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THE AFGHAN PEOPLE: SOCIETAL NORMS 
AND VALUES1

• Family is the single most important institution in Afghan society

• Honor comes from fulfillment of family obligations, respect for women and the 
elderly, loyalty to friends and colleagues, forthrightness

• Women are central to these values, and women are the standards by which 
morality is judged

• Society places much emphasis on etiquette—designed to uphold honor, and 
dignity 

• Afghans have profound belief in Islam

Presenter Notes
Presentation Notes
Honor is the rock on which social status rests, and the family is the single most important institution in Afghan societyIndividual honor comes from fulfillment of family obligations of family, respect for women, respect for the elderly, loyalty to friends and colleagues are values that Afghans share, forthrightnessWomen are central to these values, and in this patriarchal society women are the standards by which morality is judgedThe society as a whole places much emphasis on etiquette—designed to uphold honor, consequently dignity is more visible traitAfghans have a profound belief in Islam, but make no issue of being Muslim or proving their MuslimnessConflict over values began to erupt in the 1970sThe Soviets, with effective administrations limited to large cities, attempted to Sovietize the societyAmong a number of issues, encroachments on family decision-making and the roles for women violated sensibilities regarding honor ,which were simply intolerable for the vast majority of the populationDismissed rules of etiquette—encouraged submissiveness and perpetuated male-centered patriarchal attitudesLots of dissent in villages and cities, the government responded harshly-country slid into chaos or holy war began, which prompted the Soviet Union to invade in 1979



AFGHAN REFUGEE WAVES2

4 waves of migration

• 1st Wave: Soviet-Afghan War

• 6 million Afghans fled to Iran (2m), Pakistan (3.5m), and other countries (0.5m)

• 2nd Wave:  Afghan Civil War

• 2 to 3 million Afghans returned after the Soviets withdrew

• At end of 2nd wave, 5 million Afghans left and another 800k internally displaced

• 3rd Wave: Taliban rule 

• Many refugees fled to the U.S., Canada, Australia, and other Western nations that
offered stable democracies and a broad range of human rights

• 4th Wave: US/NATO Intervention and fall of the Taliban

• Most displacement internal

• Thousands of Afghans resettled in U.S. under SIV scheme

Presenter Notes
Presentation Notes
Afghan refugees constitute one of the largest protracted refugee situations in the world.  There are nearly 6 million Afghans who have been forcibly displaced from their homes





PE E R-REVIEWED LITE RATURE 
ON AFG HAN RE FUGEES3

• Quantitative Studies (n = 9)

• What is known about the prevalence of 
psychological distress among Afghan refugees 
and risk factors for distress?

• Moderate to high levels of depression, 
anxiety, and PTSD symptomatology

• Depression and PTSD symptomatology 
highly comorbid

• Dose-response relationship between 
traumas encountered and PTSD 
symptoms

• Risk-factors: older age, female gender, 
acculturative stress, legal status



DISCRIMINATION A MONG 
1ST-GEN A FGHANS4

Discrimination by Pre-Resettlement 
Trauma Explaining Distress

Discriminatory experiences have a greater 
impact on the mental health of individuals 
reporting higher pre-resettlement trauma



PEER-REVIEWED LITERATURE, 
CONT’D…3

• Qualitative Studies

• What are Afghan refugees’ experiences with distress, their emotional 
reactions to daily hassles, coping mechanisms, and help-seeking behaviors?

• Emotional responses induced by traumatic war experiences (e.g. 
family separation, witnessing atrocities)

• Post-resettlement stress linked to cultural-adjustment challenges 
such as intergenerational conflicts, language difficulties

• Family/informal networks integral to coping with adversities, filling 
void in provision of language appropriate health services

Presenter Notes
Presentation Notes
Qualitative Studies (n = 8)�What are Afghan refugees’ experiences with distress, their emotional reactions to daily hassles, coping mechanisms, and help-seeking behaviors?Emotional responses induced by traumatic war experiences (e.g. family separation, witnessing atrocities)Post-resettlement stress linked to cultural-adjustment challengesIntergenerational conflictsGender-role reversalsIdentity challengesStatus loss (no recognition for foreign credentials)English language difficulties leading to unemployment, financial hardship, loneliness and isolationFamily/informal networks integral to coping with adversities, filling void in provision of language appropriate health servicesWhat do these studies say about help-seeking behaviors?- The research on help-seeking behaviors and patterns is very limited�



HELP-SEEKING AMONG AFGHAN 
REFUGEES3

• Help-seeking—“any attempt to maximize wellness or to ameliorate, 
mitigate or eliminate distress”

• Limited number of studies examine help-seeking (n = 3) among Afghan 
refugees

• Qualitative in design, small sample sizes, focused on examining coping 
strategies

• Coping strategies include: seeking support through family, maintaining hope, 
engaging in religious activities (praying), keeping oneself busy

• Barriers to Professional Psychological Help: lack of language-appropriate mental 
health services, distrust and poor knowledge of mental health services, stigma 
associated with help-seeking

Presenter Notes
Presentation Notes
Studies examining help-seeking among Afghan refugees is extremely limited, qualitative in design with small samples, and therefore none examine patterns of use of professional mental health services



HELP-SEEKING BEHAVIORS OF AFGHAN 
REFUGEES RESETTLED IN AUSTRALIA5

• Sample: N = 150, 44% met criteria for clinically significant PTSD and 15% for 
clinically significant depression

• Most common source of help for mental health problems:

• General practitioners: 53.3%

• Psychologist: 38.6%

• Psychiatrist: 33.3%

• Family member: 9.3%

• Predictors of seeking professional help:

• Self recognition of PTSD or depression (~5X more likely to seek help)

• Functional impairment scores

Presenter Notes
Presentation Notes
A recent study by Slewa-Younan et al in 2017 investigated the help-seeking behavior of 150 Afghan refugees living in South Australia. Forty-four percent of the participants had clinically significant PTSD symptoms and 14.7% had evidence of clinically significant depression. The most common source of help with regards to mental health problems were general practitioners, while very few participants (5%) reported seeking help from specialists in trauma and torture mental health services. However, the overall percentage of people who sought help remains low at about 50%. The study also found that only self-recognition of a mental health problem and functional impairment levels were independently associated with help-seeking. These findings support the need for mental health promotion, particularly by primary care providers.  When the whole of sample participants were askedwhether they had ever sought help for a problem suchas one described in the vignette, almost half the sample(49.3%) reported in the affirmative. Of these, the top threesources for seeking help were the ‘General Practitioner’(53.3%) followed by ‘Psychologist’ (38.6%) and ‘Psychiatrist’(33.3%).The results indicated that only two predictors, selfrecognitionand functional disability scores, were statisticallysignificant in determining help-seeking. ResettledAfghan refugees who identified as having a problem suchas one described in vignette were 4.9 times more likelyto seek help than those who did not.



FREQUENCY OF USE IN THE PAST 12 
MONTHS6

Presenter Notes
Presentation Notes
When facing mental distress, to what extent do Afghans turn to Biomedical sector/professional help from mental health professionals (MHPs) such as psychologists and psychiatrists, and primary care physicians (PCPs)?seek informal services from clergy and herbalists (‘Tabibs’)?and/or draw on lay coping strategies such as support seeking (family and friends) and engaging in religious activities (prayer and reading Qur’an)?What factors influence this help-seeking?Help-seeking for mental distress among Afghans in Kabul is highly pluralisticAlthough religious activities were the most widely used coping resource, those seeking care outside, from biomedical practitioners and traditional healers were, on average, more distressedGiven the highly somatic nature of distress in our sample, the primary care sector provides a realistic avenue for help seeking in a society where mental health problems are highly stigmatizedAn integrated mental health system that embraces both modern and traditional healing practices may be more efficacious than medicalized mental health systems in meeting the unmet psychosocial needs of AfghansHelp-seeking can be defined as any attempt to maximise wellness or to ameliorate, mitigate or eliminate distress (Saint Arnault, 2009). In addition, in many conflict-affected countries such as Afghanistan, help-seeking resources for individuals include help from the professional medical sector, traditional healers, drawing on one’s support systems and faith (Saxena, Thornicroft, Knapp, & Whiteford, 2007). Until recently, there was no psychosocial support--Efforts by the Ministry of Health of Afghanistan to improve access to mental health services by moving mental health treatment from hospital-based care and integrating them into the primary care sector Met with financial, human, infrastructural and information resource limitations2011 WHO report indicates that the majority of primary health care doctors and nurses have not received official in-service training on mental health within the last five years (WHO, 2011)Lack of trained psychiatrists, psychiatric nurses, psychologists and social workers compounds the mental health crisis Only 0.231 psychiatrists and 0.296 psychologists per 100,000 populationRates comparably lower than those observed in other politically unstable countries such as the Syrian Arab Republic and Iraq (WHO, 2019, 2020)Efforts by the Ministry of Health of Afghanistan to improve access to mental health services by moving mental health treatment from hospital-based care and integrating them into the primary care sector Met with financial, human, infrastructural and information resource limitations2011 WHO report indicates that the majority of primary health care doctors and nurses have not received official in-service training on mental health within the last five years (WHO, 2011)Lack of trained psychiatrists, psychiatric nurses, psychologists and social workers compounds the mental health crisis Only 0.231 psychiatrists and 0.296 psychologists per 100,000 populationRates comparably lower than those observed in other politically unstable countries such as the Syrian Arab Republic and Iraq (WHO, 2019, 2020)



