Prevalence of Child marriage in South Asia and India: 

South Asia has more than double the number of women ages 20-24 who were married before age 18 years compared to any other region. India accounts for the majority of these child marriages in South Asia despite national legislation prohibiting marriage below 18 years for girls. (Anita Raj et.al, Changes in prevalence of Girl Child Marriage in South Asia, 307 J. Am. MED. Assoc. 2027 (2012); United Nations Population Fund (UNFPA), marrying Too Young: End Child Marriage 30 (2012) ).
In India, 44.5 % girls on an average are married off as child brides before the age of 18 years. The highest rates are seen particularly in the States of Andhra Pradesh, Bihar, Madhya Pradesh, Rajasthan, and Uttar Pradesh and Maharashtra. The prevalence is as high as 65% in some districts in these states (NFHS 3, 2006). Statistics show that girls are more likely to be forced into a child marriage than boys. Marriage prior to 18 years in women is illegal in India. Yet early marriage persists and the number of married adolescents in India is sizeable. In fact, decline in early marriage has been sluggish in India. There was no change in the prevalence of early marriage between NFHS 1992-93 and 1998-1999.  There’s been a 5 percent decline between the NFHS 2 (1998-1999) and NFHS 3 (2005-2006) surveys.  
The impact of child marriage and consequences of early motherhood:

Early marriage produces child mothers (< 18 years) and afflicts intergenerational risks of mortality, morbidity and malnutrition to young mothers and their newborns. Adolescents (15-19 years) contribute about 13 percent to maternal mortality and adolescents less than 15 years are five times more likely to experience maternal deaths than women 20-29 years. The sisterhood method estimates show that among married adolescent girls, 40.2% of all deaths are due to maternal causes, the highest in any age group (Bhat, 2002). In a study conducted in Bangladesh, Chen et al demonstrated that the maternal mortality ratio in mothers aged below 19 years is 2 – 5 times that of the ratio in the 20-24 age group (Chen et al, 1994).

Adolescent girls are in greater danger of suffering from anaemia and nutritional deficiencies. A study conducted by IHMP in 2003 among married adolescent girls indicated that about 73 percent of the girls were anaemic (Hb < 12 gm/dl). The child mother is more undernourished (by body mass index) than women 20-29 years and has a higher proportion of low birth weight babies. A malnourished, anaemic girl, if she survives the biases during childhood, is married off in her adolescence, which results in a host of detrimental reproductive outcomes. Besides social problems like decreased mobility, lower educational attainment, increased risk of domestic violence, married adolescent girls have a greater risk of suffering from adverse reproductive outcomes (YouthNet, 2005). The age-specific unsafe abortion rate per 100 live births for women in the age group of 15-19 in Asia is 15 (Shah and Ahman, 2004). Two out of every five currently married adolescent women reported some reproductive health problem in the NFHS 2 study (Kulkarni S, 2003). A study conducted in Tamil Nadu among 16-22 year olds reported a high incidence of symptoms suggestive of sexually transmitted infections (53 percent) in this community (Joseph et al, 2003). 

Health care seeking is usually influenced by the validity of the need as perceived by the mother-in-law or the husband, and also by the culture of shame and secrecy surrounding matters concerning sexual health (Barua and Kurz, 2001, Singh et al, 1999). Health seeking among married adolescent girls is very low; a fact that cannot be completely explained away by the lack of services alone (Jeejeebhoy S J, 1998). It is important that services reach adolescent girls to delay age at marriage, improve their pre-pregnancy health status and also delay their first pregnancy. Married adolescents are most likely “to slip through the services net” (pp 29, ref WHO/UNFPA). 

Young (17-18 yrs) and younger (13-16 yrs) married  adolescents are known to conceive early, have shorter birth intervals and have more than 3 children indicating that family planning services are not effectively reaching young  married adolescents. The age specific fertility rate in Maharashtra is higher in the age groups 15-19 and 20-24 as compared to the all India rates for the same age groups (NFHS 3, 2006). Knowledge regarding contraceptives, though high in India, does not translate into use; less than 10 percent girls in the age group 15-19 years use modern contraceptive methods for birth spacing and birth control (Pachauri and Santhya, 2003) 

Studies also point out that married adolescent girls are more likely to have frequent and unprotected sex with their spouses, who are often itinerant, resulting in increased risk of transmission of HIV/AIDS (YouthNet, 2005, Joseph et al, 2003). Knowledge regarding HIV/AIDS among married teenage girls is low (Bruce and Clark, 2003). Findings from India also point to increased vulnerability among young married women (Gangakhedkar et al, 1997, Newman et al, 2000). 

