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A B S T R A C T   

Background: Ensuring safety and wellbeing of all the minority populations of Pakistan is essential for collective 
national growth. The Pakistani Hazara Shias are a marginalized non-combative migrant population who face 
targeted violence in Pakistan, and suffer from great challenges which compromise their life satisfaction and 
mental health. In this study, we aim to identify the determinants of life satisfaction and mental health disorders 
in Hazara Shias and ascertain which socio-demographic characteristics are associated with post-traumatic stress 
disorder (PTSD). 
Methods: We used a cross-sectional quantitative survey, utilizing internationally standardized instruments; with 
an additional qualitative item. Seven constructs were measured, including household stability; job satisfaction; 
financial security; community support; life satisfaction; PTSD; and mental health. Factor analysis was performed 
showing satisfactory Cronbach alpha results. A total of 251 Hazara Shias from Quetta were sampled at com
munity centers through convenience method based on their willingness to participate. 
Results: Comparison of mean scores shows significantly higher PTSD in women and unemployed participants. 
Regression results reveal that people who have low community support, especially from national and ethnic 
community, religious community, and other community groups, had higher risk of mental health disorders. 
Structural equation modeling identified that four study variables contribute to greater life satisfaction, including: 
household satisfaction (β = 0.25, p < 0.001); community satisfaction (β = 0.26, p < 0.001); financial security (β 
= 0.11, p < 0.05); and job satisfaction (β = 0.13, p < 0.05). Qualitative findings revealed three broad areas which 
create barriers to life satisfaction, including: fears of assault and discrimination; employment and education 
problems; and financial and food security issues. 
Conclusions: The Hazara Shias need immediate assistance from state and society to improve safety, life oppor
tunities, and mental health. Interventions for poverty alleviation, mental health, and fair education and 
employment opportunities need to be planned in partnership with the primary security issue.   

Introduction 

Hazara Shia migration to Pakistan and Victimhood 

The first phase of mass migration of Hazara Shias from Afghanistan 
to Pakistan occurred 150 years ago, in the 1880s, due to persecution in 
the reign of King Abdur Rehman (European Asylum Support Office, 
2015). The second phase of migration to Pakistan happened in 1979 

during the Soviet occupation of Afghanistan and the third phase in 1996 
when the Taliban came into power (National Commission for Human 
Rights, 2018). The Hazara Shias can be found in different provinces of 
Pakistan post migration, including Punjab, Sindh and Gilgit-Baltistan, 
but the majority live in Balochistan. 

Recent reports state that there are up to 1 million Hazara Shias living 
in Pakistan, of which 0.7 million live in Balochistan (Department of 
Foreign Affairs and Trade Report, 2022). Other reports claim that the 
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population of Hazara Shias in Balochistan is approximately 0.4 to 0.5 
million (National Commission for Human Rights, 2018; Human Rights 
Watch, 2014). Lack of confirmation about the number of Hazara Shias in 
the country negatively influences policy planning and the importance 
given to the critical challenges they face, the first of which is targeted 
attacks and killing. Noncombatant Hazara Shias of Pakistan have been 
subjected to extreme violence and persecution from extremist bodies for 
their sectarian beliefs and minority status (Ahmad Wani, 2019). The 
persecution also escalated after 9/11 due to the effects of Talibanization 
and religious intolerance against the Shia sect (Adams et al., 2014). 

Perpetrators include Sunni extremist groups, such as the Lashkar-e- 
Jhangvi, and Baloch ethno-nationalist insurgency groups (Ali, 2021). 
However, state detachment and inability to prosecute perpetrators has 
also led scholars to claim that the state is complicit in the violence 
against the Hazara Shias of Pakistan (Ahmad Wani, 2019). Police reports 
or lodging complaints is not known to gain Hazara Shias justice, and 
their experience in seeking support from community bystanders or legal 
authorities has remained ineffective (National Commission for Human 
Rights, 2018). Known perpetrators against the Hazara Shias have not 
been punished either due to their strong religious or political affiliation 
or the poor judicial system. Either way, lack of justice and protection 
from state and society has contributed to more than a century worth of 
fear and insecurity in the migrant community. 

Theoretical background 
We use the trauma-based medical model to argue that when migrants 

face post-migration violence and abuse, they end up suffering from 
stress and other mental health challenges (Ryan et al., 2008). The model 
elaborates that when migrants face traumatizing and stressful experi
ences such as lack of employment, community acceptance, and wit
nessing death of loved ones hey can experience compounding mental 
health issues. We further use need-gratification theory, to show that 
when migrants face inequalities and deprivation in basic needs such as 
economic resources, community support, and access to adequate hous
ing, they experience less life satisfaction and overall wellbeing (Adler, 
1977). Lack of citizenship status and abuse can combine to influence 
both mental health and quality of life of migrants and prevent their 
agency in combatting injustices, implying that the role of researchers 
and majority population groups is paramount to raise awareness for 
their protection (De Vroome and Hooghe, 2014). 

