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 Child marriage (marriage before age 18 years) is 
an internationally recognised health and human 
rights violation disproportionately affecting 
girls, globally. Although the practice of girl child 
marriage has decreased substantially over the 
past 20 years,  1  –  3   it remains strikingly pervasive 
in some world regions, particularly South Asia 
and Sub-Saharan Africa where up to 50–70% of 
girls in some countries are married prior to age 
18 years  2  . However, the practice is not limited to 
these areas of the world. Parts of Latin America 
and Eastern Europe report rates of child mar-
riage greater than 10–20% among females,  2   and 
even high development nations see some cases 
of child marriage.  4   Currently, over 60 million 
women and girls worldwide are affected by child 
marriage.  1     2       

  SOCIAL AND CONTEXTUAL VULNERABILITIES 
TO GIRL CHILD MARRIAGE 
 Although girl child marriage is a global concern, a 
review of the literature on this phenomenon (see 
online appendix for methods) documents clear 
social vulnerabilities that heighten risk for child 
marriage at national and individual levels. Studies 
consistently show that marriage of minor aged 
girls is more likely to occur in rural and impover-
ished areas with low access to healthcare  1  –  3     5  –  15  ; 
regional confl ict and instability further exacer-
bate these vulnerabilities.  16     17   However, the pri-
mary contextual factor heightening risk for girl 
child marriage is gender inequity, often charac-
terised, at least in part, by lower access to educa-
tion and employment opportunities for females 
relative to males.  1     4     5     17   Across national contexts, 
it is the poorest and least educated girls who are 
most vulnerable to early marriage,  1  –  3     5  –  15     18   and 
even among girls receiving an education, early 
marriage appears to impede continuation of that 
education.  19   

 Expanding on this issue of gender inequity and 
girl child marriage, studies also document associ-
ations between early marriage of girls and other 
types of gender-based oppression, including 
forced marriage and family violence. Generally, 
the marriage of minor girls is arranged by par-
ents, other family members or local leaders, 
sometimes with consent and sometimes with-
out.  4     5     11     17     20   In addition to forced marriage, girls 
married as minors are also more likely to expe-
rience violence from their natal family,  6   their 
husband,  3      8      13     14     21  –  26   and their in-laws.  1     3     5     8     14     25   
Heightened risk for such abuse is not surprising 
as those marrying as adolescents are more likely 
to have an older husband, to contend with dowry 

or bride price issues, to reside with in-laws, to 
have limited mobility and to report greater con-
trol over decision-making by both husband and 
in-laws.  1      3  –  5     7     8     14     17     20   –  25     27     28    

  PHYSICAL AND MENTAL HEALTH 
CONSEQUENCES OF GIRL CHILD MARRIAGE 
 While these issues clearly highlight child mar-
riage as an issue of social and gender inequities, 
this literature review (see appendix for meth-
ods) also documents it as a health concern for 
young mothers and their offspring. Due to early 
pregnancy and childbirth, in conjunction with 
lower access to healthcare among adolescent 
wives, girls marrying as minors are at substan-
tially greater risk for maternal and child morbid-
ity and  mortality.  1     3     5     8     9     11     12     16     29  –  32   Adolescent 
mothers are more likely than delivering adult 
women to experience pregnancy complications 
(eg, pregnancy-induced hypertension, spon-
taneous abortion) and delivery concerns (eg, 
obstructed labour, fi stula), as well as maternal 
mortality.  5     8     9     11     12     13     33  –  37   These maternal con-
cerns then in turn increase risk for neonatal 
death and stillbirth, premature and low birth-
weight infants, and infant and child morbidity 
and mortality.  1     3     5     8     9     11     12     31     34     38  –  47   Further, even 
into adulthood, those married as minors are 
more likely to use no contraception in early mar-
riage, have unplanned pregnancy, have a greater 
number of children, and experience low spacing 
between children,  1     3     5     7     8     31     48   factors again linked 
to increased likelihood of poor maternal, infant 
and child health outcomes.  3     48     49   

