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Post‑traumatic stress disorder 
(PTSD) probability among parents 
who live in Kandahar, Afghanistan 
and lost at least a child to armed 
conflict
Mohammad Paiman Rahimi 1, Mohammad Hashim Wafa 1,2, 
Muhammad Haroon Stanikzai 1,3* & Bilal Ahmad Rahimi 1,4

The last 4 decades of conflict in Afghanistan resulted in incalculable deaths, injuries, and millions of 
displacements. Although there are routine reports on casualties of the warfare, the information on its 
long‑term psycho‑social sequelae is somehow discounted. This study aimed to assess post‑traumatic 
stress disorder (PTSD) probability and its associated factors among parents who live in Kandahar, 
the southern province of Afghanistan, and lost at least one child to armed conflict. We conducted a 
health‑facility‑based cross‑sectional study involving 474 bereaved parents in Kandahar province from 
November/2020 to January/2021. The questionnaire was composed of sections on socio‑demographic 
characteristics and mental and medical histories of the parent, features of the traumatic event and 
the time elapsed since then, age and gender of the lost child, and PCL‑5. We performed multivariable 
logistic analysis to determine factors associated with PTSD probability in such parents. A staggering 
number of the parents (430; 90.72%) scored > 33 on PCL‑5 denoting presence of probable PTSD. 
We noticed that several attributes of the bereaved parents (rural residence [AOR = 3.71 (95% CI 
1.37–9.97)], older age [AOR = 2.41 (95% CI 1.03–5.57)], experiencing more than one traumatic event 
[AOR = 2.91 (95% CI 1.05–7.94)], pre‑existing medical condition [AOR = 3.5 (95% CI 1.55–8.05)], and 
losing a < 5‑years‑old child [AOR = 2.38 (95% CI 1.16–4.70)] were significantly associated with PTSD 
probability. We assert that a very high number of bereaved parents are susceptible to probable PTSD. 
This finding signifies the eminent necessity of mental health services in such settings and provides 
implicit insights to relevant humanitarian assistance providers.

The last four decades of conflict in Afghanistan resulted in incalculable deaths, injuries, and millions of 
 displacements1–3. Kandahar province was the center for many armed conflicts that resulted in innumerable 
deaths, injuries, and  displacements1. Although there are local routine reports on casualties of the warfare, they 
somehow discount the information on its long-term psychosocial sequelae, such as depression, anxiety, and 
stress-related disorders. Following a traumatic experience, some people may engage in aggressive behaviors, 
which in turn may lead to an increased rate of interpersonal conflicts and even social  malfunctioning4–6. While 
it is well-known that an intense traumatic exposure, such as encountering combat and/or losing a loved person, 
leads to the emergence of posttraumatic stress disorder (PTSD) in a large number of cases, the disorder is largely 
under-reported in bereaved  parents5–7.

Depending upon PTSD vulnerability factors, such as being female, combat exposure, physical injury, and 
losing a loved person, the prevalence of PTSD is significantly  variable8–10. Worldwide, the PTSD prevalence is esti-
mated to be 8% in men and 20% in  women11. The prevalence of PTSD ranges between 14 and 37% in populations 
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affected by  conflict12–15. In a study conducted on an Afghan national sample, the prevalence of PTSD was 42.2% 
and higher among  women16. This stress-related condition is more prevalent among those who lost a loved  one17,18.

Studies indicate that parents who were injured physically and lost their children in a traumatic incident are 
highly prone to mental disorders especially  PTSD17,18. Such proclivity somehow reflects the bio-psycho-social 
nature of their infliction. Physical injury (wounds, losing a body part) and its associated phenomena such as pain 
especially related to warfare are well-known predictors of  PTSD19,20. Likewise, encountering life threat, experi-
encing fear or horror in a combat context, and witnessing the injury or death of a loved one in the event, are also 
well-studied predictors of  PTSD18,21,22. Finally, minority status, exposure to interpersonal aggression, and living 
in a combat driven and violence-charged area are considered PTSD risk  indicators19,21. The individual procliv-
ity to mental disorders, especially PTSD, due to his/her biopsychosocial infliction is, however, not sufficiently 
signified in pertinent literature on the global and regional scale. Likewise, no recent research has examined the 
probability of PTSD among parents who lost at least one child to armed conflict in Afghanistan.

