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eMethods

We report a cross-sectional study and STROBE guidelines were followed.
Participants

Eligibility criteria were: a) being an adolescent (10-24 years)[1]; b) living in Kabul; and
c) able to complete the questionnaires in Dari/Pashto. Participants were recruited through a
large local school and community connections. The local school is located in West Kabul and
is a large public school that teaches both boys and girls in three shifts, with the first and third
shift being for boys and the second shift being for girls. Our sample consisted of 376 (160 girls;
216 boys) general community members, aged 11-21 years (M=16.42, SD=2.02). All students
were in Years 7-12. Students had on average 8.00 (SD=2.31) family members.

Measures

Child Revised Impact of Event Scale (CRIES [2])

The CRIES is a 13-item self-report measure of symptoms of PTSD[2]. It includes
three subscales; intrusions, avoidance and arousal. The CRIES was self-completed by the
adolescents. Adolescents responded to items on scales ranging from 0 (not at all) to 5 (often),
with total scores ranging from 0 to 65 and higher scores indicating higher PTSD
symptoms[2]. The suggested clinical cut-off score is 30[2]. The CRIES has been found to
have good psychometric properties[2], including good convergent validity with the Spence
Children’s Anxiety Scale-20 and Short Mood and Feeling Questionnaire[3]. The CRIES has
been used with Afghan adolescents[4][5]. In the current study internal consistency was good

(Cronbach a=.86).

Strengths and Difficulties Questionnaire (SDQ[6])

The SDQ is a 25-item questionnaire that screens adolescents for positive (prosocial

behaviour) and negative (emotional symptoms, conduct problems, hyperactivity/inattention,
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peer relationship problems) aspects over the past six months[6]. Five items refer to prosocial
skills, and 20 items refer to difficulties. Each item is rated on a scale of “not true,” (0)
“somewhat true,” (1) or “certainly true.”(2). In the current study the adolescents completed
the self-report version. The total difficulty score is calculated by adding the results of the
emotional, conduct, hyperactivity and peer problem subscales. Following previous research
with Afghan youth[7], we used the cut-points for the 4-banded categorization of the SDQ
scores to identify those adolescents that were “very high” risk; SDQ total scores of >20 were
at substantial risk of clinically significant problems. Cut-off scores for the subscales were:
Emotion >7, Conduct >6, Hyperactivity >8, Peer Problems >5, and Prosocial Behavior <4[8].
The SDQ has good psychometric properties, including convergent validity which been
examined using the syndrome scales of the youth self-report version of the Child Behavior

Checklist[9]. Internal consistency was good (Cronbach alphas >.77).

Mood and Feeling Questionnaire-Short Version (MFQ[10])

The MFQ which is a 13-item questionnaire based on criteria for depression. Each item

was rated on a 3-point scale: "true", "sometimes true", and "not true" with respect to the
events of the past two weeks. Items are summed to provide a total depression symptom, with
scores ranging from 0 to 26 and higher scores indicating greater depression severity. A
suggested clinical cut-off is > 12[10]. The MFQ has good validity and reliability, including
convergent validity — the MFQ is significantly correlated with the Spence Children's Anxiety

Scale and the Pediatric Quality of Life Enjoyment and Satisfaction Questionnaire[11]. In the

current study internal consistency was good (Cronbach o= .93).

Revised Children's Manifest Anxiety Scale (RCMAS[12])

The RCMAS-R was used to assess the level and nature of anxiety, as experienced by

children, using a simple yes-or-no response format. It contains 37 items; 28 anxiety items and
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9 social desirability items. Scores on the anxiety items are totalled to give a total anxiety
score, with higher scores indicating worse symptoms of anxiety. A total score of 19 (based on
the 28 anxiety items) is considered clinically significant[12]. The reliability and validity of

the RCMAS are good[12,13]. In the current study internal consistency was good (0=.92).
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