 In addition to these maternal and child health 
concerns, there is also documentation of a men-
tal health impact of child marriage. Research 
from Africa and South Asia have found that girls 
engaged or married as minors are at increased risk 
for depression and suicidality, in great part to its 
link with varying forms of gender-based violence 
(eg, forced marriage, spousal violence), as described 
above.  12     17     20   There is some small but growing evi-
dence that child marriage may increase female risk 
for HIV and other  sexually transmitted infections (STIs), 
as adolescent wives are more likely than adult wives 
or unmarried adolescents to engage in unprotected 
sex, to have less access to sexual health informa-
tion and to report greater diffi culty in negotiating 
condom use or refusing sex with their male partner 
(A Raj, unpublished data).  7     50  –  53   Research assess-
ing direct associations between child marriage and 
HIV/STI is limited to sub-Saharan Africa, but these 
studies do indicate signifi cant associations between 
child marriage and HIV.  11     12     50     51    
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  GRADIENT OF SOCIAL AND HEALTH RISKS BY AGE AT 
MARRIAGE: ANALYSIS OF INDIA AS A CASE EXAMPLE 
 While the above literature review offers important insight 
into social vulnerabilities attached to early marriage of girls, 
as well as the health impact of such early marriage and related 
early childbirth, the review does not highlight gradients of risk 
based on age at marriage. For these analyses, we utilised data 
from the National Family Health Survey (NFHS-3), a surveil-
lance focused on maternal and child health concerns among a 
nationally representative sample of women in India. India was 
chosen for analysis given its high rate of child marriage in the 
context of legislation against the practice. 

 Current NFHS-3 analyses were restricted to ever married 
20–24 year olds (n=14 628) to provide a sample refl ective of 
current conditions in India but with suffi cient time to com-
pare marriage and childbirth experiences of those marrying 
as adults (20–24 years) relative to those marrying as children 
(<14 years), adolescents (15–17 years) and late adolescents 
(18–19 years). (See online appendix56 for details on methods, 
measures and data analysis procedures.) As highlighted in 
 tables 1  –3 , analyses assessed associations between age at mar-
riage and social vulnerabilities (rural residence, poverty and 
education), gender inequities and violence (older husbands, 
physical or sexual violence from husbands, son preference), 
healthcare utilisation (antenatal care, spacing contraceptive 
use, sterilisation), fertility control indicators (rapid repeat 
childbirth, multiple unwanted pregnancies) and infant/child 
mortality. Analysis of association between age at marriage 
and HIV serostatus was also conducted; these fi ndings are 
not in the tables. 

 Findings reveal that among married 20–24-year-old females 
in India, 9.6% report marriage prior to age 14 years and 
only 10% report marriage at age 20–24 years. An additional 
25% report marriage at 13–15 years; 32.1% report marriage 
at 16–17 years; and 23.4% report marriage at 18–19 years. 
Sociodemographic vulnerabilities are normative for the popu-
lation as a whole; 73% of women resided in rural areas, and 
more than one-third (39%) had received no formal education. 
Notably, 15% of those marrying at 20–24 years relative to 65% 
of those marrying at less than age 14 years had no formal edu-
cation. In terms of gender inequities, 15% of the total sample 
reported a husband aged ≥10 years; one-third (35%) reported a 
history of physical or sexual abuse from husbands; and more 
than one-fi fth (22%) reported son preference. Reproductive 
healthcare utilisation was low. No antenatal care for at least 
one pregnancy was reported by 17% of women; no spacing 
contraceptive use was reported by 80% of women and female 
sterilisation was reported by an additional 13% of women. 
Notably, only 1% of those married at 20–24 years reported 
sterilisation relative to 29% of those married prior to age 14 
years. More than one-quarter of women (28%) reported rapid 
repeat childbirth, though <4% reported a history of multiple 
unwanted pregnancies. 

