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Abstract 

Background: The role of traumatic event exposure and psychiatric disorders as central risk factors for suicidal behav‑
ior has been established, but there are limited data in high conflict regions with significant trauma exposures such as 
Afghanistan.

Methods: A nationally representative, cross‑sectional survey was conducted through systematic stratified random 
sampling in 8 regions of Afghanistan in 2017 (N = 4474). Well‑validated instruments were used to establish trauma 
exposure, psychiatric disorders. Death preference, suicidal ideation, plan, and attempts were assessed.

Results: In the total sample, 2.2% reported suicidal ideation in the past 12 months, and 7.1% of respondents reported 
that they had suicidal ideation at some point in their lives; 3.4% reported a suicide attempt. Women were at higher 
risk than men. All traumatic event exposures were strongly associated with suicidal behavior. Respondents who 
reported experiencing sexual violence were 4.4 times more likely to report lifetime suicide attempts (95% CI 2.3–8.4) 
and 5.8 times more likely to report past 12‑month suicidal ideation (95% CI 2.7–12.4). Associations were strong and 
significant for all psychiatric disorders related to suicidal behavior. Respondents who met criteria for major depres‑
sive episodes (OR = 7.48; 95% CI 4.40–12.72), generalized anxiety disorder (OR = 6.61; 95% CI 3.54–12.33), and PTSD 
(OR = 7.26; 95% CI 4.21–12.51) had the highest risk of past 12‑month suicidal ideation.

Conclusion: Traumatic event exposures and psychiatric disorders increase risk of suicidal behavior in the Afghan 
general population; women are at high risk. Interventions to reduce trauma exposure, including expansion of a men‑
tal health workforce in the region, are critically important.
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Background
Suicidal behavior such as ideation about death and 
intentional suicidal self-harm are relatively common 
(Nock et al. 2008, 2010; Borges et al. 2010) and concern-
ing for public health as such behavior may be indicative 
of underlying psychiatric disorders and distress, as well 
as a precursor to serious self-harm and death (Brown 
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et al. 2000; Mann et al. 1999). Suicide death remains a 
major driver of mortality across the world, contribut-
ing to at least 700,000 deaths annually (World Health 
Organization 2021), of which an estimated 77% occur 
in low- and middle-income countries (World Health 
Organization 2021); suicidal ideation and behavior 
remain key risk factors for suicidal death (Cavanagh 
et al. 2003), and can be psychologically distressing even 
when not accompanied by a serious suicide attempt. 
Understanding drivers of suicidal behavior, especially 
in areas of the world that are understudied, therefore 
remains critical to global health and mental health.

Exposure to traumatic events is a strong and consist-
ent risk factor for suicidal behavior (Beristianos et  al. 
2016; Lira et al. 2022; Wilcox et al. 2009). The severity 
of the resulting psychological distress after exposure to 
trauma varies as a function of the severity of the trauma 
exposure, social support available to the survivor, and 
pre-existing level of psychiatric burden or psychologi-
cal distress (Asarnow et al. 2020; Krysinska and Lester 
2010; Grandison et  al. 2022). Yet there remain gaps in 
the literature on the prevalence, distribution, and psy-
chiatric correlates of suicidal behavior and its associa-
tion with trauma in low- and middle-income countries, 
especially in those with histories of war and conflicts as 
well as countries in which religious taboos may make 
mental health stigma and discussion of suicide, espe-
cially difficult. These gaps are important; we cannot 
assume that science of suicidal ideation and behavior 
from studies largely in high-income settings generalize 
across the world, especially to areas with different cul-
tural and religious practices as well as unique trauma 
histories.

