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ABSTRACT
Objective Afghanistan, with one of the world’s largest 
refugee populations, suffers an enormous burden of injury 
resulting in loss of life. This study aims to identify the 
epidemiology of injuries or death in the crisis- affected 
populations across Afghanistan and to investigate factors 
associated with injuries or deaths due to traumatic events.
Design Cross- sectional study.
Setting This study analysed Whole Afghanistan 
Assessment 2019 data. This survey geographically 
covered all 34 accessible provinces in Afghanistan.
Participants 31 343 displaced and shock- affected 
households in Afghanistan.
Primary and secondary outcome measures Injury or 
death of household members due to traumatic events.
Results 2561 (8.2%) reported at least one household 
member had been injured or deceased because of a 
significant conflict or natural disaster in the past year. 
Households experienced significant events such as active 
conflict or violence (prevalence ratio, PR=5.575, p<0.001), 
earthquake (PR=3.118, p=0.004), flood (PR=1.534, 
p=0.008) and avalanche or heavy snowfall (PR=3.450, 
p<0.001) were significantly associated with injury or 
death. The likelihood of injury or death was significantly 
higher for long- distance households than for households 
living within a 5 km radius of the nearest healthcare 
facilities (6–10 km: PR=1.402, p=0.030; >10 km: 
PR=1.560, p=0.020).
Conclusion The study provides an epidemiological profile 
of injuries or death in crisis- affected populations across 
Afghanistan. Results also suggest that certain factors place 
the crisis- affected populations in Afghanistan at high risk 
for injuries or death, which can inform the development of 
surveillance and prevention programmes, the monitoring 
of patterns over time and the formulation of healthcare 
policies.

INTRODUCTION
Injuries, both unintentional and violence- 
related, are increasingly recognised as an 
important public health problem, with an 
estimated 4.4 million people worldwide 
who died from injuries in 2021.1 Injuries 
and violence are significant causes of death 
along with burden of disease in all countries; 

however, they are not evenly distributed 
across or within countries. Approximately 
90% of injury- related deaths occur in low- 
income and middle- income countries.1 Inju-
ries and violence in vulnerable populations, 
such as crisis- affected populations, have a 
greater impact on loss of life and health.2

Afghanistan is the source of the largest 
protracted refugee population in Asia and the 
third- largest refugee population in the world, 
with nearly 2.6 million Afghans by the end 
of 2020.3 4 Another 2.9 million Afghans are 
internally displaced due to violent conflict, 
drought and other natural disasters.3 Paki-
stan and Iran host nearly 90% of displaced 
Afghans, including second- generation and 
third- generation Afghan refugees who have 
never lived in their home country.3 4 Injuries 
in Afghanistan have been growing in recent 
decades because of demographic and nutri-
tional transitions, economic growth and 
technological change.3 4 In the early 1980s, 
communicable diseases were a constant threat 
to the health of the people of Afghanistan, as 
were malnutrition and diarrhoea. Later, the 
incidence of vaccine- preventable diseases 
was significantly reduced; tuberculosis was 
better controlled; and rates of diarrhoeal 
diseases, child mortality and malnutrition 
were lowered. However, Afghans suffer from 
a spectrum of conditions, including injuries 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ The study used population- based, cluster- 
randomised and nationwide survey data.

 ⇒ Complex sample design corrected analysis was car-
ried out to provide unbiased estimates of character-
istics of crisis- affected households in Afghanistan.

 ⇒ The outcome variable, injury or death, could not 
be analysed separately because it was collected 
through a single response category.
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and violence. This stems from both a continuous involve-
ment in the recent war in Afghanistan and as a conse-
quence of intentional and unintentional behaviours.

The descriptive epidemiology of injury mortality in the 
crisis- affected populations across Afghanistan is poorly 
understood. As a result, accurate data on the vital statistics 
about injury mortality are not well documented. Further-
more, given the lack of data on injuries in these vulner-
able populations, the available data were based primarily 
on hospital- reported injury patterns and only provided 
information on war injuries. Studies focused on civilian 
death and injury in the Iraq War also highlighted that 
nearly half of death or injury was unreported or unre-
corded.5 6 This makes it difficult to accurately determine 
the burden of injuries among the crisis- affected popula-
tions in Afghanistan.7 8

The purpose of this study was to identify the epidemi-
ology of injuries or death due to traumatic events and to 
investigate risk factors associated with injuries or death 
using large, nationally representative samples of Afghani-
stan’s crisis- affected populations.

