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CHILD MARRIAGE AND SEXUAL AND
REPRODUCTIVE HEALTH AND RIGHTS
Every year 12 million girls are married before the age of 18.1 Child
marriage has many causes, but is primarily driven by inequitable
gender norms which deprive girls and young women of their sexual
and reproductive rights and limit their life choices.2 A key driver
of adolescent pregnancy, child marriage has a hugely detrimental
impact on the health and well-being of girls and young women, as
well as on that of their children. Adolescent pregnancy also acts as
a driver of child marriage in contexts where pre-marital sexuality is
taboo. By acting to prevent child marriage, and by improving married
and unmarried adolescent girls’ access to sexual and reproductive
health services, we can dramatically improve health and broader
development outcomes for millions of girls and children worldwide.
A comprehensive, multi-sectoral approach is needed to empower girls
to decide for themselves when and with whom to have sex, when to
marry and bear children, to negotiate safe sexual practices, to access
appropriate and quality sexual and reproductive health services, and
ultimately to enjoy better sexual and reproductive health.
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This brief is part of a series on child marriage and
how it relates to other sectors. For more information,
please visit our resources page:
www.GirlsNotBrides.org/resource-centre

The problem: child marriage violates girls’ sexual and
reproductive rights and leads to poor health outcomes
Sexual and reproductive health (SRH) is a state of complete physical,

and; to be free from discrimination, degrading treatment, coercion

mental and social well-being in all matters relating to sexuality and

and violence. Together, SRH and SRR are known as sexual and

the reproductive system. It implies that individuals are able to have

reproductive health and rights (SRHR).a

a satisfying and safe sex life free of coercion or discrimination, the
capability to reproduce, and the freedom to decide if, when, and how

When girls marry as children they are denied the ability to make

often to do so. In order to enjoy good SRH, individuals need to be

critical choices about their futures, and are thereby denied their

able to exercise their sexual and reproductive rights (SRR), which

basic SRHR. Child marriage is also a significant contributor to poor

include: freedom to decide whether, when and with whom to engage

sexual and reproductive health outcomes for adolescent girls, which

in sexual relationships; freedom of sexual expression; freedom to

can follow them into adulthood and also affect the well-being of

enter into marriage with consent, to found a family, and to choose

their own children. This section outlines the key SRHR issues that

the timing, spacing and number of children to have; to have access

are closely linked to child marriage, and the next section presents an

to information and means to achieve their reproductive goals,

effective approach to improve SRHR outcomes.

a
Based on the most recent definition of SRHR proposed by the Lancet Commission and Guttmacher, which builds on previous international and regional agreements, as well as
technical reports and guidelines Accelerate progress—sexual and reproductive health and rights for all: report of the Guttmacher–Lancet Commission

Child marriage and sexuality

discussions of gender and power have been proven more effective
than sexuality education programs that do not.9

• Child marriage is underpinned by harmful gender norms and
discrimination against girls and women. The question of when

• In contexts where adolescent sexuality is taboo, CSE may not be

and with whom to begin sexual activity is often decided for them

provided in school at all, key topics may be omitted, or discussions

in violation of their basic sexual and reproductive rights. The

around sexuality and SRHR may be discouraged. Denying

desire to control female sexuality and preserve virginity before

adolescents access to accurate information on SRHR means that

marriage is often one of the main motivating factors behind

they lack basic knowledge about how to protect themselves

parents’ decision to marry their daughter early. Child marriage

from unwanted pregnancy and sexually transmitted infections.

therefore denies girls the right to make fundamental decisions

Globally, only 30% of girls aged 15 to 24 have comprehensive and

about their own sexuality and health.

accurate knowledge about HIV10 undermining their ability to

2

negotiate condom use and other safer sex practices.11
• Negative attitudes towards adolescent sexuality are one of the
main barriers girls face in accessing sexual and reproductive

Child marriage and adolescent pregnancy

health services, as service providers often refuse to provide
contraception, abortion, or HIV prevention and testing services

• Every year an estimated 21 million girls aged 15 to 19 and 2 million

to people who they deem too young to be sexually active. This is

girls aged under 15 become pregnant in developing countries.12,13

particularly the case for unmarried adolescents, but married girls

Approximately 16 million girls aged 15 to 19 and 2.5 million girls

still face provider stigma due to social norms which demand that

under the age of 16 give birth every year.10,14

3,4

girls and young women have a child soon after marriage, and the
mistaken perception that only certain contraception methods are

