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The association of child marriage GEE

with morbidities and mortality among children
under 5 years in Afghanistan: findings
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Abstract

Background There is still a gap in knowledge of the impact that child marriage could have on the mortality and
morbidity of children in Afghanistan. This study used the data from the latest Afghanistan demographic health survey
conducted in 2015 (ADHS) to address this gap and advance the current knowledge.

Methods A secondary analysis of the 2015 ADHS, including the births in the past 5 years to ever-married women
aged 15-24 years old, was carried out. Logistic regression analyses were employed to examine the association of child
marriage (< 18y) with morbidities (diarrhea, acute respiratory infection, and fever in the last 2 weeks), mortality (neo-
natal, infant, child), and size at birth among the children under 5 born to women aged 15-24 years, before and after
adjusting for the effect of sociodemographic and structural inequalities.

Results Approximately two-thirds of births in the past 5 years belong to 15-24 years old mothers who married at
ages < 18. The majority of them were born to mothers residing in rural areas (75.67%) with no education (51.68%) from
poor households (39.39%). As compared to the births to women married at ages > 18, there was a significantly higher
likelihood of neonatal mortality among births to women married at ages < 18 (crude OR=2.30, 95% Cl: 1.52-3.49

& adjusted OR=1.94, 95% Cl: 1.25-3.01) and higher infant mortality among the births to the women married at

ages < 14y (crude OR=1.94, 95% Cl: 1.06-3.53). However, it disappeared for neonatal mortality after adjustment for
adequacy of antenatal care (ANC) and infant mortality after adjustment for sociodemographic inequalities.

Conclusion Although the births to women married as a child (< 18) were more likely to die at an early age, this
association disappeared after adjustment for the adequacy of ANC. Given the unavoidable practice of child marriage
in Afghanistan, this finding emphasizes the importance of providing adequate ANC for young brides to prevent child
mortality. In addition, strong global advocacy is required to empower and support young Afghan women in negotiat-
ing their reproductive and maternity rights with their partners by reducing social and gender-based inequalities.
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Introduction

Child marriage is described as marriage before the age of
18 years. It is a major social problem, mainly in low- and
middle-income countries (LMICs), associated with sev-
eral adverse health outcomes in young women [1]. More-
over, it is also a violation of human rights and a serious
public health issue [2]. Although there have been enor-
mous efforts to reduce child marriage worldwide during
the last decades, this harmful practice remained preva-
lent in some regions such as Sub-Saharan Africa (38%),
South Asia (30%), and Latin America (25%) [3]. Addition-
ally; in some Asian Muslim countries such as Afghani-
stan and Pakistan, the influence of strict Islamic culture
caused such practices to be more common; for example
in 2018, more than a third of women were married before
age of 18 years in Pakistan [4] and Afghanistan [5].

The Afghan Civil Law allows marriage at ages > 16 years
for girls and > 18 years for boys; however, in Afghan cul-
ture, younger marriage even at very early ages is encour-
aged especially for girls. Moreover, the widespread poverty
in Afghanistan encourages poor families to force their
young girls into marriage at very early ages in hope of a
better life and receiving large doweries from future hus-
bands [6]. Child marriage is also a common practice for
settling debts and making peace with rivals in Afghanistan
[7]. That being said, child marriage has been a barrier to
gender equality efforts, and the achievement of sustainable
development goals targeted specifically goals 1 to 5: The
eradication of poverty, the achievement of universal edu-
cation, women empowerment, reducing child mortality,
and the improvement of maternal health [8].

