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Abstract
Background This study explores how war or conflict influences the established predictors of mental well-being 
among children, addressing a significant gap in current research.

Methods Utilizing data from Multiple Indicator Cluster Surveys (MICS6) collected between 2016 and 2021, we 
examined children aged 5–17 years in four low or middle-low-income countries experiencing war or conflict and 
compared them to 20 control countries. We employed logistic models to analyze the data, focusing on mental 
well-being as the outcome. Primary independent variable was exposure to war, with an emphasis on the interaction 
between this exposure and potential predictors, including age, sex, having a physical disability, enrolled in education, 
having siblings, living with at least one parent, residence place, and family wealth status.

Results The analysis revealed significant modifications in the association between factors like age, disability, 
education, economic status, and place of residence and mental well-being due to war (p values < 0.05). Specifically, 
the impact of war was more pronounced in older children (OR = 1.48, 95%CI = 1.18–1.85) compared to younger ones. 
Education was found to mitigate anxiety in conflict-affected areas (OR = 0.75, 95%CI = 0.60–0.95), whereas children 
with disabilities were more vulnerable to mental health challenges (OR = 2.05, 95%CI = 1.65–2.55) in these settings.

Limitations The mental well-being measure was based on caregiver reports, which may not fully capture the 
children’s experiences.

Conclusion Our findings provide crucial insights into the differential impact of war on children’s mental well-being. 
They underscore the need for tailored, context-specific mental health interventions for children in conflict-affected 
areas and encourage further research into the nuanced effects of war on child and adolescent mental health.
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Introduction
Children’s mental well-being is influenced by a myriad 
of factors. Research, predominantly spanning disci-
plines such as psychology, public health, and sociology, 
has consistently highlighted the importance of variables 
such as socioeconomic status, family environment, and 
educational access [1, 2]. These factors, though crucial, 
represent a fraction of the broader set of determinants 
that influence a child’s mental well-being. A context that 
significantly alters these factors and their impact but 
remains comparatively under-researched is that of war 
and conflict [3].

War or conflict situations pose profound challenges to 
all facets of life, particularly for children, as they dras-
tically change the sociocultural, economic, and envi-
ronmental. These conditions potentially disrupt and 
redefine traditional factors impacting mental health, 
thereby modifying their roles and impacts [4–6]. For 
example, the protective effect of certain factors, like fam-
ily environment or socioeconomic status, might weaken 
or even reverse in the face of war’s hardships [4–6].

Existing literature has provided valuable insights into 
the mental health outcomes of children in conflict or 
war settings. Several studies have documented the preva-
lence of mental health issues among children exposed 
to war and conflict. For instance, a systematic review 
by Attanayake et al. (2009) found that the prevalence 
of post-traumatic stress disorder (PTSD) among chil-
dren exposed to war ranged from 4.5 to 89.3%, while 
depression rates ranged from 25 to 25% [7]. Another 
meta-analysis by Charlson et al. (2019) estimated that in 
conflict-affected populations, 22.1% of populations had 
mental disorders, with anxiety and PTSD being the most 
common [8].

Research has also identified various risk factors for 
poor mental health outcomes in these settings. Betan-
court et al. (2013) found that exposure to violence and 
loss of caregivers were significant predictors of internal-
izing problems among war-affected youth in Sierra Leone 
[9]. Similarly, Panter-Brick et al. (2015) reported that 
trauma exposure and daily stressors were associated with 
higher levels of PTSD and depression symptoms among 
Afghan youth [10].

Moreover, studies have begun to explore protective fac-
tors and resilience in children affected by war. Tol et al. 
(2013) conducted a systematic review of resilience and 
mental health in children living in areas of armed con-
flict, finding that factors such as social support, caregiver 
mental health, and community acceptance were associ-
ated with better mental health outcomes [11].