CULTURAL BEL IEFS ABOUT 
DEPRESS ION7 • Beliefs about depression highly concordant 

between men and women

• Causes—pre-migration and transit-related 
traumas, cultural adjustment challenges

• Symptoms—culturally salient expressions of 
distress and somatic complaints

• Treatments—curable, would not go away on 
its own, endorsed both biomedical (anti-
depressants, seeing a psychiatrist) and 
traditional systems of care (‘Imams’, ‘Tabibs’, 
Afghani music, herbal medicines)

Presenter Notes
Presentation Notes
Both samples thought depression was caused by mild traumatic�experiences (e.g., arbitrary searches, negative memories as a refugee while residing�in Pakistan), cultural adjustment challenges, cultural conflicts (e.g., children leaving�home after marriage), and interpersonal challenges (e.g., not having close family�around, not having others of a similar age to socialize with). Both samples viewed depression as curable, as is a disorder that will not go away�on its own and that, if not treated, could lead to other diseases. Additionally, men�and women shared similar beliefs on how depression ought to be treated, which�included seeking professional help from a psychiatrist and taking antidepressants;�lay techniques including exercise, rest, and taking herbal medicines; religious ac-�tivities such as prayer and reciting the Qur’an; treating other illnesses; and visiting�Afghanistan. Our findings also reveal that depression is believed to be curable and that if�left untreated could make one more vulnerable to other diseases. Our preliminary�qualitative research (Alemi et al. 2016) provides an explanation for this as partici-�pants indicated that “if left untreated,” depression gets worse and leads to suicide,�dementia, and chronic physical ailments. Furthermore, results show that treatments�for depression include visiting Afghanistan, previously shown to buffer the neg-�ative effects of the acculturation process (Alegria 2009), taking antidepressants,�and seeking professional psychiatric help. The latter two views were unexpected,�given stigmas surrounding the concept of professional psychiatric help previously�documented among Afghans (Lipson and Omidian 1992) and the degree of per-�ceived cultural incongruence in health services described by Afghans in previously�published studies (Omeri et al. 2006). Nonetheless, cultures are prone to change,�according to Kirmayer and Sartorius (2007), and are hybrid systems of knowledge�that vary over time and location. Some would contend that expressed requests for�biomedical care are in essence less widely recognized behaviors that serve as cul-�turally intelligible ways of communicating distress (Nichter 2010). Additionally,�Pincay and Guarnaccia (2007) assert that antidepressants (endorsed in this study)�may be viewed as a useful last resort in severe cases to gain control of one’s self, as�demonstrated in a study of Iranians examining EMs of depression (Dejman et al.�2010).�One can only speculate with regard to Afghans’ inclinations for biomedical care,�given no published studies of mental health utilization patterns. Therefore, a next�step is to investigate whether Afghan clients would be willing to act on these and�other culturally oriented beliefs during an illness episode (Pachter et al 2002) The excessive reliance on religious leaders, however, could potentially�dissuade some from seeking needed professional help. Religious leaders may also�emphasize “correct” cultural behavior, which could further lead to anxieties, stigma,�feelings of failure, and tarnish the reputation of one’s family; the latter would be�especially applicable to Afghan men