• The vast majority of births to adolescents take place within

appropriate for younger women who are supposed to be forming

marriage, and 90% of adolescent births are to girls already

families.

married or in a union.13 In many contexts child marriage acts

5

Child marriage and education, including
comprehensive sexuality educationb
• Child marriage often leads to girls dropping out of school, which
limits their ability to complete their education and also limits

as a driver of adolescent pregnancy because child brides are
often under intense social pressure to provetheir ability to have
children, which they lack the means or tools to resist.15 They
therefore have limited agency to decide when to begin child

27% of all pregnancies to 15- to 19-year-old girls ended in induced

As of 2017, 47% of women of reproductive age live in countries

bearing or how many children to have, in violation of their basic

abortion.12,e In contexts where abortion is highly restricted, these

where abortion is highly restricted, meaning that they either

sexual and reproductive rights.

abortions are often unsafe, resulting in complications or even

must continue with unwanted pregnancies or turn to unsafe

death. 19,21 In El Salvador, there is emerging evidence that lack of

providers or unapproved abortion methods that put their life at

access to abortion, contraception, and CSE is leading to pregnant

risk.19

12

their access to information and education about SRHR.
• In some contexts, particularly where girls’ extramarital sexuality
• A strong evidence base demonstrates positive relationships
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is taboo, adolescent pregnancies act as a catalyst for child

between increased girls’ education and improved sexual and

marriage.

reproductive health outcomes, including higher age of marriage,

reported as unintended, and unintended pregnancy can lead girls

greater contraceptive use, higher age at first birth, and increased

to marry earlier than they otherwise would have. In more than

use of health services. Across 15 countries in Asia and Africa, for

a third of African countries, over 40% of births to girls under the

example, girls who completed secondary education scored higher

age of 20 were unplanned, and in most countries in Latin America

consistently among the leading causes of death for 15- to 19-year-

on an index of HIV/AIDS knowledge than girls with only primary

and the Caribbean more than half of adolescent births were

old girls globally.23 Common complications of childbirth such as

lifetimes than their peers who marry later,13 and to have short

education.7

unplanned.19 Lack of access to contraception, lack of information

hypertensive disorders, haemorrhage, premature labour, systemic

intervals between each birth, both of which increase the lifetime

and education, and high levels of sexual violence all act as drivers

infections, and obstructed labour are more likely among girls aged

risk of developing complications during pregnancy.27,28

of unplanned pregnancy among unmarried adolescent girls.20,21

15 to 19 than those just a few years older, and those aged under 15

6

• Evidence shows that effective comprehensive sexuality education

16,17,18

Globally, a high proportion of pregnancies are

women and girls taking their own lives.

22

(CSE) provides girls (and boys) with accurate information about
sexual and reproductive health, enabling them to develop

Child marriage and maternal and child health

• Girls are also at increased risk of post pregnancy-related
complications. A systematic review found that up to 86% of cases
of obstetric fistula occur in girls under the age of 18.26

• Complications arising from pregnancy and childbirth are

are at even greater risk.13,24,25

• Child brides are more likely to have more children over their

• Children born of child brides face greater health risks and even

• High levels of unintended pregnancies also fuel the need for

death compared to those born to older mothers. They are also

the critical life skills needed to make healthy, safe choices,

safe abortion services, including post abortion care (PAC)d Data

which reduce risky sexual behaviours that lead to unintended

on abortion among adolescents is scarce, although analysis by

laws mean that pregnant adolescent girls in developing

throughout their childhood.29,13 A recent study by the World Bank

pregnancy and sexually transmitted infections. CSE that includes

the Guttmacher Institute indicates that in 2016, an estimated

countries frequently turn to clandestine, unqualified abortion

and International Center for Research on Women estimated

c

8

• High levels of unintended pregnancy and restrictive abortion

more likely to have low birth weight and poor nutritional status

providers who put their health and even lives at risk. While data

that over a 15-year period, an estimated 2.1 million children could

UNESCO defines CSE as “a curriculum-based process of teaching and learning about the cognitive, emotional, physical and social aspects of sexuality. It aims to equip children and
young people with knowledge, skills, attitudes and values that will empower them to: realize their health, well-being and dignity; develop respectful social and sexual relationships;
consider how their choices affect their own well-being and that of others.”