Life circumstances in Ghettos of Quetta 

Housing 
Hazara Shias are predominantly found in two neighborhood areas of 

the Balochistan’s provincial capital city of Quetta- Hazara Town and 
Marriabad. Due to the targeted and random attacks Hazara Shias are 
forced to remain in ghettoized zones of Quetta (Goodall and Hekmat, 
2021). These neighborhoods are characterized as low-income areas with 
bad housing quality and inadequate access for schooling, health services 
and job opportunities (Majeed, 2021). 

Job satisfaction 
Restrictions on mobility due to safety concerns has crippled the 

community’s ability to advocate for themselves, gain better opportu
nities for education, or receive information for better job opportunities 
or business expansion (Majeed, 2021). The constant threat of attacks and 
insecurity has especially affected the mobility of women and girls, who 
are less likely to pursue higher education and work outside the home 
(Sultan et al., 2020; Changezi and Biseth, 2011). 

Financial security 
Initially, the Balochistan government provided job opportunities to 

the Hazara Shia community on open merit and the share for Hazara 
Shias in the civil services was 50%. However, in 1972 a quota system 
was introduced which reduced the share of jobs for the Hazara Shias to 

5% by 2011. Due to this the Hazara Shia’s have minimum representation 
in the civil services and do not have a political voice to mobilize pro
tection or equal opportunities (Department of Foreign Affairs and Trade 
Report, 2022). Most Hazara Shias also avoid applying for or private 
sector and government jobs due to fear of attacks or discrimination, 
crippling their options for growth further (National Commission for 
Human Rights, 2018). Due to limited mobility and options for private 
and government employment, majority Hazara Shias are involved in 
small businesses that do not reap much profit and are difficult to sustain 
due to the discrimination facing them (National Commission for Human 
Rights, 2018). This is why majority of Hazara Shias face impoverishment 
and financial insecurity (Majeed, 2021). 

Community support 
Many Hazara Shias are not given jobs, allowed on public transport, 

or entertained as clients in shops, due to fear that in random attacks 
against them casualties may also suffer the consequences (Siddiqi, 
2012). Community support overall is low, as people fear becoming 
bystander victims by associating with Hazara Shias. This social 
discrimination adds to the exclusion and difficulties faced by the com
munity. Many family members of Hazara Shias in Pakistan have further 
migrated to other countries in search of better opportunities and so they 
can send finances back home to their family (Ali et al., 2016; Tan, 2016; 
Radford and Hetz, 2021). In this way, many Hazara Shias in Pakistan 
suffer from separation from family members due to both targeted killing 
as well double migration (Koser and Marsden, 2013). This can 
contribute to mental health challenges and social disintegration for the 
community already having to deal with grave problems due to violence 
and victimhood (Brown, 2017; Parkes, 2020). 

Post-traumatic stress disorder and mental health 
Constant fear of facing violence and brutal killings, and loss of loved 

ones and family members is a cause of high post-traumatic stress dis
order (PTSD) in Hazara Shia community for many years (Lee A, 2002; 
Zarak et al., 2020). The mental health problems and fear faced by 
Hazara Shias is compounded by their experiences of being witnesses of 
violent persecution against their community members or suffering from 
the loss of a significant family member (National Commission for 
Human Rights, 2018). Some research also highlights that community 
members may face high rates of depression and suicide ideation (Mares, 
2014). More vulnerable groups for emotional and health challenge risks 
in the community may include women, younger people, and the un
employed (Ahmad, 2020; Rose, 2002). There are no safe zones for 
Hazara Shias, who are known to be attacked in public spaces, residential 
areas, schools, workplaces, places of worship, government offices, police 
stations, and hospitals (Human Rights Watch, 2014). There are only two 
main hospitals of Quetta, situated in the unsafe zone with history of 
attacks against Hazara Shia patients seeking emergency care or other 
health services (Zarak et al., 2020). Thus, Hazara Shias face both access 
and cost barriers to seeking healthcare or emergency health services at 
the time of the attacks. 

Life satisfaction 
Residents living, working and studying in Quetta face daily uncer

tainty about whether they will return home alive if they leave the house 
(Khan and Amin, 2019). Due to the high incidents of persecution and 
lack of opportunities in Quetta, many try to migrate to other provinces of 
Pakistan if they are able to gain the opportunity through scholarships or 
jobs (Siddiqi and Mukhtar, 2015). Nearly all the Hazara Shias are poor 
and coupled with problems of insecurity they usually have high rates of 
dropouts during schooling or low participation in business activities 
(Changezi, 2011). Some reports claim that around 80 to 90 percent 
students drop out of academic institutes and majority remain restricted 
to the home or the ghettoized neighborhoods of Quetta to escape assault 
(Sultan et al., 2020). Apart from low qualifications and specializations, 
another factor that prevents life advancement for Hazara Shia migrants 
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are language barrier (Brahmbhatt, 2007). Lack of fluency in English, the 
official working and study language for Pakistan, leads to lower 
admission and achievement in academic institutes and also influences 
job opportunities (Taran, 2011). Overall, the Hazara Shias are known to 
be a marginalized migrant community with high risk of violence and 
mental health problems, and low quality of life and living standards 
(Ali, 2021). 