Marriage at early ages (<18 years) has been linked to
several adverse maternal and child outcomes. It has been
shown that child brides are at a higher risk for unintended
and high-risk pregnancy, sexually transmitted diseases,
and obstetric fistula [9-11]. Moreover, there are more
likely to suffer from intimate partner violence and sub-
sequent depression and this could further harm mater-
nal and child health [6]. A variety of sociocultural factors
such as lack of education, limited access to media, insuffi-
cient health literacy, and man-dominant norms have been
described as potential drivers for such trends [12-14]. In
addition, a lack of power in decision-making and nego-
tiating reproductive rights could lead to the inability to
actively engage in health promotion programs and ade-
quately receive the necessary health care during pregnancy
which could lead to adverse outcomes [15—17]. Never-
theless, it has been shown that maternity and reproduc-
tive health programs lack the necessities to address these
obstacles and are; moreover, hard to reach these vulner-
able populations in LMICs [2, 18]. This could not only
endanger the mother’s health but also the child’s health.
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Early marriage has also been linked to low birth
weight and higher child and infant morbidity and mor-
tality in some LIMCs [19-21]. However, the results are
inconsistent across countries and more epidemiologi-
cal data is required to formulate well-tailored interven-
tions targeting the child brides to ensure the health of
both child mothers and offspring. In addition, there is
still a gap in knowledge of the true associations of age at
marriage with mortality and morbidity among children
in some of the most afflicted countries such as Afghani-
stan. Thus, this study aimed to explore the impact that
child marriage could have on the morbidity and mortal-
ity of children, taking into account the effect of social and
structural inequalities, among a nationally representa-
tive sample of children under 5 years in Afghanistan. The
results could inform and guide future policies and inter-
ventions to enhance the health of Afghan child brides
and their offspring.

Methods

Study design

This cross-sectional study analyzed the data for births in
the past 5 years in the latest Afghanistan Demographic
and Health Survey (ADHS) carried out in 2015. ADHS
is a nationally representative survey implemented by the
Central Statistics Organization (CSO) in collaboration
with the Afghanistan Ministry of Public Health (MoPH)
and funded by the United States Agency for International
Development (USAID).

Study population and sampling

ADHS 2015 collected data for women aged 15-49 years
and their children aged less than 5 years old. A stratified
two-stage cluster sampling was employed to estimate the
key indicators at the national level, in urban and rural
areas, and for each of the 34 provinces of Afghanistan. In
the first stage, 950 clusters—enumeration areas from the
previous national census—including 260 urban and 690
rural areas were selected. In the second stage, through
an equal probability systematic selection process, 25,650
households were selected. Sampling weights were cal-
culated and applied to obtain a representative esti-
mate at the national level. All women aged 15-49 years
(n=29,641) who were either permanent residents of the
selected households or visitors who stayed in the house-
holds the night before the survey were recruited after
informed consent [22]. The women were interviewed
about all births in the past 5 years (#=231,063). Our anal-
yses were restricted to the births of young women aged
15-24 to ensure the inclusion of all the births in the last
5 years to the mothers that married at early ages (<18).
Including the births to this maternal age group not only
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enhances the comparability of the results across similar
studies but also reduces the chance of recall bias which
may occur as the women move to the older age groups
[23]. Moreover, we could obtain estimates that reflect
relatively recent marriages rather than marriages that
occurred decades ago.

Measurement and scales

A standard DHS questionnaire collected the data related
to the demographic and health of all eligible women and
their children under 5 including women’s demographic
characteristics, household information, family planning,
fertility preferences, child health, sexually transmitted
diseases, marriage, sexual behavior, and domestic vio-
lence [24]. However, for the current study, our primary
interest was questions related to child marriage and mor-
bidity and mortality indicators of children under 5 years.

Independent variables

The main explanatory variable was maternal age at
first marriage and child marriage was defined as mar-
riage at ages less than 18 years for the first time. The
age at marriage was further categorized into three
groups: > 18 years (marriage as an adult), 15-17 years
(marriage in middle adolescence), and <14 years of age
(marriage in early adolescence or childhood) to capture
the potential vulnerability that may exist for the birth to
the mothers married in very early ages.

Outcomes of interest

In total, eight indicators concerning the morbidity and
mortality of children under 5 years were estimated and
their relationship with maternal age at marriage was
examined. These included:

Morbidity indicators

« Diarrhea in the past 2 weeks: This was assessed by a
question if the child had diarrhea within the last two
weeks and coded as “1=yes” and “0=no”

+ Acute respiratory infection (ARI) in the past 2
weeks: This was assessed by two questions (ie,
whether the child had suffered from a cough and
rapid breathing in the last two weeks) and coded as
“l=yes” and “0=no”.

« Fever in the past two weeks: This was assessed by
questions about whether the child had fever in the
last two weeks and coded as “1=yes” and “0=no”.

+ Very small or small size at birth: This was reported
by the mother as the size of the child at birth, was
dichotomized into “very small or smaller than aver-
age” and “average or larger”.
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Mortality indicators

+ Child mortality: This was defined as the death of
the child before the age of 5 years (0-59 months).

