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Background. The sociopolitical situation in Afghanistan continually pushes Afghans to seek safety and better socioeconomic
prospects in neighboring and foreign countries. In this paper we examine the mental health of Afghan migrants residing in
Istanbul, Turkey, an understudied population at high risk of psychopathology. Methods. We surveyed 158 Afghan migrants to assess
psychological distress using a culturally grounded measure of mental health, the Afghan Symptom Checklist [ASCL], and used
hierarchical regression analysis to examine the impact of postmigration living difficulties (PMLDs) on mental health. Results. We
found that depressive, somatoform, anxiety-like symptoms occurred often, as did a number of culturally salient idioms of distress.
Regression analyses showed that while socioeconomic variables and poor physical health status significantly predicted psychological
distress, PMLDs exerted the strongest negative effect. The most pressing PMLDs for Afghans in Turkey are poverty, unemployment,
lack of treatment for health problems, fears of being deported and related legal challenges, and family-related stressors. Conclusion.
Our results point to the importance of the critical need to create culturally sensitive interventions to remediate high levels of
psychological distress by addressing related PMLD stressors in a highly vulnerable Afghan migrant population residing in Turkey.

1. Introduction
The volatile civil war in Syria and conflict and economic
instability in Iraq, Afghanistan, and North Africa have led
to unprecedented population movements from the Middle
East to the European Union (EU). An estimated 1.26 million
new asylum claims were made in EU nations at the end
of 2015 [1]. Among these close to 64,000 new claims were
made by asylum seekers either directly from Afghanistan due
to social and economic disadvantages [2] or from Afghan
refugees who previously resided in Iran and Pakistan, and are
now leaving these countries after governments have shifted
policies about Afghan refugees in their territories. For example, Iranian authorities announced that they will not renew
work permits for Afghans because the current embargo
has significantly affected their economy, while authorities in

Pakistan stipulated that (undocumented) Afghans may be
subject to immediate deportations [3]. Therefore, conditions
in these countries have made it difficult for Afghans to enter
the labor market, in addition to instilling fears of being sent
back to Afghanistan where the country’s immediate future
remains uncertain leading to increased migration to Turkey.
As part of this population movement, Turkey has become
a major transit country for Afghans seeking to reach EU
countries [4] and while some Afghans seek to permanently
resettle in Turkey with over 90,000 asylum claims by mid2016 [5], most migrants are deemed illegal. Indeed, Turkish
asylum policies promote asylum rights only to refugees from
Europe, and settlement laws grant legal status only to people
of Turkish descent and culture [6]. Most EU countries’
policies of closed borders have not stopped this migration
and have instead resulted in an illegal underclass that is highly
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exploited [7] and lives in inhumane conditions due to poverty
[8]. While this is true for all immigrant groups, the plight
of Afghan migrants tends to be worse than that of Syrian
refugees, a population viewed by the Turkish government as
having a legitimate need for (temporary) protection but still
facing restrictions from accessing the formal labor market,
health services, and education for their children [9].
A recent systematic review of quantitative and qualitative studies on Afghan refugees and asylum seekers that
resettled in western nations reveals high rates of depression and posttraumatic stress disorder (PTSD) associated
with premigration traumas and postresettlement stressors
to include economic strain, status and social support loss,
and limited host country social integration [10]. Studies of
other nationalities show that common psychiatric disorders
in refugees and asylum seekers are intensified by host country
detention [11], fears of being deported [12], worry about
family back home/family separation [13, 14], and long asylum
processes [15]. Asylum processes that delay residence permits
have been shown to limit socioeconomic integration [16] and
deter family reunification [17] factors that have recently been
shown to play a protective role in psychological health among
asylum seekers in Australia [18] and the Netherlands [19].
While these studies provide new insights into the plight of
refugees and asylum seekers, the validity of a few of these
studies [11, 12, 14, 17, 18] is tempered by the cross-sectional
study design including small and nonrepresentative sample
sizes and in some cases the use of measures validated in
research with nonrefugee populations.
The current study aims to build on prior studies of
Afghans in exile by examining the mental health of Afghan
migrants residing in Istanbul, Turkey. We refer to Afghans in
this study as “migrants,” due to their inability to obtain an
official refugee status in Turkey.
Specifically, we examine the severity of psychological
distress using a culturally grounded measure of mental health
developed in Afghanistan, the Afghan Symptom Checklist or
ASCL [20]. We also examined the extent to which sociodemographic factors, self-reported physical health status, and
postmigration living difficulties contribute to their psychological distress. We hypothesized that sociodemographic
variables of conceptual relevance and poor physical health
status would significantly predict psychological distress and
that postmigration living difficulties would have the greatest
(negative) impact on the mental health of respondents.