Suicide is highly discouraged as a matter of Islamic 
faith (Kazi and Naidoo 2016), and Islam may be the most 
influential among religions in reducing the number of 
suicides among its followers, with some rare exceptions 
(Chel’loob 2019). While religiosity is generally protective 
from fatal self-harm, low suicide rates may also reflect 
misclassification of suicide deaths as due to other causes 
given its stigmatized nature. Of special interest is a high 
rate of young females’ suicide and attempted suicide in 
Muslim-dominated Middle Eastern countries (Rezaeian 
2010). This has been linked to the effect of traditional 
customs in the Middle East such as restrictive marriage 
customs and domestic violence, together with violent 
methods of suicide and elevated depressive rates among 
women. Furthermore, these countries have high rates 
of both internal and external migration due to poverty, 
unemployment, and armed conflict, which by itself may 
increase the rate of suicidal behavior. All these apply to 
the Afghan context, to different degrees along the multi-
ethnic components of Afghanistan, and potential spatial 

correlation of geographic regions where they are living, 
intensity of terrorists’ attacks, and rural/urban situations.

Indeed, the population of Afghanistan has endured 
more than three decades of exposure to international 
and civil war and violence, resulting in ubiquitous expo-
sure to often extreme levels of stress and bereavement, 
as well as strain due to destruction of economic, social, 
and cultural infrastructure (Alemi et al. 2014; Silove and 
Ventevogel 2022). Existing population-based research in 
Afghanistan is limited, but what has been done demon-
strates a high burden of psychiatric disorders and trau-
matic event exposure (Kovess-Masfety et  al. 2021a, b). 
Studies of suicidal behavior in Afghanistan are limited, 
in part perhaps due to the stigmatized nature of suicide. 
However, such information is critical to begin conducting 
surveillance on, both to inform the literature on suicidal 
behavior in a country with unique trauma exposures, as 
well as to build an evidence base for continued study. 
Indeed, Afghanistan is once again going through a period 
of change, with the withdrawal of US occupation from 
the region and reinstatement of Taliban government in 
2021. Building a research infrastructure that attends to 
surveillance of mental health and suicidal behavior in the 
Afghan population will allow for assessment of burden 
and needs in the region and inform the broader literature 
about the effects of war and trauma within this under-
studied population.

The present study analyzes the largest dataset of psychi-
atric disorders, trauma, and suicidal behavior conducted 
to date in the Afghan general population to address three 
aims: first, we examine the burden of suicidal ideation 
and attempt, and demographic correlates including gen-
der and age, in the Afghan general population; second, 
we examine the association with experiences of trauma 
and stressful experiences; third, we examine associa-
tions with psychiatric and substance disorders including 
mood and anxiety disorders, psychotic experiences, and 
tobacco and other drug use.

Methods
Sample
A cross-sectional household survey was implemented 
from April to October 2017 in each of the eight regions 
of Afghanistan: (1) Eastern; (2) South Eastern; (3) 
Southern; (4) Western; (5) North Western; (6) North 
Eastern; (7) Central Kabul; and (8) Central Bamiyan. 
A multi-stage stratified cluster sampling method was 
applied: in each region, two provinces were randomly 
selected totaling 16 provinces out of a possible 34. 
A random sampling of clusters within province was 
selected, based on maps of 320 clusters provided by the 
Central Statistical Organization. Within each cluster, 
14 households were randomly selected and eligibility 
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criteria assessed. In the household, a randomized adult 
selection was based on Kish selection before start-
ing the interview. Eligibility included Afghan males 
and females at least 15  years old who were residents 
of the household and those who had given consent to 
participate in the study. The study aimed to estimate 
prevalence of common mental health problems in the 
population aged 15 or older; thus, the study was pow-
ered to estimate predictors of an outcome with preva-
lence of at most 20% based on existing global literature. 
Based on an estimated 20% outcome, minimum total 
sample size per region was 246 using simple random 
sampling assumptions; because our design was multi-
stage cluster sampling, considering the design effect, 
and anticipating the non-response to be 10%, the final 
target sample size in each region was 542, rendering a 
total sample size for the country of 4475 head of fam-
ily members and 4474 individuals. A consent form was 
read aloud and accepted for each selected person before 
completion; those who did not accept were excluded. 
Sampling weights were created based on the age and 
gender of the population based on census data and 
applied to the sample to approximate national distribu-
tions. A team of one female and one male was responsi-
ble to collect data from each household. Data collection 
was supervised by provincial supervisors, and regular 
monitoring visits were conducted by monitoring offic-
ers. Furthermore, the provincial public health direc-
torate also conducted supervisory visits from the data 
collection process. Details of the study design and 
methodology can be found elsewhere (Kovess-Masfety 
et al. 2021a, b).