This study aimed to address this lacuna by assessing probability of PTSD and its associated factors among 
parents who live in Kandahar, the southern province of Afghanistan, and lost at least one child to armed conflict. 
Hence, the study reflects a tiny glimpse of the mental health of bereaved parents who currently live in a very 
insecure, defenseless, vulnerable and non-immune setting deprived of even basic human needs, such as access 
to sufficient food, protective housing, environmental safety and appropriate healthcare, to name a few. Addition-
ally, understanding such parents who are vulnerable to PTSD and the external factors that impact their PTSD 
probability will most probably assist in improving the quality of current interventions delivered in conflict and 
post-conflict settings.

Materials and methods
Study settings and design. We conducted this health-facility-based cross-sectional study in Kandahar 
province from November/2020 to January/2021. Out of 25 Comprehensive Health Centers (CHCs) operating 
in Kandahar city and its rural districts, we randomly selected eight CHCs for our data collection. Using the lot-
tery method, we picked four CHCs from the metropolitan area (Nazu Ana CHC, Amer Jan CHC, Fatima Zahra 
CHC, and Shams-Ul-Haq Kakar CHC) and four CHCs from the rural districts (Maiwand district CHC, Sanzary 
district CHC, Zharai district CHC, and Wayand district CHC). At the time of inclusion, the aforementioned 
rural districts were relatively secure to access the CHCs.

Sample size and sampling procedures. We employed the single population proportion formula 
[n =  Z2P(1 − P)/(d)2] the assumptions of 95% confidence interval (CI), margin of error = 5%, P (prevalence) = 0.5 
(the most conservative prevalence estimates)23, and 10% non-response rate. The calculated sample size 
was increased from a minimum of 422 participants to 480 participants in the prevision of missing data. We 
approached 522 parents who lost a child to armed conflict during their CHC visit. The response rate was 91.1% 
(476). The final analysis consists of 474 participants with their complete data sets.

Inclusion and exclusion criteria. Our target population consisted of parents who have lost at least one 
child to armed conflict and visited one of the participating CHCs. We excluded parents who lost their children 
due to a factor other than armed conflict, those with compromised consciousness (unable to understand/utter a 
normal verbal response or not fully awake/alert), and those who were currently somehow under guardianship.

Study measures. The socio-demographical characteristics of our subjects that were collected included age, 
gender, marital status, educational background, occupation, and family income.

Trauma-related variables were the number and nature of the traumatic event and the time elapsed since its 
occurrence. In our study, the index trauma was the child’s death. Other variables of interest comprised a history 
of any previous mental and or medical conditions and their access to biopsychosocial support. Age and gender 
were characteristics of the lost child.

In this study, we have employed the term physical threat if, for instance, the event involved the usage of any 
dangerous weapon, the term emotional threat if the event caused the person to have negative emotions, and the 
term social threat if the event caused any public demoralization or degrading. We accounted for such biopsy-
chosocial threats in the characteristics of the event section of the questionnaire. Additionally, we employed 
the term “pre-existing medical condition” to denote exclusively a chronic health problem, such as Diabetes 
Mellitus (DM), Cardiovascular Diseases (CVD), or Ischemic Heart Diseases (IHD), that the participant might 
have suffered from prior to the encounter of the index trauma. On the other hand, the study reserved the term 
“pre-trauma mental health problems” solely for any psychological or emotional problem that the participant 
has endured prior to the experience of the index trauma. Finally, we employed the term “pre-trauma physical 
health problem” in a broader sense to imply any physical (medical or surgical) injury, disease, or disability, be it 
short-lived or long-lived, that the participant has suffered. It neither embraces a medical condition (mentioned 
earlier) nor a mental health problem.

