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Abstract

Original Article

Introduction

Decades of conflict and cycles of disasters in Afghanistan 
have caused enormous impacts on health, economy, and even 
national security.[1,2] Following the fall of the Islamic Republic 
of Afghanistan, Afghan assets in the United States and around 
the world were frozen.[1] Additionally, international donor 
funding for healthcare markedly decreased.[3,4] Moreover, the 
recent evolving socioeconomic circumstances contribute to 
the adversities of healthcare workers in Afghanistan.[2,3] The 
multiple impacts of these challenges on the quality of healthcare 
services, compounded with threats posed by COVID‑19, are 
worrisome.[4,5]

The resulting crises have devastating effects on the mental 
well‑being of the general population and the working 
healthcare staff.[6‑8] Anxiety and depression are pressing 

public health problems because of their high prevalence and 
are associated with lower quality of life.[6,7] Globally, studies 
have reported inconsistent levels of anxiety and depressive 
symptoms among healthcare workers, ranging from 21.3% to 
33.03%.[5‑8] The prevalence of these stress‑related conditions 
is reported to be higher among healthcare workers affected by 
conflict and other disasters, ranging from 29.5% to 73.6%.[9‑14] 
The level of these stress‑related conditions in Afghanistan, 
which has endured a series of disasters over the past 50 years, 
can be alarming.

Decades of war, poverty, and political instability have resulted 
in high rates of mental health conditions in the Afghan 
population.[3,4,15] Aside from the mentioned risk factors, 
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financial difficulties, insecurity, workplace violence, and 
unprecedented unemployment, to name a few, are potential 
contributors to the poor mental health of Afghan healthcare 
workers.[15,16] Likewise, a study conducted in Herat province 
has revealed that 73.6% of healthcare workers experienced 
symptoms of depression.[16]

The evolving sociopolitical circumstances may critically 
affect the psychological well‑being of healthcare workers in 
Afghanistan. Hence, we aimed to assess the levels of depression, 
anxiety, and stress symptoms and their determinants among 
Afghan healthcare workers. Such information could be of 
paramount importance in policy advocacy and planning aimed 
at mitigating the complications associated with these disorders.

Methods

We conducted this cross‑sectional study involving Afghan 
healthcare workers in public and private hospitals from May 
to July 2021. The study was conducted following relevant 
regulations. The three provinces selected purposively for 
our data collection included Kandahar  (Mirwais Regional 
Hospital, Momand International Hospital, and Kandahar 
Teaching Hospital), Zabul  (Zabul Provincial Hospital), and 
Helmand (Bost University Hospital). Healthcare workers aged 
18 years or older who consented to participate were enrolled 
but excluded those too sick to participate.

We calculated our sample size of 850 based on the current 
data of the provincial Directorates of Public Health. Our 
sample size calculation accounts for the desired confidence 
level (95%), expected design effect (2), allowable error (5%), 
and a 10% nonresponse rate. The final sample size was 830, 
and the response rate was 97.5%. We used the no‑probability 
sampling method to recruit potential participants for our study.

We developed and structured our study questionnaire based 
on the existing literature and experiences of Afghan medical 
staff with their stressors. The sociodemographic information 
of Afghan healthcare workers was collected using close‑ended 
questions including their age, sex, marital status, working 
settings, education, type of occupation, and income.

This study employed the Depression, Anxiety, and Stress 
Scale‑21 (DASS‑21) to explore the mental health symptoms of 
Afghan healthcare workers over the past two weeks. DASS‑21 
is an abbreviated version of DASS‑42.[17,18] It contains three 
indicators that are depression, anxiety, and stress. Each 
indicator consists of seven items, with a total of 21 items. 
DASS‑21 is a 4‑point scale from 0 (not at all) to 4 (extremely) 
that yields a total score from 0 to 84. Adding relevant items 
and multiplying them by two determined the final scores 
for each mental health symptom.[17‑19] The total scores were 
grouped into different categories based on the following 
ranges: for depression as normal  =  0–9, mild  =  10–13, 
moderate = 14–20, severe = 21–27, and extremely severe = 
≥ 28; for anxiety the scores were classified as normal = 0–7, 
mild = 8–9, moderate = 10–14, severe = 15–19, and extremely 