2. Methods
2.1. Sample, Setting, and Procedures. Inclusion criteria for this
cross-sectional study were being of Afghan ancestry, 18 years
of age or older, and residing in Istanbul, Turkey, regardless
of legal classification (transit migrant, refugee, or asylum
seeker). Power analysis using 𝐺∗ Power software, version 3.1
[21], estimated that a sample size of 172 participants was
required based on obtaining a moderate effect size of 𝑓2 =
.15, type I error of 𝛼 = .05, and power of (1 − 𝛽) = .80. The
Afghan first author and an Afghan research assistant collected data over a 10-day period in late September 2015
within Istanbul’s Zeytinburnu district, a resettlement hub
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for Afghans and other immigrants. Recruitment involved a
combination of street-intercept, convenience, and snowball
sampling methods. Before administering surveys, an IRBapproved information sheet was presented to participants,
which we used to obtain verbal consent. Of note, we
successfully argued to not require a signature for consent,
as previous studies found that this discouraged potential
participants from responding since it reminded them of past
confrontations with authorities [22], thus undermining trust
and rapport.
2.2. Instrumentation
2.2.1. Sociodemographic Information (Control Variables). We
elicited data on age, gender, marital status, years in Turkey,
educational attainment, and employment status. A proxy for
income was assessed by asking participants whether they
could comfortably pay bills every month with their current
household income (“yes/no”), a method previously used
with Afghan refugees [23]. We assessed social support using
another proxy measure asking “Do you have family present
in Turkey (“yes/no”)?”
2.2.2. Physical Health (Control Variable). We assessed physical health status using items from the physical health
component of the Short-Form/SF-8 [24] (mean score of four
items). This includes a measure of self-rated health, the level
of bodily pain one is experiencing, and two items on how
much physical health limits daily work and physical activities.
Scores range from 0 to 18 with higher scores on the health
index denoting greater physical health. The health index
demonstrated adequate internal consistency in this sample
(Cronbach’s 𝛼 = .772).
2.2.3. Postmigration Living Difficulties (Independent Variable). We used the Postmigration Living Difficulties (PMLD)
checklist [25] for measuring the severity of postmigration problems commonly encountered by asylum seekers
within the past 12 months. Items relate to immigration
matters, employment-related challenges, access to various
types of health services, and isolation/loneliness/separation.
Responses are rated on a five-point Likert-type scale ranging
from “0” (“no problem at all”) to “4” (“a very serious
problem”) with total scores ranging from 0 to 96. A principal
components analysis (PCA) procedure with varimax rotation
and Kaiser normalization yielded five components with all
but one item (“worries about family back home”) loading
at .550 or higher on a component. Table 3 shows the five
subscales that were created (PMLDs 1–5) and their respective
Cronbach’s alphas (ranging from .719 to .891). PCAs were
also conducted on each subscale. Each PCA found only one
component with an eigenvalue of 1.0 or higher and that
component explained the range from 53.9% to 73.8% of the
variance.
2.2.4. General Psychological Distress (Outcome Variable).
We used the Afghan Symptom Checklist (ASCL) [20] for
measuring the frequency of distress symptoms. Originally
developed and validated in Afghanistan, the ASCL consists
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of 23 distress items, including some traditional items known
to western psychiatry relating to depressive symptoms (e.g.,
crying, insomnia, and social withdrawal), as well as some
items aligned with Afghan society such as indigenous
idioms and indicators relating to ruminative sadness (“jigar
khun”/sadness resulting from a painful experience, “thinking
too much”), somatic distress (e.g., “fishar e bala”/internal
agitation), and stress induced reactivity (e.g., “asabi”/stressful
irritability). Each question is asked for the previous two
weeks. Scores range from 23 to 115 derived from response
choices ranging from “1” (“never”) to “5” (“everyday”). The
ASCL has been used in research with Afghan refugees in
southern California [22] in which Afghans reported comparably lower levels of psychological distress (M = 41.7, SD =
15.55) than men (M = 50.54, SD = 12.10) and women (M =
68.21, SD = 16.70) in Afghanistan [20]. The ASCL demonstrated excellent reliability in this sample (Cronbach’s 𝛼 =
.942).
2.3. Data Analysis. SPSS, version 23.0, was used for all
data analysis. Both categorical and continuous variables
were subjected to bivariate tests to examine associations
with ASCL scores using one-way ANOVAs, independent
samples t-tests, and Pearson’s correlations where appropriate.
For scales with less than 10% missing data we used the
mean substitution method [26] to replace missing values for
continuous variables. Data was screened to assure linearity
and normality and to test for multicollinearity as similar
constructs were used as predictor variables across various
steps in our regression analysis but no data transformations or
exclusion of constructs was warranted. Hierarchical regression analysis was used to develop a predictive model of
psychological distress. In Model 1 demographic covariates of
conceptual relevance were controlled; physical health status
was subsequently added in Model 2, and the PMLD (full
scale) was added in Model 3. Additionally, in order to
better understand which PMLD items were most salient for
this sample, we removed the PMLD long scale and instead
incorporated the five PMLD subscales identified through our
PCA in Model 4. In Model 5 we entered only the PMLD
subscales that were significantly associated (𝑝 < .05) with
psychological distress in Model 4.