is unreliable, Guttmacher estimates that between 8-11% of all

survive past age five and 3.6 million children could avoid stunting

Risky sexual behaviours known to lead to poor health outcomes include early sexual debut, non-use of contraception, non-use of barrier methods, multiple concurrent sexual
partners, engaging in transactional sex, and engaging in sexual activity under the influence of drugs and/or alcohol.

girls are more likely than older women to go to unsafe providers.

b

c

Post-abortion care (PAC) refers to the treatment of complications arising from attempts to induce abortion using unapproved methods. A core indicator for quality PAC is the
provision of contraception immediately after treatment in order to prevent any subsequent unwanted pregnancies.

d

e

Induced abortion refers to the deliberate termination of pregnancy, as opposed to spontaneous abortion (also known as miscarriage)

maternal deaths are due to unsafe abortion, and that adolescent
19

21

if child marriage was eliminated.30

Child marriage and contraception

stigma associated with its use. When they do insist, they are often
uninformed about correct usage.3,4

• Both married and unmarried adolescent girls have a high
unmet needf for contraception, resulting in high rates of

Child marriage and HIV

unintended pregnancy. Compared to older married women,
12

married adolescent girls have the lowest use of, and the highest

• Adolescent girls are disproportionately affected by HIV. Globally,

unmet need for contraception. The inability to access and use

young women are twice as likely to acquire HIV as their male

contraception prevents girls and young women from exercising

counterparts.32

13

their basic right to decide if, when and how many children to
have.

• In Eastern and Southern Africa, despite making up only 10% of
the population, girls and young women aged 15 to 24 account for

• The most common barrier adolescents face to accessing

around 25% of new infections.20

contraception and abortion services is judgmental provider
attitudes.3,4 Providers may refuse to give contraception or abortion

• Some of the factors which put girls at higher risk of HIV infection

services to both married and unmarried adolescents on account

are the same as those that put girls at risk of child marriage.

of their age, or because they disapprove of adolescent premarital

These include poverty, low educational attainment, and gender

sexual activity. Adolescents often report that they avoid seeking

inequalities which limit girls’ ability to make decisions about their

out sexual health care for fear of recrimination or punishment for

own health, who to have sex with, or whom and when to marry.33,34

being sexually active.3
• In some contexts child marriage can even make girls more
• When providers are willing to provide contraception, they

vulnerable to HIV infection:
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may only offer less effective short term methods due to
misconceptions about the suitability of other methods for young
people, such as their perceived effect on long term fertility.3

»» Child brides are often exposed to frequent unprotected sexual
activity.35
of Demographic and Health Survey data found that globally, girls

• While unmarried adolescents may face greater stigma from
providers, married adolescents also face difficulties accessing

»» They may marry older men who have had multiple sexual
partners.

36,37

the full range of contraceptive methods on account of their age,
beliefs held by providers about the need for spousal consent,
and the expectation that girls should have a child soon after

• IPV and other forms of violence against women, in addition to

married before the age of 15 were almost 50% more likely to have

being a rights violation in and of themselves, are associated with

experienced either physical or sexual IPV than those married

poor SRH outcomes such as HIV infection, unintended pregnancy,

after 18.39

unsafe abortion, and other outcomes such as poor mental health,

»» They often lack the agency needed to negotiate safe sex, or

depression and even suicide.

access vital sexual and reproductive health services.38

marriage.4,31

»» Child brides experience high rates of intimate partner
• In addition to the common barriers faced by individuals of all
ages in low- and middle-income settings, such as cost, distance,
and lack of availability of the full method mix, adolescents
face particular difficulties accessing services. These include:
clinic opening times which may clash with school; indiscreet or

violence (see more below) which increases their risk of HIV
infection.

