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1 Introduction 

 

Remember - Unite - Renew is the slogan of the 20th commemoration of the Rwandan genocide. 

A country emerging from massive violence not only faces the challenge of reinventing itself as a 

nation, but it also has to deal with the multifaceted long-term consequences of suffering at both 

the individual and community level. How do people continue living in Rwanda after a human 

tragedy that has erased a considerable part of the population and where survivors continue 

living next door to those who killed their families?   

 

Armed conflicts and military interventions present only one form of today’s wars as coercion and 

propaganda exerted by governments and radicalized groups tend to result in the mobilization of 

major parts of the local population. Turning against neighbors, as seen in former Yugoslavia or 

Rwanda, not only produces an inconceivable level of mass violence; moreover, it along involves 

the destruction of the social fabric, a heightened level of mistrust in the population and an 

increase in health problems. Ethnic conflict in particular leaves a society deeply divided, 

whereby ethnic markers, formerly used to dehumanize parts of the population and distinguish 

between people, risk persisting long after the conflict is over if no adequate way is found to deal 

with the past (Fujii, 2009).  

 

The present research examines three different aspects of the legacies of the 1994 Rwandan 

genocide. Through a micro-level lens, I analyze the consequences of genocide at the individual, 

family and community level. In the present chapter, I first briefly introduce the historical 

background of the 1994 Rwandan genocide, before presenting the main rationale of the 

presented studies. Finally, I introduce the questions and objectives that guided my research. 

 

Today, there is a general agreement that the 1994 genocide in Rwanda did not represent a 

spontaneous outbreak of ethnic hatred but rather a well-planned offensive by the ruling elite in 

place. The shooting down of former president Habyarimana’s plane returning from a summit 
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meeting in Tanzania on April 6, 1994 was followed by a genocidal campaign against the 

minority ethnic group of the Tutsi. At that time, the Tutsi represented 14% of the population 

compared to 84% of Hutu and 1% of people belonging to the group of Twa. In pre-colonial 

times, Rwanda was ruled by a Tutsi monarchy governing through a feudal client-patron 

relationship (Prunier, 1995). According to Newbury (1988), who conducted research in the 

South Western region of Rwanda, ethnicity was not a primary organizing factor before 1860 and 

social mobility was common. Social identification was predominantly linked to lineage or 

neighborhood residential group. With the arrival of King Rwabugiri and his administrators in this 

region in 1860, the distinction between Hutu and Tutsi became more rigorous, whereby wealth 

rather than race formed the basis of ethnic classification (Pottier, 2002). The arrival of German 

and later Belgian colonial rulers in 1916 reorganized the social landscape by classifying the 

present groups, referring to the Tutsi - with apparently the greatest resemblance to Europeans - 

as the superior group. In 1959, the aristocracy was abolished through a movement that was 

later referred to as the “social revolution”. The Hutu came into power, assisted by the Belgian 

administration abruptly shifting its support from the Tutsi to the new governors in the late-1950s. 

Accompanied by first massacres and persecutions, this represented the first pogrom against the 

Tutsi, followed by massive flights of Tutsi families to the neighboring countries. Most of them did 

not return to Rwanda until the end of genocide and particularly the Ugandan-based 

descendants later formed the Tutsi-dominated rebel force of the Rwandan Patriotic Front (RPF). 

The politicization of ethnic groups and specifically the increasing dichotomization of the Hutu-

Tutsi population continued, with social, economic and political cleavages prevailing (Eltringham, 

2004). The Habyarimana regime came into place through a coup in 1973 and was faced with 

tensions inside the country when the conflict between the Hutu from the North holding the power 

versus the Hutu from the South continued to aggravate. Since the end of the 1980s, the RPF 

had claimed its right to return to Rwanda and in 1990 the rebel force attacked the country from 

the North. Rwanda’s attempt to introduce democracy and a multiparty system in the following 

years was undermined by growing conflicts in the country, between the ruling elite, the newly-

created political parties and the RPF as the armed opposition. The ensuing violent acts ranged 
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from human rights abuses against ordinary citizens throughout several years of civil war to 

massacres and persecution in particular of the Tutsi population. After the failed implementation 

of the Arusha peace agreement that had been signed in August 1993, violence reached its peak 

right after Habyarimana’s aircraft was shot down. In a short period of only three months, 

800,000 to 1,000,000 people of predominantly Tutsi background and Hutu who were opposed to 

the regime died. The genocide was stopped by the RPF, who came into power afterwards.  

 

In the present research, I aimed to study a local community context characterized by a high 

level of cohabitation of Hutu and Tutsi before and after the violent events of 1994. Before the 

genocide, the extent of intermarriage between both groups was particularly high in the Southern 

region, according to Mamdani (2002). It hosted a greater number of Tutsi compared to other 

regions of the country, which is why the South was severely affected by genocidal violence. 

Many of those who survived returned to live in that region after their flight to the surroundings. 

Similarly, many Hutu returned to their communities upon returning from taking refuge in the 

neighboring countries or following their imprisonment.    

 

I incorporated two different perspectives in my research: firstly, the dichotomy of families of 

genocide survivors versus families of those accused of participation in genocide; and secondly, 

the intergenerational aspect.  

 

In the past, both genocide survivors and (former) prisoners had been studied separately and 

groups were rarely compared (see e.g. Schaal, Dusingizemungu, Jacob, & Elbert, 2012). While 

groups constitute important stakeholders of the post-conflict Rwandan society, Eltringham 

(2004) described the underlying risk in using the constructed images of the two homogeneous 

groups “the Hutu” and “the Tutsi” by applying the new terms rescapés (survivors of the 

genocide) and génocidaires (those who committed the genocide). Interrogating someone about 

his or her ethnicity was officially prohibited in post-genocide Rwanda, although my interviewees 

willingly revealed their family’s background without being asked. I modified the definition of the 
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generally used terms, as genocide survivors could be survivors of either Tutsi or Hutu ethnicity, 

for example, if Hutu women were persecuted due their husband’s ethnicity. Former prisoners 

were people who were incarcerated in the aftermath of genocide and were accused of 

participation in genocidal acts. As stated in the first article, I was interested in the local 

perception of a family as a “perpetrator family”, thereby mainly neglecting their current legal 

status, given that individuals and families continued to carry this label often long after a family 

member’s release from prison.  

 

Analyzing data from different generations allowed me to differentiate between the impact of 

traumatic events experienced by the younger generation and that of parental aspects such as 

parental psychopathology on their children. In the second and third studies, I applied this cross-

generational approach to identify predictors of violence on the family level, as well as openness 

to being in touch with peers of the out-group on the community level. 

 

Besides the quest for a social reconstruction of a community, individual impairments such as 

physical and mental health problems following violence present major problems for a post-

conflict society. Prior research looking at populations of refugees, displaced people and 

survivors of organized violence has shown the high costs of violence in terms of increased 

trauma-related disorders. Elevated rates of post-traumatic stress disorder (PTSD), depression, 

anxiety, substance abuse and a decrease in global health and life satisfaction were found 

throughout a varied number of political, economic and cultural backgrounds (for a review, see 

Steel et al., 2009). Thereby, poor living conditions, such as poverty, orphan status, a lack of 

social support, physical impairments and mental health problems often seem intertwined and 

mutually reinforcing. Previous clinical research has mainly focused on survivors of violence and 

besides the large body of literature on war veterans (e.g. Jordan et al., 1992; Richardson, 

Frueh, & Acierno, 2010) those who participated in violent acts were largely neglected. Little is 

known about mental health problems among perpetrators and presumed perpetrators of large-

scale violence as epidemiological studies, for example, reporting data from the Great Lakes 
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region remain scarce (e.g. Hecker et al., 2013). Even less is known about their descendants, as 

they do not represent a distinct group in the tableau of a post-conflict society compared to their 

peers belonging to the survivor group, a gap that the present research is trying to fill.   

 

The first study examined mental health problems and psychosocial conditions among genocide 

survivors and former prisoners, as well as their respective children. By comparing the two 

groups, I aimed to explore differences in profiles regarding exposure to violence, trauma-related 

disorders as well as living conditions following genocide. Secondly, I analyzed differences in 

mental health problems between different generations, thereby including descendants born 

either before or after the genocide to estimate the impact of genocide exposure. Thirdly, I 

explored predictors of the level of PTSD among the adult generation to identify further individual 

risk factors. To my knowledge, this is the first study including Rwandan children who were born 

one to three years after the genocide.  

 

Brutal webs of violence have covered the Great Lakes region, including Rwanda, over the past 

decades, whereby the 1994 Rwandan genocide presented “only” the violent climax of several 

periods of violence and persecution since the country’s independence. Therefore, having been 

exposed to these repeated episodes may have not only enhanced a person’s individual 

vulnerability to develop mental health problems, but it may also have increased the risk of 

passing down one’s own experiences of violence to the next generation. As suggested by the 

cycle of violence hypothesis (Widom, 1989), experiences such as war and genocide may be 

transformed into family violence over time, such as intimate partner violence or child 

maltreatment. Parental psychopathology and experiences of re-victimization in current intimate 

partner relationships thereby seem to aggravate the level of reported family violence (Saile, Ertl, 

Neuner, & Catani, 2014).  

 

Therefore, the overall question underlying the second study was whether organized violence 

leads to an increase of family violence and whether this would in turn result in higher levels of 



Introduction 

	  

	   6	  

mental health problems. First, I assessed the amount of reported child maltreatment among 

different age groups of descendants. I subsequently examined predictors of the amount of 

reported family violence, before estimating the cumulative effect of exposure to family violence 

and organized violence on the mental health of descendants.     

 

Whether social and in particular ethnic distance or the specific narratives of a family’s suffering 

still affect individuals and between-group relationships years after the conflict can best be 

understood when examining the next generation. The willingness to intermarry across ethnic 

lines was found to be one important indicator of reintegration (Kandido-Jaksic, 2008). 

Mechanisms that transport ideas of group identity and belonging greatly vary according to 

different authors. While Danieli (2007) emphasized the role of a family in the transmission of 

trauma and a specific set of values, beliefs and myths, others point at environmental aspects 

such as school, community and friends or media such as radio stations as strong influential 

components in creating a specific understanding of a post-conflict society (see Gasibirige, 2002 

for the case of Rwanda). Assessing post-conflict related aspects including beliefs about the 

“other group” and attitudes toward transitional justice and reconciliation among those who were 

not actively involved in violent acts may help to understand whether previous cleavages still 

exist or if they have been transformed throughout time.     

 

Therefore, the third study was guided by the main question of how young Rwandans’ traumatic 

experiences and the family circumstances under which they grow up shape their relationship 

with the out-group, as well as their perception of post-conflict justice and local reconciliation. In 

order to understand the impact of mental health problems and the parental impact on 

interpersonal behavior and other post-conflict related aspects, I analyzed potential predictors 

individually.    

  

Empirical evidence is necessary to better understand the multifaceted local responses to war 

and genocide. It provides the basis for either tailoring adequate treatment approaches and 
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psychosocial interventions or initiatives stimulating reconciliation in a post-conflict environment. 