severe = ≥ 20, and for stress as normal = 0–14, mild = 15–18, 
moderate = 19–25, severe = 26–33, and extremely severe = 
≥ 34.[17,19] The Cronbach’s Alpha of the Pashtu version for 
depression, anxiety, and stress subscales were 0.89, 0.81, and 
0.91, respectively.

Later, the study questionnaire was translated into Pashtu (local 
language), after which the translation was reviewed by 
principal investigators and language experts and was 
agreed upon a consensus translation. It was pilot‑tested in a 
nonparticipating department in Kandahar Teaching Hospital.

The self‑administered paper questionnaires were provided to 
Afghan healthcare workers to be completed in the presence 
of the survey team. Daily, we checked the questionnaires for 
completion.

The data were entered into Microsoft Excel 2019 and analyzed 
using SPSS version 21.00.[20] We employed descriptive statistics 
to understand the demographic, educational, employment, and 
DAS‑21 variables. For univariate analyses, we carried out 
linear regression models. We performed a multivariable linear 
regression model to adjust for potential confounders  (age 
and sex). The model accounts for the required assumptions 
of linearity, non‑collinearity, independence of observation, 
homoscedasticity, unusual points, and normality of residuals. 
Statistical significance was set at P < 0.05.

Ethical approval
This study adheres to the Helsinki Declaration of 1975, 
as revised in 2008. The study received ethical approval 
from the Committee for Ethics and Research of Kandahar 
University  (Certificate #75). We discussed the nature and 
objectives of the study with the provincial authorities of 
Public Health Departments and obtained their permission. 
We received written informed consent from all participants.

Results

We approached 850 participants, and 20 who cited pressing 
clinical responsibilities declined participation. The mean age 
of healthcare workers was 30.4 ± 7.3 years, ranging from 20 
to 60 years, and 646 (77.8%) were male. The vast majority of 
the subjects 708 (85.3%) were employed in urban settings, and 
about 548 (66%) were married. Of the 830 healthcare workers, 
there were 368  (44.3%) medical doctors and 252  (30.4%) 
nurses. The detailed sociodemographic information of the 
healthcare workers is presented in Table 1.

Table  2 portrays the working conditions and other related 
information of the healthcare workers. Of the 830 healthcare 
workers, 338 (40.7%) were public employees, and nearly half 
(46.5%, 386) had working experience of 1–5 years. During 
the past six months, half  (50.6%, 420) of the participants 
reported either a decrease in income or an unpaid salary. Of the 
393 (47.3%) healthcare workers who were thinking of leaving 
Afghanistan, an uncertain future (44%) and a low standard of 
living (24.4%) in Afghanistan were the leading reasons given 
by participants. In terms of healthcare workers’ health, 94 
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(11.3%) had a pre‑existing medical condition, 217 (26.1%) were 
overweight/obese, and 84 (10.1%) were smoking [Table 2].

Mental health symptoms of the participants
The participants’ mean and standard deviation values for the 
DASS‑21 total scores were 37.06 ± 13.8. Of all participants, 
435 (52.3%) had symptoms of depression, 405 (48.8%) anxiety, 
and 389 (46.9%) stress [Figure 1].

Factors associated with mental health symptoms in 
healthcare workers
The results of multiple linear regression revealed that the 
likelihood of mental health symptoms was higher among 
those who worked in urban settings (P = 0.001), physically 
inactive (P = <0.001), had a decrease in income, or an unpaid 
salary in the past six months (P = <0.001), thinking of leaving 
Afghanistan (P = <0.001), had comorbidity (P = <0.001), and 
being single (P = 0.048)] [Table 3].