3. Results
3.1. Sociodemographic Characteristics. Table 1 displays the
sociodemographic characteristics of our participants. Most
of the 158 Afghan participants were male (𝑛 = 130, 83.3%);
ranged in age from 18 to 57 years with a mean age of 25.67
(SD = 7.87); reported an average length of residence in Turkey
of 2.55 (SD = 3.31) years; were not having family present in
Turkey (𝑛 = 101, 64.7%); were unemployed (𝑛 = 118, 78.7%);
and had unstable incomes (𝑛 = 117, 75.5%). Perceived health
status ranged from 0 to 18 with a mean rating of 10.49 (SD =
4.21), and PMLD scores ranged from 3 to 96 with a mean of
48.65 (SD = 21.05).
Bivariate analyses conducted for multivariate model
building purposes exploring the relationship between SES
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and other variables of interest and psychological distress indicated that unemployment (𝑡(148) = 4.712, 𝑝 < .001), lower
income (𝑡(153) = 5.321, 𝑝 < .001), lower physical health/
scores on the health index (𝑟 = −.524, 𝑝 < .001), and PMLDs
(𝑟 = .671, 𝑝 < .001) were significantly associated with higher
psychological distress symptoms. These significantly related
items were then retained for the multivariate model analyses.
3.2. Severity of Distress Symptoms (Outcome Variable). ASCL
scores ranged from 24 to 115 with a mean of 60.17 (SD =
20.50). Table 2 shows reported distress symptoms occurring
at least once per week. Some of the most frequently reported
symptoms include “feeling sad,” “trouble concentrating,”
“thinking too much,” “difficulty sleeping,” and becoming
“jigar khun” (a form of sadness resulting from a deeply
painful experience).
3.3. Extent of Postmigration Living Difficulties. Table 3 displays each of the PMLD subscales and the frequency with
which items were rated as “serious” to “a very serious
problem.” Five of nine items within the first subscale,
“conditions of extreme precarity” (e.g., poverty, deportation
fears, and being unable to return home in an emergency),
were rated by from serious to very serious by over 50%
of the sample whereas “asylum-related difficulties” (PMLD
2) were less often noted as a serious concern. At least
half of the participants endorsed all three items relating to
“employment-related problems” (PMLD 3) from serious to
very serious. “Access to medical and social services” (PMLD
4) was problems for many as shown in the fourth subscale,
and in the “marginalization and family-related stressors”
(PMLD 5) subscale family-related items were pressing for
more respondents.
3.4. Impact of Postmigration Living Difficulties on Mental
Health. Table 4 shows the results of a series of regressions
to test the influence of the four sociodemographic variables
and perceived physical health index that correlated in the
bivariate analyses with the ASCL at 𝑝 < .10. In addition
we explored the association of the PMLD (full scales and
subscales) with the ASCL. In Model 1 we entered the control
variables of years residing in Turkey, family members in
Turkey (proxy for social support), employment, and income.
This model explained 22.6% of the variance with income and
employment being significantly (and negatively) associated
with distress levels. Years in Turkey and having family in
Turkey were not significantly associated with distress.
The physical health index (Model 2) and the full PMLD
index (Model 3) were added in subsequent models. Model
2 shows that, as expected, the health index is negatively
associated with psychological distress (𝛽 = −.453, 𝑝 < .001).
The health index explains additional 17.4% (Δ𝑅2 = .174) of
the variance (beyond the base model) and has a standardized
beta more than double that of either income or employment.
Model 3 shows that adding the full PMLD to the base model
explains additional 16.4%, slightly less than the health index.
This suggests that the health index influences psychological
distress slightly more than the PMLD checklist.
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Table 1: Descriptive statistics: continuous and categorical variables and dependent variables (psychological distress/ASCL) measured at
bivariate level (𝑁 = 158).
Variables
Age: M = 25.67, SD = 7.87
Gender†
Female
Male
Marital status‡
Divorced, separated, widowed
Never married
Married
Education𝜙𝜙
Less than high school
High school
College and beyond
Family in Turkey†
Yes
No
Legal status
Asylum seeker
Refugee
Years in Turkey: M = 2.55, SD = 3.31
Employment status𝜙
Unemployed
Employed
Income‡
Comfortable
Not comfortable
Physical health: M = 10.49, SD = 4.21
PMLDs: M = 48.65, SD = 22.70