METHODS
Design and data collection
This was designed as a descriptive study to investigate the 
household level of Afghanistan’s crisis- affected popula-
tions in the Whole of Afghanistan Assessment (WoAA) 
2019. This survey is a multisectoral and needs assessment 
conducted under the framework of the Inter- Cluster Coor-
dination Team co- facilitated by Renewed Efforts Against 
Child Hunger and undernutrition in close collaboration 
with the UN Office for Coordination of Humanitarian 
Affairs. Between 17 July 2019 and 19 September 2019, 
structured household surveys were conducted using the 
Open Data Kit (KoBo Toolbox) among a sample of 31 343 
displaced and shock- affected households in accessible 
areas throughout all 34 provinces in Afghanistan. The 
household survey was based on a random cluster sample, 
stratified by eight population groups: recent internally 
displaced persons (IDPs) (<6 months), non- recent IDPs 
(>6 months), cross- border returnees, non- displaced 
conflict- affected, non- displaced natural disaster- affected, 
refugees (in South- Eastern region only), IDP returnees 
(in Badghis province only) and host communities. A 
sample was drawn from across all accessible parts of 
Afghanistan using stratified random cluster sampling. 
Further information regarding the survey design and 
data collection of WoAA 2019 can be found in the official 
assessment report.9

Variables
The variables included the demographic characteristics 
of the household (number of family members, age, sex 
of head of household (HOH), literacy, displacement 
status, health status of HOH (sensory, motor or cognitive 
dysfunction and presence of chronic illness), distance to 
the nearest healthcare facility, and experienced major 

events. Literacy was considered as having at least one 
household member over the age of 10 able to read and 
write and dichotomised as ‘yes’ or ‘no’. Dysfunctions 
included sensory (vision or hearing), motor (walking) or 
cognitive (memory or concentration), and dichotomised 
as ‘yes’ or ‘no’. Whether the HOH had chronic diseases 
was obtained through the question: ‘Does the HOH have 
any chronic illness?’, and participants responded ‘yes’ or 
‘no’. To measure the distance to the nearest healthcare 
facility, participants were asked, ‘How far is the closest 
functioning comprehensive health centre to your house-
hold?’, and they responded ‘within 2 km,’ ‘2–5 km,’ 
‘6–10 km,’ ‘more than 10 km’ or ‘none’. Response was 
classified as ‘≤ 5 km,’ ‘6–10 km’ or ‘> 10 km (including 
the ‘none’ response)’. Information about experience of 
major events was assessed through the question, ‘Has 
the majority of your household directly experienced any 
major conflict or natural disaster events in the past year?’, 
and participants responded ‘yes’ or ‘no’ to each of the 
active conflict or violence, earthquake, flood, avalanche 
or heavy snowfall and drought. The outcome variable, 
injury or death of a household member, was defined as 
the case of responding to ‘injury/death of household 
members’ as a result of the previously noted major event.

Statistical analysis
Descriptive analyses were performed to summarise partic-
ipants’ demographics, health status of HOH, accessibility 
to healthcare facilities and experience of major events. 
Results were presented as weighted mean estimates with 
95% CIs for numerical data and sample frequencies with 
weighted percentages for categorical data as appropriate. 
To examine the difference according to injury or death 
of a household member, univariable linear regression for 
numerical data and Rao- Scott corrected χ2 test for cate-
gorical data were conducted. Multivariable Poisson regres-
sion analysis was performed to explore the factors related 
to participant injury or death due to traumatic events.10 
The result was reported as a prevalence ratio (PR) with 
95% CI. The Taylor- series linearisation was used to vari-
ance estimation in account for the complex sampling 
design nature of the WoAA 2019 survey to provide unbi-
ased estimates of population characteristics. The data 
were analysed using Stata/MP V.16.1 (StataCorp). The 
alpha level of 0.05 (two tailed) was considered a threshold 
for statistical significance.

Patient and public involvement
No patient was involved in this study. This study is based 
on a secondary data source and therefore, patients were 
not involved in any way.