This study employed the posttraumatic stress disorder checklist for DSM-5 (PCL-5) to measure the presence 
and severity of PTSD symptoms during the last month and assess the prevalence of probable PTSD. PCL-5 is a 
5-point scale from 0 (not at all) to 4 (extremely) that yields a total score from 0 to 80. A score of ≥ 33 on PCL-5 
was used to signify susceptibility of bereaved parents to probable PTSD as defined in a prior  work24,25. PCL-5 
is a globally credible instrument with good psychometric properties for assessing PTSD probability in conflict 
and post-conflict  settings25–27. The internal consistency (Cronbach’s alpha) value for the Pashtu version in the 
pre-tested sample was 0.91.
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Data collection. The study questionnaire was initially drafted in English and subsequently translated into 
the local language (Pashtu) for the convenience of interviewing local participants (Supplementary Files). Prior 
to the commencement of the study, the questionnaire was pre-tested in a pilot study to check and revise (if 
required) its verbal consistency and structural reliability.

The data were collected by eight (male and female) experienced nurses/counselors. They attended pre-com-
mencement training sessions on sampling, interviewing, filling out the questionnaires, and addressing potential 
ethical concerns that may emerge during the study. The interviewer (counselor or medical nurse) screened 
(based on inclusion criteria) every consecutive patient (non-probability sampling technique) visiting one of 
the participating CHCs. Then, the recruiters explained the study to eligible patients. Prior to their invitation 
for participation, the recruiters offered the patients a written synopsis of study objectives and information on 
the course of the research and that the findings will be publicized. The recruiters declared that participation in 
this research project would neither change any healthcare the consumer may require nor negates their right to 
retract from the study at any time. If the patient would like to participate, they could willfully date and sign the 
consent form. Only then, a trained interviewer collected the baseline data. Female interviewers interviewed all 
female participants. The recruitment process was supervised by a trained health professional. Daily, we checked 
the questionnaires for completion.

Statistical analysis. We employed the statistical package for social sciences (SPSS) version 21 for data 
 analysis28. We used descriptive statistics to assess the prevalence of probable PTSD. To determine the associ-
ated factors in parents with probable PTSD, we used chi-square statistics. We used a binary logistic regression 
to determine factors associated with probable PTSD in parents who lost at least one child to armed conflict. We 
identified and retained into multivariable logistic regression every independent variable with a p-value of less 
than 0.25. Finally, we performed multivariable logistics regression with the entering method to determine fac-
tors associated with probable PTSD in such parents.

Ethical approval and consent to participate. The Research and Ethics Committee (REC) of Kandahar 
University approved this study (Letter No: 53; Dated: 28/7/2019). All methods were carried out in accordance 
with World Medical Association (WMA)’s Declaration of Helsinki. Prior to the commencement of the project, 
we received approval for data collection from Kandahar Public Health Directorate. Additionally, we provided 
every potential participant with information concerning the study objectives, benefits/risks of participation, 
their right to retract from the study at any time they desire and that the data will be published for public aware-
ness and welfare. We obtained informed written consents from every subject.

Results
Socio‑demographic characteristics of the study participants. We recruited a total of 474 eligible 
parents of the participating CHCs. The mean age of the study participants was 38 years (± 7.1 years), and nearly 
50% (238) were within an age range of 36–50 years. As shown in Table 1, more than half of the respondents were 

Table 1.  Socio-demographic characteristics of the study participants (N = 474).

Variables Frequency (%)

Age (In completed years)

 18–35 53 (11.2)

 36–50 238 (50.2)

 > 50 183 (38.6)

Gender

 Male 205 (43.2)

 Female 269 (56.8)

Residence

 Urban 199 (42)

 Rural 275 (58)

Marital status

 Married 408 (86.1)

 Widowed 58 (12.1)

 Divorced 8 (1.7)

Educational status

 Formal education 80 (16.9)

 Religious education 130 (27.4)

 No formal education 264 (55.7)

Monthly household income (In Afghanis)

 ≤10,000 392 (82.7)

 >10,000 82 (17.3)
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male (269; 56.8%), urban residents (58%), and with no formal education (275; 55.7%). A vast majority of them 
(392; 82.7%) had a monthly household income of Afghanis < 10,000 (approx. USD 120).