The distributions of study demographics are found in 
our previous publications (Kovess-Masfety et al. 2021a). 
Briefly, 52.62% of the weighted individual sample com-
pleted no formal education and did not have any read-
ing skills, 3.5% did not complete primary school, 6.4% 
completed primary, 8.47% secondary, 18.1% college, 
and 7.85% university. 53.5% of the sample declared 
no income, with distinct differences by sex; 84.61% of 
women and 22.62% of men reported no income. 13.68% 
of the sample reported working in agriculture or animal 
husbandry, 13.8% as a laborer, 9.11% salaried, and 3.7% in 
business or trading. Income was very much linked to the 
type of employment: those in agriculture, farming, or as 
laborer earned an average of 7200 AFS (100$), whereas 
those in business earn 12,982 AFS (200$). Female disad-
vantage persisted for women who earned income: 42% of 
women who worked were in the lowest income category 
versus 16% of men. Urban people reported to higher-
income groups compared with rural people. On the total 
weighted sample, 27.55% were Tajik, 47.82% were Pashtu, 
11.4% Hazara, 6.58% Uzbek, 6.65% another ethnicity (for 

0.08% the information was missing). As expected, ethnic-
ities were very different across regions (Kovess-Masfety 
et al. 2021a).

Instruments
The questionnaire collected pertinent socio-demographic 
information including gender, age, educational level, 
marital status, occupation (position and sector), income, 
and ethnicity.

Information about major depressive episodes and 
generalized anxiety was obtained by Composite Inter-
national Diagnostic Interview Short Form (CIDI SF) 
(Kessler et  al. 1998) to estimate DSM-5 classifications. 
Post-traumatic stress disorder was assessed with the life 
event checklist 5 (LEC-5) together with PTSD Check-List 
5 (PCL) (Blevins et al. 2015; Weathers et al. 2013) using 
the DSM-5 algorithm.

We categorized traumatic events in five groups: col-
lective violence, sexual violence, accidental injury, cause/
witnessed harm, and interpersonal violence. First, col-
lective violence included those who experience or wit-
ness (1) fire or explosion; (2) assault with a weapon (for 
example, being shot, stabbed, threatened with a knife, 
gun, bomb); (3) combat or exposure to a warzone (in the 
military or as a civilian); and (4) captivity (for example, 
being kidnapped, abducted, held hostage, prisoner of 
war). Second, sexual violence included experience or wit-
ness of (1) sexual assault (rape, attempted rape, made to 
perform any type of sexual act through force or threat of 
harm); and (2) other unwanted or uncomfortable sexual 
experience (for example, doing sex during ministration, 
doing sex without your permission with your partner). 
Third, accidental injury included experience or witness of 
(1) natural disaster (for example, flood, earthquake); (2) 
transportation accident (for example, car accident, plane 
crash); (3) serious accident at work, home, or during any 
activity; (4) exposure to toxic substance (for example, 
mercury, benzene); and (5) life-threatening illness or 
injury; and only witnessed of sudden accidental death. 
Forth, cause/witnessed harm included witness of (1) sud-
den violent death (for example, homicide, suicide) and 
(2) sudden accidental death. Fifth, interpersonal violence 
included experience or witness of physical assault (for 
example, being attacked, hit, slapped, kicked, beaten up).