RESULTS
A total of 31 343 Afghanistan households were enrolled 
in this study. About 61.1% of those were households from 
outside the area where the interviews took place. The 
average number of family members per household was 
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Table 1 General characteristics of crisis- affected populations of Afghanistan

Variable

Injury or death of household members

Total (n=31 343) Statistics P valueNo (n=28 782) Yes (n=2561)

n Weighted % n Weighted % n Weighted %

Demographics

  No of family members* 6.2 (6.0, 6.5) 6.5 (6.1, 7.0) 6.2 (6.0, 6.5) 1.110 0.267

  Age of HOH* 43.6 (42.8, 44.3) 44.2 (42.7, 45.7) 43.6 (42.9, 44.3) 0.740 0.457

Sex of HOH

  Male 26 578 85.9 2349 5.2 28 927 91.1 2.179 0.140

  Female 2204 8.5 212 0.4 2416 8.9

Literacy (any member of household)

  No 11 096 41.8 768 2.2 11 864 43.9 3.340 0.068

  Yes 15 717 52.4 1708 3.7 17 425 56.1

Displacement status

  Displaced 13 366 57.2 1274 3.9 14 640 61.1 0.943 0.332

  Non- displaced 14 140 37.1 1266 1.8 15 406 38.9

Health status of HOH and healthcare facilities

Sensory dysfunction

  No 24 225 79.5 2020 4.6 26 245 84.0 0.913 0.340

  Yes 4443 14.9 521 1.0 4964 16.0

Motor dysfunction

  No 23 986 79.8 1969 4.4 25 955 84.2 1.541 0.215

  Yes 4516 14.8 527 1.0 5043 15.8

Cognitive dysfunction

  No 22 667 75.6 1687 4.2 24 354 79.8 3.391 0.066

  Yes 6063 18.8 864 1.4 6927 20.2

Chronic illness

  No 22 617 75.8 1722 4.3 24 339 80.1 2.232 0.135

  Yes 5115 18.6 781 1.4 5896 20.0

Healthcare facility distance

  ≤5 km 20 529 73.4 1503 3.8 22 032 77.3 1.370 0.252

  6–10 km 5339 14.7 745 1.3 6084 16.0

  >10 km 2914 6.3 313 0.5 3227 6.8

Experienced major event

Active conflict or violence

  No 9208 27.2 225 0.4 9433 27.5 65.338 < 0.001

  Yes 19 574 67.2 2336 5.2 21 910 72.5

Earthquake

  No 28 143 92.8 2384 4.9 30 527 97.7 30.258 < 0.001

  Yes 639 1.6 177 0.7 816 2.3

Flood

  No 20 733 78.4 2001 4.2 22 734 82.6 4.791 0.029

  Yes 8049 16.0 560 1.4 8609 17.4

Avalanche or heavy snowfall

  No 28 528 93.9 2403 5.1 30 931 99.0 162.309 < 0.001

  Yes 254 0.5 158 0.5 412 1.0

Drought

  No 16 330 55.2 1496 3.2 17 826 58.4 0.115 0.735

  Yes 12 452 39.2 1065 2.4 13 517 41.6

Strata with single sampling unit centred at overall mean.
*Weighted mean estimates and 95% CIs are presented.
HOH, head of household.
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Table 2 Factors associated with injury or death of household members

Variable PR SE P value

95% CI

LL UL

Demographics

  No of family members (min=1; max=30) 1.016 0.026 0.544 0.966 1.067

  Age of HOH (min=15; max=110) 0.999 0.004 0.876 0.991 1.008

Sex of HOH

  Male ref

  Female 0.966 0.176 0.851 0.676 1.382

Literacy (at least one of household member)