39,40

Child marriage and gender-based violence
(GBV)

inconvenient clinic locations, and; laws, policies and practices
which require parental consent, or prohibit provision of

for adolescents must be youth friendly (see more below), and

multi-sectoral approach is needed which combines demand

incorporate their meaningful participation in assessing what

and/or sexual violence in their lifetime.41 Child marriage is a

generation at both the community and individual level, with

works best for them. Lastly, community members and health

certain age. Adolescents themselves often have fears around

manifestation of that violence, putting women and girls at

direct referrals to service delivery points. Young people should be

care providers should be trained on gender-based violence,

contraception based on myths and misconceptions about side

increased risk of sexual, physical, and psychological violence and

provided with accurate information on SRHR, and be supported

with service providers and teachers able to provide referrals to

effects, as well as the stigma associated with its use.

related outcomes, such as poor health and depression, throughout

to build the skills they need to make decisions about their own

appropriate legal, social or child protection mechanisms.

their lives.

lives and SRH. At the same time communities, including parents

3,4

• Even when adolescents are able to access contraception, there
remain barriers to them using it. Married adolescents may have to

f

Due to the interlinked nature of SRHR issues, a comprehensive,

contraception to unmarried adolescents or those under a
3

• Approximately one in three women and girls experience physical

A comprehensive approach to improving girls’
sexual and reproductive health

and other gatekeepers, should be engaged to gain buy-in for girls
• Girls who marry as children are at increased risk of violence from

Demand side interventions

to exercise their SRR and access SRH care. Service providers

resort to clandestine use of contraception due to social pressures

their partners or their partners’ families. The greater the age

should be trained on an ongoing basis about the rights of

to prove their ability to have children. Unmarried adolescents

difference between girls and their husbands, the more likely they

adolescents—married and unmarried—to access SRH services,

and resources about SRHR provide space for them to reflect on

may find it difficult to insist on using contraception due to the

are to experience intimate partner violence (IPV). Recent analysis

and how to interact with them, including quality counselling

harmful social norms, and enable them to develop the necessary

and communication skills. Service delivery programmes should

life skills to make decisions about their own SRH, are a first step

be tailored to their needs, which are often quite different than

towards improving girls’ sexual and reproductive health.

Women with unmet need are those who sexually active and report wanting to delay or limit future pregnancies, but are not currently using contraception.

42

those of women who are even just a few years older. SRH care

• Programmes which provide girls (and boys) with information
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health services, such as contraception, HIV testing and

March 2018 to one million globally. Partnering with civil society

adolescents should be counselled on post-partum contraception

safe spaces and girls’ clubs, which provide mentoring and life

treatment, and maternal health and first time parent support

and youth organisations was identified as a critical success factor

options.

skills, and training girls to be SRH “peer ambassadors” who share

services.9,44

across their global programmes spanning 37 countries.4

• Examples of successful approaches include CSE offered in schools,

information about sexuality and where to access family planning

• All SRH programmes should include specific indicators for
• As girls themselves are often not the decision makers when it

• More generally, youth-friendly SRH programmes should be

comes to their own health, engaging with boys, husbands or

confidential, open outside of school hours, offer free, or at

in accessing care, including child brides, girls living below the

partners, in-laws, parents, and the wider community is crucial

least affordable services, be tailored to the local context, and be

poverty line, girls with disabilities, and those in the most remote

skills, knowledge and confidence to make healthy, safe choices,

for changing gender inequitable social norms around adolescent

convenient and discreet in terms of location and access. For

rural locations. Data on hard-to-reach girls’ unmet need for

promotes well-being, and reduces risky sexual behaviours

sexuality and use of contraception and other SRH care.4 A recent

example, in the Sahel region where use of contraception is often

contraception, which is often lacking, should be improved.

that lead to unintended pregnancy and sexually transmitted

review of evidence found that girls clubs which also engage with

only considered acceptable to space, rather than to delay or limit

infections.6

parents and other family and community members are more likely

births, young women with no children or a desire to limit further

to achieve behaviour change—as opposed to changes in attitudes

births reported that integrating contraception service delivery

on SRH outcomes, and how to identify girls who may be at risk

only—such as reductions in violence and child marriage.45

into malaria and antenatal clinics allowed them to access services

or have experienced violence, and how to respond to it. Linkages

discretely.

with appropriate legal, social, mental health or child protection

services with girls in their communities. Specifically:

»» Evidence shows that CSE provides girls (and boys) with the

»» CSE should be age-appropriate and go beyond biology
to include teaching on sexual orientation, pleasurable
experiences, bodily autonomy, healthy relationships,
menstrual and bodily hygiene, as well as contraception
methods and how to avoid sexually transmitted infections.43
Recent research found that sexuality and HIV education

transmitted infections as those that did not.9

»» Safe space programmes offer an alternative setting for out-

47

• Programmes which attempt to change social norms should always
be tailored to the local context.