Discussion

To our knowledge, this study is one of the first national 
assessments of the mental health of Afghan healthcare workers 
employed at public and private hospitals. From this study, we 
found that the prevalence of mental health symptoms was high, 
suggesting there is a need for rapid, actionable, and locally 
relevant interventions. There were significant differences in 
healthcare workers’ mental health status based on their working 
settings, physical activity, marital status, income in the past 

six months, intention of leaving the country, and presence of 
pre‑existing medical conditions.

The present study suggests that our subjects had lower 
rates of symptoms of anxiety  (48.8%), stress  (46.9%), and 
depression (52.3%) compared to the findings of other studies 
from Afghanistan.[9,16] However, the findings on mental health 
symptoms in our study are still worrisome. Several studies 
from other developing nations showed mixed results on the 
levels of mental health symptoms in healthcare workers.[7,11,13,14] 
The inconsistent findings are not surprising since the 
exceptional severity and length of the ongoing conflict, future 
uncertainty, and financial constraints may have resulted in such 
overwhelming rates of mental health symptoms in healthcare 
workers.

In our study, we found different working locations had different 
effects on mental health symptoms, and there were urban‑rural 
differences in the association between working location 
and mental health symptoms of healthcare professionals in 

Table 1: Sociodemographic information of the healthcare 
workers  (n=830)

Variables Categories Frequency (%)
Age (M=30.4, SD=7.3) 20–30 513 (61.8)

31–40 240 (28.9)
41–50 65 (7.7)
51–60 12 (1.4)

Sex Male 646 (77.8)
Female 184 (22.2)

Work settings Urban 708 (85.3)
Rural 122 (14.7)

Marital status Single 262 (31.6)
Married 548 (66.0)
Widowed 20 (2.4)

Education Undergraduate degree 269 (32.4)
Graduate degree 376 (45.3)
Postgraduate degree 56 (6.7)
Clinical specialization 129 (15.6)

Occupation Doctor 368 (44.3)
Nurse 252 (30.4)
Pharmacist 40 (4.8)
Midwife 63 (7.6)
Lab technicians 36 (4.3)
Others 71 (8.6)

Income (Monthly) Below average 298 (35.9)
Average 487 (58.7)
Above average 45 (5.4)

Table 2: Working conditions and other information of the 
healthcare workers  (n=830)

Variables Categories Frequency (%)
Employment type Public 338 (40.7)

Private 212 (25.5)
Public and Private 164 (19.8)
Non‑Governmental 
Organizations

116 (14.0)

Experience (in years) <1 184 (22.2)
1–5 386 (46.5)
>5 260 (31.3)

Sleep duration below 7 h 577 (69.5)
7 h or above 253 (30.5)

Daily physical activity Yes 401 (48.3)
No 429 (51.7)

Decrease in income or unpaid 
salary

Yes 420 (50.6)

No 410 (49.4)
Thought of leaving 
Afghanistan

Yes 393 (47.3)

No 437 (52.7)
Reasons for leaving 
Afghanistan (n=393)

Low standard of 
living

96 (24.4)

Security concerns 56 (14.4)
Further studies 55 (13.9)
Family pressure 13 (3.3)
Uncertain future 173 (44)

Self‑perceived health status Good 258 (31.1)
Pair 513 (61.8)
Poor 59 (7.1)

Pre‑existing medical condition Yes 94 (11.3)
No 736 (88.7)

Body Mass Index (BMI) Healthy weight 613 (73.9)
Overweight 138 (16.6)
Obese 79 (9.5)

Smoking Yes 84 (10.1)
No 746 (89.9)
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Afghanistan. The results of the present study showed that 
those working in urban areas had significantly scored higher 
in the DASS‑21 total than those working in rural areas. Some 
studies conducted in developing countries are inconsistent on 
this aspect.[12-14] This variation may be due to disparities in 
sociodemographic characteristics, limited social networks and 
social interactions in urban settings, and other non‑explored 
factors warranting further investigations.