  No ref

  Yes 1.279 0.227 0.166 0.903 1.813

Displacement status

  Displaced ref

  Non- displaced 0.725 0.193 0.227 0.430 1.222

Health status of HOH and healthcare facilities

Sensory dysfunction

  No ref

  Yes 1.058 0.161 0.712 0.785 1.426

Motor dysfunction

  No ref

  Yes 1.269 0.180 0.093 0.961 1.675

Cognitive dysfunction

  No ref

  Yes 1.213 0.127 0.065 0.988 1.488

Chronic illness

  No ref

  Yes 1.128 0.142 0.337 0.882 1.443

Healthcare facility distance

  ≤5 km ref

  6–10 km 1.402 0.218 0.030 1.033 1.902

  >10 km 1.560 0.297 0.020 1.074 2.267

Experienced major event

Active conflict or violence

  No ref

  Yes 5.575 1.270 <0.001 3.566 8.715

Earthquake

  No ref

  Yes 3.118 1.216 0.004 1.451 6.697

Flood

  No ref

  Yes 1.534 0.247 0.008 1.118 2.104

Avalanche or heavy snowfall

  No ref

  Yes 3.450 1.120 <0.001 1.825 6.519

Drought

  No ref

  Yes 0.826 0.136 0.244 0.598 1.140

Strata with single sampling unit centred at overall mean.
HOH, head of household; LL, lower limit; PR, prevalence ratio; ref, reference; UL, upper limit.
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6.2. The mean age of the HOH was 43.6 years, and 91.1% 
of HOH were male. Just about half (56.1%) of households 
had at least one member over the age of 10 who was able 
to read and write. The HOH vision, hearing, walking, 
remembering and concentration functions were rela-
tively good. Most of them (84.0%) had no problem seeing 
or hearing with aid; 84.2% of them said they had no diffi-
culty walking; and 79.8% had no problems with memory 
or concentration. Also, 24 339 (80.1%) people answered 
that they had no chronic disease. Approximately 77.3% of 
the households reported that the distance to the nearest 
healthcare facility was within 5 km. When participants 
answered the major conflict or natural disaster that they 
experienced in the last year in multiple responses, 21 910 
(72.5%) reported active conflict or violence, 13 517 
(41.6%) answered drought and 8609 (17.4%) answered 
flood (table 1).

To explore the factors associated with injury or death 
of household members, multivariable Poisson regres-
sion was conducted. Results from analysis revealed that 
households experienced major event such as active 
conflict or violence (PR=5.575, p<0.001, 95% CI=3.566 to 
8.715), earthquake (PR=3.118, p=0.004, 95% CI=1.451 to 
6.697), flood (PR=1.534, p=0.008, 95% CI=1.118 to 2.104) 
and avalanche or heavy snowfall (PR=3.450, p<0.001, 
95% CI=1.825 to 6.519) and were significantly associ-
ated with injury or death. It was confirmed that the like-
lihood of injury or death was significantly higher for 
long- distance households than for households within a 
5 km radius of the nearest healthcare facility (6–10 km: 
PR=1.402, p=0.030, 95% CI=1.033 to 1.902; >10 kilome-
ters: PR=1.560, p=0.020, 95% CI=1.074 to 2.267) (table 2).

DISCUSSION
This study presented population- based data on the prev-
alence of injury or mortality due to traumatic events and 
the risk factors for injury or mortality among the crisis- 
affected populations in Afghanistan. To our knowledge, 
this is the first comprehensive report on the risk factors of 
the populations affected by the crisis across Afghanistan. 
We found the cumulative injury incidence or mortality for 
all injuries or death to be 82 per 1000 persons. The preva-
lence of injuries or death among the crisis- affected popu-
lations in Afghanistan is higher than in other migrant 
populations, such as Vietnamese refugees in England and 
Wales and Lebanese refugees.11 12 Our analysis of WoAA 
2019 confirms that the prevalence of injury in the crisis- 
affected populations across Afghanistan is higher than in 
other migrant populations who settled in foreign places 
due to economic or other non- crisis- related reasons.

The results of this study provide further evidence 
regarding who is at risk for injuries or death among the 
crisis- affected populations in Afghanistan. The most 
notable finding of this study is that the experience of 
major events, including active conflict or violence, earth-
quake, flood and avalanche or heavy snowfall, was strongly 
associated with injury or death of household members. 

Afghanistan has been a victim of terrorism and political 
and economic instability, exacerbated by natural disasters 
such as floods, earthquakes and chronic droughts. Some 
of these factors directly influence the health of the crisis- 
affected populations and cause displacement of popula-
tions.3 In particular, conflict and violence are significant 
health challenges among the crisis- affected populations, 
leading to both physical and mental disorders, espe-
cially for the traumatised or vulnerable such as victims of 
torture and trauma and unaccompanied minors.13 A study 
of 992 migrants and refugees from Syria and Afghanistan 
attending Médecins sans Frontières mobile mental health 
clinics found that almost 4 in 10 individuals had experi-
enced one or more traumatic events, including violence 
and physical trauma, during their journey.14 Another 
study examining access to healthcare for people facing 
multiple health vulnerabilities in 26 cities across 11 coun-
tries (Belgium, Canada, France, Germany, Greece, the 
Netherlands, Spain, Sweden, Switzerland, Turkey and 
the UK) found that, among 1809 patients interviewed 
about their experience of violence, nearly 85% had expe-
rienced one or more episodes.15 Surprisingly, our study 
found that 72.5% had experienced active conflict or 
violence in the crisis- affected populations across Afghan-
istan. Development and implementation of strategies to 
prevent and effectively deal with such conflict or violence 
are urgent, including identifying victims, providing 
life- saving medical supplies and care, ensuring a timely 
response to the health needs and continuity of health 
services, and expanding work on trauma and rehabilita-
tion for conflict- related injuries.16