However, despite these valuable contributions, there 
remains a significant gap in our understanding of how 
war or conflict interacts with established predictors of 
children’s mental well-being. Most studies have focused 

on the direct effects of war exposure on mental health 
outcomes, but less is known about how war might mod-
erate the association between other factors and mental 
well-being. This leaves a critical gap in our understand-
ing and capacity to effectively intervene and support the 
mental health of children living in these extraordinarily 
challenging contexts.

Building on existing literature and addressing identified 
research gaps, this study aims to answer three specific 
questions: (1) How does war or conflict exposure mod-
erate the association between socio-demographic fac-
tors and children’s mental well-being? (2) To what extent 
does it modify the association between family-related 
factors and mental well-being? (3) How does it alter the 
association between socio-economic factors and mental 
well-being? We hypothesize that war or conflict exposure 
will: H1, amplify the negative association between older 
age and mental well-being due to increased awareness; 
H2, strengthen the association between disability status 
and poor mental well-being due to additional challenges; 
H3, weaken education’s protective effect on mental well-
being due to compromised quality and consistency; H4, 
enhance the positive association between living with par-
ents and mental well-being due to increased need for sta-
bility; and H5, amplify the negative association between 
lower family wealth status and poor mental well-being 
due to exacerbated economic hardships. Through these 
questions and hypotheses, we seek to provide a com-
prehensive understanding of how war or conflict experi-
ences interact with various aspects of children’s lives to 
influence their mental well-being.

Methods
Data source and participants
We used Multiple Indicator Cluster Surveys (MICS6) 
data, collected between 2016 and 2021. MICS serves as 
the predominant dataset employed by United Nations 
(UN) agencies to evaluate progress towards the accom-
plishment of Sustainable Development Goals for women 
and children [12]. Detailed descriptions of MICS, such as 
sampling methods and quality-control procedures, can 
be found elsewhere [12, 13].

These analyses were conducted only on samples of 
children aged 5–17 years. Data from four low or mid-
dle-low-income countries (LMICs) (namely the Central 
African Republic, Democratic Republic of Congo, Nige-
ria, and the State of Palestine), which were experiencing 
war or conflict during data collection, were classified 
as the exposed group. The definition of war or conflict 
is detailed in the following section. Data from 20 other 
LMICs (including Bangladesh, Gambia, Georgia, Ghana, 
Guinea Bissau, Guyana, Honduras, Kiribati, Kyrgyz 
Republic, Lesotho, Madagascar, Malawi, Nepal, Paki-
stan, Samoa, Sao Tome and Principe, Togo, Uzbekistan, 
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Vietnam, Zimbabwe) were categorized as control 
countries.

We excluded the cases with missing values (ranging 
from 0.01% for having siblings to 17.6% for education) 
instead of any imputation.

The data are publicly available. The use of secondary 
de-identified data made this study exempt from insti-
tutional review board review. Participants in the origi-
nal studies gave informed consent and each study was 
approved by relevant institutional ethics review commit-
tees at the country level involved in data collection.

Outcome and measurement
Mental well-being was measured by two questions from 
the Child Functioning Module (CFM), which was devel-
oped by UNICEF and the Washington Group on Dis-
ability Statistics and was validated for use in household 
surveys [14]. Mental well-being was captured by two 
questions—one on signs of depression (How often does 
the child seem very sad or depressed? ) and another on 
anxiety (How often does the child seem very anxious, 
nervous, or worried? ), with possible responses of “daily,” 
“weekly,” “monthly,” “a few times a year,” and “never”. 
Answers with “daily” was defined as being possible 
depression or anxiety accordingly. For children 5–14, 
mothers or primary caregivers served as proxy respon-
dents, while children 15–17 answered directly.

Potential moderator
War or conflict in this study was defined based on the 
Uppsala Conflict Data Program (UCDP) definition. 
UCDP categorizes armed conflict as “a contested incom-
patibility that concerns government and/or territory 
where the use of armed force between two parties, of 
which at least one is the government of a state, results in 
at least 25 battle-related deaths in a calendar year“ [15]. 
The four countries classified as experiencing war or con-
flict in our study were selected based on three criteria: 
(1) they were categorized as low or middle-low-income 
countries (LMICs) according to the World Bank clas-
sification during the study period (2016–2021), (2) they 
experienced active armed conflict, as defined by UCDP, 
during the data collection period of MICS6 (2016–2021), 
and (3) they participated in the MICS6 survey, providing 
necessary data for our analysis.