Aim of study 
The Hazara Shias of Pakistan are a neglected and marginalized 

population, with very little academic scholarship to guide policy 
mobilization for their protection and wellbeing. In lieu of this gap and 
the literature that does exist, the aim of this study is to try and under
stand factors that influence the mental health and life satisfaction of the 
Pakistani Hazara Shias residing in Quetta. The specific research ques
tions include:  

(1) Which specific socio-demographic characteristics of participants 
(age; gender; education; marital status; household income; 
occupation; number of family living in house; and head of 
household) are associated with PTSD;  

(2) What are the higher risks of participants facing mental health 
disorders with respect to low community support; and (3) What is 
the relationship between life satisfaction and independent vari
ables of satisfaction with household stability; job satisfaction; 
financial security; and community support. 

Methods 

Ethics 

We received ethical approval from the Institutional Review Board of 
Forman Christian College University to conduct a mixed methods study 
on the lived experiences and health and social challenges facing Hazara 
Shia migrants in Pakistan. Participants were provided information about 
study objectives and informed consent was taken before the start of the 
study. They were also informed that they could withdraw from the study 
at any point. No incentives or gifts were provided for participation. 
Those who self-identified with need for counseling services were offered 
free services. 

Research design 

Cross-sectional data has been collected with both closed-ended 
questions from internationally standardized scales. Three open-ended 
questions were also added to support respondents to share information 
about challenges that could not be captured in closed-ended items. 

Sample 

Both women and men above the age of 18 years were sampled 
through convenience sampling, which has been commonly used to 
engage hard-to-reach and vulnerable populations who are fearful for 
their safety. Seeking participants from community welfare and cultural 
centers was thus considered a safe zone which would yield a better 
response. The inclusion criteria were Hazara Shia migrants living in 
Quetta and who were above 18 years of age. 

Tools 

The questionnaire was translated by the third author through the 
forward and backward method (Supplementary File 1). The reliability 
results are presented in Table 1. Three internationally standardized 
scales were used to develop the questionnaire for this study. PTSD was 
assessed using the 24-item PTSD Scale-Self Report for DSM-5 (PSS-SR5) 
(PTSD Assessment Instruments, 2022). The PSS-SR5 uses a 4 point Likert 

scale, including responses of: ‘Once a week or less/a little’; ‘2 to 3 times a 
week/somewhat’; ‘4 to 5 times a week/very much’; and ‘6 or more times 
a week/severe’). Items include questions such as: “Trying to avoid 
thoughts or feelings related to the trauma” and “Having difficulty experi
encing positive feelings”. A higher score indicates the likelihood of PTSD in 
respondent. The reliability of the scale for the current study was 
acceptable (Cronbach’s alpha = 0.948) 

Common mental health disorders in respondents were measured 
using the 34-item Instrument for Common Mental disorders (CMDQ) 
(Christensen et al., 2005). The CMDQ uses a 5-point Likert scale, 
including responses of: ‘Not at all’, ‘A little’, ‘Modertaely’, ‘Quite a bit’, 
and ‘Extremely’. Items include questions such as: “Numbness or tingling in 
parts of body?” and “Worries that there is something seriously wrong with 
your body?” A higher score indicates higher prevalence of mental health 
disorders in respondent. The reliability of the scale for the current study 
was acceptable (Cronbach’s alpha = 0.966). 

Five study domains- Household Satisfaction, Job Satisfaction, 
Financial Security, Community Support, and Life Satisfaction, were 
measured using the Building a New Life in Australia Wave 5 Principal 
Applicant Survey- Questions (Rioseco et al., 2017). This instrument has 
been used for migrant communities in Australia and includes 10-items to 
measure household satisfaction. The first six questions use a 5-point 
Likert scale (‘Very Satisfied’ to ‘Very Dissatisfied’) include questions 
such as: “How satisfied are you with the number of rooms in your current 
home”. The next four questions use a 5-point Likert scale (‘Strongly 
disagree to ‘Strongly agree’) and include questions such as: “The people in 
my neighbourhood are friendly”. The reliability of the scale for the current 
study was acceptable (Cronbach’s alpha = 0.836). 

There are 3-items measuring job satisfaction, including questions 
such as “How satisfied are you with your job” and “Have you found it 
hard getting a job for any of these reasons and using a 5-point Likert 
scale (‘Very Satisfied’ to ‘Very Dissatisfied’). 

There are 7-items measuring financial security, prompting re
spondents to tick options that apply to them, with questions such as: 
“Could not pay gas, electricity or telephone bills on time” and “Were unable 
to (could not) send your child/children to school”. The reliability of the 
scale for the current study was acceptable (Cronbach’s alpha = 0.751). 