Characteristics of the bereaved parents and the index trauma. Of parents interviewed, 410 
(86.5%) lost a single child. The children were mostly (324; 68.4%) under five, and in the majority of the cases 
(385; 81.2%), they were male. In terms of the number and nature of the traumatic event, an almost third (135; 
28.5%) of the parents experienced more than one traumatic event, and most of the events were most often 
included with an emotional threat (224; 47.3%), followed by physical threat (198;41.3%), and social threats 
(26;5.5%). Prior to the index trauma, 83 (17.5%) respondents were suffering from pre-trauma mental health 
problems, and 44 (9.3%) of them had pre-trauma medical conditions. Additionally, more than half (283; 59.9%) 
of the subjects asserted that they had lost other close relatives to armed conflict. Table 2 depicts the characteris-
tics of the respondents and the index trauma.

Table 2.  Characteristics of the bereaved parents and the index trauma (N = 474).

Variables Frequency (%)

Number of lost child/children

 One 410 (86.5)

 More than one 64 (13.5)

Gender of lost child/children

 Male 385 (81.2)

 Female 89 (18.8)

Age of lost child/children

 < 5 years 324 (68.4)

 ≥ 5 years 150 (31.6)

Time since loss

 ≤ 1 year 244 (51.5)

 >1 year 230 (48.5)

Reason for referral

 Psychosocial consultation 176 (37.1)

 Others 298 (62.9)

Number of events

 One 339 (71.5)

 More than one 135 (28.5)

Nature of the experienced threat

 Physical 198 (41.8)

 Emotional 224 (47.3)

 Social 26 (5.5)

 Bio-psycho-social 26 (5.5)

Pre-trauma mental health problems

 Yes 83 (17.5)

 No 391 (82.5)

Pre-trauma physical health problems

 Yes 126 (26.6)

 No 348 (73.4)

Peri-traumatic use of medications

 Yes 180 (38)

 No 294 (62)

Availiability of socio-economic support

 Yes 354 (74.7)

 No 120 (25.3)

Pre-existing medical conditions

 Yes 44 (9.3)

 No 430 (90.7)

Loss of any other close relative due to war

 Yes 283 (59.9)

 No 191 (40.3)
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Probable PTSD prevalence in bereaved parents. A vast majority of our sample of bereaved parents 
(90.72%; 430) scored ≥ 33 on PCL-5 [95%CI: 87.74%-93.17%] (Fig. 1). The inter- and intra-rater reliability was 
acceptable (inter-rater reliability > 0.82, intra-rater reliability > 0.91).

Factors that predicted probable PTSD in our sample of bereaved parents. We conducted the 
bivariate analysis for all independent variables. Multiple logistic regression analysis was done for those variables 
with a P value of < 0.25 in bivariate analysis. The multiple logistic regression showed that the odds of probable 
PTSD was higher in parents who lived in rural areas (Adjusted Odds Ratio [AOR] = 3.71, 95% CI 1.37–9.97) 
than urban residing parents. Besides, parents who were aged > 50 years had 2.41 times higher odds of probable 
PTSD (AOR 2.41, 95% CI 1.03–5.57) than parents aged ≤ 50. The number of experienced traumatic events was 
significantly associated with the development of probable PTSD. The odds of developing probable PTSD among 
parents who have experienced more than one traumatic event were 2.91 times (AOR 2.91, 95% CI 1.05–7.94) 
more than those who have experienced only one traumatic event. A pre-existing medical condition was also 
substantially associated with the development of probable PTSD. In contrast to the parent with no pre-existing 
medical condition, those with a pre-existing medical condition were 3.5 times (AOR 3.5, 95% CI 1.55–8.05) 
more likely to develop probable PTSD. Furthermore, the age of the lost child was highly associated with the 
development of probable PTSD. Parents who lost a < 5-years-old child had 2.38 times higher odds (AOR 2.38, 
95% CI 1.16–4.70) than parents who lost a ≥ 5-years-old child. Table 3 summarizes the results of the bivariate 
and multivariable analysis.

Discussion
We aimed to assess PTSD probability in parents residing in Kandahar province and lost at least a child to armed 
conflict. Our findings suggest the necessity for mental health services in these settings and provide key informa-
tion that humanitarian assistance providers can use. A staggering number (430; 90.72%) of our study subjects 
scored ≥ 33. We observed that several attributes of the bereaved parent (i.e., their residential area, age, the number 
of the traumatic events they encountered, and their pre-existing medical condition) and the age of the lost child 
were highly associated with PTSD probability.