𝑛 (%)
—

Psychological distress/ASCL
M
SD
—
—

Statistic (𝑟, 𝑡, or 𝐹)

Sig. 𝑝 value

𝑟 = −.112

.600

26 (16.7)
130 (83.3)

62.62
59.67

21.26
20.54

𝑡 = .67

.507

7 (4.5)
85 (54.8)
63 (40.6)

67.17
61.31
56.97

25.32
18.95
21.18

𝐹 = 1.324

.269

60 (38.9)
68 (44.2)
26 (16.9)

63.66
58.18
55.17

18.64
21.56
19.62

𝐹 = 2.043

.110

55 (35.3)
101 (64.7)

56.27
62.14

17.23
22.04

𝑡 = 1.710

.089

52 (32.9)
106 (67.1)
—

63.43
58.57
—

18.18
21.44
—

𝑡 = −1.404

.162

𝑟 = −.135

.092

118 (78.7)
32 (21.3)

63.91
45.72

19.85
17.46

𝑡 = 4.712

.000

38 (24.5)
117 (75.5)
—
—

45.66
64.84
—
—

17.37
19.53
—
—

𝑡 = 5.397

.000

𝑟 = −.524
𝑟 = .577

.000
.000

Note. † 𝑁 = 156, ‡ 𝑁 = 155, 𝜙𝜙 𝑁 = 154, and 𝜙 𝑁 = 150.