The community support indicator was measured using 10-items and 
a 5-point Likert scale of (‘None of the time’ to ‘All of the time’). A higher 
score indicates higher community support received by respondent. 
Questions to measure community support included: “Someone to turn to 
for suggestions about how to deal with a personal problem” and “Someone to 
prepare your meals if you were unable to do it yourself”. The reliability of 
the scale for the current study was acceptable (Cronbach’s alpha =
0.906). 

The life satisfaction domain was measured using 22-items and a 5- 
point Likert scale depending on the type of question. Some questions 
had to be reverse coded to align all items so that a higher score indicated 
higher life satisfaction. Questions to measure life satisfaction included: 
“I am optimistic about my future in Pakistan” and “I am certain I can 
accomplish my goals”. The reliability of the scale for the current study was 
acceptable (Cronbach’s alpha = 0.816). 

Table 1 
Reliability and Scale analysis.  

Domain α Mean/SD K 

Household Stability (HS) 0.836 29.40 (7.16) 11 
Job Satisfaction (JS) 0.751 06.53 (1.89) 03 
Financial Security (FS) 0.905 01.37 (0.64) 07 
Community Support (CS) 0.906 14.44 (7.48) 10 
Life Satisfaction (LS) 0.816 31.81 (9.96) 21 
PTSD 0.948 25.23 (16.92) 24 
Mental Health 0.966 38.91 (24.98) 34  
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Data collection 

We recruited our participants from Quetta from October 2021 to 
January 2022. Four research assistants collected the data at the 
following community welfare and cultural centers: (i) Tanzeem e Nasl 
Nau; (ii) Wahdat Organization; and (iii) NIMSO Organization. We 
considered it inappropriate to approach participants at their residential 
homes, as they are a targeted community, who would fear independent 
researchers visiting their homes. Data was collected through the 
researcher-assisted method. This was for the convenience of partici
pants, especially illiterate or semi-literate participants. 

The research assistants belonged to the Hazara Shia community and 
this helped in the response and willingness to participate in the study. 
The research assistants were Undergraduate scholars with experience of 
research and were trained for the research objectives and assisted survey 
data collection technique over a one week period. There were two males 
and two females data collectors, in order to sample both genders from a 
conservative climate. The research assistants also conducted a brief pilot 
test of the survey with 5 respondents. Based on the pilot, we found that 
participants understood all the questions and there were no problems 
with the translation. Research assistants had the survey on their phone, 
as a Google survey, and read the questions out to participants or read it 
with them and then helped them fill the responses. 

Finally, a total of 251 complete responses comprised the final sam
ple. Data collectors reported that the low temperature in Quetta and the 
absence of heating at the community centers, during the months of data 
collection, was also a problem for willingness to participate in the sur
vey. Women were not eager to respond, even to female data collectors, 
as they mentioned having to return to home and children. Some par
ticipants refused to participate as they believed that this study was a ruse 
to gain their identification and target them in some way. Some also 
commented that they only participate in surveys that have a cover letter 
from international organizations or charities of repute. 

Data analysis 

The data from the Google Survey Excel form was transferred to SPSS 
25.0 for analysis. Descriptive statistics including frequencies and per
centages were used to report the socio-demograohic characteristics of 
respondents and the descriptive data for PTSD, common mental disor
ders, and community support. The seven study domains were com
pounded and reliability analysis was conducted. Independent sample t- 
tests were used to predict the socio-demographics associated with higher 
PTSD. Next bivariate regression was used to report higher odds of 
mental health disorders in relation to low community support. Confi
dence intervals for bivariate odds ratio were reported. Dummy variables 
were created, with ‘0′ = ‘significant mental health disorders’ and ‘1′ =

‘insignificant mental health disorders’. Community support was recoded 
with a dummy variable of ‘0′ = ‘insignificant community support’ and 
‘1′ = ‘significant community support’. For adjusted odds ratio (OR), age 
and income was controlled. We used the AMOS module in SPSS to apply 
structural equation modeling to examine the relationship between the 
dependent variable (life satisfaction) and other study variables, 
considered independent variables (Household Stability; Job Satisfac
tion; Financial Security; and Community Support). P-values were 
assigned at 0.05 for this study. For the qualitative responses we con
ducted a thematic content analysis. We grouped and coded all similar 
statements to identify the main challenges facing the respondents. 