« Infant mortality: This was defined as death within
the first year of life.

+ Neonatal mortality: This was defined as death
within the first month of life.

Covariates

Covariates included the sociodemographic characteris-
tics of births to young women aged 15-24 years consist-
ing of maternal and child factors. Maternal demographic
included age, education, place of residence, wealth index,
ethnicity, maternal age at birth, and the adequacy of ante-
natal care (ANC) visits (< 4 times, > 4 based on the WHO
recommendation for optimal ANC visits). Child-specific
demographics included age, sex, and being born to a
multiparous birth.

Statistical analysis

All the analyses were restricted to the births of ever-
married women aged 15-24 years in the last 5 years. The
descriptive statistics described the maternal and child
demographics and compared them across the catego-
ries of maternal age at marriage (< 18 years vs > 18 years)
using the Chi-square test (categorical variables) and
t-student test (continuous variables) (Table 1). Logis-
tic regression analysis, applying the sampling design to
account for the clustering of multiple births within one
mother at the household level, was employed to esti-
mate the odds of the child morbidity and mortality indi-
ces across the categories of maternal age at marriage
(<18 years vs > 18 years); before and after adjustment for
maternal and child’s sociodemographic factors (Table 2).
Adjusted models for diarrhea, ARI, and fever outcomes
included only the living children under 5-year and
accounted for the age of child, sex of child, multiparous
births, maternal age, maternal education, place of resi-
dence, and wealth index. Adjusted models for child mor-
tality indices, birth size, and low birth weight outcomes
included all the births in the past 5 years and accounted
for sex of child, multiparous births, maternal age, mater-
nal education, place of residence, and wealth index. The
birth order and father’s education were dropped in the
final multivariate models due to multicollinearity issues
that existed between these variables with the mother’s
age and education. In addition to the mentioned covari-
ates, a separate model was built to account for the impact
of antenatal visits to examine the effect of age at marriage
on child morbidity and mortality indices beyond the
attributable influence of sociodemographic inequalities,
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Table 1 Demographics of births in the past 5 years to ever-married women aged 15-24 years in Afghanistan, by maternal age at

marriage
Total births Age at marriage < 18 years (child Age at marriage > 18 years p-value
marriage) (adult marriage)
N (%) N (%) N (%)
Child mean age (SD) 1.66 (0.02) 1.84 (0.02) 1.28 (0.04) <.001
Child’s mean birth order (SD) 1.82 (0.29) 2.01(0.13) 141 (0.11) <.001
Current age of child (y)
<1 2337 (25.27) 1291 (20.98) 1046 (34.46) <.001
1-19 1988 (21.59) 1246 (20.35) 742 (24.27)
2-29 1915 (20.24) 1313 (20.53) 602 (19.62))
3-39 1496 (17.01) 1106 (18.76) 390 (13.27)
4-49 1041 (11.38) 876 (14.27) 165 (5.19)
Deceased 423 (4.5) 319(5.12) 104 (3.19)
Sex of child
Male 4928 (53.34) 3263 (53.38) 1665 (53.26) 0.965
Female 4272 (46.66) 2888 (46.62) 1384 (46.74)
Place of residence
Urban 2254 (24.33) 1498 (24.11) 756 (24.80) 0.833
Rural 6946 (75.67) 4653 (75.89) 2293 (75.20)
Maternal education
No education 7076 (72.94) 4755 (74.06) 2321 (70.55) <.001
Primary 907 (11.82) 663 (12.72) 244 (9.89)
Secondary or higher 1217 (15.24) 733 (13.22) 484 (19.56)
Father’s education
No education 4562 (51.68) 3135 (53.53) 1427 (47.73) 0.076
Primary 1261 (14.95) 842 (13.52) 419 (18.00)
Secondary or higher 3273 (33.37) 2101 (32.95) 1172 (34.27)
Ethnicity
Pashtun 4130 (43.56) 2725 (43.14) 1405 (44.47) 0.449
Tajik 2754 (33.74) 1882 (34.79) 872 (31.50)
Hazara 636 (7.14) 461 (7.11) 175 (7.20)
Uzbek 533 (9.45) 327 (9.40) 206 (9.54)
Turkmen 98 (1.55) 68 (1.38) 30(1.90)
Nuristani 586 (.93) 352(0.76) 234(1.29)
Baloch 144 (.69) 118(0.82) 26 (0.40)
Pashai 173 (.95) 116 (0.82) 57(1.22)
Other 125 (2.00) 83(1.78) 42 (247)
Wealth index
Poor 3775 (39.39) 2642 (40.86) 1133 (36.24) 0.294
Middle 1936 (19.94) 1184 (19.51) 752(20.86)
Rich 3489 (40.68) 2325 (39.64) 1164 (42.90)
Adequate antenatal care 672 (18.12) 384 (16.09) 288 (21.95) 0.039
Mother’s mean age (SD) 21.66(0.02) 21.23(0.02) 22.52(0.02) <.001
Mother’s age at birth (years)
<18 3989 (44.66) 3961 (64.93) 28 (1.26) <.001
18-20 4153 (44.24) 2153 (34.56) 2000 (64.99)
>20 1058 (11.09) 37(51) 1021 (33.75)
Total 9200 (100) 6151 (67.74) 3049 (32.26)
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Table 2 The association of maternal child marriage with morbidity, mortality, and low birth weight among births in the past 5 years to