With regard to the latter, clinical psychology strongly overlaps with associated fields such as 

social psychology and studies on conflict resolution. Despite the need to draw upon lessons 

learnt from other post-conflict societies, each context provides a regional, political and cultural 

specificity. Therefore, a micro-level analysis is indispensable before getting started with any 

implementation of an intervention. Using a cross-sectional survey, my research team and I 

collected data from 360 Rwandans. Although local variability exists in Rwanda, I nonetheless 

assume that interpretations drawn from our findings may also hold for other comparable 

Rwandan communities.    
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2 Rwanda – lasting imprints of a genocide: trauma, mental 

health and psychosocial conditions in survivors, former 

prisoners and their children 

 

Heide Rieder & Thomas Elbert 

Published in Conflict and Health 2013, 7:6  

 

2.1 Abstract 

Background The 1994 genocide of the Tutsi in Rwanda left about one million people dead in a 

period of only three months. The present study aimed to examine the level of trauma exposure, 

psychopathology, and risk factors for posttraumatic stress disorder (PTSD) in survivors and 

former prisoners accused of participation in the genocide as well as in their respective 

descendants.                    

Methods A community-based survey was conducted in four sectors of the Muhanga district in 

the Southern Province of Rwanda from May to July 2010. Genocide survivors (n = 90), former 

prisoners (n = 82) and their respective descendants were interviewed by trained local 

psychologists. The PTSD Symptom Scale Interview (PSS-I) was used to assess PTSD, the 

Hopkins Symptom Checklist (HSCL-25) to assess symptoms of depression and anxiety and the 

relevant section of the M.I.N.I. to assess the risk for suicidality.                

Results Survivors reported that they had experienced on average twelve different traumatic 

event types in comparison to ten different types of traumatic stressors in the group of former 

prisoners. According to the PSS-I, the worst events reported by survivors were mainly linked to 

witnessing violence throughout the period of the genocide, whereas former prisoners 

emphasized being physically attacked, referring to their time spent in refugee camps or to their 

imprisonment. In the parent generation, when compared to former prisoners, survivors indicated 

being more affected by depressive symptoms (M = 20.7 (SD = 7.8) versus M = 19.0 (SD = 6.4), 
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U = 2993, p < .05) and anxiety symptoms (M = 17.2 (SD = 7.6) versus M = 15.4 (SD = 7.8), U = 

2951, p < .05) but not with regard to the PTSD diagnosis (25% versus 22%, χ2(1,172) = .182, p 

= .669). A regression analysis of the data of the parent generation revealed that the exposure to 

traumatic stressors, the level of physical illness and the level of social integration were 

predictors for the symptom severity of PTSD, whereas economic status, age and gender were 

not. Descendants of genocide survivors presented with more symptoms than descendants of 

former prisoners with regard to all assessed mental disorders.        

Conclusion Our study demonstrated particular long-term consequences of massive organized 

violence, such as war and genocide, on mental health and psychosocial conditions. Differences 

between families of survivors and families of former prisoners accused for participation in the 

Rwandan genocide are reflected in the mental health of the next generation. 
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2.2 Introduction 

In April 1994, Rwanda was immersed in a brutal wave of organized violence that left an 

estimated one million people dead in a period of only three months. Civil war, genocide against 

the Tutsi minority group and violent reprisal attacks until 1998 horrified its inhabitants. The 

thoroughly planned and state-monitored genocidal violence was specifically marked by the 

extensive participation of the local population: neighbors went after neighbors by means of 

guns, machetes or sticks during house to house searches, at roadblocks or at central 

congregation points. Looting, destroying property and genocidal acts including murder and 

sexual violence were common (Straus, 2004). Overall, more than 10% of the country’s 7.8 

million population and approximately 75% of the Tutsi ethnic minority were killed and a huge 

number of people ended up widowed or orphaned. In the direct aftermath of genocide, two 

million people took refuge in the neighboring countries. Many of them did not reenter Rwanda 

prior to 1996, when the refugee camps began breaking down and people felt encouraged and/or 

coerced to return. In many cases, a return to Rwanda was followed by immediate incarceration. 

The first massive release of these prisoners did not begin before 2002 when Gacaca, a judicial 

initiative based on a traditional Rwandan mechanism of local conflict resolution, was 

implemented to confront the estimated 1.9 million cases (National Service of Gacaca 

Jurisdiction, NSGJ, 2012). Until the present day, genocide survivors and those who participated 

in the genocide continue to live next door to each other. 

In the aftermath of 1994, genocide survivors showed high rates of mental health and 

psychosocial problems due to the inconceivable, dehumanized brutality that the majority of them 

had been exposed or witness to. Entire family systems as well as the general social fabric that 

formerly provided support were destroyed due to losses of family members and growing 

mistrust and fear following the genocide. A great majority of the survivors were female and 

woman-headed households proved to be especially vulnerable, suffering from the effects of 

economic deprivation, which included a lack of food, housing and money for the education of 

their children (Kumar, 2001). Apart from general population samples, studies analyzing the 
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mental health situation in Rwanda following the genocide have mainly focused on groups of 

widows and orphans or children living in child-headed households. An elevated level of 

depressive and anxious symptoms as well as PTSD was found in each of these groups 

(Brounéus, 2010; Dyregrov, Gupta, Gjestad, & Mukanoheli, 2000; Schaal, Dusingizemungu, 

Jacob, & Elbert, 2011; Schaal & Elbert, 2006). On the other hand, little to nothing is known 

about the mental health situation of former prisoners in Rwanda, many of which spent several 

years in refugee camps after 1994. It is assumed that former prisoners – that is, accused 

perpetrators and their respective families – also present with mental health problems, whether 

due to their participation in (Schaal, Weierstall, Dusingizemungu, & Elbert, 2012; Staub, 2006) 

or exposure to violence, genocide and their refugee status. Concrete data on this is, however, 

currently lacking. 

To our knowledge, no existing study has used data from a local population sample investigating 

both, survivors and former prisoners as well as their respective descendants living together in 

the same communities. We opted for a comparison of these two, as they constitute important 

stakeholders within the post-conflict Rwandan society and assumingly present with different 

mental health and socio-economic profiles. This also assumed that a neutral, unaffected group 

would be near impossible to find owing to the pervasive effects of violence on the Rwandan 

population as a whole. As the primary targets of genocidal acts were men and boys, genocide 

survivors proved to be mainly women whereas genocide-related crimes were mainly committed 

by men (Jones, 2002). A gender imbalance was therefore assumed in the examined sample of 

parents. We furthermore hypothesized that families of genocide survivors had been exposed to 

more traumatic events and that they were more affected in terms of mental and physical health. 

With regard to social and economic factors, we assumed that they live under worse conditions 

than the group of former prisoners and their descendants. 
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2.3 Methods 

2.3.1 Sampling and procedure 

The inclusion criterion for all participants born prior to 1994 was that they must have resided in 

Rwanda in the same year, while parents of children born prior to 1994 had to be at least 18 

years old at the time of genocide. In the present study, survivors were defined as targets of the 

1994 genocide and therefore represent today’s rescapés. They were mainly categorized as 

Tutsi but were in some cases Hutu as well (e.g. Hutu women who were persecuted for being 

married to a Tutsi). Both groups were thus included in the survey. Former prisoners were 

defined as released prisoners who in the aftermath of genocide were incarcerated because of 

being suspected of participation in genocide. Therefore, all former génocidaires were included, 

even if they claimed to be innocent, declaring that they had not killed or harmed anyone. 

Following this definition, we were interested in the local perception of the family as a 

“perpetrator family” rather than in the legal status of the individuals. 

The survivor sample consisted of 64 women (71.1%) and 26 men (28.9%) and the former 

prisoner sample consisted of eight women (9.8%) and 74 men (90.2%). In the group of 

descendants, eligible participants had to be between 19 and 31 for those born prior to the 

genocide and between 13 and 15 for those born after 1994. The sample of descendants of 

survivors consisted of 55 women (56.7%) and 42 men (43.3%) and the sample of descendants 

of former prisoners consisted of 45 women (49.5%) and 46 men (50.5%). Eight participants of 

the 368 refused to participate in the study for reasons of mistrust, lack of further financial 

support and owing to the fear of being sent back to prison. 

The present study was designed as a cross-sectional survey of a local population sample in the 

Muhanga district of the Southern province of Rwanda. Muhanga and its main provincial town 

Gitarama are located in the geographic center of the country, one hour away from the capital of 

Kigali. Before 1994, the province’s population was characterized by cohabitation and a high 

incidence of intermarriage between Hutu and Tutsi (Fujii, 2009; Mamdani, 2002). By choosing 
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this research site, we intended to investigate communities where both former ethnic groups (and 

to a small amount Twa, the third population group) live alongside one another until today and 

that have an elevated number of Tutsi in contrast, for instance, to districts in the North. Four 

sectors were selected within the Muhanga district (Nyamabuye, Muhanga, Shyogwe, and 

Cyeza) using a simple random sampling approach. Approval for the implementation of the 

survey was obtained from the National Institute of Statistics of Rwanda, Kigali (NISR), and from 

the Ethical Review Board of the University of Konstanz. Furthermore, district and sector 

representatives were informed of the survey and provided a research permit in the local 

language of Kinyarwanda. All participants provided their written informed consent and parents 

signed for their children after having received extensive information on the aim of the study. 

Interviews were conducted by seven local Bachelor-level psychologists (four men and three 

women) who had participated in former epidemiological studies and had thus already received 

extensive training and experience in conducting structured interviews. An additional week of 

training was provided to all interviewers in order to review, and afterwards practice unfamiliar 

parts of the interview by means of role-playing and group discussions. Interviewers were closely 

supervised throughout the entire procedure by a female clinical psychologist (H.R.). Whenever 

needed, follow-up care of the interviewees was provided. If necessary, participants – especially 

victims of sexual violence – were referred to self-help groups or trauma counselors for further 

care. 

The study was conceived as a community-based study with a house-to-house survey. In all four 

selected sectors, two quarters were randomly chosen (one quarter per interviewer) and 

interviewers went door-to-door, starting at a convenient location within the assigned sector. 

Each subsequent house was approached until the required number of interviews was achieved. 

The first adult person encountered in the household was asked whether genocide survivors or 

former prisoners resided in the house. As soon as it was determined that one eligible person 

and his or her child met the conclusion criteria, the interviewer started the interview with the 

person already spoken with. When two or more eligible adult persons were present, one of 

these was randomly selected for participation. If no one was at home at the time of the first visit, 
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interviewers returned afterwards to ask for eligible participants. If eligible parents had children 

that met criteria for both age ranges (born before or after the genocide), both children were 

interviewed. If more than one child within one age group was available and willing to participate, 

one of these was randomly chosen. Each interviewee received 1000 Rwandan Francs (about 

1.30 Euro) as compensation for the time spent in the interview. The interviews lasted between 

one and two hours, were carried out individually in the respondent’s home and took place 

between May and July 2010. 