Results 

Socio-demographic characteristics of participants 

Table 2 presents the socio-demographic characteristics of study 
participants. Majority are male (61.8%) and between the ages of 18–37 
years (67.7%). Almost half (44.4%) are either illiterate or have studied 

till primary (up to class 5) or secondary (up to class 10). Most partici
pants (87.2%) have very low monthly household income of less than 
USD 425.65. A significant number of respondents are unemployed 
(29.1%), currently enrolled in a graduate program (31.5%) or employed 
in work such as teaching, business or as a private employee (39.4%). A 
near majority live in houses with family members above 5 people 
(77.7%) and most households are headed by men 73.7%. Participant 
frequency reports for common mental disorders and life satisfaction are 
summarized in Supplementary File 2. From the 21 questions asked about 
life satisfaction majority participants, between 67.7%− 98.0%, reported 
unfavorable life satisfaction Table II. Significant number of participants, 
between 34.1%- 76.5%, reported experiencing common mental 
disorders. 

Mean analysis to predict higher PTSD 

Table 3 presents mean comparisons of participant socio- 
demographics in relation to higher PTSD scores. Significant associa
tion has been found between higher mean scores of PTSD and socio- 
demographic characteristics of (i) women participants (M = 28.77 for 
females versus M = 22.03 for males), and (ii) Unemployed participants 
(M = 27.52 for unemployed versus M = 22.33 for employed). 

Descriptive statistics for common mental health disorders 

Fig. 1 presents a summary of the common mental health disorders 
reported by participants above the frequency of 51%. Most participants 
worry too much (70%), have worries about health generally (77%), and 
worry that they might suffer from a serious illness (51%). The majority 
experience headaches (73%), different aches and pains (52%), feel weak 
in parts of body (57%) and experience different symptoms (51%). Ma
jority participants have feelings of fearfulness (70%), hopelessness for 
future (70%), loneliness (70%), blue moods (69%), that everything is an 

Table 2 
Sociodemographic characteristics of participants (N = 251).  

Variable f % 

Gender   
Male 155 61.8 
Female 96 38.2 

Age   
18–27 122 48.6 
28–37 48 19.1 
38–47 48 19.1 
48 and above 33 13.1 

Education   
None 18 07.2 
FSc./ Matric 82 32.7 
Undergraduate 151 60.2 

Marital Status   
Single/ Widowed 154 61.4 
Currently Married 97 38.6 

Monthly HH Income   
PKR 12,000–24,999 (USD 68.10–141.88) 52 20.7 
PKR 25,000–49,999 (USD 141.89–283.76) 95 37.8 
PKR 50,000–74,999 (USD 283.77–425.65) 72 28.7 
PKR 75,000–100,000 (USD 425.65–567.54) 32 12.7 

Current Occupation   
Unemployed 73 29.1 
Enrolled as UG/PG student 79 31.5 
Employed (teaching, business, private employee) 99 39.4 

Number of family members living in house   
2–4 56 22.3 
5–7 147 58.6 
8 to 30 48 19.1 

Head of HH   
Father-in-law/ Brother/ Uncle/ Grandfather 136 54.2 
Husband 49 19.5 
Self 34 13.5 
Mother 32 12.7  
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effort (68%), and worthlessness (68%). Majority is also unable to stop 
thinking about family lost to killing (64%). Significant number blames 
themselves for things (61%), feel suddenly scared for no reason (60%) 
and experience nervousness and shakiness inside (58%). Many also have 
feelings of being trapped (57%) and experience spells of panic (54%). 
More than half (51%) have thoughts about ending their lives. 

Bivariate regressions results for higher odds of mental health disorders in 
relation to low community support 

Table 4 presents bivariate regression results for higher odds of 
mental health disorders in relation to low community support. Partici
pants who had low support from community for (i) dealing with a per
sonal problem 3.96 (1.37–0.6.73), (ii) having someone to listen to them 
when they need to talk- 3.68 (1.37–0.5.92), and (iii) sharing private 
worries and fears 2.58 (1.00–0.6.61) had high odds of mental health 
disorders. Similarly, participants who had low support from (i) national 
or ethnic community 2.34 (1.16–0.4.73), (ii) other community groups 
1.84 (1.03–0.3.28), and (iii) from religious community 1.84 

(0.99–0.3.46) had higher odds of mental health disorders. 

Correlation analysis 

Table 5 presents Pearson correlation results between study variables. 
Life satisfaction is positively correlated with household stability (r =
0.319, p < 0.01), job satisfaction (r = 0.17666, p < 0.01), and com
munity support (r = 0.213, p < 0.01). However, life satisfaction is 
negatively correlated with financial security (r = - 0.870, p = n/s). 
Housing stability is positively correlated with job satisfaction (r = 0.231, 
p < 0.01), financial security (r = 0.148, p < 0.05) and community 
support (r = 0.323, p < 0.01). Job satisfaction is positively correlated 
with financial security (r = 0.160, p = n/s), but negatively correlated 
with community support (r = - 0.055, p = n/s). Financial security is 
negatively correlated with community support (r = - 0.800, p = n/s). 