Consistent with the literature, single marital status was more 
likely to report higher levels of mental health symptoms than 
married status.[8,11,14] The higher susceptibility to mental health 
symptoms in this subgroup may be due to low social and 
emotional support and limited social interaction at both the 
familial and societal levels. We recommend the provision of 
biopsychosocial support to this vulnerable group.

Our study also revealed that healthcare workers with a 
pre‑existing medical condition and those not regularly 
participating in physical activity were more likely to experience 
mental health symptoms than their counterparts. These are 
well‑documented risk factors for poor mental health.[8,12,14] 
These findings further confirm the role of physical inactivity 
and comorbidity on the risk of mental health symptoms.

In this study, about half (50.6%) of the participants either had a 
decrease in income or had not received a salary in the past six 
months. Our data indicate a fairly strong association between 
financial losses with mental health. Healthcare workers who 
either had a decrease in income or were unpaid their monthly 

salary significantly scored higher in the DASS‑21 total than 
their counterparts. This potential stressor can be due to the 
deterioration of international donor funding for healthcare and 
the freezing of Afghan assets around the world.[1,2]

Finally, this study reported higher levels of mental health 
symptoms in healthcare workers who thought of leaving the 
country. The low standard of living and uncertain future in 
Afghanistan were the main reasons behind this thought.[21‑23] 
Pertinent literature from other conflict‑affected countries 
reports that financial crises, uncertainties, and low standards 
of living in the host countries are the principal reasons for 
the fleet of working health staff.[23,24] Hence, the current 
Afghan government should develop certain strategies to 
avoid financial adversities and the exodus of experienced 
healthcare workers.

Limitations
This study has limitations. Firstly, we employed the 
non‑probability sampling method, thereby restricting the extent 
to which our findings can be generalized. Secondly, the scarcity 
of studies on mental health symptoms in Afghanistan limits 
our benchmarking. Thirdly, our data were only of the currently 
employed healthcare workers. Therefore, its generalizability is 
limited in terms of not including healthcare workers who are 
unemployed and could have more worrisome mental health 
conditions. Finally, our results are not conclusive about the 
causes of mental illness in healthcare workers because we did 
not have a comparison group.

Implications for practice/policy and future research
The increasing burden of mental health symptoms among 
Afghan healthcare workers creates a growing need for 
innovative and evidence‑based interventions. Future 
investigations should help to clarify the root causes of poor 
mental health in Afghan healthcare workers using quantitative 
and qualitative research methods.[25] Another venue to explore 
will be workplace violence against healthcare workers in 
Afghanistan.

Conclusion

This study highlights the important findings about the 
psychological well‑being of healthcare workers in Afghanistan. 
These findings suggest rapid, actionable, and locally relevant 

Table 3: The results of multivariable linear regression

Variables B SE B t 95% CI P
Place of work1 3.8 1.15 0.10 3.35 1.6–6.15 0.001
Daily physical activity2 4.09 0.82 0.16 4.94 2.46–5.71 <0.001
Income lessened or unpaid salary3 3.49 0.83 0.13 4.18 1.85–5.13 <0.001
Thought of leaving Afghanistan4 5.78 0.84 0.22 6.86 4.13–7.44 <0.001
Smoking status 1.37 1.40 0.32 0.98 −1.37–4.12 0.325
Pre‑existing medical condition5 5.17 1.3 0.12 3.96 2.61–7.73 <0.001
Marital status6 1.73 0.87 0.64 1.98 1.01–3.45 0.048
B=Unstandardized beta coefficient; SE=Standard error; B=Standardized beta coefficient; CI: Confidence Interval. 11=Urban; 0=Rural, 21=No; 0=Yes, 
31=Yes; 0=No, 41=Yes; 0=No, 51=Yes; 0=No, 61=Single; 0=Married

Figure 1: Depression, anxiety, and stress symptoms in healthcare workers
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interventions to assure potential improvements in working and 
living conditions for the health staff.
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