 

2.3.2 Measures 

The socio-demographic part of the interview contained questions about gender, age, marital 

status, educational background as well as some economic and social variables. A social 

integration index was built by integrating the number of current close friends, the participation in 

any community activity and the integration in cooperatives or associations. The economic index 

contained the following variables: possessions (house, agricultural fields), any monthly 

monetary income, the capacity to satisfy the family’s needs and facts on typical nutrition 

(number of meals, with protein or not). Both the social integration and economic indices were 

calculated by the addition of their z-transformed variables divided by the square root of their 

number. These indices were only calculated for the parent generation, as these variables were 

not assessed for descendants born after 1994 and could therefore not be calculated for the 

whole group of descendants. Furthermore, six questions on physical health within the previous 

six months were included, referring to common symptoms or syndromes in Rwanda (e.g., 

chronic pain or diarrhea, tuberculosis, HIV or any kind of disability). Answers were compiled on 

an index of physical illness with a possible range of 0 to 6. Finally, questions concerning the 

experience of displacement and loss due to war and genocide and with regard to the group of 

former prisoners, their time spent in prison, were added. 
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To assess trauma confrontation, the Rwandan adjusted Event Scale was used (Schaal & Elbert, 

2006). This contained 25 potentially traumatic events, for example, witnessing a massacre, to 

be physically attacked or to hide under cadavers. Each type of event was assessed referring to 

a specific period of time, namely before, during and after the genocide, as well as lifetime 

exposure. In all four categories, events were summed up to a total number of event types to 

which participants had been exposed. 

Diagnostic status and symptom severity of PTSD were determined using the PTSD Symptom 

Scale - Interview (PSS-I) (Foa & Tolin, 2000), which assesses the 17 symptom criteria in the 

previous month according to the DSM-IV. Each item was evaluated on a four-point Likert-type 

scale ranging from 0 (not at all/only one time) to 3 (five or more times a week/almost always) 

and a PTSD severity score with a possible score range of 0 to 51 was established for every 

subject by adding all symptom scores. The Kinyarwanda version of this was first produced by 

colleagues conducting research in the Ugandan refugee camp Nakivale and was later also 

applied in different settings in Rwanda (Jacob, 2009; Schaal et al., 2012). Its translated version 

demonstrated satisfactory psychometric properties (Ertl et al., 2010; Onyut et al., 2004). 

Depressive and anxiety symptoms in the week prior to the interview were administered by the 

use of the Hopkins Symptom Checklist (HSCL-25) (Derogatis, Lipman, Rickels, Uhlenhuth, & 

Covi, 1974). For further analysis, a severity score for anxiety (scores range from 10 to 40) was 

established and syndromal anxiety was estimated by using a critical cut-off value for clinical 

relevance at a mean score of 1.75 (Nettelbladt, Hansson, Stefansson, Borgquist, & Nordström, 

1993; Smith Fawzi et al., 1997). A symptom score for depression (scores range from 15 to 60) 

was established and again, syndromal depression was estimated using a critical cut-off value of 

1.75. For further analysis of the validity of this procedure, a cross-check was made by also 

establishing syndromal depression according to the DSM-IV criteria using an algorithm 

suggested by Bolton and colleagues (Bolton, Neugebauer, & Ndogoni, 2002). At least five out of 

nine depressive symptoms including at least one of the depressed mood items (e.g., crying 

easily, feeling hopeless) had to be present to fulfill the diagnosis, whereas functional impairment 
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was not further assessed. The risk of suicidality was estimated by means of the corresponding 

section of the Mini International Neuropsychiatric Interview (M.I.N.I.) (Sheehan et al., 1998) and 

two items about alcohol and other drug abuse in the previous week were added. 

All instruments were applied in Kinyarwanda language versions, produced by colleagues and 

applied before in Rwanda. All diagnostic scales (including the self-rating scales) were applied in 

the form of a clinical interview. 

 

2.3.3 Statistical analyses 

Descriptive data are presented as frequencies, mean scores and standard deviations. Chi 

square analysis and Mann–Whitney tests are used to analyze between-group differences. To 

explore the impact of different predictor variables on the severity of the posttraumatic stress 

symptom score in the group of adult survivors, a regression analysis was calculated. As the 

PTSD symptom score is a count variable and as our data did not fulfill the assumptions to run a 

linear regression, we applied an extended generalized linear model for count data based on the 

assumption of a negative binomial distribution of the data. The Lagrange multiplier test statistic 

revealed that overdispersion of the data was not a problem (χ2(1,172) = 3.8, p = .052); a 

Poisson regression was thereby performed. The predictor variables included in the model were 

age, gender, exposure to traumatic stressors (number of traumatic events), physical illness, the 

social integration index and the economic index. Spearman’s Rho correlations were calculated 

to further investigate links between different socio-demographic variables. Data analysis was 

conducted using SPSS® software version 20. 

 

2.4 Results 

For further discussion, it must first be considered that socio-demographic profiles between 

groups differed significantly in that survivors were mainly female (71%), more educated and half 
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of them were widowed (53%), whereas former prisoners were mainly male (90%), presented 

fewer years of schooling and were significantly more often married (83%). A detailed description 

of the characteristics of the sample can be drawn from Table 2.1. 

 

2.4.1 Exposure to war and genocide-related events 

Respondents reported having been exposed to about eight different types of traumatic 

stressors. The average number of events experienced by each group with regard to different 

periods of time is illustrated in Figure 2.1. No gender difference was found in the parent 

generation with regard to the number of events ever experienced, but women reported a higher 

trauma load with regard to the period of the genocide (U = 2446.0, p < .001) and men reported a 

higher trauma load with regard to the aftermath of the genocide (U = 1880.0, p < .001). In the 

group of descendants, no gender difference was found at all. Potentially traumatic events such 

as being captured or kidnapped, witnessing a massacre, serious injury or attack with a weapon 

as well as sexual abuse or rape were mainly reported by the survivor group and their 

descendants and linked to genocidal violence. Confrontation with other war or combat situations 

linked to political events in 1959 or 1973 as well as to the war against infiltrators from 1996 to 

1998 were reported by the parent generation of the survivor group (43% and 20%) and to a 

lesser extent by former prisoners (18% and 9%). On the other hand, 65% of the latter group 

reported having experienced physical attack especially after the genocide and thereby mainly in 

relation to their imprisonment as well as their time spent in camps for Internally Displaced 

Persons (IDP) in Kibuye in the Western region of Rwanda or in refugee camps in the 

Democratic Republic of Congo (DRC). Witnessing the killing of someone, seeing dead and 

mutilated bodies, being attacked with a weapon and physical attack proved to be the most 

upsetting experiences reported by the entire group. However, survivors and former prisoners as 

well as their descendants reported different types of events to be the worst (see Figures 2.2 and 

2.3).  
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Whereas former prisoners reported being mostly affected by their own experience of being 

physically attacked and incarcerated, the three other groups mentioned mainly witnessing the 

killing of someone to be worst. 

 

 

Figure 2.1: Number of traumatic event types (Mean) before 1994, during genocide and 
after 1994, and in lifetime reported by respondents born before 1994 
 

 

 

Figure 2.2: Percentages of the worst traumatic event types reported by the group of 
survivors (n = 90) and former prisoners (n = 82)  
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Table 2.1 Sample characteristics 

 Survivors 

 

 

(n = 90) 

Former prisoners 

 

 

(n = 82) 

Statistics Descendants of 

survivors 

 

(n = 97) 

Descendants  

of former 

prisoners 

(n = 91) 

Statistics 

Gender % (n)       

  Male 28.9 (26) 90.2 (74) χ2(1,172) = 66.4*** 43.3 (42) 50.5 (46) n.s. 

   Female 71.1 (64) 9.8 (8)  56.7 (55) 49.5 (45)  

Age 51.6 (10.3, 30–77) 53.9 (7.9, 34–81) n.s. 21.1 (5.9, 13-31) 21.6 (5.8, 13-31)  

Marital Status % (n)       

  Single 4.5 (4) 1.2 (1) n.s. 91.8 (89) 85.7 (78) n.s. 

  Married 38.9 (35) 82.9 (68) χ2(3,172) = 34.6*** 6.2 (6) 13.2 (12) n.s. 

  Divorced/ Separated 3.3 (3) 4.9 (4) n.s. 2.0 (2) 1.1 (1) n.s. 

  Widowed 53.3 (48) 11.0 (9) χ2(3,172) = 34.7*** - -  

Number of children M (SD, range) 6.0 (2.76, 1–13) 6.8 (2.63, 2–16) U = 2971.5* 0.3 (1.03, 0–5) 0.3 (0.92, 0–6) n.s. 

Years of Schooling M (SD, range) 5.2 (3.48, 0–14) 3.7 (3.28, 0–14) U = 2811.5** 6.7 (3.18, 0–16) 5.4 (3.02, 0–17) U = 3251.0** 

Highest degree obtained % (n)       

  No degree 48.9 (44) 61.0 (50) n.s. 39.2 (38) 58.2 (53) χ2(1,188) = 6.8** 

  Primary School 46.7 (42) 35.4 (29) n.s. 45.4 (44) 34.1 (31) n.s. 

  Secondary School 4.4 (4) 3.6 (3) n.s. 15.4 (15) 7.7 (7) n.s. 

Possessions % (n)       

  House 93.3 (84) 98.8 (81) n.s. n.a. n.a.  
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  Agricultural Field 80.0 (72) 96.3 (79) χ2(1,172) = 10.7*** n.a. n.a.  

Monthly Income in FRw  

    M (SD, range) 

2922.2 (6849.5, 0–

41.000) 

3695.1 (6051.6, 0–

35.000) 

n.s. n.a. n.a.  

Social Integration)       

  Friends (no) M (SD, range) 4.3 (4.0, 0–20) 4.9 (3.7, 0–20) n.s. 4.3 (4.5, 0–25) 4.6 (3.6, 0–20) n.s. 

  Community activities % (n) 94.4 (85) 92.7 (76) n.s. n.a n.a.  

  Memberships in cooperatives 

     M (SD, range)  

0.7 (.8, 0–3) 0.7 (.9, 0–5) n.s. n.a. n.a.  

Family members lost in 1994  

    M (SD, range) 

14 (1.6, 0–70) 3 (.4, 0–24) U = 1032.5*** n.a. n.a.  

Displacement due to genocide %(n) 98.9 (89) 82.9 (68) U = 13.7*** n.a. n.a.  

Destination of displacement% (n)    n.a. n.a.  

  Same district 75.5 (68) 15.9 (13) χ2(1,172) = 61.4*** n.a. n.a.  

  Other district  23.3 (21) 59.8 (49) χ2(1,172) = 23.6*** n.a. n.a.  

  Foreign country (DRC)    - 7.3 (6) χ2(1,172) = 6.8** n.a. n.a.  

Years spent in prison M (SD, range)    - 8.5 (4.4, .2-15.7)  n.a. n.a.  