However, we get a different picture in Model 4, which
replaces the full PMLD with the five PMLD subscales. The five
subscales explain much more variance (30.8% or Δ𝑅2 = .308)
than either the health index (Model 2) or the full PMLD
(Model 3). Four of the five subscales are significantly related
to psychological distress, with PMLD 1 (conditions of extreme
precarity) most strongly associated with distress (𝛽 = .463,
𝑝 < .001) and PMLD 3 (employment-related problems) not
significantly related to distress at 𝑝 < .05. Note that PMLD
4 (access to medical and social services) is significantly
but negatively related to distress. These results run counter
to expectations and are additionally surprising because
its bivariate correlation with distress is positive (𝑟 = .380, 𝑝 <
.001). Thus, controlling for the other subscales reverses the
direction of the relationship between PMLD 4 and distress.
When included in the full PMLD index, PMLD 4 items act to
weaken the PMLDs influence on distress.
To verify this we ran a regression (not shown) using a
scale consisting of 20 PMLD items (not including items from
PMLD 4), and it has nearly the same change in 𝑅2 as Model
4. In comparing Model 5 to Model 2, we see that adding

the four PMLD subscales to the model with demographic
controls and health status explains additional 14.5% of the
2
increases from 40.0% in Model 2 to 54.5%
variance (𝑅Adjusted
in Model 5). It shows that the health index remains significant
at 𝑝 < .05 as do PMLDs 1, 2, and 5. Of these, PMLD 1 is
most strongly associated with distress, with a standardized
beta (𝛽 = .436) more than double any of the other variables.

4. Discussion
The sociopolitical situation in Afghanistan indicates no end
sight for the exodus of Afghans in search of safety and
better socioeconomic prospects in neighboring and foreign
countries. Afghans residing in Turkey are an understudied
population who, as observed here, are at high risk of psychopathology. The results of this study show that distress
symptoms occur at rates higher than previously reported
in the US [23] and mirror those of research conducted in
Afghanistan [20]. Of note, items indicative of depression,
anxiety, and somatoform symptoms occurred often, as did a
number of culturally salient idioms of distress, information
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Table 2: Frequency (from most to least) of reported distress
symptoms occurring ≥1/week (𝑁 = 158).
𝑛 (%)
Feeling sad
Trouble concentrating∗∗∗
Thinking too much∗
Difficulty falling asleep
Becoming jigar khun (reaction to a painful
experience)
Asabi (highly stressed)
Feeling irritable
Felt hopeless
Loss of appetite
Headaches∗
Intrusive, unwanted memories†
Trouble remembering things∗
Difficulty meeting responsibilities at home or at
work∗∗
Nightmares
Easily startled
Fishar e bala (internal agitation)∗
Crying
Fishar e payin (low energy)∗
Quarreling with a family member
Quarreling with a neighbor
Beating or hurt oneself∗∗
Feeling socially withdrawn or isolated
Beating one’s children∗

139 (88.0)
135 (87.1)
134 (85.4)
133 (84.2)
132 (83.5)
125 (79.1)
125 (79.1)
125 (79.1)
120 (75.9)
119 (75.8)
113 (71.5)
112 (71.3)
109 (69.9)
108
(68.4)
107 (67.7)
98 (62.4)
93 (58.9)
77 (49.0)
68 (43.3)
56 (35.4)
50 (32.1)
40 (25.5)
37 (23.6)

Note. ∗ 𝑁 = 157; ∗∗ 𝑁 = 156; ∗∗∗ 𝑁 = 155.

that could be used to guide the development of much needed
culturally salient interventions [27].
The degree of distress reported here was found to be
associated with the rampant levels of unemployment and
inadequate income (Model 1), which aligns with prior studies
of Afghans and other nationalities showing similar associations [28, 29]. Much of the influence of employment and
income is mediated by both health status and postmigration
living difficulties, as indicated by the low and nonsignificant
beta for income and employment in the full regression
(Model 5). This raises a question of causal processes that a
larger sample panel study might illuminate. Additionally, the
predictive power of the [poor] physical health status variable
on ASCL scores was demonstrated, even net of postmigration
difficulties. This points to the importance of addressing both
the health needs and living difficulties of this population and
justifies the inclusion of physical health variables in future
research that utilizes the PMLD checklist.
Our findings only partially confirm our first research
hypothesis given that null associations were observed
between ASCL scores and other key variables, possibly
due to low representation of respondents within variable
subcategories. For example, ASCL scores did not vary by