Structural equation modeling 

Path analysis (Fig. 2) reveals significant results for all four observed 
study variables (Table 6). Household satisfaction contributes to greater 
life satisfaction (β = 0.25, R2 = 0.25, p < 0.001) and community 
satisfaction also contributes to greater life satisfaction (β = 0.26, R2 =
0.25, p < 0.001). Financial security (β = 0.11, R2 = 0.25, p < 0.05) and 
job satisfaction (β = 0.13, R2 = 0.25, p < 0.05) also significantly con
tributes to greater life satisfaction. With regard to the relationship be
tween the independent variables of the study, household satisfaction 
and community support positively covaried with each other (β = 0.43, p 
< 0.001), as did job satisfaction and household satisfaction (β = 0.27, p 
< 0.001). Similarly, financial security and household satisfaction co
varied with each other (β = 0.17, p < 0.05) (Table 7). 

Qualitative data categorizing the challenges facing the respondents 

A thematic analysis of the qualitative answers of participants 
revealed the following eleven challenges which prevented life 
satisfaction: 

Fears of assault and discrimination 

1 Fear of physical assault and homicide (n = 178; 70.9%)- Many par
ticipants feared assault or homicide due to the regular and normal
ized attacks against the Hazara Shia community of Pakistan, 
specifically in Quetta.  

2 Feel discriminated against in Pakistan and do not belong (n = 44; 
17.5%)- Some participants believed they faced both individual-level 

Table 3 
Independent sample t-test between participant socio-demographic variables and 
PTSD (N = 251).  

Variable N Mean P Value 

Age    
Younger than 37 years 170 25.80 0.235 
Above 38 years 81 22.58  

Gender    
Male 155 22.03 0.009 
Female 96 28.77  

Education    
None to FSc/ Matric 100 20.38 0.400 
Undergraduate 151 23.53  

Marital Status    
Single/ Widowed 154 24.44 0.357 
Currently Married 97 26.47  

Monthly HH Income    
50,000 or less 147 25.92 0.629 
100,000 or less 104 24.00  

Current Occupation    
Unemployed 73 27.52 0.041 
Employed (teaching, business, private employee) 99 22.33  

Number of family members living in house    
4 or less 56 23.92 0.960 
5 to 30 195 23.77  

Head of HH    
Male family member or self 219 24.61 0.306 
Mother 32 28.06   

Fig. 1. Selective data for mental health challenges facing participants (N==251).  
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and institutional-level discrimination, which prevented them from 
integrating and progressing in Pakistan. 

Employment and education problems  

1 Low pay and job not according to merit (n = 99; 39.4%)- Many 
employed participants believed they were not getting paid according 
to what they deserved and that their job profile was not according to 
their degree and merit.  

2 English is not good enough and language is a barrier for progress and 
both educational and employment opportunities (n = 88; 35.1%)- A 
significant number of participants believed that not being well-verse 
in English or having a family and educational background which 
provided them with fluency in English was a barrier to their progress 
for professional advancement.  

3 Choice of university and workplace is too far (n = 52; 20.7%)- Some 
participants complained of distant institutes for study and work, and 
not having adequate public transport facilities or being able to shift 
to nearer accommodation. 

Financial and food security issues  

1 Could not pay gas, electricity or telephone bills on time in the last 
few months (n = 164; 65.3%)- Majority participants complained that 
they could not pay basic utility bills on time due to lack of finances 
and nation-wide increments in utility bills.  

2 Have to regularly pawn or sell things to survive (n = 88; 35.1%)- 
Many participants shared that they had to regularly sell things in 
order to survive and manage basic household expenses. 

3 Went without meals in the last few months (n = 70; 27.9%)- A sig
nificant number of people stated that they had gone without meals or 
had to skip meals in the last few months due to lack of finances. 

4 Need help from welfare or community organization in order to sur
vive (n = 50; 19.9%)- Some participants agreed that without the help 
of welfare and community charity organizations they would not have 
been able to survive in the last few months.  

5 Unable to send children to school due to expense (n = 33; 13.1%)- 
Some participants admitted that they were not sending their children 
to school due to the high expense and inability to pay for school fees, 
even the extra expenses required for public schooling, such as money 
for transport, uniform, food, books and stationary. 

Discussion 

Majority Hazara Shia participants of this study are impoverished, 
and are either illiterate or semi-literate. The majority also indicate low 
life satisfaction. This study confirms reports about the extreme depri
vation, poverty and low literacy of the Hazara Shia community of Quetta 
(Ahmad Wani, 2019). The major finding, through path analysis, is that 
life satisfaction of Hazara Shias is associated with household and 
financial stability, and job satisfaction and community support. The 
independent variables also show positive covariance (household satis
faction, community support, job satisfaction, and financial security). 
Supporting migrants for housing, employment, income generation, and 
community inclusion is a human rights issue (Eschbach et al., 2001), 
which Hazara Shias of Pakistan have been deprived of since their relo
cation many decades ago. Global scholarship on migrant communities 
confirms that they are less likely to get formal sector jobs, adequate pay 
or satisfactory housing (UK Home Office Report, 2014). Unless migrants 
are supported with better laws to protect their social integration, 
financial security, and life satisfaction, development and stability within 

Table 4 
Bivariate odds ratio for higher risk of mental health disorders in relation to 
community support variables (N = 251).   