HELP-SEEKING IN OTHER [MUSLIM AND 
NON-MUSLIM] REFUGEES8

• Perceptions of formal and informal help-seeking

• Perceptions of pharmacological interventions

• Positive beliefs about using medication to treat mental illness 

• Perceptions of psychological interventions 

• Mixed views toward psychotherapy 

• Perceptions of traditional treatment 

• Mixed views toward traditional treatments 

• Perceptions of informal help-seeking

• Positive views toward informal help-seeking

Presenter Notes
Presentation Notes
PSYCHOLOGICAL INTERVENTIONS—apprehension about sharing personal private family matters with a strangerTRADITIONAL TREATMENTS--Across these studies participants described spiritual or traditionalhealing methods as a first line of treatment, for example,“Church [is the answer to dealing with mental illness]” and “It is witchcraft or a bad spirit. Go to church, see the pastor, and wait for it topass” (Piwowarczyk et al., 2014; pg. 212). In 11 studies respondents expressed variation in their beliefs (neutral beliefs, positive beliefs, negative beliefs, or beliefs that a combination of both traditional treatment and the dominant model of mental health care in host countries would be helpful)INFORMAL HELP-SEEKING--the community was endorsed as the first line of treatment for mentalillness, with respondents across 17 studies expressing positive viewsEXPLAINED BY:Lack of knowledge about mental health services--Further, even if a need for support was identified, the young person and their family might not be familiar with mental health services or consider it inappropriate to receive assistancefrom a strangerConcerns about appropriateness/effectiveness of available interventionsTrust, confidentiality and mental health services--concerns around confidentiality were identified in the context of working with a treatment provider from one's own community; confidentiality being compromised because interpreters mayknow them or their families.”Trust and refugee experiences--participants linked mistrust and concerns about confidentiality with the refugee experience, in particular exposure to traumatic events and harm at the hands of authority figures.Practical and logistical barriers—transport challenges, appointment schedulingMany refugees want physicians to be interested in discussing the historical and political contexts of their symptoms. Although Afghans were not included, one 2014 study using focus groups of 111 refugees from Burma, Bhutan, Somalia, and Ethiopia yielded helpful advice for providers when addressing mental health issues.2 Certain participants were quoted as saying, “Don’t just focus on pain. There are histories that are causing pain”, and “Connect pain to our problems at home”. Participants also emphasized that physicians should take the time to make refugees feel comfortable and ask direct questions about mental health (e.g. about “worrying too much”). As some participants stated, “If you don’t ask, I’m not going to answer”. 



SOURCES OF STRENGTH AND 
RESILIENCE9

• Faith (‘Iman’)—a source of individual strength in the face of misfortune

• Family Unity and Harmony (‘Wahdat’ and ‘Ittifaq’)—helpful for achieving 
consensus on decision-making, resolving family disputes and conflict

• Morals (‘Akhlaq’)—codes governing appropriate behavior, e.g. comportment to 
good manners, modesty in dress, respect for parents and elders

• Perseverance and Effort (‘Kohshish’)—working hard to overcome adversities

• Social Prominence, Respectability, and Honor (‘Izzat’)—adherence to cultural 
values a path to respect and social recognition

Presenter Notes
Presentation Notes
Hope arises from a sense of moral and social order embodied in the expression of key cultural values: faith, family unity, service, effort, morals, and honour. 
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POST-MIGRATION STRESSORS AND THE
MENTAL HEALTH OF REFUGEES
KENNETH E. MILLER, PHD
PSYCHOLOGIST AND RESEARCHER



WHAT ACCOUNTS FOR DISTRESS AMONG REFUGEES? 
I. THEWAR EXPOSURE MODEL (1975-2000)

In the old days, we assumed distress among refugees was 
primarily the result of violence and loss in their home 
country.



SYRIA



EL SALVADOR



BOSNIA



SRI LANKA



SYRIA



II. A MORE COMPLEX MODEL

 Concept of “Post-Migration Stressors”

 Daily stressors, Exile-Related Stressors

 These are the stressors people experience after becoming 
displaced.