Note: *p < .05; **p < .01; ***p < .001. 
n.a. = not assessed as data for the generation born after 1994 was missing. 
Exchange rate (May 2010): 1 Euro = 770 FRw. 
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Figure 2.3: Percentages of the worst traumatic event types reported by the group of 
descendants of survivors (n = 67) and descendants of former prisoners (n = 62), all born 
before 1994  

 

2.4.2 Level of distress 

The analysis of the PSS-I data revealed that 81% of the whole sample fulfilled the A1 criterion 

for a traumatic event according to the DSM-IV. The prevalence rate for current PTSD was 25% 

in the survivor group, 16% in all their descendants and 22.4% in their descendants born before 

1994. 24.6% of all widows and widowers fulfilled this diagnosis. 22% of the group of former 

prisoners, 1% of all their respective descendants and 1.6% of their descendants born before 

1994 suffered from PTSD. The severity score of the PSS-I ranged from 8 to 48 (M = 23.9, SD = 

10.3) for those who fulfilled the diagnosis. In the parent generation, intrusions associated with 

the B cluster of the PTSD diagnosis turned out to be as frequent in survivors as in former 

prisoners. The HSCL severity score for anxiety ranged from 10 to 40 (M = 14.6, SD = 6.7). 37% 

of the survivor group and 23% of their descendants were above the cut-off value for clinical 

relevance. In families of former prisoners, 22% of the parent generation and 8% of their 

descendants were thus likely to suffer from an anxiety disorder. The HSCL severity score for 

depression ranged from 15 to 55 (M = 18.2, SD = 5.9). Considering a cut-off score, 21% of the 

survivors and 3% of their descendants as well as 14% of the former prisoners and 5% of their 
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respective descendants were likely to suffer from depression. Following the Bolton algorithm as 

earlier described, 30% of the survivor group and 16% of their descendants might have been ill 

with symptoms of an affective disorder and 15% of the former prisoners as well as 5% of their 

respective descendants likewise. Prevalence rates resulting on the one hand from a cut-off 

mean score of 1.75 and on the other hand from symptom criteria of the DSM-IV diagnosis for 

major depression thereby proved not to be in accordance with each other. The analysis of the 

M.I.N.I. data revealed that 11% of the sample reported suicidal tendencies. One quarter of the 

survivor group and 7% of the former prisoners turned out to be at risk. 15% of all former 

prisoners reported alcohol abuse in the week prior to the interview, whereas only 7% of 

survivors reported this. In the parent generation, women showed a higher level of suicidality 

than men (U = 2826.0, p < .001) and a lower level of alcohol abuse (U = 3120.0, p = .005). All 

group differences in psychopathology are presented in Table 2.2. 

 

2.4.3 Association between PTSD symptom severity and related disorders 

Positive correlations were found between the PSS-I symptom severity score and other related 

disorders in the total sample (N = 360). The symptom severity score of PTSD was associated 

with the severity of depressive symptoms (Spearman, r = .62, p < .001) and symptoms of 

anxiety (r = .59, p < .001). Depression and anxiety symptom scores were associated as well (r = 

.69, p < .001). PTSD symptom severity occurred to be linked to suicidal tendencies (r = .35, p < 

.001), but neither to alcohol nor other drug abuse. 
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Table 2.2 Psychopathology in survivors and former prisoners of the Rwandan genocide and their respective descendants 

Measures Survivors Former 

prisoners 

Statistics Descendants of 

survivors 

Descendants of former 

prisoners 

Statistics 

PTSD       

  Diagnosis % (n) 24.7 (22) 22.0 (18) n.s. 15.5 (15) 1.1 (1) χ2(1,188) = 12.4*** 

  Severity score M (SD) 10.2 (8.1) 11.1 (10.8) U = 2753.0* 5.3. (8.3) 1.4 (3.8) U = 2866.5*** 

  - Cluster: Intrusions 3.9 (4.0) 3.9 (4.4) n.s. 2.0 (2.9) .8 (1.8) U = 3022.0*** 

  - Cluster: Avoidance 3.9 (4.6) 2.9 (4.3) U = 2846.5* 1.8 (3.2) .6 (1.8) U = 3271.5*** 

  - Cluster: Arousal 2.8 (3.6) 1.9 (3.2) U = 2797.0** 1.4 (2.8) .2 (1.0) U = 3228.5*** 

Anxiety       

  Severity score M (SD) 17.2 (7.6) 15.4 (7.8) U = 2951.0* 13.9 (5.5) 12.2 (4.7) U = 3445.0** 

Depression       

  Severity score M (SD) 20.7 (7.8) 19.0 (6.4) U = 2993.0* 17.1 (4.1) 16.1 (3.0) U = 3759.0* 

Alcohol Abuse % (n) 6.7 (6) 14.6 (12) n.s. 2.1 (2) 3.3 (3) n.s. 

Drug Abuse % (n) 2.2 (2) 1.2 (1) n.s. 1.0 (1) 1.1 (1) n.s. 

Suicidality % (n)       

  None 75.3 (67) 92.7 (76) χ2(1,172) = 9.4** 89.7 (87) 97.8 (89) χ2(1,188) = 5.1* 

  Low level 18.0 (16) 4.9 (4) χ2(1,172) = 7.1** 7.2 (7) 2.2 (2) n.s. 

  Medium level 2.3 (2) - n.s. 1.0 (1 - n.s. 

  High level 4.5 (4) 2.4 (2) n.s. 2.1 (2) - n.s. 

Note: *p < .05; **p < .01; *** p < .001. 
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2.4.4 Physical health 

In the parent generation, general complaints such as headaches, coughing and malaria (51.2%) 

were most frequently reported, followed by chronic pain (32.0%) and HIV (7.0%) especially 

amongst survivors as well as disability due to genocide-related violence (5.8%). Survivors were 

more affected and differed significantly from the group of former prisoners in the physical illness 

index (U = 2896.0, p = .009). Again, a gender difference was found as women reported more 

physical symptoms (U = 2640.0, p = .001). Descendants of survivors seemed as well to be 

more affected than descendants of former prisoners, while this difference did not reach 

significance (U = 3742.0, p = .058). Among those, general complaints (44.2%) especially about 

stomachaches as well as chronic pain (5%) were again reported most frequently. 

 

2.4.5 Prediction of traumatic stress in the parent generation 

Predictors of traumatic stress were analyzed by calculating a negative binomial regression on 

the PSS-I symptom severity score of the parent generation (see Table 2.3). Poor physical 

health, a low level of social integration as well as a high exposure to war and genocide were the 

strongest predictors for PTSD symptom severity, whereas age, gender and economic status 

were not. 

 

Table 2.3 Prediction of PTSD symptoms in the parent generation (N = 172) resulting from 
a negative binomial regression analysis 

Predictor Variables Beta SE p-value 

Age -.01 .01 .677 

Gender (Male) -.35 .20 .073 

Physical Illness  .32 .12 .010 

Economic Status  .05 .03 .065 

Social Integration -.17 .08 .026 

Exposure to war and genocide (Number of event types)  .17 .03 .000 

Note: χ2 (6,172) = 67.1, p < .001. 
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2.4.6 Socio-economic conditions in the parent generation 

Regarding the two indices, the social integration and the economic index, the parent generation 

did not differ significantly in the first, but rather in the latter one (U = 2699, p = .006) identifying 

the group of former prisoners as the wealthier one. While further analyzing gender differences, 

men presented a higher level in both the economic (U = .2723.0, p = .006) and the social 

indices (U = 2805.0, p = .029). And, with regard to marital status, widows and widowers showed 

a lower economic status (U = 2054.0, p < .001), but no difference in the social integration index 

compared to non-widowed. A negative correlation between physical illness and both indices, the 

social integration (r = −.20, p < .001) and economic status (r = −.33, p < .001) was found. 

 

2.5 Discussion 

The present study examined mental health problems and psychosocial conditions in Rwandan 

families 16 years following the 1994 genocide. Its main aim was to investigate the impact of 

war, genocide and other potentially traumatic experiences on genocide survivors on the one 

hand and former prisoners on the other hand, as well as the respective descendants of both 

groups. The study also examined correlates of PTSD and the prediction of the PTSD symptom 

severity. In general, survivors and their descendants reported more traumatic events and 

proved to be more affected than families of former prisoners. Posttraumatic stress reactions 

were especially elevated in adult survivors who had experienced a high number of traumatic 

events, had poor physical health and were lacking in social integration.  

Not surprisingly, survivors and their descendants, as the primary targets of the 1994 atrocities, 

showed the highest exposure to traumatic stressors with twelve and ten different event types, 

thus reflecting their exposure to genocide-related violence. These findings are in line with other 

studies conducted in Rwanda (Dyregrov et al., 2000; Schaal et al., 2012; Schaal & Elbert, 

2006). 
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The average number of event types reported by former prisoners and their descendants ranged 

from six to nine events and was also mainly linked to the period of genocide, although both 

generations in this group emphasized its aftermath more frequently than the families of 

survivors. Former prisoners especially pointed to physical attacks experienced in refugee 

camps in the eastern Congo or related to the imprisonment upon their return. Their descendants 

often became witnesses of these imprisonments and the circumstances under which they took 

place. In this way, the past and recent political situations in Rwanda, which were marked by 

various episodes of persecution, attack, massacre, and forced displacement, were also directly 

reflected in the number of events reported before and after 1994. This furthermore highlighted 

the repetitive and cumulative nature of trauma in Rwanda and the Great Lakes Region, which is 

not only limited to genocide. 

In the present study, 25% of the genocide survivors and 22% of the former prisoners were 

diagnosed with PTSD. In Rwanda, studies reported 25%-29% of PTSD in non-specified adult 

populations (Brounéus, 2010; Pham, Weinstein, & Longman, 2004; Programme National de 

Santé Mentale, PNSM, 2009), 41%-51% in widows and genocide survivors (Brounéus, 2010; 

Schaal et al., 2011) and 37% within the Southern province of Rwanda (Munyandamutsa, 

Nkubamugisha, Gex-Fabry, & Eytan, 2012). Our sample therefore showed a lower level of 

distress than previously reported data on Rwanda, while also presenting a high trauma load. In 

addition, it is in discordance with data collected in the Southern province. These differences 

might be due to recovery over time (Kolassa et al., 2010) but might also be linked to differences 

in exposure to genocide within the same province. As stated by Straus (2006), Gitarama 

manifested less “anti-Tutsi violence” in comparison to other Southern cities such as Butare or 

Gikongoro, and, according to des Forges (1999), the nearby Kabgayi church offered special 

protection to a great number of Tutsi in the area. While in the present study genocide survivors 

and former prisoners significantly differed in their PTSD severity scores, this was not the case 

with syndromal PTSD. This was due to the fact that both groups manifested the same level of 

intrusions – the B criterion of the DSM-IV diagnosis. While this elevated level of intrusions 

seems unsurprising in genocide survivors, it needs further explanation with regard to former 
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prisoners. The prisoners examined in the present study had spent about eight years in prison: 

some of them were incarcerated in the direct aftermath of the genocide and others upon their 

return from refugee camps, as only a few did not leave their home district in 1994. For those 

prisoners, to be put in prison might have felt like the point of no return as the accused did not 

necessarily expect to ever leave prison or at least not until the implementation of Gacaca 

jurisdiction in 2002. Adverse experiences throughout their prison time such as malnutrition, lack 

of appropriate health care, overcrowded detention conditions or physical harassment and 

attacks might have added new traumatic events to the already existing fear network (Perkonigg 

et al., 2005), and feelings of hopelessness and helplessness over the years might have fostered 

and maintained intrusive symptomatology. Acute fear, one might argue, characterized their time 

in prison as well as the arrival in their respective communities as they did not know what to 

expect and how they would be perceived by others in this changed political environment. 