Another important risk factor in this study was the 
distance to healthcare facilities. Over the last decade, 
Afghanistan’s healthcare system has been steadily devel-
oped, improving the coverage of healthcare services 
across the country. The number of healthcare facili-
ties increased from 496 in 2002 to 3135 in 2018, giving 
nearly 87% of the population access to healthcare within 
2 hours.17 These improvements, however, have not been 
evenly distributed throughout the country.17 18 Afghani-
stan includes over half a million acutely displaced people 
with limited access to healthcare, with returnees and refu-
gees often deprived of essential healthcare services.16 Our 
analysis of WoAA 2019 demonstrated substantial inacces-
sibility to the healthcare system in Afghanistan’s crisis- 
affected populations, particularly those who experienced 
displacement. In addition, the findings of this study 
suggest that limited access to the healthcare system and 
facilities might hinder Afghans’ ability to obtain timely 
care following an injury, making them more vulnerable 
to injuries or death. This study points to advocating for 
the inclusion of crisis- affected populations into health-
care systems at affordable costs and sufficient quality, 
improving access to healthcare services for the transpor-
tation disadvantaged, as a priority for decreasing injuries 
or death in Afghanistan’s crisis- affected populations.19

This study has several limitations. First, data were self- 
reported by household members. Self- reported injuries 
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commonly underestimate the actual burden of inju-
ries or death, particularly in populations where stigma 
or cultural barriers may affect reporting.20 The risk of 
recall bias and lack of details of the household verbal 
autopsies may affect the prevalence estimates of injury 
or death. Second, this study did not evaluate the specific 
conditions and events in which the reported injuries 
or deaths occurred, such as types of injuries (eg, fall, 
road traffic injuries, burns), anatomical location (eg, 
extremities, head, neck), mechanism of injuries (eg, 
shootings, beatings) and lethality of injuries. In addi-
tion, other possibly related or important factors such 
as health status (eg, comorbidities), living conditions 
and settlements (eg, heating and lighting sources) and 
socioeconomic status (eg, employment status, household 
income) were not considered in this study. Future study 
is needed to explore injury patterns further and identify 
other sources of injuries to shape healthcare policies and 
develop intervention programmes in Afghanistan’s crisis- 
affected populations.

Despite the limitations, this study adds to the currently 
limited body of evidence of risk factors for injuries or 
death among Afghanistan’s crisis- affected populations 
using nationally representative survey data. The sample 
size was an accurate representation of the study area 
and was large enough to give statistical power. The 
finding of this study provides a rationale for proposing 
strategies against injury or death as a critical element of 
healthcare services in the crisis- affected populations in 
Afghanistan.

This study found that households that experienced 
major events such as conflict and violence and lived long 
distances from healthcare facilities were significantly asso-
ciated with injury or death. The factors identified in this 
study can provide healthcare providers with preliminary 
evidence to inform interventions to decrease the injury 
impact on the Afghan communities and to mitigate 
the strain for health and rehabilitation services on the 
Afghan healthcare system. It is necessary to receive more 
attention not only to physical injuries but also to mental 
trauma. A study regarding the postinvasion conflict in 
Iraq emphasised the lack of mental health services for the 
crisis- affected population and its importance.21 In addi-
tion, health policy makers might enhance the discussion 
of the crisis- affected populations across Afghanistan and 
could use such information to facilitate the best support. 
In addition, future research through a mixed- methods 
approach incorporating qualitative and quantitative 
methods is needed. Research involving qualitative studies 
can deepen our understanding of the complex issues 
associated with injuries and death and protective factors 
of injury mortality in the crisis- affected populations in 
Afghanistan. Such research can help develop successful 
surveillance and prevention programmes to decrease 
the incidence of injuries or death, monitor patterns over 
time and shape healthcare information policies for crisis- 
affected populations in Afghanistan.
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