technologies
to reach young 
people such as the 
use of Information 
and Communication 
Technology (ICT), 
game-based or
interactive
interventions.

There is a strong 
reliance on
traditional
approaches such 
as peer-education
or community-
based awareness-
raising programs 
(important entry 
points for those 
aged 10-14). 

Number of 
innovative
initiatives 
piloted.

NPFDB and 
FRHAM.

•

•

The MPFS
captures limited
SRH data among
Malaysian 
young people.

Small scale 
studies vary 
in geography, 
coverage, 
focus, and 
age range: 
National
Surveys from 
the Department
of Statistics, 
Malaysia; 
Global School-
based Student 
Health Survey 
Malaysia 
2012’s fact 
sheet; 2015 
Malaysian Youth
Sexual and
Reproductive 
Health Survey.

Conduct quality, 
in-depth studies
to improve 
interventions. All 
research to be 
coordinated to 
avoid duplication. 
Share research 
findings via regular 
conference or 
publications. 

Consider collecting 
strong indicators 
regularly
disaggregated by 
age, sex, economic 
status and location
(via census and 
other surveys 
on attitudes and 
behaviours in
targeted districts) 
for effective
planning, budgeting
and monitoring 
of National Social 
Policy (NSP)
implementation at 
the local level and 
better targeting 
of disadvantaged 
groups.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

5. Establish comprehensive monitoring and evaluation mechanisms

comprehensive 
FP data regardless
of marital status.
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•

•

••

Limited rigorous
evaluation and 
documentation
of what works.
 
Most programmes
did not conduct
rigorous impact
evaluations 
necessary to
inform evidence-
based SRH 
programming. 

Number of 
young
people’s
participating
at each 
monitoring 
level. 

Implement more 
methodologically 
rigorous quantitative
and qualitative 
evaluation studies 
using longitudinal 
designs to inform 
the factors
contributing to
program effectiveness.

Lack of an 
overall
robust M&E 
mechanism

Consider non-
traditional approaches, 
such as sports-based 
interventions,
psychosocial 
counselling, mental 
health counselling.

Consider a distinct 
programmatic area 
with strong technical
interface with other 
areas to attract 
and reach greater 
numbers of young 
people, with SRH 
and gender equality 
information and 
services.

Consider promoting
the website the 
Malaysian Care for 
Adolescent Project 
(MyCAP), created by 
health professionals
 for online RHSE 
among Malaysian 
young people. 

Establish a robust 
M&E mechanism to 
measure progress, 
validate, replicate 
or scale up best 
practices in Malaysia.

A stronger CSE 
M&E mechanism.
 
A team
overseeing 
indicators at the 
national, state 
and district 
level.

Team at national
state and
district levels

  Number of 
training (per 
year) completed
at National, 
State and
District level.

MoH;
NPFDB and 
FRHAM.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

5. Establish comprehensive monitoring and evaluation mechanisms

Innovative 
approaches and 
technologies are 
underutilised.

A strong M&E 
framework 
can identify 
interventions 
that improve 
adolescent’s 
SRH knowledge, 
access and
uptake of services
as well as gaps 
programming 
knowledge 
and practice 
to build an 
evidence-based 
scale-up of 
promising
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•

•

•

•

•

•

•

Mainstream gender 
in all outcome areas
for gender equity 
and women’s
empowerment.

Consider a
population-related 
observatory to 
M&E Strategies’ 
implementation 
that collects 
and harmonises 
available data and 
indicators; and 
assess/ bridge data 
gaps with new 
surveys or
innovative research
methods such as 
crowdsourcing
and big data
methodologies.

Establish databases
containing
effective programs 
and measures for 
dissemination of 
informed practice.

Monitor program 
implementation 
and service
provision for 
young people by 
key agencies,
focusing on progress
made, facilitating 
factors, gaps and 
constraints, and 
emerging issues.

Conduct regular 
client’s exit
interviews and
assessments on 

Number of 
teaching 
hours and 
topics
completed.

Number of 
students 
reached.

Schools/
teachers:

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

5. Establish comprehensive monitoring and evaluation mechanisms

interventions, 
limit ineffective 
or duplicate
efforts and 
ensure the
efficiency of 
available
resources.
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the capacity of 
service providers
to assess the 
effectiveness and 
efficacy of the 
programmes and 
services. Integrate 
the M&E framework
across key agencies
for more reliable 
and useful
information.

Recommendations Rationale Indicators Propose Lead
Agency

Expected
Outcomes

Gaps and 
Barriers

5. Establish comprehensive monitoring and evaluation mechanisms
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