To the best of our knowledge, the literature on PTSD probability in parents who lost at least a child to armed 
conflict, and that may provide a context to our findings, is very scarce. However, some studies assessed PTSD 
symptoms in parents who lost a child to other traumatic events. These studies found higher levels of PTSD 
symptoms ranging from 12.5 to 63% in their  subjects29–31.

A limited number of mental health facilities in terms of infrastructure and personnel, the exceptional severity 
and lengthy duration of warfare, poverty, unemployment, and illiteracy in this geography are some of the factors 
that may have brought about such a staggering level of PTSD probability. Therefore, the provision of mental 
health services for this population is of paramount importance.

Our results epitomize the difference in PTSD probability in urban and rural populations. A significantly 
higher number (194) of the rural population were more susceptible to PTSD than their urban counterparts. This 
finding has been found in prior studies and may signify the higher level of insecurity, limited access to health 
facilities, as well as socio-cultural impediments (stigma, and traditional approaches of care) in rural  settings32–34. 
Hence, further studies are warranted to explore unique contributors to this higher susceptibility of PTSD in 
rural populations.

Consistent with relevant literature, our findings indicate that PTSD probability was lower in parents 
aged ≤ 50 years than those aged beyond 50 years. Studies have found that PTSD probability was higher in bereaved 
people who lost a loved one in old  age35,36. This finding may somehow elucidate additional stressors, such 
as increased bio-psychological health problems, low social support, poor resilience capability, and the loss of 
independent life that bereaved elders may have to endure. We recommend the provision of biological (medica-
tions), monetary (household material, nutrients, money), psychological (counseling), and social (tangible and 
non-tangible) support to bereaved parents through a patient-oriented sustainable program. Such a program may 
prove exceptionally productive to control PTSD symptoms, particularly in parents who are beyond 50.

Figure 1.  Probable PTSD prevalence in bereaved parents.
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We noticed that bereaved parents who have experienced more than one traumatic event were 2.91 times more 
susceptible to PTSD. Similar studies on individuals who lost a loved one or experienced other traumatic events 
have shown an association between the number of traumatic events experienced- either to the same or a different 
type of event- and PTSD  probability29,30. An earlier study among the Afghan population also demonstrated an 
association between mental health status and the number of traumatic  events16. Despite a 40-year continuous 
conflict and numerous traumas witnessed by Afghans, the country had not developed robust mental health ser-
vices either at a facility or national level. Thus, augmenting the availability (quantity) and functionality (quality) 
of these services is highly recommended.

As indicated in pertinent literature, we found that the presence of a pre-traumatic medical condition was 
significantly associated with higher PTSD  probability29,37. Extensive research highlights that the solo presence of a 
medical condition, such as DM, cancer, is associated with higher PTSD  probability38,39. Needless to mention that, 
PTSD symptoms may predispose bereaved parents to enhanced risk of medical  problems40–42. Hence, screening 
and early identification of bereaved parents with a pre-existing medical condition are of great importance to 
circumvent additional medical conditions and their psychosocial sequelae.

We observed that the age of the lost child was significantly associated with PTSD probability. That is, in 
parents who lost a < 5-years-old child, PTSD probability was 2.38 times higher. In contrast, Yin Q et al. (2018) 
reported a higher prevalence of PTSD symptoms among parents who lost a child of older  age30. Hence, this 
finding is to be further explored by future research.

In this study, the participants of the female gender showed higher rates of PTSD, but it was not statistically 
significant. However, previous studies reported that women are two to three times as likely as men to meet 
the criteria for PTSD following such  events16,43,44. To elaborate on this discrepancy, the following points may 
prove worthwhile. First, to the best of our knowledge, this is the first study that assessed PTSD probability in 
Afghanistan, especially in Kandahar province. Therefore, some socio-demographic factors that contribute to the 
uniqueness of this area, such as Pashtun culture, and discordance of gender roles in western society, may have 
affected the findings. Second, women tend to communicate more, especially during times of adversity, and are 
more resilient than  men16,45,46. Therefore, data from a red zone, such as Kandahar city may bear little concord-
ance with a study conducted in a post-conflict setting or green zone. Third, previous studies have almost always 
assessed PTSD in post-conflict settings. This may be the first study that evaluated PTSD probability in a current-
conflict setting. Fourth, there is a tiny likelihood that the female participants may have adjusted their responses 
and made the responses appropriate for the group setting to avert potential husband or family retribution, in 
case they were quite honest in their answers. Fifth, for some understandable reasons, such as security, ease of 
access, and its well-known address, the CHC, in addition to its health care services, is a typical setting for welfare 
activities and donation distribution. Therefore, our participants may have unconsciously attuned their responses 
to attracting or obtaining a potential donation.