ever-married women aged 15-24 years in Afghanistan

Health Indicator Prevalence  Age at Age at COR (95% CI) AOR (95% Cl)2  AOR (95% Cl) ®
marriage<18 years  marriage > 18 years
N (%) N (%) N (%)
Diarrhea (past 2 wk) © 2310(2947) 1505 (65.71) 805 (34.29) 0.89 (0.74-1.08) 0.94(0.77-1.17) 0.96 (O 76-1.21)
ARI (past 2 wk) © 1551 (23.23) 999 (36.06) 552 (36.06) 0.81 (0.62-1.05) 0.83 (0.64-1.08) 1(0.61-1-07)
Fever (past 2 wk) © 2019(28.98) 1321 (65.16) 698 (34.84) 0.85(0.64-1.13) 91(0.68-1.24) 086 (O 61-1.21)
Child mortality (< 5y) 423 (4.50) 9 (77.44) 104 (22.56) 64 (0.98-2. 72) 44 (0.90-2.29) 1.26 (0.77-2.03)
Infant mortality (<) 400 (4.32) 302 (76.99) 98 (23.01) 9(094-268)  1.35(0.84-2.18)  1.13(0.70-1.84)
Neonatal mortality (<1 mo) 244 (2.64) 191 (82.89) 53(17.11) 2.30 (1 52-349)" 94 (125-3.01)°  1.22(064-2.32)
Small/very small infant 2088 (24.26) 1402 (67.61) 686 (32.39) 097(0.79-1.19) 086 (0.70-1.07)  0.89(0.71-1.11)

"P<.001

2 Adjusted odds ratio (AOR) for age of child (except for mortality indices), sex of child, multiparous birth, maternal age and education, place of residence, ethnicity, and

wealth index
b Adjusted odds ratio (AOR): Additionally adjusted for adequacy of ANC

€ Sample restricted to living children under 5 years of age in the past 5 years (n=28777). The absolute number of participants does not perfectly correspond to
percentages because the percentages are weighted. All analyses used women married as adults as the reference group

including the inadequate number of antenatal visits dur-
ing pregnancy. Given the current evidence indicating
lower age at marriage could increase the risk of mater-
nal and child morbidity and mortality [25, 26], additional
models were constructed to compare the child mor-
bidity and mortality indices across different categories
of maternal age at marriage (<14 years, 15-17,> 18).
Results were presented as odds ratio (OR) and adjusted
odds ratio (AOR) with 95% confidence intervals (95% CI).
All the analyses were performed using STATA version 14.
The sampling weight and design were counted for using
the STATA command “svy” in all analyses. A 2-tailed P
value <0.05 was considered to be statistically significant.