The selected countries in our study represent diverse 
conflict situations: the Central African Republic has 
faced ongoing civil war since 2012 between the Seleka 
rebel coalition and anti-Balaka militias, resulting in wide-
spread displacement and human rights violations; the 
Democratic Republic of Congo has experienced pro-
longed conflict since the 1990s, with armed conflicts 
persisting particularly in the eastern regions despite the 
official end of the war in 2003; Nigeria has faced multiple 

conflicts, including the Boko Haram insurgency since 
2009, intercommunal violence, and militancy in the 
Niger Delta; and the State of Palestine has been involved 
in one of the world’s longest-running conflicts, charac-
terized by periods of violence, occupation, and politi-
cal tension. While these countries were all experiencing 
active conflict during the MICS6 data collection period, 
we acknowledge that the intensity and nature of conflicts 
varied. The inclusion of the State of Palestine alongside 
African countries, despite geographical and historical dif-
ferences, is justified by our focus on the impact of pro-
longed conflict on children’s mental well-being across 
diverse contexts. Our study aims to identify common 
patterns in how conflict exposure moderates the rela-
tionship between various factors and children’s mental 
well-being, while recognizing the unique aspects of each 
conflict situation and that war and conflict can manifest 
differently across these settings.

Potential predictors
We investigated the following possible commonly cited 
predictors of mental well-being, extracted from previ-
ous literature, including age (years), sex (male vs. female), 
having a physical disability (yes or no), enrolled in educa-
tion (yes or no), having siblings (yes or no), living with 
at least one parents (yes or no), residence place (rural 
vs. urban), and family wealth status [1, 2]. Family wealth 
status, a five-category variable, was measured by wealth 
index (available in the data directly) derived from a prin-
cipal component analysis based on household assets, 
characteristics, and infrastructure [16]. Physical disability 
was measured by questions from CFM, covering domains 
of vision/seeing, hearing, mobility/walking. Each of these 
questions had response scales of “no difficulty,” “some dif-
ficulty,” “a lot of difficulty,” and “cannot do at all”. Details 
of the questionnaires can be found elsewhere [13]. Fol-
lowing the definition of UNICEF, children were consid-
ered to have a disability if “a lot of difficulty” or “cannot 
do at all” were reported on at least one of the above 
domains [14].

Statistic analysis
To describe the basic characterises, categorical variables 
were reported as numbers (percentage), and continuous 
variables were reported as mean (standard deviation, 
SD).

To investigate if war moderates the association between 
mental wellbeing and its predictors among children, we 
fitted data with logistic model. We first fitted full models, 
with mental well-being (yes or no) as the outcome and 
war or conflict exposure (yes or no) as the primary inde-
pendent variable of interest, controlled all potential pre-
dictors including age, sex, physical disability, enrolment 
in education, presence of siblings, living with parents, 
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residence place, and family wealth status, as well as all 
interaction terms between war or conflict exposure and 
these potential predictors. These full models were then 
followed by a step-wise selection procedure based on 
Akaike Information Criterion (AIC). Survey weighting 
was used to account for sampling design (including the 
unequal probability of selection, clustering, and stratifi-
cation). Odds Ratio (OR) and 95% Confidence Interval 
(CI) were extracted from the final model.

A sensitivity analysis was conducted by repeating the 
above analysis with imputation of the missing values 
instead of omitting them.

Analyses were performed using R (version 4.3.0). Sta-
tistical significance was defined as P < 0.05. All tests were 
two-tailed.