Table 3.  Factors associated with odds of developing probable PTSD in bereaved parents who live in Kandahar 
Province, 2021; crude and adjusted odds ratio.

Independent variable Categories Crude odds ratio (95% CI) P-Value Adjusted odds ratio (95% CI) P-Value

Respondent’s residence
Rural 6.22 (2.40–16.11)

 < 0.001
3.71 (1.37–9.97)

0.01
Urban 1 1

Gender of the respondent
Male 1

0.51
–

–
Female 1.01 (0.89–2.2) –

Age of the respondent
 < 50 years 1

0.007
1

0.042
 > 50 years 2.99 (1.35–6.60) 2.41 (1.03–5.57)

Number of the event
1 1

0.014
1

0.039
 > 1 3.28 (1.26–8.52) 2.91 (1.05–7.94)

Availability of bio-psycho-social 
problems

Yes 1
0.008

–
–

No 2.32 (1.21–4.42) –

Loss of any other close relative
Yes 1.80 (0.95–3.37)

0.067
–

–
No 1 –

Pre-exisiting medical problems
Yes 4.82 (2.26–10.29)

 < 0.001
3.5 (1.55–8.05)

0.003
No 1 1

Time since the loss
 < 1 year 0.60 (0.31–1.14)

0.127
–

–
 > 1 yer 1 –

Number of the lost child/children
1 1

0.139
–

–
 > 1 1.80 (0.82–3.97) -

Age of the lost child/children
 < 5 years 3.4 (1.79–6.45)

 < 0.001
2.38 (1.16–4.70)

0.002
 > 5 years 1 1

Gender of the lost child/children
Male 2.58 (1.31–5.07)

0.005
–

–
Female 1 –
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Limitations
We recommend considering our findings in light of the following limitations. Firstly, we did not employ the gold 
standard diagnostic tool for PTSD, that is, CAPS-5. Besides, we appreciated that clinical interview may have 
produced a lower percentage, as PCL-5 may be biased and have inflated the positive cases. Therefore, we have 
used a more conservative label (probable PTSD). Secondly, we did not measure “prolonged grief ” and “depres-
sion” in our subjects. This in turn may have overlap and somehow altered our results. Thirdly, our subjects 
represent physically and/or emotionally distressed parents who presented to the CHC for care. Therefore, such 
high rates (90.72%) of probable PTSD in clinical population may not represent the general population. Fourthly, 
the research articles that could provide a benchmarking context to our findings were very scarce, particularly in 
rural populations. Fifthly, this was the first attempt to use the Pashtu version of PCL-5, while its psychometric 
properties are yet to be validated. Sixthly, the nearly four decades-long persistent warfare in Afghanistan and 
its inevitable multitude of consequences contribute immensely to the unique attributes of our study setting and 
subjects and the reduction of our results generalizability. It somehow elucidates the staggering number (430; 
90.72%) of our study participants susceptible to PTSD. Seventhly, we have not accounted for subjects with sub-
threshold symptoms of PTSD who scored < 33. Finally, our results reflect a deficiency of assessing diverse levels 
(low, medium, or high) of PTSD probability.

Conclusion
We concluded that bereaved parents who lived in Kandahar province and lost a child to the armed conflict were 
highly (430; 90.72%) susceptible to probable PTSD. Our study, conducted in a combat-ridden setting, has come 
across some respondent-related factors. These factors were significantly associated with higher PTSD probability. 
They include parents’ attributes such as residential area (rural vs. urban), age, number of traumatic events they 
have experienced, and their pre-traumatic medical condition, as well as the age of the lost child.

Data availability
The primary data used to support the findings of this study are available with the corresponding author upon 
request.

Received: 16 September 2022; Accepted: 8 March 2023
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