Five items queried suicidal behaviors: overall death 
preference or if the respondent wished to die; lifetime 
suicidal ideation, plan, and attempt; and last 12-months 
suicidal ideation. Responses options included yes, no, 
do not know, and refused. In addition, questions were 
asked about suicidal thoughts and intensity of desire 
to die, including frequency and recency. Missing data, 
including responding ‘don’t know’ or refusing to answer, 
in these questions were relatively rare, ranging from 2 
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respondents missing on past 12-month suicidal idea-
tion to 65 respondents missing on lifetime suicidal idea-
tion. These individuals were excluded from analysis. 
These five measures of suicidal behavior are standard in 
other surveys, range in prevalence (e.g., suicidal idea-
tion is typically common in most countries, whereas sui-
cide attempts are more rare), and time frame (e.g., past 
year, lifetime) and capture distinct aspects of the suicidal 
process.

Information about substance abuse was collected by the 
Alcohol, Smoking, and Substance Involvement Screening 
Test (ASSIST) (World Health Organization 2010). Infor-
mation on cigarette smoking, sedative use, and any other 
drug use was assessed, and problems related to substance 
use disorders were categorized based on established cut-
points for the ASSIST into: no risk, moderate, and high 
risk for smoking, sedative use, and any addiction.

Psychotic experiences included items that queried 
whether respondents saw a vision that is not really seen 
by other people; heard voices that other people could 
not hear; felt that their mind is controlled by others; felt 
that his/her mind was being taken by strange forces; had 
experience of attempts at communication from strange 
forces; and finally whether the respondent believed that 
there was a plot to harm them.

Data management and analysis
All data were entered twice in the Census and Survey 
Processing System (CS-Pro), and both datasets were veri-
fied for any consistency. If inconsistencies were found, 
the original questionnaire was re-checked to validate the 
response and the corrective measures were taken. Finally, 
the clean dataset was integrated into STATA and further 
cleaning processes were conducted by a statistician and 
analyst.

Analyses were done with STATA 17, and all analyses 
incorporated sampling weights. First, frequencies and 
prevalences were estimated for all study variables, includ-
ing outcome variables, common mental health disorders 
(major depression, generalized anxiety, and PTSD), any 
substance abuse, and traumatic events. Second, the out-
come variables were cross-tabulated by independent var-
iables to assess any bivariate relationship. Finally, logistic 
regression was run to determine the strength of associa-
tion, both unadjusted and adjusted for demographics and 
co-occurring mental health and substance use.

Results
In the total sample, 2.2% reported suicidal ideation in 
the past 12 months, and 18.0% reported that they cur-
rently prefer death. By sex, 1.8% (95% 1.2–2.5%) of men 
and 2.3% (95% CI 1.8–2.8) of women reported suicidal 
ideation in the past 12  months; 14.3% of men (95% CI 

12.7–16.0%) and 22.4% of women (95% CI 20.7–24.2%) 
reported death preference. When queried across the life-
time, 7.1% of respondents reported that they had suicidal 
ideation at some point in their lives; 3.9% reported mak-
ing a suicide plan; and 3.4% reported a suicide attempt. 
By sex, 5.4% (95% CI 4.4–6.6%) of men and 9.1% (95% 
CI 8.0–10.4) of women reported suicidal ideation in 
their lifetime; 4.8% of men (95% CI 2.4–4.1%) and 4.8% 
of women (95% CI 3.4–4.6%) reported making a suicide 
plan in their lifetime; and 2.3% of men (95% CI 1.7–3.1%) 
and 4.6% of women (95% CI 3.8–5.5%) reported making a 
suicide plan in their lifetime.

Table 1 shows the association between each of the sui-
cidal behavior variables with study sample demographics. 
Generally, suicidal behavior was more common among 
women compared with men, those with Tajik and Hazara 
ethnicity (as compared with Pashtun, Uzbek, and other), 
no or low education, and poor economic status. Regional 
differences were apparent, with the highest levels of sui-
cidal behavior across outcomes for those in the central 
and south regions, comprising the provinces of Kabul 
and Parwan, and Paktika and Khost, respectively.