Comparing rates of symptoms of anxiety and depression between survivors and former 

prisoners, the former showed a significantly higher level of distress. With regard to the HSCL 

score, 37% of survivors and 22% of former prisoners fulfilled the criteria for anxiety disorder, 

and according to the Bolton algorithm 30% versus 15% for depression. When relying on these 

results, our findings are consistent with earlier reported studies on survivors and widows or on 

the general Rwandan population (Bolton et al., 2002; Brounéus, 2010; Hagengimana, Hinton, 

Bird, Pollack, & Pitman, 2003; PNSM, 2009; Schaal et al., 2012), even though no comparable 

data are available for former prisoners. A high level of disagreement was nonetheless found 

when comparing prevalence rates gained either by using a cut-off score or following DSM-IV 

symptom criteria, as suggested by Bolton and others (Bolton et al., 2002), to screen for 

depression. In a recently published study, Ertl et al. (2010) critically discussed the unevaluated 

adjustment of a cut-off score developed in a different context – that is, for example, not 

appropriate to the given East African situation. Therefore, in future research, the HSCL might be 

better applied to investigate symptom severity instead of prevalence rates based on a specific 

cut-off value. 
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Suicidal tendencies were found in 25% of all survivors and in 7% of the group of former 

prisoners, occurring more often among women. Rates showed to be lower compared with an 

earlier reported study (Schaal et al., 2011), but still displayed a considerable level of distress in 

a society where suicidal tendencies had not previously been commonly reported and were 

rejected by the majority of our sample as, to quote a participant, “an inappropriate way to solve 

problems for any Rwandan believing in God”. Alcohol consumption occurred twice as much in 

the group of former prisoners (15%) than in the survivors and was especially linked to males. 

This had not received much attention in earlier reported studies on Rwanda and is not easily 

admitted to by Rwandans, whose sense of disclosure prohibits openly talking about sensitive 

topics, even while the consumption of locally produced alcohol is a common phenomenon in 

rural areas and symbolic for good neighborhood relationships (de Lame, 1996). To further 

differentiate between general alcohol consumption and clinically relevant problems associated 

to alcohol and other substances, a recent representative study by the Rwandan Ministry of 

Health (PNSM, 2009) examined a general population sample and found rates of drug and 

alcohol abuse ranging from 3%-6% and alcohol addiction of 5%-7%. Even while our data do not 

allow for any causal attribution, one might argue that these two specific features, suicidality and 

alcohol abuse, point to possible reactions and mechanisms for dealing with loss and trauma. 

Family dynamics might therefore be affected by these issues, especially if the broader family 

and community support is broken. Furthermore, it is possible that the experience of war and 

violence can lead to an elevated level of family violence, which often turns out to be moderated 

by alcohol abuse in a parent. Catani, Jacob, Schauer, Kohila, & Neuner (2008) demonstrated 

an association between the father’s alcohol intake and maltreatment reported by his children in 

a Sri Lankan sample of children affected by long-lasting conflict. Although systematically 

collected data on domestic violence in Rwanda are scarce, another recent study reported that 

alcoholism ranges under the first three causes of aggressive and violent behavior toward 

intimate partners or children in this country (National Unity and Reconciliation Commission, 

NURC, 2008). Therefore, psychological disorders within the local population following 

experiences such as war and genocide, including alcohol and drug abuse, need to be 
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considered in community-based interventions, which tend to diminish the risk of further violence 

on following generations. 

Overall, the present study demonstrated a high degree of co-morbidity between diverse 

disorders, as postulated earlier (Friedman & Marsella, 1996; Scholte et al., 2004; Silove, 

Sinnerbrink, Field, Manicavasagar, & Steel, 1997). Altogether, one quarter of all adult survivors 

suffered from PTSD, clinically relevant depression and/or anxiety, reflecting the serious mental 

health situation as well as the long-term consequences of massive violence even 16 years 

following the genocide (Hermansson, Timpka, & Thyberg, 2002; Marshall, Schell, Elliott, 

Berthold, & Chun, 2005; Sabin, Cardozo, Nackerud, Kaiser, & Varese, 2003). 

With regard to the group of descendants, our study revealed that 16% of the descendants of 

survivors compared to only 1% of the descendants of former prisoners and none of those born 

after 1994 fulfilled the DSM-IV criteria for the diagnosis of PTSD. In a study on a general 

sample of Rwandan youth interviewed during the direct aftermath of the genocide, Neugebauer 

et al. (2009) reported a PTSD rate of 62%. Recent research on vulnerable groups such as 

orphans showed lower PTSD rates, between 24% and 34% (Schaal et al., 2011; Schaal & 

Elbert, 2006; Sydor & Phillipot, 1996). With regard to those born before 1994, our sample of 

descendants of survivors manifested a similar level of PTSD compared to the reported studies. 

Among those descendants, a particularly high trauma load was found and 50% showed to be 

half-orphaned. Their specifically vulnerable and life-threatening situation in 1994 and afterwards 

was strongly shaped by their families’ experiences. Due to persecution and death, parental 

protection throughout the period of violence was often missing. In the aftermath of the genocide, 

their families had to cope with severe circumstances and descendants often took over great 

responsibilities, which often continue today and might explain the ongoing sequelae of distress 

as depressive and anxiety symptoms (Schaal et al., 2011). The group of descendants of former 

prisoners within the present sample, however, differed even more from the youth described in 

Neugebauer’s study, though concrete comparable data is missing. Throughout the genocide, 

descendants of former prisoners did not necessarily flee with their families, but rather stayed at 
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home or were individually sent to other remaining family members. When they had to take 

refuge with their families who were moving to the western parts of Rwanda, they often went in 

groups and the mainly Hutu background of their mothers offered them special protection in 

comparison to the descendants of survivors. Even if they had witnessed war and genocidal 

violence, they had never been specifically targeted, as the primary aim of the genocide 

perpetrators was to eliminate the group of Tutsi and their families (Munyandamutsa et al., 

2012). Finally, information on what was going on in Rwanda in 1994 was scarce. A lack of 

cognitive understanding of the dimension of the events might therefore also have modulated the 

affect regulation and in turn have added a protective factor for those children (Agaibi & Wilson, 

2005). Our data furthermore suggest that younger children born after 1994 did not specifically 

suffer from PTSD or other mental disorders. Further research is needed to better understand 

potential transgenerational effects of genocide on those children who did not live through the 

genocide in comparison to their older siblings (Kellermann, 2001a). Apart from these family 

issues, when referring to previous studies the broader social climate is in question as well, 

thereby demonstrating a clear association between mental health problems such as PTSD and 

feelings of hatred and revenge in the aftermath of conflict (Cardozo, Kaiser, Gotway, & Agani, 

2003; Pham et al., 2004). These possible adverse implications also need to be considered while 

developing initiatives to foster reconciliation and mutual understanding. 

Another key finding of the present study was that the number of event types as well as poor 

physical health and lack of social integration explained the biggest part of the variance of 

posttraumatic stress symptoms in the parent generation. The presently observed dose-effect of 

the number of traumatic event types on the PTSD symptom severity score – highlighting the 

impact of cumulative stress on mental health – has already been widely discussed (Mollica, 

McInnes, Poole, & Tor, 1998; Neuner et al., 2004). The relationship between PTSD and lower 

self-reported physical health and other health problems has also been reported in previous 

studies (Engelhard, Van den Hout, Weerts, Hox, & Van Doornem, 2009; Schnurr & Jankowski, 

1999). In a recently published study by Schaal et al. (2011), both physical illness and trauma 

exposure were the two main predictors for PTSD symptom severity in Rwandan widows and 
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orphans, while social factors were not further differentiated. The authors discussed this 

association as a possible difficulty of survivors with PTSD for developing effective coping 

mechanisms to deal with somatic and chronic health problems or, conversely, that the latter 

might affect them in such a way that they are no longer able to take care of themselves. Our 

findings demonstrated chronic pain to be the main physical complaint. With regard to the 

hypothesis that both syndromes mutually maintain each other as, for instance, acute pain 

proves to be mediated by symptoms of arousal and vice versa (Liedl et al., 2010; Sharp & 

Harvey, 2001), this offers an alternative explanation of why PTSD continues to occur at this 

level, even 16 years after the genocide. Recovery without any treatment or only basic medical-

oriented services seem to be reserved to only a fraction of the population. While no evidence for 

direct prediction of PTSD symptom severity using economic factors was found, physical illness 

seems to function as a mediator between both, as its correlates with social as well as economic 

factors demonstrate. The direct consequences of genocidal violence such as HIV infection, 

chronic pain or disability, which were especially present in the group of survivors, have an 

immediate impact on the economic growth of a family in an already poor environment (Richters, 

Dekker, & Scholte, 2008). The respondents mainly worked as peasants, as is common for the 

rural Rwandan population. Therefore, as reported by an interviewed female survivor, when a 

widow was a victim of sexual violence during the genocide and, due to continued bleeding and 

other associated physical ailments, was no longer able to perform hard farm labor, her family’s 

economic status was subsequently and negatively impacted. Even if this kind of survivor were 

willing to receive psychological support, the challenges of the distance from home to center, 

money for travel and privacy from neighbors highlight the delicate interconnectedness of 

economic and social issues in this region. 

The present study revealed that lower levels of social integration and activity were associated 

with elevated levels of PTSD symptoms, indicating a mutual maintenance effect. Interestingly, 

women in our sample had a lower social status than men, whereas no difference was found 

either between survivors and former prisoners or between widowed and non-widowed persons. 

One possible explanation for these results might be that especially vulnerable groups such as 
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widows or genocide survivors infected with HIV tend to stick together and support each other, 

which is not necessarily the case with people currently suffering from PTSD (Andrews, Brewin, 

& Rose, 2003). According to our findings, genocide survivors had lost an average of 14 family 

members. In Rwanda, family and community support is crucial for the well-being as well as for 

the reputation and prosperity of individuals. Depressive moods and feelings of hopelessness in 

survivors, therefore, were often linked to this missing support, as reported by respondents. As 

remarriage is socially not necessarily tolerated, widows have difficulties taking care of their 

family in an appropriate way, especially when they are not further integrated in the community 

(Brounéus, 2008). 