Results
A total of 216,853 children, including 33,090 from coun-
tries with war or conflict, were included in the study. 
Among them, 3.4% showed signs of depression and 5.4% 
showed signs of anxiety based on responses to a single 
question for each condition. It’s important to note that 
these percentages reflect the prevalence of daily experi-
ences of feeling very sad or depressed (for depression) 
and feeling very anxious, nervous, or worried (for anxi-
ety), as reported by caregivers or the children themselves, 
rather than clinical diagnoses. A basic description by war 
or conflict exposure is provided in Table 1.

Among children aged 5–9, there was evidence of sig-
nificant modification by war or conflict of the association 
of disability and depression (OR = 1.48, 95%CI = 1.18–
1.85), wealth status and depression (ORs < = 0.66, p val-
ues < 0.01), and residence place and depression (OR = 1.32, 
95%CI = 1.12–1.55); there was also evidence of significant 
modification by war or conflict of the association of age 

and anxiety (OR = 1.06, 95%CI = 1.01–1.11), disability and 
anxiety(OR = 1.62, 95%CI = 1.31-2.00), wealth status and 
anxiety (ORs < = 0.72, p values < 0.01), and residence place 
and anxiety (OR = 1.41, 95%CI = 1.22–1.64) (Table 2).

Among adolescents aged 10–17, there was evidence of 
significant modification by war or conflict of the asso-
ciation of wealth status and depression (ORs < = 0.78, 
p values < 0.05), and residence place and depression 
(OR = 1.27, 95%CI = 1.10–1.47); there was also evi-
dence of significant modification by war or conflict 
of the association of disability and anxiety(OR = 1.30, 
95%CI = 1.06–1.60), enrolled in education and anxiety 
(OR = 0.80, 95%CI = 0.66–0.98), wealth status and anxiety 
(ORs < = 0.70, p values < 0.001), and residence place and 
anxiety (OR = 1.49, 95%CI = 1.31–1.70) (Table 2).

The interaction terms between sex, having siblings, liv-
ing with parents, and war, respectively, were not statisti-
cally significant (Table 2).

The sensitivity analysis using imputed values instead of 
omitting them confirmed the consistency of our above 
results (Sup Table 1).

Discussion
Here we firstly, to the best of our knowledge, demon-
strated that war or conflict experience serves as a mod-
erating variable in the association between age, disability, 
education, economic status, and place of residence, with 
mental well-being. Contrarily, this moderating effect 
does not extend to the associations between gender, the 
presence of siblings, cohabitation with parents, and men-
tal well-being.

Our analysis revealed that the association between age 
and anxiety levels in children aged 5–9 was moderated 
by war or conflict experience. Specifically, we observed 
a stronger association between older age and anxiety 

Table 1 Basic description of study sample. Data are shown as mean (standard deviation) or number (%). P values for categorical 
variables were obtained by t-test and continuous variables by chi-square test
Variables All War or conflict exposure (= no) War or conflict exposure (= yes) p value
Age (years) 10.57 (3.69) 10.58 (3.70) 10.49 (3.65) < 0.001
Sex (= female) 104,131 (48.0%) 87,989 (47.9%) 16,142 (48.8%) 0.003
Disability (= yes) 18,626 (8.6%) 16,144 (8.8%) 2482 (7.5%) < 0.001
Enrolled in education (= yes) 194,476 (89.7%) 164,351 (89.4%) 30,125 (91.0%) < 0.001
Having siblings (= yes) 143,649 (66.2%) 119,146 (64.8%) 24,503 (74.0%) < 0.001
Wealth status of family
 Lowest 45,753 (21.1%) 39,764 (21.6%) 5989 (18.1%) < 0.001
 2 44,643 (20.6%) 37,730 (20.5%) 6913 (20.9%)
 3 44,973 (20.7%) 37,349 (20.3%) 7624 (23.0%)
 4 42,845 (19.8%) 35,959 (19.6%) 6886 (20.8%)
 Highest 38,639 (17.8%) 32,961 (17.9%) 5678 (17.2%)
Residence place (= rural) 146,364 (67.5%) 126,608 (68.9%) 19,756 (59.7%) < 0.001
Living with at last one parents (= yes) 195,487 (90.1%) 166,309 (90.5%) 29,178 (88.2%) < 0.001
Symptoms of depression (= yes) 7392 (3.4%) 5286 (2.9%) 2106 (6.4%) < 0.001
Symptoms of anxiety (= yes) 11,621 (5.4%) 8242 (4.5%) 3379 (10.2%) < 0.001
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symptoms among children in conflict-affected areas 
compared to those in non-conflict areas. This finding 
suggests that older children within this age group may be 
more likely to report anxiety symptoms in the context of 
war or conflict, though the cross-sectional nature of our 
study precludes causal inferences. The exacerbated vul-
nerability in war or conflict experiences in older children 
might be attributed to their enhanced cognitive devel-
opment, enabling a more comprehensive understand-
ing of the situation and its potential dangers [17]. Our 
study aligns with existing literature, which reinforces the 
notion that children in conflict zones are at an increased 
risk of mental health issues [9]. Conversely, no significant 
interaction was noted in adolescents aged 10–17, echoing 
findings from a review, which argued that older children 
might employ more effective coping mechanisms, poten-
tially explaining the observed discrepancy [18].