4

Supply-side approaches

which explicitly addressed gender and power was five
times more likely to reduce rates of pregnancy and sexually

46

targeting hard-to-reach girls who face particular difficulties

• All SRH care providers should also be trained in GBV, its impact

services should be created so that providers can refer at-risk
• As highlighted above, changing provider attitudes towards, and

adolescents for support.

building their competencies in serving adolescents is critical.
This can be achieved through ongoing provider support and

• Ensure safe abortion and post-abortion care are available,

training on what the legal and policy environment allows, values

including routine counselling on post-abortion contraception

• Demand-side interventions should be combined with provision

clarification exercises, and regular client feedback and monitoring

options. Service providers from other sectors should also play a

of quality youth-friendly services. Programmes which deliver

via mystery client surveys to ensure any provider bias is detected

role providing referrals for, and information about safe abortion.

services and social norms change initiatives at the community and

and addressed.

Lastly, legal and policy barriers which prevent adolescents from

4

individual level together are particularly successful in increasing

accessing SRH services on the grounds of age, sex, marital status,

of-school girls to learn about SRHR. Studies have shown that

service uptake. For example, by combining dialogue with young

safe spaces can achieve a range of positive SRHR outcomes

people and their communities with service provision and referrals,

• Maternal and neonatal health care providers should be trained on
the additional complications that pregnant adolescents may face

or the number of children they have, should be removed.

including reducing gender inequitable norms and acceptance

one major SRH health care provider doubled the number of 15- to

during pregnancy, childbirth and in the post-partum period, as

This brief was developed by the Girls Not Brides secretariat, and does

of GBV, and increasing girls’ health knowledge and use of

19-year-olds served in their programmes between January 2017 and

well prevention of obstetric violence, and youth-friendly service

not necessarily reflect the views of every member of the Girls Not

provision more generally. As part of quality maternal health care,

Brides Partnership.

References

PARLIAMENTARIANS ARE UNIQUELY
POSITIONED TO TAKE ACTION TO END
CHILD MARRIAGE – THEY CAN WORK
TO ENSURE THE VOICES OF GIRLS
ARE HEARD, AND CAN MOBILISE THE
POLITICAL WILL AND COMMITMENT
NEEDED TO END CHILD MARRIAGE.

1 UNICEF, 2018, Child marriage global database

2 Girls Not Brides, 2018, Child marriage, why does it happen?
3 Chandra-Mouli, V., et. al., 2014, Contraception for
adolescents in low and middle income countries: needs,
barriers, and access, Reproductive Health 2014 11:1

4 Marie Stopes International, 2018, Global Impact Report 2017
5 Sarosh, T., 2018, Dissecting Bias, Pathfinder website: https://
www.pathfinder.org/

6 Svanemyr J, et. al., 2015, Creating an Enabling Environment
for Adolescent Sexual and Reproductive Health: A
Framework and Promising Approaches, Journal of
Adolescent Health, Volume 56, Issue 1, Supplement, January
2015, S7–S14
7 Wodon, Q., A. N. Onagoruwa, and A. Savadogo, 2017,
Economic Impacts of Child Marriage: Women’s Decision
Making & Selected Other Impacts Washington, DC: The
World Bank and International Center for Research on
Women

8 Haberland and Rogow, 2015, Sexuality Education:
Emerging Trends in Evidence and Practice, Journal of
Adolescent Health Volume 56, Issue 1, Supplement, January
2015, S15–S21
9 Haberland, N, 2015, The Case for Addressing Gender and
Power in Sexuality and HIV Education: A Comprehensive
Review of Evaluation Studies, International Perspectives
on Sexual and Reproductive Health, 41(1):31–42, doi:
10.1363/4103115
10 UNAIDS, 2015, World AIDS Day 2015 report On the
Fast-Track to end AIDS by 2030, Focus on Location and
Population