Results

Sociodemographic of the children under 5 years old, ADHS
2015

A total of 9200 births to ever-married women aged
15-24 years old were included in the final analysis; of
whom, 6151 (67.74%) were born to women married as
a child (<18 years) and 3049 (32.26%) were the births to
women married as an adult (> 18 years). The mean age of
the children was significantly higher among the births to
women married as a child (1.84 yrs +0.02 in child marriage
vs 1.28 yrs+0.04 in the adult marriage group; p<0.001).
Likewise, as is shown in Table 1, the proportions of chil-
dren in older age groups were higher among the births to
women married as a child as compared to those born to
women married as an adult. More than half the births were
male in both child and adult marriage groups. The place of
residence was not significantly different between the births
of women married as a child compared to counterparts
and in both groups only a quarter of children were residing

in urban areas (Table 1). Approximately two-thirds of
women had no education; however, the rate of no educa-
tion was significantly higher among the women married
as a child compared to those married as an adult (74.06%
vs 70.55%, p<0.001). Similarly, the rate of no education
was higher among the fathers in the child marriage group
in comparison with those in the adult marriage group
(53.33% vs 47.73%); however, not significant (p=0.076).
The majority of the children under 5 were from Pashtun
and Tajik ethnic groups (43.56% and 33.74%, respectively).
In terms of the wealth index, there were no significant dif-
ferences between births to women of either group (child
vs adult marriage) and almost equal proportions of poor
and rich in both groups. Only 18.2% of women aged
15-24 years had adequate ANC in their recent pregnancy
and the rate of adequate ANC was significantly higher
among the adult marriage group as compared to the child
marriage group (21.95% versus 16.09%, p-value=0.039).
The mean age of the mother was 21.23 yrs+0.02 in the
child marriage group; which was significantly lower than
the adult marriage group (22.52 yrs+0.02, p<0.001). As
expected, the majority of the births to women married
at ages<18 occurred at younger ages (64.93% of mothers
were <18 yrs old or younger at the time of birth) as com-
pared to the births to women married at ages > 18 (64.99%
mothers were 1820 yrs old at the time of birth).

The prevalence of morbidities and mortality
indices among children under 5 and their
association with maternal age at marriage

The prevalence of diarrhea, ARI, and fever in the last
2 weeks was respectively 29.47%, 23.23%, and 28.98%
among children under 5 years. There were no significant
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differences between the rate of diarrhea, ARI, and fever
in the last 2 weeks between the children born to women
married at ages <18 and those born to women married at
ages > 18 (Table 2).

The child, infant, and neonatal mortality rates were
respectively 4.5% (423), 4.32% (400), and 2.34% (244).
Except for the neonatal mortality rate (COR=2.30, 95%
CI: 1.52-3.49 and AOR=1.94, 95% CI: 1.25-3.01), the
child and infant mortality rates were not statistically dif-
ferent between the babies born to the women married at
ages <18 and those born to women married at ages>18.
However, the difference in neonatal mortality rate
became insignificant after adjustment for the adequacy
of ANC. Furthermore; in the extended age-at-marriage
analysis (<14, 15-17,>18), the difference in infant mor-
tality was significant among births to women married
before age 14 as compared to births to women married
at older ages (COR=1.94, 95% CI: 1.06—-3.53) in unad-
justed model and turned to be insignificant in the adjuted
model (Tables 2 and 3).

Approximately a quarter of births were described as
very small or small in size at the time of birth by their
mother. It appeared that there is no difference in the rate
of very small or small size at birth with maternal age at
marriage even after adjustment for sociodemographic
factors and the adequacy of ANC (Tables 2 and 3).

Discussion
To the best of our knowledge, this was the first study
that assess the prevalence and association of child mar-
riage with morbidities, mortality, and birth size among
children under 5 born to ever-married women aged
15-24 years old in Afghanistan using the data from
lastest ADHS conducted in 2015. The results showed
that almost two-thirds of births to women aged 15-24
were born to mothers married as a child (<18 years).
The majority of these births were born to mothers from
socially disadvantaged backgrounds (i.e. lower educa-
tion, living in rural areas, poor families) from Pashtun
and Tajik ethnicities. Higher poverty and illiteracy docu-
mented in these ethnic groups could be moderators for
marriage at very early ages [27]. Similar findings were
documented in other Asian countries with high rates of
child marriages such as Pakistan [28], Bangladesh [29],
and India [9]. The births to women married as a child
(<18) were more likely to die at an early age; however,
this association disappeared after adjustment for the ade-
quacy of ANGC; indicative of the important role of ade-
quate ANC in preventing premature death of newborns.
Child marriage is common practice in Afghan soci-
ety and has been a rampant exercise for decades to
strengthen the ties between rival families and tribes and
settle the conflict and debts among them. Girls in poor
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Table 3 The association of maternal age at marriage with
morbidity, mortality, and low birth weight among births in
the past 5 years to ever-married women aged 15-24 years in
Afghanistan, by marital age group