Our findings also suggested that adolescents enrolled 
in education within conflict zones had a significantly 
lower prevalence of symptoms of anxiety than their non-
enrolled counterparts. The mitigating effect of educa-
tion on anxiety might stem from the structure, routine, 
and support provided by schooling, which could foster 
resilience in the face of adversities associated with war or 
conflict [17]. In contrast, this effect was not observed in 
younger children (aged 5–9), possibly due to their lesser 
cognitive and emotional maturity to utilize the resources 
provided within an educational setting in the same way 
adolescents do. Additionally, the longer exposure to the 
positive effects of schooling among older children may 
play a crucial role. Adolescents may have had more time 
to benefit from the protective factors associated with 
education, such as social connections, skill development, 

and a sense of normalcy, which could contribute to their 
improved ability to manage anxiety in conflict settings. 
Our findings echo previous works, which underscored 
the protective role of education for mental health in con-
flict settings [11, 19]. The absence of a significant inter-
action in younger children (aged 5–9) highlights the 
necessity for age-appropriate mental health support and 
intervention strategies as suggested aforementioned.

Our analysis revealed that both children and adoles-
cents with disabilities demonstrated exacerbated vulner-
ability to war or conflict experience, and were associated 
with a higher risk of symptoms indicative of anxiety or 
depression. These findings keep in line with previous 
research, which has highlighted the increased vulner-
ability of children and adolescents in conflict settings to 
mental health problems [20, 21]. From a practical stand-
point, these findings underscore the critical need for 
focused, inclusive mental health interventions for chil-
dren and adolescents with disabilities residing in conflict-
affected regions. The elevated vulnerability towards war 
or conflict experiences observed in children and adoles-
cents with disabilities could potentially be attributed to 
the intersectionality of disability and trauma exposure. 
The experience of disability may compound the emo-
tional distress caused by war, as individuals with disabili-
ties often face additional societal barriers, stigma, and 
isolation, which may further exacerbate the psychological 
impact of conflict [22].

Our study elucidated notable socio-economic and geo-
graphical disparities in the prevalence of symptoms of 
anxiety and depression among children and adolescents 
residing in conflict zones. We found that less affluent 
families demonstrated lower prevalence rates, while rural 

Table 2 Moderating role of exposure to war or conflict on the association between mental wellbeing and its predictors among 
children. Data only show the results of interaction terms. The results are presented as odds ratios (OR) with 95% confidence intervals. 
The “-” symbol denotes that the corresponding variable was not selected in a step-wise approach, meaning that these factors were not 
considered relevant in the model based on the data. * p < 0.05, ** p < 0.01, *** p < 0.001
Interaction terms Children aged 5–9 Adolescent aged 10–17

Symptoms of depres-
sion (= yes)

Symptoms of anxiety 
(= yes)

Symptoms of depres-
sion (= yes)

Symptoms of anxi-
ety (= yes)