25 Neal, S., 2016, The causes of maternal mortality in
adolescentes in low and middle income countries: a
systematic review of the literature. BMC Pregnancy and
Childbirth (2016) 16:352 DOI 10.1186/S12884-016-1120-8
26 Tebeu PM, Fomulu JN, Khaddaj S, de Bernis L, Delvaux T,
Rochat CH., 2012, Risk Factors for obstetric fistula: a clinical
review, Int Urogynecol J 2012; 23(4): 387-94
27 WHO, 2005, report of a technical consultation on birth
spacing, Geneva
28 Conde-Agudelo A and Rosas-Bermudez A, 2012, Effects
of Birth Spacing on Maternal, Perinatal, Infant and child
Health: A Systematic Review of Causal Mechanisms, Studies
in Family Planning, 43[2]: 93–114
29 WHO Guidelines, 2011, Preventing early pregnancy
and poor reproductive outcomes among adolescents in
developing countries
30 Wodon. Q., N. Onagoruwa, and N. John, 2017, Economic
Impacts of Child Marriage: Child Health and Nutrition,
Washington, DC: The World Bank and International Center
for Research on Women
31 Margaret E. Greene, Jill Gay, Gwendolyn Morgan, Regina
Benevides, and Fariyal Fikree, 2014, Reaching Young
First-Time Parents for the Healthy Spacing of Second and
Subsequent Pregnancies (Washington, DC: Evidence to
Action Project, July 2014)
32 UNAIDS, 2017, UNAIDS Data Book
33 LSTHM, 2018, STRIVE, Drivers of HIV webpage;
34 Girls Not Brides, 2018, Child marriage, why does it
happen?
35 Clark S, Bruce J, Dude A., 2006, Protecting young women
from HIV/AIDS: the case against child and adolescent
marriage. International Family Planning Perspectives. 2006
Jun; 32(2):79-88

THE ROLE OF PARLIAMENTARIANS
IN ENDING CHILD MARRIAGE
A TOOLKIT

11 UN Women, 2016, Fact and figures: HIV and AIDS

12 Darroch J, Woog V, Bankole A, Ashford L.S, 2016, Adding it
up: Costs and benefits of meeting the contraceptive needs of
adolescents, New York: Guttmacher Institute
13 UNFPA, 2015, Girlhood, not motherhood: Preventing
adolescent pregnancy, New York: UNFPA

36 Clark, S., 2004, Early marriage and HIV risks in
sub-Saharan Africa, Studies in Family Planning, 2004
Sep;35(3):149-60

37 ICRW, 2016: Child Marriage in Southern Asia: Context,
14 Neal S, Matthews Z, Frost M, et al, 2012, Childbearing in
Evidence and Policy Options for Action.
adolescents aged 12–15 years in low resource countries:
38 UNAIDS, 2014, The Gap Report
a neglected issue. New estimates from demographic and
household surveys in 42 countries, Acta Obstet Gynecol
39 Kidman, 2017, Child marriage and intimate partner
Every
year
15
million
girls
around
the
world
are married as children.
Scand 2012;91: 1114–18
violence: a comparative study of 34 countries, International
Journal of Epidemiology,
Volume
46, Issue–2,for
1 April 2017,
15 Mathur
S, Greene
M, Malhotra
A., becomes
2003, Too Young
When
a young
girl
a tobride, the consequences
are
lifelong
Wed: The Lives, Rights, and Health of Young Married Girls,
Pages 662–675
International
Center
for Research
on Womenand for her nation.
the girl,
for
her children
Ending
child marriage
will
40 World
Health Organization
(WHO), London
School of

Hygiene & Tropical Medicine and South African Medical
16 United Nations, 2013, Department of Economic and Social
sustainable
action across
different
Researchmany
Council, 2013,
Global andsectors.
regional estimates of
Affairs,require
Population long-term,
Division, Adolescent
Fertility since the
violence against women: prevalence and health effects of
International Conference on Population and Development
(ICPD) in Cairo (United Nations publication)
intimate partner violence and non-partner sexual violence.
Parliamentarians
shape, advance
andWHO
implement a strong legal and
17 Bransky,
R., Enoch, J., Long, C., & can
Bennett-Clemmow,
A.,
41 United Nations Department of Economic and Social
2017, Child Marriage in Sierra Leone, Guinea, Nicaragua and
policy
framework
address
child
theirWomen
countries
and
Indonesia
Cultural
Roots And Girl to
Centred
Solutions,
Globalmarriage,
Affairs,within
2015, The World’s
2015 Trends
and Statistics,
Chapter 6 Violence Against Women
Summary, Purposeful Productions