length of residence in Turkey, as was found, for example,
among Sri Lankan refugees in Canada [30]. This may reflect
the precarious conditions and status of even longtime Afghan
residents in Turkey and raises questions of whether over
time conditions might improve for Afghans in Turkey, at
least in the current political climate with continuing influx
of refugees into Turkey.
The PMLD checklist in its full form as tested here
confirmed our second research hypothesis, but we found
the PMLDs’ explanatory power greatly increased by dividing
it into subscales or removing the four items in PMLD 4
(“access to medical and social services”). Using five subscales
generated by Principal Components Analysis also improved
our understanding of which living difficulties most influence
distress levels for this population. The strongest influence
on distress is PMLD 1 (“conditions of extreme precarity”),
which includes fears of being sent home, poverty, loneliness,
and poor access to medical care that reflect the conditions
of this community of Afghan migrants most of whom are
without legal status, unemployed, and unable to enter the
formal labor market. It is likely that many are forced to
accept low wages in poor job conditions within the informal
economy, as previously documented in Syrian refugees [9].
Indeed, the negative correlation of PMLD 4 controlling for
the other PMLD subscales likely reflects the extreme precarity
of this population. That is, worries about access to dentistry,
counseling services, and welfare, although important, are
not central concerns of individuals in highly precarious
situations.
In addition to the influence of conditions of extreme precarity, we found that subscales related to asylum challenges
(e.g., conflict with immigration officials) and marginalization
(e.g., communication difficulties) and family-related stressors
(e.g., worry about family in Afghanistan) contributed to the
high distress levels. These findings parallel the stressors documented with Iraqi [13] and Sudanese asylum seekers [14] and
suggest that well-being and adjustment for Afghans in Turkey
may indeed be hindered by basic unmet needs impeding basic
human survival, including resources such as personal health,
paid employment, and social support [31]. Thus we contend
that, alongside the need to remediate distress symptoms, a
first response should be to improve basic living conditions
of Afghans in Turkey. While no solid evidence exists on
specific interventions for improving the mental health of
Afghans and other migrant groups [32], evidence points
towards addressing the aforementioned psychosocial stressors alongside remediating traumatic symptoms, which may
optimally facilitate functional improvements [33]. Studies of
asylum seekers in Australia [18] and in the Netherlands [19]
emphasize that improving health may require interventions
that advocate for tangible necessities such as access to gainful
employment, work rights, family reunification, and legal
residency.
Our finding that the items in PMLD 4 substantially
suppressed the influence of the full PMLD points to the
importance of conducting analyses that reflect the diversity
of difficulties captured in this scale. That Cronbach’s 𝛼 for
the full PMLD is .930 demonstrates the limitations of this
reliability measure without also considering factor structure.
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Table 3: Frequency of respondents endorsing living difficulties as “serious” to “very serious” (𝑁 = 158) and PMLD subscales.

Unable to return home in emergency
Fears of being sent home
Worries about not getting treatment for health problems
Poor access to emergency medical care
Poor access to long-term medical care
Poverty
Loneliness and boredom
Isolation
Poor access to the foods you like

Serious/very serious
𝑛 (%)
91 (57.6)
90 (57.0)
85 (53.8)
70 (44.3)
67 (42.4)
102 (64.6)
83 (52.5)
63 (39.9)
75 (47.5)

Subscalesa

PMLD 1
(conditions of extreme precarity)
𝛼 = .891
PCA: 53.9% of variance

Being in detention
Interviews by immigration
Delays in processing your application
Conflict with immigration officials

35 (22.3)
41 (25.9)
41 (25.9)
42 (26.6)

PMLD 2
(asylum difficulties)
𝛼 = .809
PCA: 63.1% of variance

No permission to work

87 (55.1)

Not being able to find work
Bad job conditions

93 (58.9)
79 (50.0)

PMLD 3
(employment-related problems)
𝛼 = .825
PCA: 73.8% of variance

Poor access to dentistry care
Poor access to counseling services
Little government help with welfare
Little help with welfare from charities

70 (44.3)
62 (39.2)
59 (37.3)
52 (32.9)

PMLD 4
(access to medical and social services)
𝛼 = .854
PCA: 69.4% of variance

Communication difficulties
Discrimination
Separation from family
Worries about family back home

65 (44.1)
27 (17.1)
92 (58.2)
110 (69.6)

PMLD 5 (marginalization and
family-related stressors)
𝛼 = .719
PCA: 54.9% of variance

Note. ∗ 𝑁 = 157; ∗∗ 𝑁 = 156; 𝑁 = 155. a PCAs of each subscale had one component with an eigenvalue of 1.0 or higher. We report the percentage of variance
explained by that one component.