Age (years) x War (= yes) 1.03 (0.98–1.09) 1.06 (1.01–1.11) * 0.98 (0.95–1.01) 0.97 (0.95-1.00)
Sex (= female) x War (= yes) - - - 0.91 (0.81–1.03)
Disability (= yes) x War (= yes) 1.48 (1.18–1.85) *** 1.62 (1.31-2.00) *** 1.13 (0.91–1.41) 1.30 (1.06–1.60) *
Enrolled in education (= yes) x War (= yes) - 0.84 (0.61–1.17) 0.83 (0.67–1.04) 0.80 (0.66–0.98) *
Having siblings (= yes) x War (= yes) - - 0.89 (0.76–1.03) -
Wealth status of family x War (= yes)
 Lowest 0.57 (0.44–0.74) *** 0.62 (0.48–0.78) *** 0.78 (0.62–0.99) * 0.65 (0.52–0.81) ***
 2 0.59 (0.46–0.77) *** 0.59 (0.47–0.75) *** 0.72 (0.57–0.91) ** 0.63 (0.51–0.77) ***
 3 0.62 (0.48–0.79) *** 0.72 (0.58–0.91) ** 0.84 (0.67–1.05) 0.70 (0.57–0.86) ***
 4 0.66 (0.51–0.85) ** 0.70 (0.56–0.87) ** 1.01 (0.81–1.26) 0.82 (0.67–1.01)
 Highest Reference Reference Reference Reference
Residence place (= rural) x War (= yes) 1.32 (1.12–1.55) *** 1.41 (1.22–1.64) *** 1.27 (1.10–1.47) ** 1.49 (1.31–1.70) ***
Living with at least one parents (= yes) x War 
(= yes)

0.87 (0.67–1.13) 0.89 (0.70–1.13) 0.83 (0.68–1.02) -
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residents exhibited higher rates. The reduced prevalence 
of anxiety and depression amongst children and adoles-
cents from less affluent families in conflict zones might 
be attributable to the fact that these groups have devel-
oped stronger community bonds and resilience due to 
their socio-economic conditions, which might buffer 
against the mental health impacts of war [23]. Neverthe-
less, the increased prevalence in rural areas may be due 
to higher exposure to conflict, and fewer resources to 
cope with the psychological impacts of war [24].

Our findings suggested that the experience of war 
or conflict did not moderate the associations between 
gender, the presence of siblings, cohabitation with par-
ents, and mental well-being. This means that irrespec-
tive of exposure to conflict, these demographic factors 
bore a similar association with mental well-being. The 
consistency of associations between these factors and 
mental well-being, irrespective of war or conflict expe-
riences, could be due to the universality of these demo-
graphic factors as determinants of mental well-being. 
For instance, gender differences in mental well-being are 
observed globally, often attributed to biological, social, 
and cultural factors [25]. Similarly, the presence of sib-
lings and living with parents might influence mental 
well-being through factors like social support and fam-
ily dynamics, which are likely to persist regardless of the 
presence of conflict [26]. Our findings align with global 
literature emphasizing the importance of these demo-
graphic factors for mental well-being [2, 27]. They also 
echo research in conflict-affected populations indicating 
the influence of these factors [5, 11, 17].

Our findings have significant implications for policy 
makers, healthcare providers, and humanitarian organi-
zations working in conflict-affected areas. While several 
effective interventions already exist, such as school-based 
programs like Classroom-Based Intervention [28], com-
munity-based health services [29], Narrative Exposure 
Therapy adapted for children (KIDNET) [30], caregiver 
support programs [31], and art and play therapy [32], 
our results suggest areas for enhancement. These include 
developing more inclusive support for children with dis-
abilities, creating age-specific interventions to address 
the differential impact of war across age groups, strength-
ening educational programs that show a protective effect 
for adolescents, extending mental health support to 
underserved rural areas, and ensuring accessibility across 
all economic strata. The effectiveness of existing inter-
ventions like the IRC’s Families Make the Difference pro-
gram [31] underscores the potential for positive impact. 
However, future research should focus on evaluating the 
long-term effectiveness of these interventions, particu-
larly in addressing the specific vulnerabilities identified 
in our study, and examining how they can be scaled up 

and adapted to different cultural contexts within conflict 
zones.