OR P vale AOR P vale 

Low support from national 
or ethnic community 

2.32 
(1.16–0.4.67) 

0.017 2.34 
(1.16–0.4.73) 

0.017 

Low support from religious 
community 

1.84 
(0.99–0.3.44) 

0.050 1.84 
(0.99–0.3.46) 

0.050 

Low support from other 
community groups 

1.83 
(1.02–0.3.26) 

0.040 1.84 
(1.03–0.3.28) 

0.040 

Low support from for 
listening when you need 
to talk 

3.65 
(1.36–0.5.83) 

0.010 3.68 
(1.37–0.5.92) 

0.010 

Low support for talk to 
about yourself or your 
problems 

2.55 
(0.89–0.5.30) 

0.081 2.59 
(0.90–0.5.74) 

0.078 

Low support for sharing 
private worries and fears 

2.55 
(0.99–0.6.56) 

0.050 2.58 
(1.00–0.6.61) 

0.050 

Low support for 
suggestions about how 
to deal with a personal 
problem 

3.85 
(1.34–0.6.99) 

0.012 3.96 
(1.37–0.6.73) 

0.011 

Low support for assistance 
in visiting doctor if you 
needed it 

1.32 
(0.59–0.2.95) 

0.489 1.34 
(0.59–0.3.04) 

0.478 

Low support for preparing 
meals if you were unable 
to do it 

1.32 
(0.59–0.2.95) 

0.489 1.34 
(0.59–0.3.04) 

0.478 

Low support for helping 
with daily chores if you 
were sick 

1.33 
(0.63–2.83) 

0.446 1.36 
(0.63–2.92) 

0.427  

Table 5 
Correlation analysis between variables.   

HS JI FS CS LS 

Household Stability (HS) 1     
Job Satisfaction (JS) 0.231** 1    
Financial Security (FS) 0.148* 0.160 1   
Community Support (CS) 0.323** − 0.055 − 0.800 1  
Life Satisfaction (LS) 0.319** 0.176** − 0.870 0.213** 1  

Fig. 2. Structural equation model showing standardized estimates of 
path analysis. 

Table 6 
Path coefficients of Life Satisfaction.     

β S.E. C.R. p- 
value 

Household 
Satisfaction 

→ Life 
Satisfaction 

.248 .077 3.861 *** 

Financial Security → Life 
Satisfaction 

.114 .952 2.043 .041 

Job Satisfaction → Life 
Satisfaction 

.127 .272 2.231 .026 

Community Support → Life 
Satisfaction 

.260 .065 4.251 *** 

R2 .250 ***  
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a region or nation is not possible (Phillimore, 2006). 
Our study shows that higher PTSD scores are associated with women 

and unemployed people. Other research confirms that women migrants 
face greater stress, possibly due to greater isolation and less social 
connectedness (Anjara et al., 2017). With the Hazara Shia migrants, 
specifically, PTSD may be exacerbated in women and the unemployed 
due to the genocide they face and the loss of family members who were 
male guardians and financial sponsors. Furthermore, women migrants 
from conservative and unique ethnic backgrounds face their own com
plex challenges related to inability to culturally integrate leading to 
greater stress after relocation (Kavian et al., 2020). As has been done in 
other countries, there is critical need for supporting Hazara Shia women 
migrants with interventions for health services (Villadsen et al., 2016) 
and improved social support (Dominguez-Fuentes and Hom
brados-Mendieta, 2012). 

Scholarship also confirms that unemployed migrant workers face 
greater stress and depression, especially if the duration of their unem
ployment is longer and the type of job opportunities are from the 
informal sector (Chen et al., 2012). Since migrant populations, and 
women specifically, suffer from higher PTSD, scholars recommend 
regular screening in order to identify the extent of the problem and plan 
policies accordingly and on individual case basis (Schweitzer et al., 
2018). The utilization of community social workers to support individ
ual families within neighborhoods and the community, in partnership 
with primary level health services, would also be beneficial (Fortuna 
et al., 2008). 

Our study also shows that the Hazara Shias suffer from high inci
dence of common mental health disorders as well. Majority experienced 
worries, blue moods, fears, and hopelessness. Many also felt trapped and 
had thoughts about ending their lives. There were also reports of 
physical symptoms such as headaches, weakness, aches and pains. This 
stress and anxiety are the result of various factors which include; 
experiencing the death of near and dear ones, living through unending 
war, stressed transit experiences, unending grief and loneliness, and 
cultural shock (Alemi, 2014; Hamrah, 2020). Research about migrant 
Hazara Shias from Australia also confirms that they suffer from vitamin 
and mineral deficiencies (Benson J, 2013), complex mental health 
(Ahmad F., 2020) and physical health (Finney Lamb C, 2009) chal
lenges, due to historic malnutrition and negligence. Women, children, 
and elderly may face greater mental health risks due to remaining in
doors and receiving less health attention (Sanati Pour M, 2014). It is also 
not uncommon for migrant refugees to suffer from suicide ideation, and 
even have incidence of suicides, especially when they experience low 
community support and absence of community structures to help them 
deal with conflict (Ao et al., 2016). There is immediate need to collect 
data to identify suicide rates in the Hazara Shia community through 
collaboration of state, health sector, and local community bodies. 