 Post-migration stressors have a profound effect on the mental 
health of refugees and asylum seekers. 

 They represent the indirect effects of armed conflict



COMMON POST-MIGRATION 
STRESSORS 

 Social Isolation and loneliness

 Work restrictions, lack of relevant work skills unemployment, poverty, poor 
housing

 Difficulties navigating the new environment (language barriers, new systems)

 Feelings of helplessness, vulnerability

 Discrimination, marginalization

 Family violence: IPV and harsh parenting

 These are made worse by war exposure and post-migration stress; for the 
victims, they can be severe sources of traumatic stress.



FOR ASYLUM SEEKERS AND
UNDOCUMENTED REFUGEES WITHTEMPORARY STATUS

 Fear of deportation

 Detention, often prolonged, while case is pending

 Inability to access essential services if not in country legally

 Health, education, legal, and social services



AN ECOLOGICAL MODEL OF DISTRESS AMONG

REFUGEES



WARNING: MESSY SLIDE AHEAD… 



ARMED CONFLICT AND MENTAL HEALTH 
STATUS



SO WHAT?



IMPLICATIONS FOR INTERVENTION

A need for coordinated multi-service, approach to 
supporting refugees’ mental health and integration

 Address trauma and grief related to pre-migration experiences of 
violence and loss

 Address ongoing (post-migration) stressors in the here and 
now.

 The more we help refugees adapt successfully to their current 
environment, the less we will need formal mental health services.



ADDRESSING POST-MIGRATION STRESSORS

 Provide training in new work-related skills to enhance employability

 Create and link to settings that foster social support and new social 
networks

 Community centers, religious settings

 Work with schools to provide support for refugee children, to ensure 
their social inclusion. 

 Train school personnel in the experiences and needs of refugee children and 
adolescents. 

 Strengthen capacity to navigate new environment: transportation, 
language, accessing key systems



ADDRESSING POST-MIGRATION STRESSORS CONTINUED

 Provide support for refugee parents that addresses their own 
wellbeing, not just parenting. 

 Be alert for, and ready to address, family violence

 Not all PTSD symptoms reflect war exposure, even among refugees.

 Ensure access to legal services

 Advocate for fair and fast legal processes in determining refugee status



POST-MIGRATION STRESSORS & 
AFGHAN REFUGEES IN THE US

 Qais & Ken, findings and observations



THE AFGHAN SYMPTOM CHECKLIST

Kenneth E Miller, PhD
Psychologist and 
Researcher

AFSC-Afghanistan
Patricia Omidian
Abdul S Quraishy
Naseema Quraishy
Mohammad N Nasiri
Sima Nasiri
Nazer M Karyar
Abdul A Yaqubi



WHAT IS THE ASCL?

 A brief questionnaire that assesses whether people have experienced 23 different symptoms 
of distress during the past 2 weeks (or whatever time period one chooses).

 Developed and validated in Afghanistan

 Been used with Afghans in several other countries, including the U.S.

 Includes items familiar in western high-income countries, as well as culturally specific 
expression of distress that are meaningful and important among Afghans.



WHY CREATE A NEW QUESTIONNAIRE? 

 Western psychiatric questionnaires don’t include items important among Afghans. 

 If we only ask about the kinds of problems we’re familiar with, we risk missing a lot.

 Using culturally meaningful items helps the questionnaire makes sense to Afghans

 Creates a shared vocabulary between service providers and Afghan clients.



DEVELOPMENT OF THE ASCL

 Step 1: Identifying salient indicators (“symptoms”) of distress among Afghans

 Step 2: Using these indicators to create the questionnaire

 Step 3: Pilot testing the questionnaire with a small sample, making any adjustments needed

 Step 4: Test the ASCL in a large sample, assess validity and reliability

 Step 5 Use the ASCL in research, clinical practice, screening, and needs assessment



STEP 1: 
GATHERING STORIES & IDENTIFYING ”INDICATORS OF DISTRESS”

 Surveyors were trained to ask participants to think of and describe two people: 

 Someone you know who suffered during the war and is doing well now

 Someone you know who suffered during the war and is not doing well now

 Tell each person’s story

 How do you know this person was not doing well (was suffering)? What is it about the person that 
makes you think they were not doing well?