Health Indicator COR (95% Cl) AOR (95%Cl)>  AOR (95%Cl) ®
Diarrhea (past 2 wk) ©
<14 091(0.74-1.11) 095 (0.73-1.25)  0.96 (0.70-1.31)
15-17 0.85(0.67-1.09) 094 (0.76-1.17)  0.95(0.74-1.21)
18> Reference Reference Reference
ARI (past 2 wk) ©
<14 0.74(0.53-1.04)  0.77(0.55-1.08)  0.70(0.49-1.02)
15-17 0.83(0.63-1.09) 0.84(064-1.11) 0.84(0.63-1.11)
18> Reference Reference Reference
Fever (past 2 wk) ©
<14 0.76 (0.56-1.03)  0.84(0.62-1.15)  0.71 (0.50-1.03)
15-17 0.88 (0.64-1.21) 094 (068-1.31) 0.91 (0.63-1.30)
18> Reference Reference Reference
Child mortality (< 5y)
<14 1.98 (1.10-3.56) 1.34(0.83-2.19)  1.73(091-3.29)
15-17 1.52(0.90-2.57)  1.75(0.99-3.10)  1.11 (0.66-1.88)
18> Reference Reference Reference
Infant mortality (<)
<14 1.94(1.06-3.53)" 1.67(0.94-2.96) 1.58(0.82-3.06)
15-17 1.48(0.87-2.53) 1.27(0.78-2.06) 0.99 (0.59-1.68)
18> Reference Reference Reference

Neonatal mortality (<1 mo)

<14 274(157-480)" 233(127-4.27)" 1.69(0.73-3.92)
15-17 216 (140-334)" 1.82(1.16-2.86)" 1.07 (0.54-2.12)
18> Reference Reference Reference
Small/very small infant
<14 1.12(0.87-145) 096 (0.74-1.23) 0.87(0.68-1.11)
15-17 092 (0.75-1.14)  0.83(0.66-1.05) 0.96 (0.73-1.28)
18> Reference Reference Reference
" P<.001

@ Adjusted odds ratio (AOR) for age of child (except for mortality indices), sex
of child, multiparous birth, maternal age and education, place of residence,
ethnicity, and wealth index

b Adjusted odds ratio (AOR): Additionally adjusted for adequacy of ANC

€ Sample restricted to living children under 5 years of age in the past 5 years
(n=8777)

families are often forced to marry a man, usually much
older than them, in hope of a better life and in exchange
for large dowries [7, 27]. Additionally, the recent conflict
and transfer of power in Afghanistan have pushed more
Afghan families to the brink of poverty and exposed more
families and children to hunger [6]. The strict fanatic
civil laws that have been recently imposed by the Taliban
are an obvious violation of women’s rights and facilitate
forced child marriage in Afghanistan which could lead
to irreparable health outcomes for both young Afghan
women and their offspring. In the current situation,
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strong global advocacy and initiatives are necessary
to mitigate the burden of early and forced marriage for
Afghan girls and the threat of immature death and mor-
bidities among newborns.

The threat that child marriage could impose on neo-
natal and child health has been documented in sev-
eral countries; however, the results are inconsistent; for
instance, a study among the births in the past 5 years
to ever-married Pakistani women aged 15-24 vyears
observed higher child (<5 yrs) and infant (<1 yr) mortal-
ity, as well as a higher prevalence of the diarrheal diseases
in unadjusted models among the births to the women,
married at ages<18 years [28]. On the contrary; in our
study, except for neonatal and infant mortality, other
morbidities and mortality indices including child mortal-
ity, recent diarrhea, ARI, and fever were not significantly
different between the children born to women married as
a child (<18) as compared to those born to women mar-
ried as adults (> 18yrs). This could be due to contextual
and demographic diversity as well as the methodologi-
cal differences between these two studies. The distinc-
tive feature of our study was accounting for the clustering
effect that exists among children of a single mother that
could produce more accurate and reliable standard
errors. Another study among children under 5 who were
born to women aged 15-24 years in India [9] also found
contradictory results, reporting a higher rate of diarrheal
diseases among the children born to women married as
a child compared to those born to women married as an
adult [9, 28].