Table 4: Hierarchical regression analyses showing associations with psychological distress (DV).

Model 1
𝛽
.062
−.093
−.271∗∗∗
−.352∗∗∗

Years of residence in Turkey
Family in Turkey
Employment
Income
Physical health
PMLD (full)
PMLD 1
PMLD 2
PMLD 3
PMLD 4
PMLD 5
𝑅2
Adjusted 𝑅2
Δ𝑅2
𝐹-statistic
∗

Note. 𝑝 < .05,

∗∗

𝑝 < .01, and

∗∗∗

.247
.226∗∗∗
11.663
𝑝 < .001.

Model 2
𝛽
.069
−.088
−.186∗
−.221∗∗
−.453∗∗∗

.421
.400∗∗∗
.174∗∗∗
20.498

Psychological distress/ASCL
Model 3
𝛽
.032
−.088
−.183∗
−.156∗

Model 4
𝛽
.040
−.088
−.070
−.071

Model 5
𝛽
.057
−.100
−.059
−.066
−.194∗

.463∗∗∗
.183∗
.087
−.181∗
.200∗
.555
.524∗∗∗
.308∗∗∗
17.881

.436∗∗∗
.151∗

.456∗∗∗

.411
.389∗∗∗
.164∗∗∗
18.863

−.153
.175∗
.575
.545∗∗∗
.328∗∗∗
19.367
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4.1. Strengths and Limitations. A major strength of this
study is that we used a culturally grounded measure of
mental health to assess distress levels, which is critical
considering the lack of relevant instruments commonly used
in research with refugees [34]. While our study points to
significant needs of this hard to access population several
limitations should also be noted. First, the cross-sectional
design does not allow for causal inferences. Also, the small
sample size obtained through convenience sampling limits
generalizability especially with respect to the limited number
of female participants, though this imbalance is somewhat
representative of the actual migration trends which favors
males. Moreover, to limit respondent burden, we constrained
our measures to currently experienced psychological distress,
thus not allowing us to tease out current versus premigration
and transit-related traumatic experiences. For brevity sake
we also did not assess potentially important constructs such
as acculturation to Turkish culture and used a single-item
measure to assess social support instead of a validated scale.
Any of these might fall under salient factors described in a
recent qualitative study of US-based Afghan refugees [35] and
could have served as important control variables here as these
likely also had an impact on our participants mental health.
4.2. Conclusion. This study further contributes to our understanding of the mental health of Afghan migrants, an understudied and highly vulnerable group, largely deemed illegal
whose status in Turkey may propagate an ongoing cycle
of poverty, poor health, and psychopathology. Throughout
the data collection process the vast majority of participants
displayed great curiosity about the potential use of the
information. Nearly all expressed the hope that it would
be used to inform positive responses to their needs by
local authorities. While there is clear need with respect to
physical and mental health, most primarily spoke of the
pressing need to remediate other tangible postresettlement
stressors such as the need to work and provide for their
families. Also, as mostly single, younger men are the ones
setting out to find better lives, many have lost important
sources of social support. Perhaps intervention efforts could
begin by building on the experience and social capital of
those who have lived longer and are more established in the
informal Afghan communities in Istanbul. Even at nominal
remuneration this would provide meaningful engagement for
those who would share their experience, while at the same
time helping those who are new to this environment. While
modest, such an effort could serve as a first and somewhat
realistic step toward helping improving the dire situations
many Afghan migrants endure and help prevent frustrations
from becoming increasingly adversarial.
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