In comparison to this, former prisoners showed a better economic profile, but surprisingly no 

higher level of social activity and integration. In our study, while released prisoners rarely 

mentioned problems of reintegration following their release, their other family members such as 

their wives and children did. As Richters et al. (2008) demonstrated, sources for ongoing 

conflicts might be found within families in which the father is extensively absent due to 

imprisonment. In such circumstances, the man returning home from prison may find that his 

wife has brought another man home or has even had children with other men. Additionally, 

there has been sharp economic decline and property loss – all factors leading to the father’s 

realization that he has limited authority in the new family system facing him following 

imprisonment (PNSM, 2004). Alcohol abuse and the aggressive behavior of released prisoners 

toward family members or, on the contrary, social withdrawal might also affect family dynamics. 

As several researchers have demonstrated, mistrust in the communities started to grow again 

after the first massive release of prisoners in 2003 in Rwanda, many of whom have since been 

presumed innocent or assigned to minor offenses. Alliances that had previously been made 

between, for example, genocide widows and wives of prisoners, were thereby once again put 

into question (Buckley-Zistel, 2006; Longman & Rutagengwa, 2004). A large portion of our 

sample of former prisoners was released within about the same period of time and therefore 

took part “in the government confession program” that provided a reduced sentence for 

perpetrators who admitted guilt and remorse (Mgbako, 2005; Wielenga & Harris, 2011). 
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Released prisoners expressed being especially grateful to the government as well as for the 

introduction of the Gacaca tribunals, as most of them were released due to this new judicial 

initiative. At the same time, the majority felt that their own suffering due to imprisonment did not 

receive any recognition. Therefore, one can argue that social reintegration as a so-called aim of 

governmental-driven directions on how to behave when going back to their families and 

communities (Hatzfeld, 2009; Mgbako, 2005) might not necessarily be experienced by the 

individual former prisoner. This also includes the notion of being innocent and a victim of 

“someone else’s war” (Drumbl, 2002) as, in the present study, released prisoners frequently 

reported physical attack or incarceration as their worst experiences according to the PSS-I. 

These results are in line with data from a recently published study on incarcerated, accused 

perpetrators in Rwandan prisons (Schaal et al., 2012). Only 13% reported their participation in 

murder as their most stressful event; Schaal et al. thus argue whether high rates of mental 

health problems in this population are in fact due to the causes or the consequences of 

imprisonment. 

These results highlight the ambiguous and complex nature of victimhood in post-conflict 

societies as well as the need for further empirical evidence and lead to a first limitation of the 

study: comparing survivors with former prisoners seems critical with regard to its restriction in 

conceptualization. As emphasized by numerous authors, dichotomous categories are 

inappropriate when describing and reflecting complex circumstances of life in and after 

wartimes (Fujii, 2009). A dynamic view on participation is required whenever a better 

understanding of the role and participation in periods of violence is in question. People do not 

often fit to one category alone, such as victim, perpetrator or bystander, and can change 

throughout time in their concrete behavior. This change and assumption of different positions 

within the same period of time could, therefore, influence the impact on their mental health 

situation. Following Bar-On (1989) there might be an association between the use of 

interchangeable roles and reduced moral responsibility in a person, which together could have a 

disburdening effect. Therefore, one individual who protected and rescued a nearby Tutsi 

neighbor (who in turn survived the genocide) while having also participated in roadblocks and 
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manhunts for the Tutsi might be a conceivable example of how one person could incorporate 

many roles at the same time. Our findings might not necessarily hold for the whole Rwandan 

population. As already demonstrated, results from different regions might vary and our data can 

therefore only be seen as representative for central Gitarama. Still, they offer initial insight into a 

local population consisting of families of survivors and former prisoners living next door to each 

other who had never before been examined together and compared with each other. Another 

limitation lies in our definition of family. In Rwandan families, older children in particular do not 

necessarily grow up near their parents or siblings, but often refer to the broader family context 

including uncles, aunts, or even grandparents as their parents or to cousins as their siblings as 

well. The present study does not provide further information about the previous childhood 

circumstances of descendants in order to draw further conclusions on potential protective 

factors in the aftermath of violence. Finally, conducting research in a post-conflict setting 

demanded a critical reflection upon data validity. Due to political restriction and oppression, 

speaking out loudly is not common in Rwanda. The effect of introducing local interviewers also 

needs to be taken into consideration. While local researchers normally benefit from their close 

relationships to the cultural background in question, the specific historically shaped relationships 

between Rwandans might sometimes foster an even stronger mistrust between Rwandans than 

toward foreigners. 

 

2.6 Conclusion 

16 years following the Rwandan genocide, survivors and their families continue to present with 

considerable rates of PTSD and substantial depressive and anxiety symptoms. The data 

revealed a strong association between health problems and psychosocial factors such as social 

integration. A high level of PTSD in the group of former prisoners – and thus the likely genocide 

perpetrators – demonstrated that psychological suffering affected the population at large, 

although the nature of traumatic stressors may have varied. By challenging the question of who 

“owns” trauma discourses in a post-conflict society such as Rwanda, mental health services 
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should take the needs of the entire population into consideration when offering care – an idea 

that is still not mainstream in Rwanda. Finally, descendants of genocide survivors showed a 

higher risk for mental health problems than descendants of former prisoners. A high trauma 

load as well as missing family integration and support characterizes their specific vulnerable 

situation. Interventions and initiatives that stimulate reconciliation processes between future 

generations should take these particularities into consideration. 
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3.1 Abstract 

Background The relationship between organized violence and family violence, and their 

cumulative effect on mental health in post-conflict regions remains poorly understood.  

Objective The aim of the present study was to establish prevalence rates and predictors of 

family violence in post-conflict Rwanda. And to examine whether higher levels of war-related 

violence and its socio-economic consequences would result in higher levels of violence within 

families and whether this would be related to an increase of psychological distress in 

descendants.  

Method One hundred and eighty-eight parent-child pairs from four sectors of the district 

Muhanga, Southern Province of Rwanda, were randomly selected for participation in the study. 

Trained local psychologists conducted structured diagnostic interviews. A posttraumatic stress 

disorder (PTSD) diagnosis was established using the PTSD Symptom Scale - Interview (PSS-I) 

and child maltreatment was assessed by means of the Childhood Trauma Questionnaire (CTQ). 

Additionally, the Hopkins Symptom Checklist (HSCL-25) assessed symptoms of depression and 

anxiety in descendants.  

Results Prevalence rates of child abuse and neglect among descendants were below 10%. 

Ordinal regression analyses revealed that the level of child maltreatment in descendants was 

predicted by female sex, poverty, loss of the mother, exposure to war and genocide as well as 

the parent’s level of PTSD and reported child maltreatment. Poor physical health, exposure to 
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war and genocide, parental PTSD symptoms, and reported childhood trauma were significantly 

associated with depressive and anxious symptoms, while only exposure to war and genocide 

and poor physical health predicted the level of PTSD.  

Conclusion The results indicate that cumulative stress such as exposure to organized violence 

and family violence in Rwandan descendants poses a risk factor for the development of 

depressive and anxious symptoms. Besides the support for families to cope with stress, 

awareness-raising initiatives challenging the current discourse of discipline toward children in 

schools or at home need to be fostered.  
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3.2 Introduction 

Substantial evidence suggests an elevated risk for lasting mental health problems in those 

exposed to war and conflict. Children and adolescents are a particularly vulnerable group and 

may not only be affected by direct exposure to organized violence but also by secondary 

adverse effects, such as familial economic decline, malnutrition, lack of education or lasting 

familial conflict (Joshi & O’Donnell, 2003; Shaw, 2000). Family stressors such as the loss of 

beloved ones, the absence of, for example, fathers or ruptures in daily routines may disturb their 

social-emotional and cognitive development at a similar magnitude and partly mediate the 

relationship between war exposure and mental health (Miller & Rasmussen, 2010a).  

 
In a context where the majority of a family is affected by organized violence, children may 

additionally be exposed to an increase of physical violence within the family. Parents’ 

psychological impairment and war-related abuse of alcohol (Catani Jacob, Schauer, Kohila, & 

Neuner, 2008) often have an impact on parenting skills and potentially produce violent behavior 

inflicted on children. Haj-Yahia & Abdo-Kaloti (2003) reported high rates of witnessed inter-

parental and parent-to-sibling aggression and of experienced aggression by parents and 

siblings from a sample of Palestinian secondary school children. The authors found rates of 

physical violence to be correlated with the number of political stressors a family was exposed to 

(e.g. arrest of family members or curfew) as well as with specific family stressors (low income 

and a large family size) and parental aspects (low level of education and a poor psychological 

adjustment). Following a review by Guruge, Tiwari and Lucea (2011) on international 

perspectives of family violence, being half-orphaned, limited social support, gender inequalities, 

economic deprivation and living in a rural area present additional risk factors for an increase of 

intrafamilial violence. Boys compared to girls thereby seem to be at higher risk to experience 

child maltreatment (Alyahri & Goodman, 2008; Catani et al., 2009). 

 

To our knowledge, no attempt has been made so far to investigate the described relationship 

between exposure to organized violence and family violence and subsequent mental health 
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problems in post-conflict Rwanda. The East African country Rwanda has suffered from several 

waves of extreme “ethnic” violence since its independence that culminated in genocide in April 

1994 leaving nearly a million people dead. Displacement, taking refuge, economic decline, and 

community conflicts due to widowhood and large-scale incarcerations especially in the South, 

hosting an elevated number of people accused of having taken part in genocide, characterized 

its aftermath. The psychological and somatic sequelae of these events are reflected in high 

rates of pathology in adults (Munyandamutsa, Nkubamugisha, Gex-Fabry, & Eytan, 2012; 

Pham, Weinstein, & Longman, 2004) as well as children and adolescents who survived the 

slaughters (Bolton, Neugebauer, & Ndogoni, 2002; Dyregrov, Gupta, Gjestad, & Mukanoheli, 

2000; Schaal & Elbert, 2006). According to Schaal, Duisingizemungu, Jacob and Elbert (2011), 

Rwandan genocide widows and orphans represent particular vulnerable groups. The authors 

demonstrated that besides exposure to traumatic events, the major part of the level of 

genocide-related posttraumatic stress disorder (PTSD) was explained by a poor physical health 

status in both widows and orphans. Physical illness thereby can be understood as either a 

predictor or a consequence of PTSD (Engelhard, Van den Hout, Weerts, Hox, & Van Doornem, 

2009). Ongoing chronic pain as reported by many genocide survivors seems to maintain PTSD 

symptomatology over a long period of time (Sharp & Harvey, 2001). Fourteen years after the 

genocide Munyandamutsa et al. (2012) demonstrated that those with PTSD still showed lower 

scores of physical health on all dimensions compared to those without PTSD. In a poor country 

such as Rwanda, socio-economic hardship and mental health problems might additionally be 

associated (Lund et al., 2010). However, data from Rwanda are inconsistent with regard to this 

relationship and suggest that poverty rather functions as a mediator between physical health 

and mental health outcomes (Rieder & Elbert, 2013, Schaal et al., 2011). Recently, Betancourt 

et al. (2012) described the deterioration of the social cohesion, poverty and the caregiver’s 

illness or death as special threats to Rwandan children’s health and wellbeing.  