Table 2 shows the association between traumatic event 
exposures and psychiatric disorders with suicidal behav-
ior in the Afghan general population. There were strong 
and consistent associations between exposure to violence 
and trauma, and experiences of psychiatric disorders, 
with suicidal behavior. For example, suicidal thoughts 
were most prevalence among people who experience 
sexual violence (prevalence of suicidal thoughts, 33.3%, 
p < 0.01 for comparison with prevalence among those 
who did not), those who experienced caused/witnessed 
harm (28.1%, p < 0.01), and those who witnessed sexual 
violence (20.9%, p < 0.01). Similar patterns were evident 
across suicidal behavior outcomes. Every psychiatric 
disorder also increased the risk of suicidal behavior. For 
example, 29.6% of those with PTSD reported suicidal 
ideation, compared with 6.1% of those without PTSD 
(p < 0.01). Associations were also evidence for an increase 
in prevalence among those with major depressive epi-
sodes, generalized anxiety disorder, psychotic experi-
ences, smoking, and sedative addiction.

Table 3 describes the association between demographic 
characteristics and suicidal behavior outcomes in logis-
tic regression models with all demographic character-
istics in the model. Overall, women were more likely to 
report suicidal behavior than men, with the strongest 
association for lifetime suicide attempt (OR = 1.83; 95% 
CI 1.20–2.79). Suicidal behavior did not vary substan-
tially by age, although those 45 + years were more likely 
to wish for death than those in the youngest age group 
(OR = 1.40; 95% CI 1.06–1.83). Few associations emerged 
by ethnicity, although compared with Tajik ethnicity, 
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those reporting Pashtun ethnicity were more likely to 
report lifetime suicidal thoughts (OR = 1.74; 95% CI 
1.14–2.66). Higher levels of education were associated 
with lower odds of suicidal behavior, with the strongest 
association for lifetime suicidal planning (OR = 0.51; 95% 
CI 0.27–0.94). Economic status was robustly associated 
with suicidal behavior; for example, those reporting that 
they are middle class and rich have 0.43 times the odds 
of past 12-month suicidal ideation compared with those 
who report that they are poor or very poor (95% CI 0.27–
0.67). Few associations emerged for urban versus rural 
residence or by marital status.

In Table 4, we report the association between traumatic 
event exposures and suicidal behavior, adjusted for sex, 
age, ethnicity, education, marital status, economic status 
(self-reported), regions and residential area (urban and 
rural). There were strong and statistically significant asso-
ciations among almost all independent variables with the 
range of suicidal behavior outcomes. The strongest mag-
nitude of associations was observed for experiences of 
sexual violence. For example, respondents who reported 
experiencing sexual violence were 4.1 times more likely 
to report death preference (95% CI 2.56–6.44), 3.7 times 
more likely to report lifetime suicidal ideation (95% CI 
2.2–6.2), 4.2 times more likely to report lifetime suicide 
plan (95% CI 2.2–7.9), 4.4 times more likely to report 
lifetime suicide attempt (95% CI 2.3–8.4), and 5.8 times 
more likely to report past 12-month suicidal ideation 
(95% CI 2.7–12.4) compared with those who did not 
report experiencing sexual violence. Other traumatic 
event exposures also increased risk of suicidal behavior, 
with odds ratios generally ranging from approximately 
1.2 to 3–4 times increased risk. Associations for wit-
nessing trauma, such as accidental injury and collective 
violence, generally were lower in magnitude than associa-
tions for experiencing trauma, although even witnessing 
trauma was associated with increased risk.