Our study had important strengths such as the muti-
country, large sample and inclusion of a control group. 
However, the results should be interpreted within the 
context of several limitations. Firstly, the cross-sectional 
design precludes examination of changes over time or 
establishment of causality. Secondly, our binary measure 
of war or conflict exposure doesn’t account for varying 
intensity, duration, or types of conflict experiences, nor 
the time since conflict occurred or whether children are 
still experiencing war. Thirdly, mental well-being was 
assessed using only two questions from the Child Func-
tioning Module (CFM), focusing on difficulties manag-
ing emotions such as worry, sadness, or anxiety. While 
validated [14], this simplistic measure doesn’t encom-
pass the full range of possible manifestations of depres-
sion or anxiety in young individuals, such as irritability, 
psychosomatic and sleep disorders, fatigue, and anhedo-
nia. The CFM relies on mothers or primary caregivers as 
informants rather than directly asking children, which, 
while partially justified by logistical considerations [14], 
carries inherent limitations. Parents or caregivers may 
not be fully aware of the difficulties experienced by the 
child, particularly regarding “internalising” problems, 
and there are often disagreements regarding the sever-
ity of existing difficulties. This approach may limit com-
parability and replicability with other studies in the field 
that use more comprehensive assessment tools, such as 
the Child PTSD Symptom Scale or the Depression Self-
Rating Scale. Our simplified measure, while practical for 
large-scale surveys, may not capture the full spectrum of 
mental health issues that children in conflict zones might 
experience, potentially leading to an underestimation of 
mental health problems. Nonetheless, the prevalence of 
daily depression and anxiety signs reported in our sam-
ple aligns with global prevalence estimates [14], and the 
CFM underwent extensive testing to ensure adequate 
psychometric properties [14]. The brevity of our measure 
allows for wider implementation across diverse settings, 
potentially increasing generalizability. Finally, our study 
did not control for all potential factors, notably omit-
ting maltreatment, bullying, stigma, and parents’ men-
tal health state, despite their documented influence on 
children’s mental health [33–36], due to the unavailabil-
ity of this information in the MICS. Further research is 
needed to address these limitations, particularly through 
longitudinal studies to establish causal relationships of 
the dynamic changes we identified for depression/anxi-
ety. Future studies could benefit from incorporating both 
brief screening tools and more comprehensive assess-
ments to enhance comparability across studies in this 
field.



Page 7 of 8Chen et al. BMC Psychiatry          (2025) 25:436 

In conclusion, our study reveals that war or conflict 
experiences significantly moderate the associations 
between several key predictors and children’s men-
tal well-being. Older children (5–9 years) in conflict 
zones showed increased vulnerability to anxiety, while 
adolescents enrolled in education demonstrated lower 
anxiety levels. Both children and adolescents with dis-
abilities exhibited heightened vulnerability to anxi-
ety and depression in conflict settings. Economically, 
less affluent families in conflict zones showed lower 
prevalence rates of anxiety and depression symptoms, 
while rural residents exhibited higher rates. These find-
ings underscore the need for tailored, context-specific 
interventions, particularly focused on inclusive mental 
health support for children with disabilities in conflict-
affected regions. Educational programs should be main-
tained and strengthened, especially for adolescents, 
given their protective effect. Special attention should 
be directed to rural areas where mental health support 
may be less accessible, and age-appropriate strategies 
should be developed to address the differing impacts of 
conflict across age groups. Our study prompts further 
investigation into the mechanisms by which war affects 
children’s and adolescents’ mental well-being so differen-
tially across these factors, calling for longitudinal stud-
ies to establish causal relationships and develop targeted 
interventions. By addressing these critical areas, we can 
work towards better supporting the mental health and 
well-being of children and adolescents living in conflict-
affected regions.
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