 Regression analyses reveal that with younger age at marriage 
there are increased socioeconomic vulnerabilities and greater 
gender inequities including spousal violence. (See  table 1 .) 
Additionally earlier age at marriage was associated with lower 
likelihood of antenatal care and spacing contraceptive use 
but increased likelihood of sterilisation by young adulthood; 
rapid repeat child birth, multiple unwanted pregnancies and 

  Table 2     Age at marriage and its associations with reproductive healthcare utilisation and fertility control 
among married 20–24-year-old women in India (N=14 682)  

 

 Reproductive healthcare  Fertility control 

 No antenatal 
care   1   * 

 No spacing 
contraceptive use 

 Female 
sterilisation 

 Rapid repeat 
childbirth   1  †

 Multiple unwanted 
pregnancies 

 OR (95% CI)  OR (95% CI)  OR (95% CI)  OR (95% CI)  OR (95%CI) 

Age at marriage:
 20–24 years Ref Ref Ref Ref Ref
 18–19 years 1.7 (1.4 to 2.2) 0.89 (0.8 to 1.0)   5.4 (3.79 to 7.69) 2.2 (1.9 to 2.7) 1.8 (1.2 to 2.8)
 16–17 years 2.6 (2.1 to 3.2) 1.03 (0.9 to 1.2) 12.8 (9.1 to 18.0) 3.4 (2.9 to 4.1) 2.4 (1.6 to 3.7)
 14–15 years 3.9 (3.1 to 4.9) 1.25 (1.1 to 1.4) 22.4 (15.9 to 31.5) 5.1 (4.2 to 6.1) 2.9 (1.9 to 4.5)
 <14 years 4.6 (3.6 to 6.0) 1.52 (1.3 to 1.8) 33.2 (23.3 to 47.4) 6.2 (5.1 to 7.6) 2.6 (1.6 to 4.3)

   *No antenatal care is indicative of no care for at least one reported pregnancy. 
 †Rapid repeat childbirth is birth to children with less than 2 years’ spacing between them. 
 1analysis restricted to subsample of ever married women 20–24 years who have given birth (n=11 635).   

  Table 1     Age at marriage and its associations with sociodemographic and gendered vulnerabilities among ever married 20–24-year-old women in 
India (N=14 682)  

 

 Sociodemographic vulnerabilities  Gendered vulnerabilities 

 Rural Residence  Poorest quintile  No formal education 
 Older spouse – 
10+years  Spousal violence ever   1   Son preference 

 OR (95% CI)  OR (95% CI)  OR (95% CI)  OR (95% CI)  OR (95% CI)  OR (95%CI) 

Age a marriage:
 20–24 years Ref Ref Ref Ref Ref Ref
 18–19 years 1.5 (1.3 to 1.6) 2.4 (2.0 to 2.9) 2.3 (2.0 to 2.6) 1.4 (1.2 to 1.7) 2.01 (1.8 to 2.3) 1.5 (1.3 to 1.8)
 16–17 years 1.9 (1.8 to 2.1) 4.4 (3.6 to 5.3) 4.2 (3.7 to 4.8) 1.5 (1.3 to 1.8) 3.23 (2.8 to 3.7) 2.0 (1.8 to 2.3)
 14–15 years 2.6 (2.3 to 2.9) 7.0 (5.8 to 8.5) 8.3 (7.3 to 9.5) 2.2 (1.9 to 2.6) 4.15 (3.6 to 4.8) 2.8 (2.5 to 3.3)
 <14 years 3.0 (2.6 to 3.5) 8.3 (6.7 to 10.4) 11.2 (9.5 to 13.2) 3.1 (2.6 to 3.8) 4.94 (4.2 to 5.9) 2.7 (2.2 to 3.2)

   1analysis restricted to a subsample of ever married women 20–24 years who were selected and agreed to participate in the IPV module of the National Family Health 
Survey-3 (n=10 625).   
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increased likelihood of infant and child mortality were also 
more likely among those marrying at younger rather than 
majority ages. (See  tables 2  and  3 .) These fi ndings are consis-
tent with those outlined above, but expand upon this work, 
highlighting the increased risk occurring for minor aged girls 
marrying at very young ages.  