Table  5 shows the associations between psychiat-
ric disorders and suicide risk adjusted for sex, age, 
ethnicity, education, marital status, economic status 
(self-reported), regions and residential area (urban and 
rural), and traumatic event categories. Associations 
were strong and significant for all psychiatric disorders 
related to suicidal behavior risk. The strongest asso-
ciations were observed for past 12-month suicidal idea-
tion. Respondents who met criteria for major depressive 
episodes (OR = 7.48; 95% CI 4.40–12.72), generalized 
anxiety disorder (OR = 6.61; 95% CI 3.54–12.33), PTSD 
(OR = 7.26; 95% CI 4.21–12.51), psychotic experiences 
(OR = 5.64; 95% CI 3.22–9.87), high smoking addiction 
risk (OR = 4.39; 95% CI 1.87–10.32), and high sedative 
addiction risk (OR = 5.60; 95% CI 2.64–11.88) had the 
highest risk of past 12-month suicidal ideation. Across 

all disorders and suicidal behavior outcomes, experienc-
ing psychiatric disorders increased the risk of suicidal 
behavior, with odds ratios ranging from approximately 
1.2 to 7–8 times increases in risk. Sex remained a signifi-
cant risk factor in all models, with women at higher risk 
than men. Odds ratios for the increase in risk for women 
in these adjusted analyses ranged from (OR = 1.27; 
95% CI 0.75, 2.15) for last 12  months suicidal ideation 
to (OR = 1.58; 95% CI 1.18, 2.12) for lifetime suicidal 
ideation.

Discussion
The present study documents the high burden of sui-
cidal behavior in the general population of Afghanistan, 
and the association with established risk factors for sui-
cide including psychiatric disorders and experiences of 
trauma. We document strong and significant associations 
with traumatic event exposures, especially those involv-
ing sexual violence, with suicidal behavior, as well as 
associations with psychiatric disorders across a broad 
range of symptoms, including depressive, anxiety, psy-
chotic, and substance use disorders. To date, this is the 
largest psychiatric epidemiological study of the Afghan 
general population conducted, and we document the 
need for increased mental health support infrastructure 
throughout the country. Given that political events have 
escalated in the country, especially in 2021, a continued 
focus on Afghan mental health is critical to public health 
in the regions. Suicide, including both death by sui-
cide and injuries that result from intentional self-harm, 
continues to be major drivers of morbidity and mortal-
ity worldwide, and outcomes that are preventable with 
accessible mental health and social support. Ensuring 
that such supports are in place across the world, includ-
ing vulnerable regions such as Afghanistan, is critical to 
building global mental health.

The findings from the general population of Afghani-
stan are higher than with those from other low- to mid-
dle-income regions; Borges et  al. document 12-month 
ideation rates of 2.4% (SE = 0.1) for females and 1.6% 
(SE = 0.1) for males (Borges et  al. 2010). Rates for low- 
and middle-income countries are generally and slightly 
lower than for high-income countries, which have prev-
alence rates of 2.2% for females and 1.7% for males for 
12-month suicidal ideation. A European multi-country 
study showed large differences across European coun-
tries, especially among women, with rates consistent with 
the rate of suicidal ideation among Afghan women (e.g., 
14.9% in France, 13.1% in Portugal) as well as attempts 
(e.g., 4.9% Portugal, 5.4% in France). Data on lifetime sui-
cide attempts from studies with similar population-based 
methodology are less available, suggesting an important 
area for future research.
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Reporting on data from 21 countries that were part 
of the WHO World Mental Health surveys, Nock 
et  al. (2009) documented increases in the risk of sui-
cidal behavior among those with psychiatric disorders 
of approximately 1.5 to threefold (Nock et  al. 2009). In 
Afghanistan, we found many associations in a similar 
direction and magnitude, and even higher for proximal 
suicidal behavior such as past 12-month ideation. Nock 
et  al. (2009) also found that overall, mental disorders 
were equally predictive in developed and developing 
countries, with a key difference being that the strongest 
predictors of suicide attempts in developed countries 
were mood disorders, whereas in developing countries 
impulse control, substance use, and post-traumatic stress 
disorders were most predictive (Nock et al. 2009). Results 
revealed that approximately 80% of suicide attempters in 
the USA have a temporally prior mental disorder. Anxi-
ety, mood, impulse control, and substance use disorders 
all significantly predict subsequent suicide attempts; 
however, these associations decrease substantially in 
multivariate analyses controlling for comorbidity but 
remain statistically significant in most cases (Nock et al. 
2010). Further, these results are in line with other psy-
chiatric epidemiological studies that have documented 
the serious public health risk of exposure to trauma for 
suicidal behavior. A meta-analysis in 2018 concluded that 
depressive disorders are one of the strongest predicators 
of suicide, and increase risk for suicide ideation, attempt, 
and death (Ribeiro et al. 2018). Another study found that 
anxiety is a statistically significant, yet weak, predictor of 
suicide ideation and attempts, and that PTSD is among 
the strongest associations for suicidal behaviors (Bentley 
et al. 2016). Indeed, interventions to address future sui-
cide risk among those exposed to trauma are a key area 
for implementation science and methodological innova-
tion in program and treatment development. Substance 
use disorders are a consistent risk factor for suicidal 
behavior, consistent with our results (Artenie et al. 2015a, 
b). Our results underscore the importance of such efforts, 
especially in areas with high levels of trauma exposure. 
Studies in Afghanistan, including our own, indicate that 
there are mental health treatment gaps, much like there 
are in many areas of the world, highlighting the need 
for a sustained focus on mental health to be included in 
humanitarian response in the region.