In the light of this overwhelming evidence about the specific vulnerability of adolescent girls to various health hazards, there is a pressing need for renewed vigour in policy initiatives concerning this population. Traditionally, this has been an underrepresented area of reproductive health research (UNICEF, 2001, Jejeebhoy, 1995). 
Legislation and policies related to child marriage in India. Impact of policies and challenges in policy implementation:

The Child Marriage Restraint Act, 1929 also called the Sarda Act, 1929, was a law to restrict the practice of child marriage. It was enacted on 1 April 1930, and applied to every Indian citizen. Its goal was to eliminate the dangers placed on young girls who could not handle the stress of married life and avoid early deaths. It was amended in 1940 and 1978.
The Government of India enacted the Prohibition of Child Marriage Act (PCMA) in 2006, and it came into effect on 1 November 2007 to address and fix the shortcomings of the Child Marriage Restraint Act. The change in name was meant to reflect the prevention and prohibition of child marriage, rather than restraining it. Any male over 18 years of age who enters into a marriage with a minor or anyone who directs or conducts a child marriage ceremony can be punished with up to two years of imprisonment or a fine. 

The prevalence of child marriages in India came down from 50% in 1998 to 44.5% in 2006; (NFHS 2, 1998 and NFHS 3, 2006) a mere 5.5% over a period of 8 years. 

Despite the existence of a strong legislation that has been in place for over eight decades, girls continue to be married off before the age of 18 years.

Over the last few decades it has become clear that legislation alone is not enough and that it needs to be accompanied by a comprehensive and integrated combination of interventions for changing the social norm of early marriage. 
Most studies tend to focus on the demographic and fertility implications of the phenomenon of early marriage, but very rarely is the human rights aspect of the problem given serious academic consideration. Progressive legislative measures, such as committed political leadership, community mobilization, public awareness, and effective dissemination of information is a positive first step in this regard (Bruce and Clark, 2003). Evidence from seven countries of Asia and Africa has corroborated this opinion. Initiatives such as the India Local Initiatives Program, which have been effectively applied in both India and in other countries, have used this combination of approaches to great effect (Paxman et al, 2005). Evidence also points that a combination of measures such as comprehensive family life education, access to contraceptive care, and youth development through institutional and outreach methods, reap favourable results in delaying marriage, pregnancy and creating better reproductive health outcomes (Brindis, 2006, Nanda, 2003, Vernon, 2003). 

Institute of Health Management, Pachod has been pioneering an initiative to empower adolescent girls to negotiate continuation of education and delay marriage, since 1998. The best practices and lessons learnt are presented below:
1. A programme to prevent child marriages needs to begin with a complete local census. Households with adolescent girls and boys should be identified, particularly those with adolescent girls need to be identified and listed. These households need to be categorised by level of education and occupation of the parents and by socio economic status in order to identify the girls at highest risk of early marriage.
2. A comprehensive and integrated programme for adolescent girls and boys, unmarried and married, school going and out of school is more effective than targeting adolescent girls only.

3. A life skills education programme with well defined inputs for improving self esteem and self efficacy of adolescent girls needs to be implemented in regions where child marriages are prevalent. The programme needs to have a specific objective of continuing education and delaying age at marriage of adolescent girls.
4. A culturally appropriate scale should be used to measure self esteem and self efficacy (empowerment) among unmarried adolescent girls. At base-line the scale can be used for identifying girls with low self esteem and self efficacy as they are more vulnerable. Once identified the girls and their parents should be provided with special counselling.

5. Simultaneously, parents of unmarried adolescent girls and boys need to be engaged. 

6. Empowering girls need to be accompanied by engaging boys and young men. Unless young men are convinced about the risks of marrying a girl less than 18 years the demand for child brides will continue. The most effective communication strategy for bringing about a change in young men and their parents is to share evidence regarding the consequences of early motherhood.

7. Combining interventions that target unmarried boys and girls with provision of reproductive and sexual health services to married adolescent girls and their spouses, provides the rationale of demonstrating to the community the advantages of delaying age at marriage and first conception.
8. Combining Life Skills education for unmarried and married adolescent girls provides an environment where these target groups can share knowledge, perceptions and experiences.

9. Identifying adolescent girls with leadership skills during life skills education and training them as future Life skills teachers and organising them into adolescent groups, provides an effective and sustainable strategy for large scale replication.

10. A monthly surveillance system provides the relevant information for planning programmes for a programme for delaying age at marriage and at first conception and in facilitating continuing education for adolescent girls.

11. “Need Specific Interpersonal Communication” and counselling based upon a behavioural diagnosis of each household having an unmarried or married adolescent girls is much more effective than “General messages for the general public”.
12. Since early marriage is a well entrenched social norm that has defied decades of legislative proscription a communication with a social norms approach needs to be adopted.

13. Involving youth in engaging with parents and stakeholders and gatekeepers in the community creates social pressure and makes change organic to the community. Involving youth needs to be done with a great deal of cultural sensitivity.

14. Providing evidence of the risks of early marriage and the consequences of early mother hood by undertaking studies in the community and sharing the data with parents and stakeholders is an effective practice to bring about attitudinal and behaviour change. 

15. An approach focussing on criminalization cannot succeed in effectively combating forced early marriage. It needs to go hand in hand with public awareness raising campaigns to highlight the nature and harm caused by forced and early marriages.
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