Published in November 2019 by
Girls Not Brides
Published in July 2016 by
Girls
Not Floor
Brides
Seventh
65 Leadenhall Street
Unit
25.4, CODA Studios
London
189
Munster
EC3A
2AD Rd
London
United Kingdom
SW6 6AW
United
Kingdom
0203
725 5858
0207 603 7811
www.GirlsNotBrides.org
www.GirlsNotBrides.org
info@GirlsNotBrides.org
info@GirlsNotBrides.org
GirlsNotBrides
GirlsNotBrides
www.facebook.com/GirlsNotBrides
020-3725-5858
0207-603-7811

beyond. They can lead the development of legislation and policies,
42 UNICEF, 2014, Hidden in Plain Sight: A Statistical
budgets,Analysis
monitor
implementation,
of Violence
against Children
43
UNESCO,
2018,
International
technical guidance on
and ensure accountability for national, regional
and international
19 Singh S et al., 2018, Abortion Worldwide 2017: Uneven
sexuality education, an evidence-informed approach,
Progress
and Unequal Access,including
New York: Guttmacher
revised
edition, UNESCO,
Paris, France
commitments,
to target 5.3 of the
Sustainable
Development
Institute
44 Erulkar, A., & Muthengi, E., 2009, Evaluation of Berhane
to end
marriage
byhealth
2030.
20 PlanGoals
International,
2018,child
Sexual and
reproductive
Hewan: A Program to Delay Child Marriage in Rural
18 Petroni, S. et al., 2017, New Findings on Child Marriage
informAfrica,
the Annals
political
agenda,
pass
in Sub-Saharan
of Global
Health. 83(5-6),
781–790

and rights position paper

21 Woog V et al., 2015, Adolescent Women’s Need for and Use
Weand
hope
this toolkit
will inhelp
raise
of Sexual
Reproductive
Health Services
Developing
Countries, New York: Guttmacher Institute

Ethiopia, International Perspectives on Sexual and
Reproductive Health, 35 (1)

awareness
about
marriage
45 Marcus,
R., et. al.,child
2017, GAGE
Rigorous Review Girls’ clubs,
life skills programmes and girls’ wellbeing outcomes
among
parliamentarians,
why
it
is
an
issue,
and
practical
ways
22 UNFPA, 2019 ¿Sin opciones? muertes maternas por
46 High-Impact Practices in Family Planning (HIPs), 2015,
suicidio,
El Salvador
contraceptive
services: mainstreaming
they
can take action to end the practice –Adolescent-friendly
in Parliament,
regionally,
adolescent-friendly elements into existing contraceptive
23 WHO, 2016, Global health estimates 2015: deaths by cause,
DC: USAID
internationally,
and
mostGeneva:
importantly,
inservices,
their Washington
own constituencies.
age, sex,
by country and by region,
2000–2015,
WHO
24 Ganchimeg T et al., 2014, Pregnancy and childbirth
outcomes among adolescent mothers: a World Health
Organization multicountry study, BJOG, 2014, 121(Suppl.
1):40–4

47 Marie Stopes International, 2018, Reaching rural
youth with voluntary family planning services in the
Sahel, Insights from young women, their families and
communities in Burkina Faso, Mali and Niger

Girls Not Brides is a global partnership of more than 600 civil
society organisations committed to ending child marriage and
Girls Not Brides is a global partnership made up of more than 1,200 civil society
enabling girls to fulfil their potential.
organisations from over 100 countries united by a commitment to work in
partnership to end child marriage and enable girls to fulfil their potential.

Girls Not Brides is a company limited
by guarantee (Reg. No. 8570751) and a
registered charity in England and Wales
(Reg. No. 1154230)

Girls Not Brides is a company
limited by guarantee (Reg. No.
8570751) and a registered charity
in England and Wales (Reg. No.
1154230)