Our results on demographic predictors of suicide are 
also consistent with other research, documenting that 
social identity and socio-economic status remain robust 
predictors of suicide risk throughout the world. Risk fac-
tors for suicidal behaviors in both developed and devel-
oping countries that are confirmed in these data include 
female sex and lower education and income (Borges 
et al. 2010; Qin et al. 2003). There is abundant evidence 

indicating that low socioeconomic position, irrespec-
tive of the economic status of the country in question, is 
associated with an increased risk of suicide, including the 
suggestion that the recent global economic recession has 
been responsible for an increase in suicide deaths and, by 
proxy, attempts. These data also indicate regional varia-
tion in suicidal behavior within Afghanistan, with the 
central and southern regions at particularly increased 
risk. Reasons for regional variation remain speculative. 
The central region of Afghanistan includes major urban 
areas such as Kabul; residents may be more willing to dis-
close suicidal behavior in these areas and more likely to 
have connected with mental health services. The south-
ern regions have significant areas of ongoing political 
conflict, a high rate of immigrants, as well as burden-
some living and marital conditions that place individu-
als at increased risk. While we can only speculate about 
reasons for differences across provinces, higher rates in 
the central region may be attributable to domestic terror-
ism which has targeted the region and increased fear and 
despair, or compositional factors such as high levels of in-
migration from other provinces due to scarcity in home 
regions. Given that spatial clustering of suicides and 
suicidal behavior remains an important area of research 
(Keyes et  al. 2021), greater emphasis on understanding 
spatial aspects of suicide risk in high-conflict settings 
such as Afghanistan is important for future research.

The mechanisms that underlie the associations 
between trauma exposure, psychiatric disorder, and sui-
cide risk are well documented. Individuals enduring 
trauma, especially when there is grave threat to physical 
integrity and bodily harm, are at increased risk for feel-
ings of hopelessness, intrusive reexperiences of trauma, 
and feelings of disassociation and inability to feel close-
ness to loved ones (Bath 2008; Ásgeirsdóttir et al. 2018; 
Beautrais 2002; Nolen-Hoeksema 2012). Social isolation 
and fear of reporting or continued harm can also render 
difficult emotional pain leading to suicidal crises (Nock 
et  al. 2010; Möller-Leimkühler 2002). Further, witness-
ing trauma can also lead to intrusive and unpleasant 
thoughts and emotions, bereavement for those lost in the 
circumstance of violent trauma to others, a fear of retali-
ation, or ongoing physical threat (Panagioti et  al. 2015). 
The magnitude of the emotional response to trauma is 
evident in the results that we present here, with almost 
all traumas increasing the risk of suicidal behavior across 
the lifecourse.