The higher mortality and morbidity among the births of
child mothers have been attributed to the lower volume
of breast milk that a physically immature mother could
produce and possibly a lower concentration of colostrum
which contains the necessary antibodies against infective
microorganisms in early life [30, 31]. It is also could be
due to maternal nutrient depletion as a result of repeated
pregnancies, particularly among poor and less educated
young mothers [28]. However, this association often dis-
appeared after adjustment for social inequalities and
the number of ANC visits in these studies. Likewise, the
association of neonatal and infant mortality with child
marriage observed in our study disappeared after adjust-
ment for the adequacy of ANC, this may implicate the
lower number of ANC as the potential culprit for higher
morbidity and mortality among the births to child moth-
ers. It is well known that inadequate ANC could lead to
a higher incidence of adverse reproductive and mater-
nal outcomes [32, 33]; and it is more likely for Afghan
women married at ages <18 years, particularly those liv-
ing in rural and poor urban areas, to have inadequate
maternity care partially due to the lack of power in deci-
sion-making when it comes to negotiating their maternal
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and reproductive needs with their husbands [27]. That
being said, we argue that it is not only the physical imma-
turity of the young brides but also their inadequate access
to maternity care that could cause higher morbidity and
mortality among their children. However, more in-depth
longitudinal data are required to ascertain such an asso-
ciation. Nonetheless, scaling maternity care services
through leveraging the existent capacity at both indi-
vidual and community levels is strongly recommended in
order to enhance the access of the child mothers to such
services and improve the health outcomes of both young
mothers and their offspring.

Limitations

Although this study offers valuable insights into child
marriage prevalence and its association with morbid-
ity and mortality among children under 5 years old in
Afghanistan; The results should be interpreted in light
of some limitations. First, the majority of outcomes
were self-reported; thus, there is a risk of socially desir-
able response and recall bias. However, we restricted
our analysis to the births of women aged 15-24 years
to reduce the rate of recall bias by including the recent
marriage and births rather than those of decades ago.
Therefore, the findings are not representative of all the
births in the past five years but merely of those born to
the mother aged 15-24 years old. In addition, the results
are specific to the young women in Afghanistan and are
not generalizable to other settings and contexts. Another
limitation was the cross-sectional nature of the data that
hinder the assumption of causality; however, as all mar-
riage precedes birth in the primary analysis, the ordering
of this exposure relative to child health outcomes could
stand correct. However, longitudinal data are necessary
to precisely ascertain the effect that maternal age at mar-
riage could have on neonatal and child health outcomes.
Lastly, the lack of anthropometrical data such as weight
and height in ADHS 2015 did not allow us to estimate
the indices related to growth retardation such as stunt-
ing and wasting that have been linked to child marriage
in previous studies [9].

Conclusion

In summary, the results indicated higher neona-
tal mortality among the births to women married at
ages < 18 years. Additionally, those born to women mar-
ried at ages <14 years were more likely to die before
their first birthday (<1 year). However, this association
disappeared after adjustment for the adequacy of ANC;
indicative of the important role of adequate ANC in pre-
venting child mortality. The inadequate ANC is linked to
several adverse pregnancy outcomes, particularly among
child brides in Afghanistan, and it is mainly attributed
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to the lack of power in decision-making and negotiat-
ing their reproductive rights with partners [6]. This also
emphasizes the importance of women empowerment
in receiving adequate maternity care and reducing child
morbidity and mortality regardless of the mother’s age.
Additionally, with the recent tragic turn of events in
Afghanistan and the transfer of power to the Taliban,
the obvious violation of young women’s rights is noth-
ing to be easily ignored. Hence, strong global advocacy is
needed to rectify the violation of young Afghan women’s
rights and empower this vulnerable population; dictat-
ing appropriate interventions and policies to reduce the
gender-based inequalities and consequent adverse health
outcomes in both child mothers and offspring. Some
solutions could be increasing the age of marriage by
maintaining adolescent girls at school, delaying childbirth
by appropriate reproductive health education, and reduc-
ing socioeconomic and cultural vulnerabilities that may
decrease cause-specific child morbidity and mortality in
young adolescent mothers in Afghanistan. Nonetheless,
further longitudinal research is necessary to ascertain the
exact factors that influence child mortality and morbidity
among child mothers.
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