Regression results revealed that participants who had low commu
nity support faced higher risk of mental disorders. Specifically, people 
with low support from national and ethnic community, religious com
munity, and other community groups faced higher risk. Several studies 
confirm that migrant populations, especially those with experiences of 
conflict and violence, are highly dependent on community support in 
order to develop resilience and coping strategies for survival, progress 
and even advocacy (Siriwardhana et al., 2014). The benefits of 

delivering community support initiatives for migrants through their own 
ethnic and religious community is that the support generated is cultur
ally appropriate and assists in dealing with exile-related stressors that 
are unique to the group (Tribe, R., 2002). In the Hazara Shias case, 
support from their own ethnic and religious community would help in 
making sense of the violence against them, shared understanding in 
coping with loss of loved ones, and encouraging long-term support for 
survival and advocacy. 

The qualitative findings from our study reveal three areas of chal
lenges that Hazara Shias identify as barriers to their life satisfaction. 
Firstly, as a non-combative targeted minority they feel immense fear of 
facing physical assault and homicide or then discrimination at the hands 
of state and society. Both academic scholarship and news reports 
confirm that the critical and urgent need is for Hazara Shias to be pro
vided protection against the violence against them by perpetrators who 
are not being penalized by state to date (Ahmad Wani, 2019). Secondly, 
they feel they are underpaid and underutilized compared to their merit 
and that distance and inadequate English language skills both contribute 
to barriers in getting good academic or employment opportunities. 

Finally, the Hazara Shias describe suffering from extreme poverty 
and food insecurity with complaints about inability to pay utility bills, 
going without eating meals, and inability to send children to school. In 
order to survive, many have to regularly pawn or sell things, and need 
support from welfare or charity organizations. Unless a diverse combi
nation of effective interventions to support the economic and financial 
integration of the Hazara Shias is not delivered in Pakistan, there is risk 
that the violence and exclusion against the Hazaras contributes to sus
tained violence against them or ‘genocide by attrition’. This is because 
victims of ethnic cleansing and genocide are more vulnerable when they 
are neglected and marginalized by state and society, as they become 
voiceless and stateless groups who cannot advocate to stop the violence 
and injustice against them (Card, 2003; Caso, 2011). 

There are some limitations to our study. We were not able to achieve 
random sampling or a bigger sample, due to low response. The data was 
collected at Hazara Shia community centers, and results may differ or 
perhaps be worse for those who do not visit their community centers and 
are restricted to their homes. We also limited our sample to Hazara Shias 
in Quetta, and it may be possible that other Hazara Shias in Pakistan face 
similar or different challenges that need to be investigated. However, the 
strength of this study is that it helps to identify factors that are 
contributing to low life satisfaction and mental health problems in the 
Hazara Shia community and also helps to highlight which areas need to 
be improved upon to support them. The findings of this study are 
important not just for mobilizing protective policy and security for the 
Hazara Shias who are in dire need of both, but also contributes to the 
literature for realties of migrant populations living in developing nations 
who face victimization due to religious and ethnic belonging. 

Conclusion 

This is the first empirical study on the life satisfaction and mental 
health of the Hazara Shia community in the city where they are found in 
large majority after migration from Afghanistan. The findings contribute 
to empirical evidence that should inform and mobilize the state, society, 
ethnic and religious communities, and international stakeholders about 

Table 7 
Covariances among observed variables.     

Estimate S.E. C.R. P 

HHsatis_1 <–> comunitysupport_1 24.623 3.925 6.274 *** 
jobsat_1 <–> comunitysupport_1 .733 .904 .811 .417 
finsecurity_1 <–> HHsatis_1 .609 .227 2.683 .007 
jobsat_1 <–> finsecurity_1 .042 .056 .747 .455 
jobsat_1 <–> HHsatis_1 3.379 .828 4.081 *** 
finsecurity_1 <–> comunitysupport_1 .109 .253 .431 .667  
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the extreme victimization and neglect facing the community. Overall, 
participants were found to have low life satisfaction and face consider
able mental health challenges. From both a human rights and nation 
building perspective, there is need to support the Hazara Shia commu
nity with protection and security, and simultaneously deliver in
terventions to improve their life satisfaction and mental health. This 
study is able to identify the interventions needed to improve their 
wellbeing, including improvement in housing stability, financial secu
rity, job satisfaction, and community support. Future research must also 
look closely into specific needs for more vulnerable groups, the women 
and unemployed, within the Hazara Shia community. 
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