Suicidal behaviors were more prevalent on women than 
men in univariate as well as in multivariable analyses: 
wishing for death, lifetime suicidal thoughts, and more-
over suicidal attempts occurred at approximately twice 
the rate in women compared to men, which is consistent 
with other data among Middle Eastern Muslim women 
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(Rezaeian 2010). Higher rates of suicidal behaviors have 
consistently been identified among women compared 
with men in many other countries as well (Boyd et  al. 
2015).

The population have Afghanistan has endured decades 
and generations of political conflict that has resulted in 
major disruptions in economic, educational, and social 
institutions, and exposed the population to high levels 
of poverty, unemployment, and injuries due to ongoing 
cycles of violence. Rates of psychiatric disorders includ-
ing PTSD have remained high through, and because of, 
these conflicts (Miller et al. 2008; Alemi et al. 2018). The 
effects of this ongoing, chronic exposure to stress were 
amplified in 2021 with another major upheaval given the 
change in the national political leadership to the Taliban. 
This political change prompted significant migration 
and displacement has families left the country, and for 
those who remained, there have been increases in finan-
cial trauma, unemployment, and food insecurity at the 
population level (United Nations Development Program 
2021). While data on current mental health status in 
Afghanistan remain scarce, available data and journalism 
sources suggest that there have been increases in mental 
health distress, suicide attempts, and fatal suicide, espe-
cially among young girls, who are excluded from educa-
tional opportunities.

The political conflicts and resulting economic insta-
bility have also resulted in unmet need for treatment 
of psychiatric disorders and distress in mental health 
care systems. While again data are scarce, reports from 
experts in the country indicate that mental health ser-
vices are increasingly underfunded after the political 
conflicts of 2021 and the loss of international aid sources, 
especially in rural areas (HealthNet 2021; Diwakar 2021). 
Thus, while the population of Afghanistan is increasingly 
burdened with psychiatric disorders and suicidal behav-
ior, the systems to treat the population for mental health 
problems is increasingly compromised. Ensuring that 
discussions of international relief include provisions for 
mental health treatment are critical moving forward in 
the country, and having data surveillance and systems in 
place to track population mental health burden is critical.

Limitations of the present study should be considered. 
Data collection was cross-sectional; other literature has 
reported longitudinal results on trauma experiences, 
psychiatric disorders, and suicidal behavior, however 
none to our knowledge in the country of Afghanistan. 
Ongoing surveillance of mental health disorders and 
suicidal behavior in Afghanistan is challenging in the 
current political climate. Experiences were based on 
self-report, as is common in psychiatric epidemiological 
studies; however, evidence indicates that self-report of 
suicidal behavior is relatively reliable. Finally, the survey 

did not include information on all possible risk factors 
for suicidal behavior, including genetic vulnerability 
and family history. Indeed, the development of suicide 
risk is complex, involving contributions from biologi-
cal (including genetics), psychological (such as certain 
personality traits), clinical (such as comorbid psychiat-
ric illness), social and environmental factors (Turecki 
et  al. 2019). The complexity of suicidal behavior is sup-
ported by many other studies that document how suicide 
is influenced by the interaction of a variety of biological, 
clinical, psychological, social, cultural, and environmen-
tal factors. As we conduct more research in the region, 
we plan to attend to these aspects of psychiatric disorder 
risk as well.

Conclusions
In conclusion, the population of Afghanistan has endured 
substantially traumatic event exposures, with significant 
implications for the burden and distribution of men-
tal health problems and suicidal behavior in the coun-
try. Continued research focused on understanding the 
unique experiences of people in Afghanistan, especially 
those with psychiatric disorders, is a critical for inform-
ing public health assessments of needs.
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