40 NARRATIVES WERE GATHERED



A SAMPLE STORY

 The daughter of the woman who is the focus of this story told us the story. She said: 

“We were four sisters and fours brothers. Only two of our sisters were older and the rest of our brothers and sisters were 
younger when our father died of natural causes. Our mother raised the children under very poor circumstances. During that 
time the fighting was very bad. One of our brothers left home to go get groceries, he was only 21 years old. The fighters asked 
him where he was from, then they killed him. This affected our mother very much. Two months later our 18-year-old brother 
left to go get groceries, and a bomb hit that area and he died. Our family was at home but they brought the bodies to our 
mother. Our mother continued to live her life but she is very weak. She works at a hospital. Her pay, which is 1700 to 1800 
Afghanis [about 36 dollars] a month helps her live her life. And her two sons live with her. She always has a severe headache. 
Her fishar is always high and she has diabetes. She doesn’t have much of an appetite. She often becomes jigar khun and cries a 
lot and tries to stay away from people when she is at home. She tries to stay away from gatherings and if she does go she 
becomes very impatient while she is there. Every time she thinks about one of her sons and how one was shot with holes in his
body and how the other one was shattered into pieces because of the bomb she becomes asabi, and if someone talks to her she 
becomes angry and starts fighting. When she is at home she puts a curse on the people who took her sons away from her. She 
prays, and she does not have a good relationship with her family. 



A MIX OF FAMILIAR AND CULTURALLY SPECIFIC

Familiar in the West Culturally Specific

Crying Jigar khun

Nightmares Asabi

Insomnia Fishar-e-bala

“Thinking too much” (akin to rumination) Fishar-e-payin

Social withdrawal Hitting oneself



VIEWING THE INDICATORS IN A MATRIX: 
PERSONAL, FAMILY, AND COMMUNITY



STEP 2: CONSTRUCTING THE QUESTIONNAIRE

 23 most commonly mentioned items were used to create the ASCL. 

 Answer choices range from 1 (never) to 5 (every day). 

 Scores can range from 23 to 115.



ANSWER CHOICE VISUAL AID

During the past two weeks, how often have you 
_________?



KEY FINDINGS FROM PILOT TESTING AND TWO LARGE STUDIES IN KABUL

 Pilot study:  30 women and 30 men in 2 neighborhoods of Kabul (2004)

 All items easily understood, visual aid was quickly understood and very useful.

 Internal consistency high = .93

 Large studies: 320 adults in Kabul in both studies, 160 women and 160 men (2004, 2006)

 Demonstrated validity by correlating as expected with other measures of distress (.6 - .7)

 Most frequently experienced symptom: “Thinking too much”; also headaches, insomnia, poor appetite, impaired functioning

 Culturally specific items were experienced frequently, especially jigar khun

 One item, hurting oneself, was common among women, non-existent among men.

 Identified particularly vulnerable groups in Kabul 



USE IN RESEARCH

 Miller et al. (2006, 2008 2009)

 Used in study showing that “daily stressors” impacted mental health at least as powerfully as war exposure

 Used in study showing that war trauma is better captured by the ASCL than a widely used measure of PTSD

 Rasmussen et al. (2014)

 ASCL compared favorably with SRQ

 Alemi et al. (2018, 2016, 2015):  Afghans in Kabul, in Istanbul, and in San Diego

 Key findings from the San Diego study of post-migration stressors…



ASCL IS A SCREENING & EVALUATION MEASURE, NOT A DIAGNOSTICTOOL

 Cannot be used to diagnose any clinical disorder.

 Excellent at identifying individuals who are experiencing “elevated distress”

 This can be done using total score

 No clinical cut-off yet established but general rule is >1st quartile is of possible concern (>28)

 Mean in Kabul: (women= 68, 63, men=50, 52); Istanbul: women: 62, men=59; San Diego: combined=42

 Can also be done by looking at specific items

 Also useful for measuring change over time



A NOTE ABOUT LANGUAGE

 Currently available in Dari, Pashto, and English. 

 Dari version recommended, most widely used and best psychometric data. 
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