 
 As mentioned above, Rwanda has been repeatedly affected by violent episodes for the last five 

decades. In particular, elderly Rwandans have not only lived through genocide but have also 

been exposed to various situations of conflict and war that may have affected their mental 
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health thereby increasing the risk of perpetrating violence against family members or 

transmitting traumatic experiences to the next generation. Gupta, Reed, Kelly, Stein, and 

Williams (2010) demonstrated the impact of exposure to human rights violations of South 

African men on their violent behavior against their female partners. In a recent study from Gaza 

on intergenerational effects of parental war trauma on offspring’s mental health, Palosaari, 

Punamäki, Qouta, & Diab (2013) showed that the father’s past war experiences correlated 

positively with the child’s level of depression and PTSD while being mediated by psychological 

maltreatment. An increased level of family violence as a result of a family member’s exposure to 

organized violence could be explained by the following two hypotheses: on the one hand 

experiencing organized violence may raise the vulnerability of a parent to perpetrate violence 

against a family member while this relationship moreover may be mediated by posttraumatic 

stress symptoms (Shaw, 2000). A disturbed affect regulation in the traumatized parent may 

result in inappropriate rearing practices or violent behavior inflicted on children as described by 

various US studies, for example, on combat-related PTSD (Dekel & Monson, 2010; Jordan et 

al., 1992). On the other hand, many traumatized children present a higher level of behavioral 

disturbances, emotional problems or attention deficits that in turn provoke aggressive and 

punishing behavior in a parent. In Rwanda, this question has been particularly discussed with 

regard to gender differences, as a majority of genocide survivors are female whereas as a 

majority who participated in genocide are male. Recent research has shown that the latter still 

display a significant level of PTSD after being released (Rieder & Elbert, 2013) and reintegration 

into former families may cause familial conflicts. Women left alone, whether due to being 

widowed (Brounéus, 2008) or due to having their husbands in prison and lacking social support 

may conversely be unable to answer their children’s need thereby increasing the risk of neglect 

and abuse especially if they have to take care of other family members or orphans.  

 

In addition, there is evidence suggesting that parents’ current abusive behavior may be 

triggered by their own early adverse experiences as suggested by the “cycle of violence” 

hypothesis (Widom, 1989). It assumes that a predisposed abusive parent transfers its own 

experiences to the next generation turning oneself from a victim position as a child to a 
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perpetrator as an adult. Previous research on intimate partner violence has critically discussed 

the potential impact of child abuse on later violence perpetration inside a couple or family 

(Heyman & Smith Slep, 2002). 

 

However, studies examining the relationship between Rwanda’s history of organized violence 

and family violence are missing and there is still little epidemiological information of the 

magnitude of the latter in general. A nationwide Rwandan study of more than 1000 adults 

between 20 and 64 years reported 47% of physical abuse (beating and assaulting), five times 

more often perpetrated by men compared to women, 21.6% of child sexual abuse and 14% of 

rape in young women and girls (National Unity and Reconciliation Commission, NURC, 2008). 

In a recent study on gender-based violence, the highest rate was found in the urban district 

Kicukiro, part of Kigali Province even while the authors argue that differences between rural and 

urban areas were rather small (Rwandan’s Men’s Resource Centre, RWAMREC, 2010). In line 

with previous research, the authors explained that boys compared to girls experienced more 

family violence due to differences in the way education and discipline principles are exerted on 

children. 

 

The first aim of the present study thus was to assess prevalence rates and risk factors of family 

violence in Rwandan families, exploring a representative sample of Muhanga district, Southern 

Province, as an example, hosting both genocide survivors and genocide suspects. The second 

aim was to assess the level of depressive, anxious and PTSD symptoms and to examine 

variables associated with mental health outcomes among descendants. By investigating the 

interplay of organized violence and family violence and subsequent mental health problems, we 

aimed to highlight the complexity of stress a child growing up in a post-conflict society can be 

confronted with. We hypothesized that male sex, poverty, being half-orphaned, living in an 

urban area, a high number of siblings, and previous exposure to organized violence would lead 

to higher levels of reported child maltreatment. We further expected that the parents’ prior 

victimization during childhood and their current level of PTSD symptoms would contribute to 

explain its variance. Secondly, we assumed that poverty, the status of being half-orphaned, 
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poor physical health, and having experienced cumulative exposure to family violence and 

organized violence would result in higher levels of depressive, anxious, and PTSD symptoms.  

 

3.3 Method 

3.3.1 Sampling and Procedure 

Eligible participants were genocide survivors and former prisoners accused of participation in 

genocide, and their children either born before or after the genocide. Genocide survivors were 

defined as individuals who were targeted throughout the genocide because of their Tutsi 

ethnicity, in Rwanda called rescapés. Former prisoners, the génocidaires, were defined as 

released prisoners who, during the past 16 years, were incarcerated for and accused of 

genocide-related crimes. The present publication focuses on the level of reported childhood 

trauma and the mental health situation of descendants while hereby neglecting the family’s 

background of victimhood or participation in genocidal violence.  

 

In total, 188 parent-child pairs were included. Inclusion criteria for the parent generation was 

that they had resided in Rwanda in 1994 and that they were at least 18 years old at that time. 

The parent sample was between 30 and 81 years old and consisted of 72 women (41.9%) and 

100 men (58.1%). Descendants were child and adolescent survivors of genocide (19-31 years 

old) and children born after 1994 had to be between 13 and 15 years old. One hundred 

descendants were female (53.2%) and 88 were male (46.8%). There was no significant 

difference in gender between descendants born before versus after 1994, but descendants born 

before 1994 were more often half-orphaned (χ2(1,188) = 15.9, p < .001), and had more years of 

schooling (U = 2550.5, p < .001). Further demographic characteristics for all generations can be 

drawn from Table 3.1. 

 

The present study was conducted from May to July 2010 in the Southern province of Rwanda, 

Muhanga district, located 43 kilometres from the capital Kigali. The survey was approved by the 
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National Institute of Statistics of Rwanda (NISR) and by the Ethical Review Board of the 

University of Konstanz, Germany. Local authorities of the selected district and sectors provided 

research permits in the local language Kinyarwanda to facilitate access to the interviewees. 

Interviews were conducted individually in the respondents’ home by seven local BA-level 

psychologists from the National University of Rwanda (NUR) who had participated in 

epidemiological surveys before and, from there, had received extensive training and experience 

in conducting structured clinical interviews. A clinical psychologist supervised all interviewers 

throughout the whole research period. The survey was conceived as a community-based study 

and interviews were conducted in four randomly selected sectors applying a simple random 

sampling approach through numbering all sectors and selecting four without replacing them 

after their selection. In this way, three rural sectors (Cyeza, Shyogwe and Muhanga) and one 

urban sector (Nyamabuye), representing the administrative centre of Muhanga as part of the 

provincial town Gitarama were included. In all sectors, two quarters were randomly chosen and 

interviewers went door-to-door, starting at a convenient location within an assigned sector and 

approaching each subsequent house. The first adult who met inclusion criteria and had children 

within the required age ranges was interviewed. If more than one adult householder met 

inclusion criteria, one was randomly selected out of the two. If eligible parents had more than 

one child that fulfilled the criteria, one was chosen for participation and if parents had children 

that met criteria for both age ranges (either being born before or after 1994) both children were 

interviewed. Interviews were continued until the required number was attained. After having 

extensively informed the participants and having received written informed consent, interviews 

took one to two hours. At the end of the interview participants received 1000 Rwandan Francs 

(about 1.30 Euro) as a compensation for the time spent on the interview.  

 

3.3.2 Clinical assessments 

All participants in the present survey were screened for PTSD and childhood trauma. 

Additionally, symptoms of anxiety and depression were assessed in all descendants.  
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Socio-demographic data included age, sex, half-orphan status, years of schooling, current 

location and location after the genocide, and physical health problems. An economic status was 

established consisting of the following variables: possessions (house, agriculture), any monthly 

monetary income, the capacity to satisfy the family’s needs and facts on typical nutrition 

(number of meals, with or without proteins). Its index was built dividing their added z-

transformed variables by the square root of their number. Physical health was assessed 

integrating six questions on common symptoms and syndromes in Rwanda (chronic pain, 

chronic diarrhea, tuberculosis, HIV, disabilities due to war-violence or any other illness in the 

past 6 months) and compiling answers to an index of physical illness ranging from 0 to 6.   

 

Exposure to trauma was assessed by means of an Event-Scale modified for the Rwandan 

context (Schaal & Elbert, 2006) containing 25 potentially traumatic stressors. The trauma load 

was estimated for all participants. The PTSD symptom severity was measured by use of the 

PTSD Symptom Scale - Interview (PSS-I, Foa & Tolin, 2000). Besides an overall severity score 

(ratings on a four-point Likert-type scale, possible sum score range from 0-51), a PTSD 

diagnosis according to the DSM-IV criteria was established. The Kinyarwanda version of the 

PSS-I was produced in a Ugandan refugee camp settlement close to the Rwandan border and 

showed satisfactory psychometric properties (Onyut et al., 2004).  

 

Symptoms of depression and anxiety were assessed by means of the Hopkins Symptom 

Checklist (HSCL-25, Derogatis, Lipman, Rickels, Uhlenhuth & Covi, 1974), one of the most 

frequently used instruments in transcultural research including the East African context. Severity 

scores (possible range for anxiety symptoms from 10-40 and for depressive symptoms from 15 

to 60) were used for further analyses rather than relying on cut-off criteria (Ertl et al., 2010; 

Rieder & Elbert, 2013).  

The childhood trauma questionnaire (CTQ, Bernstein & Fink, 1998), a self-report instrument, 

was used in its short form to assess traumatic experiences of abuse and neglect during 

childhood. It contains 25 statements to be rated on a five-point Likert-type scale with regard to 

the frequency with which it appeared during childhood. Its five different dimensions of childhood 
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trauma are as follows: physical and emotional abuse, physical and emotional neglect, and 

sexual abuse. A three-item minimization or denial scale was included as a validity scale that 

indicates a potential underreporting of maltreatment (false negatives) or idealizing of the family 

of origin. Scores of responses were dichotomized and summed up to a scale sum score. A total 

of one suggests possible underreporting of maltreatment and a score of three indicates extreme 

denial. For the present study, a Kinyarwanda version of the questionnaire was produced using 

independent translation and blind reverse translation based on the validated French version of 

the CTQ, which showed very good psychometric properties (Paquette, Laporte, Bigras, & 

Zoccolillo, 2004). Both versions were later on examined for discrepancies and extensively 

discussed before its final approval. In the present study, raw scale scores and prevalence rates 

were established. With regard to sub-Sahara Africa, data based on the CTQ are reported from 

clinical and non-clinical samples from Togo and South Africa (Kounou et al., 2012; Suliman et 

al., 2009). To establish CTQ prevalence rates a procedure suggested by Kounou et al. was 

followed: abuse was classified if the score was placed in the moderate or severe level, for 

example, cut-off scores were 13 or higher for emotional abuse, 10 or higher for physical abuse, 

8 or higher for sexual abuse, 15 or higher for emotional neglect, and 10 or higher for physical 

neglect. Subscales showed low (Cronbach’s α = .56 for emotional neglect and .61 for physical 

neglect) to very good (.83 for physical abuse and .90 for sexual abuse) internal consistency.  