 Notably however, and unlike fi ndings from sub-Saharan 
Africa described above, current analyses did not document 
signifi cantly greater risk for HIV among young wives who 
marry as minors. Relative to those marrying at age 20–24 
years, females were no more likely to have HIV if they mar-
ried at age 18–19 years (OR 1.0, 95% CI 0.5 to 1.8), signifi -
cantly less likely to have HIV if they married at age 16–17 
years (OR 0.2, 95% CI 0.1 to 0.5) and less likely (though not 
signifi cant) to have HIV if they married at age 14–15 years 
(OR 0.5, 95% CI 0.2 to 1.1) or at less than age 14 years (OR 
0.2, 95% CI 0.02 to 1.2). (Note: data not presented in the 
tables. Analyses restricted to a subsample of ever married 
women 20–24 years who were selected and agreed to partici-
pate in the HIV testing component of the NFHS-3– n=2408.) 
Differential fi ndings are in part likely a consequence of the 
substantially lower rate of HIV in India relative to Africa; 
HIV seroprevalence for this nationally representative sample 
of females was only 0.2%. More importantly, India’s HIV 
epidemic is predominantly urban where child marriage is a 
more rural phenomenon, and this too may be resulting in 
this trend toward lower risk for HIV among those marry-
ing as minors in India. More research across more nations is 
needed to provide greater clarity on the role of early marriage 
in the HIV epidemic. Nonetheless, these fi ndings as well as 
the above literature review demonstrate child marriage as 
a social and gendered vulnerability for girls with a major 
impact on maternal and child health. (See  fi gure 1  for graphic 
representation of these associations.)   

  WHY DOES THE PRACTICE CONTINUE? 
 Such clear social and health costs of girl child marriage would 
seem a deterrent to continuation of the practice, but it remains 
entrenched in many cultures and nations, as seen in  fi gure 1 . 
Justifi cations for the practice, as reported by those arranging 
such marriages, include the economic and social or honour-re-
lated costs attached to having unmarried girls in the  family.  4     17   
  28    Economically, girls can be viewed as a fi nancial burden 
on families, due to both dowry and their assumed or actual 
inability to bring income to the family in some cultures.  4     17   
Also, assumptions are that younger females are more subser-
vient relative to adult brides, and this will create more ‘har-
mony’ in marriage.  4     17   Related to this, many cultures holding 
norms of child marriage also fear that delaying marriage will 
increase girls’ risk for premarital sex, either by choice or via 

sexual assault, rendering them unmarriageable.  4     17   Some even 
fear that unmarried females become prone to promiscuity and 
even prostitution, in the absence of a husband.  4     17   Sadly, such 
views can be reinforced as unmarried women in some coun-
tries are in fact more vulnerable to sexual assault and prosti-
tution in the absence of male protection and other economic 
alternatives.  17   In such contexts, continuation of the practice 
may not only make sense to parents but may appear to be the 
responsible thing to do.  

  IMPLICATIONS FOR POLICY 
 Although this literature is sobering there is potential for 
modifi cation of the practice through policy and practice. As 
noted above, rates of child marriage have reduced over time 
and these reductions are at least in part due to stronger poli-
cies and social norms against the practice.  1  –  3   However, many 
nations maintain laws allowing the practice, by exception 
(eg, China’s law allowing marriage of minors with parental 
consent) or decree (eg, Yemen’s lack of a legal age for mar-
riage).  4   Hence, broader legal restrictions to the practices of 
forced and girl child marriage are needed globally. These 
must meet an international standard of acceptability but be 
offered at the national level and without exception or provi-
sion; registration of marriages can help inhibit both forced 
and child marriages.  4   While such policy change is important, 
it is also  inadequate given that certain nations with legal 
restrictions against the practice continue to see high rates 
of child marriage (eg, India), and given that these practices 
are steeped in cultural tradition and context.  4     54   Previous 
research suggests the potential utility of involving commu-
nity and religious leaders and police to educate communi-
ties, particularly men, against the  practice  20  ; unfortunately, 
use of such practices does not appear to be widespread nor 
have they been evaluated. More work is needed to imple-
ment and examine the utility of such social and community-
based approaches. 

  Table 3     Age at marriage and its associations with infant and young child mortality among ever married 20–24-year-old women in India who 
have given birth (N=11 635)  

 

 Neonatal mortality (<1 month)  Postneonatal infant mortality (1–12 months)  Child mortality (1–5 years) 

 Deaths per 1000  Crude OR (95% CI)  Deaths per 1000  Crude OR (95% CI)  Deaths per 1000  Crude OR (95% CI) 

 Total sample  84/1000  –  32/1000  –  19/1000  – 

Age at marriage:
 20–24 years 28/1000 Ref 14/1000 Ref 1/1000 Ref
 18–19 years 61/1000 1.84 (1.30 to 2.60) 21/1000 1.92 (1.08 to 3.40) 7/1000 11.26 (1.52 to 83.63)
 16–17 years 86/1000 3.00 (2.16 to 4.16) 35/1000 3.26 (1.89 to 5.61) 13/1000 22.04 (3.04 to 159.66)
 14–15 years 101/1000 3.90 (2.80 to 5.42) 41/1000 4.63 (2.69 to 7.98) 31/1000 47.59 (6.61 to 342.59)
 <14 years 153/1000 6.01 (4.23 to 8.56) 44/1000 5.46 (3.04 to 9.80) 56/1000 84.39 (11.63 to 612.17)

  Figure 1     Model of social vulnerabilities to child marriage and its 
health impact.    
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 Gender-equity approaches to inhibit girl child marriage 
offer promise, as gender inequities help maintain the practice 
of girl child marriage. As noted above, there can be social and 
economic benefi ts for families who marry girls as minors and 
for girls marrying so young. Without improved status of and 
educational and employment opportunities for women and 
girls, such benefi ts for families and girls will be maintained 
and child marriage will continue. Recent studies from Ethiopia 
and Malawi document the utility of supporting girls’ reten-
tion in school as a means of reducing girl child marriage and 
pregnancy  54     55  ; retentions efforts used by these programmes 
included community awareness, family support and payment 
to girls retained in school.  54     55   Findings document the utility 
of a gender-equity approach in reducing girl child marriage. 
Microfi nance efforts, employment quotas and support against 
gender-based violence, including sexual assault and spousal 
violence, may also prove useful.  

  WHAT CAN BE DONE TO SUPPORT THOSE ALREADY 
MARRIED AS MINORS? 
 While prevention of girl child marriage is vitally important, 
support for those marrying as minors remains a necessity. 
Certainly, girls should be supported legally and fi nancially to 
leave such marriages if they choose; however, for many this 
will not be a safe or viable option. In such cases, social and 
health services must be available for this vulnerable popula-
tion of young wives. Adolescent and maternal and child health 
services must be expanded to meet the unique needs and vul-
nerabilities of those married and giving birth as minors. These 
services, including access to longer-term contraception, emer-
gency contraception and abortion, must be integrated with 
family planning education and HIV/STI counselling, test-
ing and treatment. Skilled birth attendants need to be avail-
able regardless of level of development or confl ict in a region. 
Providers serving this population must be trained to address 
domestic violence and sexual assault cases, socially and medi-
cally, and with recognition that these forms of gender-based 
violence are more pervasive among adolescent wives. So too, 
must male partners be included in these efforts, as they may 
have greater control over fertility or family planning relative 
to their young wives.  

  CONCLUSION 
 Child marriage is a continuing practice in many world regions, 
affects largely rural girls of lower educational status and 
increases both social and medical risks for these very young 
mothers and their children. Although the practice of girl child 
marriage has reduced substantially in the past 20 years,  2     3   
its persistence in some nations continues due to absence 
of national law (eg, Yemen) or legal enforcement (eg, India), 
as well as due to tradition and cultural acceptability, often 
entrenched in patriarchal and paternalistic ideologies about 
women. Reducing rates of child marriage and its health impact 
will require legislation and legislative enforcement against the 
practice combined with community-level and social change 
approaches to improve status and opportunity for women and 
girls. While efforts move toward elimination of girl child mar-
riage globally, services such as sexual and reproductive health 
provision integrated with gender-based violence prevention 
efforts, tailored to the vulnerable adolescent wife must run in 
parallel. This issue is after all about vulnerable children and 
their own children.     

    Provenance and peer review   Commissioned; internally peer reviewed.   
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