 

3.3.3 Statistical analyses 

First, levels of reported child maltreatment and psychopathology (PTSD, depression, anxiety) 

were described using frequencies, mean scores, and standard deviations. Second, Spearman’s 

rank correlations were calculated to further analyze risk factors with regard to the overall level of 

child maltreatment. Third, three sets of regressions analyses were run in order to test 

independent predictors of the CTQ sum score, of the HSCL-25 sum score and of the PSS-I sum 

score. As the assumptions to run linear regression analyses were not fulfilled by the data (e.g., 

residuals were not normally distributed), ordinal regression analyses were calculated instead. 
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The regression model on the CTQ sum score was calculated by entering the following variables: 

sex, economic status, status of being half-orphaned, number of siblings, location (urban versus 

rural), exposure to war and genocide, parental exposure to child maltreatment and parental 

PTSD. Using the HSCL-25 sum score and the PSS-I sum score as outcome variables the 

following variables were entered in the analyses: sex, physical health, being half-orphaned, 

economic status, exposure to war and genocide, reported childhood trauma and parental PTSD. 

Data analyses were performed using SPSS® software, version 21. 

 

3.4 Results 

3.4.1 Trauma exposure 

Respondents were exposed to a wide range of traumatic stressors. The parent generation 

recalled an average of 11 different types of traumatic events in a lifetime (SD = 3.8, range 2-24). 

19.3% reported witnessing the killing of someone, 15.3 % physical attack and 11.4% seeing 

dead and mutilated bodies to be the worst and most stressful experiences. Descendants born 

before 1994 experienced about 8.3 traumatic events (SD = 4.2, range 0-18). Again, witnessing 

the killing of someone (18.6%), seeing dead and mutilated bodies (10.9%), and being attacked 

with a weapon (10.9%) were among the most stressful events. Descendants born after 1994 

experienced an average of 0.8 traumatic event types (SD = 1.3, range 0-7) and referred to 

witnessing and experiencing life-threatening accidents as the worst events.  

 

3.4.2 Level of distress 

The prevalence rate for current PTSD in the parent generation was 23.4% (n = 40) and 12.4% 

(n = 16) in the group of descendants born before 1994. None of the descendants born after 

1994 fulfilled the criteria for PTSD. Descendants born before 1994 showed an HSCL-25 mean 

score of 31.1 (SD = 9.1, range 25-62) and descendants born after 1994 showed a mean score 
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of 26.6 (SD = 3.4, range 25-42). Both mean scores differed significantly (U = 2590.0, p < .001). 

Physical health problems among descendants were mainly related to common symptoms and 

syndromes such as malaria, headaches, abdominal and back problems, and nervous crises. 

Symptom scores of all disorders assessed are shown in Table 3.1.   

 

3.4.3 Child maltreatment 

Mean scores of reported childhood maltreatment were 32.6 (SD = 8.6, range 25-74) for the 

parent generation and 33.3 (SD = 7.7, range 25-103) for the entire sample of descendants that 

is, 34.3 (SD = 8.7, range 25-103) for descendants born before 1994 and 30.8 (SD = 3.5, range 

25-45) for descendants born after 1994. Descendants born before 1994 displayed a significantly 

higher level of maltreatment compared to those born after (U = 2097.0, p < .001). Rates of the 

minimization and denial scale showed that a great majority of both parents and descendants 

possibly underreported the level of experienced maltreatment. For scale scores and 

percentages of all CTQ dimensions, see Table 3.1.  

 

3.4.4 Risk factors and prediction of child maltreatment in descendants 

When examining risk factors of child maltreatment, exposure to war and genocide (ρ = .35, p < 

.001), showed the strongest correlation followed by economic status (ρ = -.30, p < .01), parental 

exposure to child maltreatment (ρ = .21, p < .001) and parental PTSD symptoms (ρ = .21, p < 

.01). An ordinal regression model analysis was run to identify independent contributions of risk 

factors to the level of childhood maltreatment. The final model explained 29% of the variance in 

the outcome variable. Significant predictors can be drawn from Table 3.2.  
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Table 3.1: Socio-demographic characteristics, mental health, and childhood trauma  
in Rwandans 
 

 

 

Parent generation 

(n = 172) 

Descendants 

(n = 188) 

Age M (SD, range) 

Sex % (n) 

   Women 

   Men 

52.7 (9.3, 30-81) 

 

41.9 (72) 

58.1 (100) 

21.3 (5.9, 13-31) 

 

53.2 (100) 

46.8 (88) 

Half-orphan % (n) - 37.8 (71) 

   Mother alive - 94.1 (177) 

   Father alive - 68.1 (128) 

Number of siblings M (SD, range) - 5.7 (2.2, 0-13) 

Location of growing up after 1994 % (n) 

   One’s own family 

   Mother’s family 

   Father’s family 

Current location (sector) % (n) 

   Nyamabuye 

 

- 

- 

- 

 

31.4 (54) 

 

90.3 (168) 

5.9 (11) 

3.8 (7) 

 

30.3 (57) 

   Shyogwe 

   Cyeza 

   Muhanga 

Years of schooling M (SD, range) 

Health problems % (n) 

   Chronic pain 

   Chronic diarrhea 

   Disabilities 

   HIV 

   Other illnesses 

19.8 (34) 

19.8 (34) 

29.1 (50) 

4.5 (3.5,0-14) 

 

32.1 (55) 

5.2 (9) 

5.8 (10) 

7.0 (12) 

51.2 (88) 

19.1 (36) 

20.2 (38) 

30.3 (57) 

6.1 (3.2, 0-17) 

 

3.2 (6) 

5.3 (10) 

3.2 (6) 

0.5 (1) 

44.4 (83) 

Exposure to war and genocide M (SD, range) 11.0 (3.8, 2-24) 6.0 (5.0, 0-18) 

Losses in the family due to genocide M (SD, range) 

PTSD 

   Diagnosis % (n) 

   Severity Score M (SD, range) 

8.4 (12.3, 0-70) 

 

23.4 (40) 

9.2 (11.0, 0-45) 

n.a. 

 

8.5 (16) 

3.4 (6.8, 0-40) 

Anxiety 

   Severity Score M (SD, range) 

 

16.3 (7.7, 10-40) 

 

13.1 (5.2, 10-32) 

Depression 

   Severity Score M (SD, range) 

 

19.9 (7.2, 15-55) 

 

16.6 (3.6, 15-38) 

Childhood Trauma M (SD, range), % 

   Physical abuse 

   Emotional abuse 

32.6 (8.6, 25-74) 

5.7 (1.9, 5-18), 3.5 

6.0 (2.9, 5-18), 4.1 

33.3 (7.7, 25-103) 

5.5 (1.7, 5-24), 2.1 

5.8 (2.1, 5-24), 1.1 

   Physical neglect 7.1 (2.4, 5-18), 9.3 6.9 (2.0, 5-15), 9.6 

   Emotional neglect 8.9 (3.1, 5-23), 6.4 9.4 (2.3, 5-17), 3.1 

   Sexual abuse 5.3 (1.0, 5-12), 4.1 5.5 (2.1, 5-25), 6.4 

Minimization/ denial M (SD, range) 1.1 (1.0, 0-3) 0.7 (0.7, 0-3) 

   MD ≥ 1 in % (n) 69.9 (119) 59.4 (110) 
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Table 3.2: Beta coefficients and correlations coefficients resulting from bivariate 
correlations and ordinal regression analysis on the amount of childhood trauma (CTQ 
sum score) reported by descendants (N = 188) 

   B     ρ  

Sex (female) 

Mother alive (no)  

Father alive (no) 

Number of siblings 

Economic status 

Location (urban) 

Exposure to war/ genocide (no of traumatic events) 

 0.84** 

 1.39* 

-0.09 

 0.08 

-0.08* 

-0.18 

 0.13*** 

 .12 

 .13 

 .16* 

 .04 

-.30*** 

-.11 

 .35*** 

Parents’ exposure to childhood maltreatment  

(CTQ sum score) 

 0.08***  .27***  

Parents’ PTSD (symptom severity)  0.03*   .21** 

Note: *p < .05, ** p < .01***, p < .001. 
Spearman’s ρ resulting from bivariate correlations. 
Full model’s adjusted R2 = .29, χ2 (9,188) = 62.9, p < .001. 
Significant predictors are in bold.  
 
 

3.4.5 Prediction of psychopathology in descendants 

As shown in Table 3.3, individual predictors of distress were analyzed by calculating two ordinal 

regression analyses on the HSCL-25 sum score and the PSS-I sum score. The first model 

explained 39% of the variance.  

Descendants with poor physical health, who reported a great exposure to war and violence, a 

high level of child maltreatment and whose parents currently suffered from PTSD were more 

likely to show an increased level of depressive and anxiety symptoms. The second model 

explained 54% of the variance in the PSS-I sum score of those participants who had 

experienced at least one traumatic event. Exposure to war and genocide and physical health 

were significant predictors. 
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Table 3.3: Beta coefficients and correlations coefficients of psychopathology in 
descendants resulting from ordinal regression analyses using the HSCL-25 sum score 
for all descendants and using the PSS-I sum score for descendants who experienced at 
least one traumatic event type as outcome variables 

 

Predictors 

HSCL-25 (n = 188)1     

 B                 ρ  

PSS-I (n = 158)2 

 B                 ρ  

Sex 

Poor physical health   

Half-orphan (yes) 

 0.08 

 0.75** 

 0.32 

 .07 

 .35*** 

 .33*** 

 0.38 

 0.92*** 

 0.37 

 .04 

 .38*** 

 .40*** 

Economic status  0.03 -.17* -0.04 -.22** 

Exposure to war/ genocide (no of traumatic 

events) 

 0.16**  .48***  0.36**  .71*** 

Exposure to childhood maltreatment (CTQ sum 

score) 

 0.08**  .38***  0.01  .26*** 

Parents’ PTSD (symptom severity)  0.03*  .29***  0.01  .29*** 

Note: *p < .05, ** p < .01***, p < .001. 
CTQ = Childhood Trauma Questionnaire. 
1Model (HSCL-25 sum score): Full model’s adjusted R2 = 0.39; χ2 (7, 188) = 92.2, p < .001.  
2Model (PSS-I sum score): Full model’s adjusted R2 = 0.54; χ2 (7, 158) = 118.7, p < .001.  
Significant predictors are in bold. 
 

3.5 Discussion 

The present study examined the relationship between exposure to organized violence, family 

violence, and related mental health outcomes, such as PTSD, depression, and anxiety in a 

randomly selected sample of Rwandan descendants in Muhanga district, 16 years after the 

genocide. 

 

Female sex, poverty, the loss of one’s mother and cumulative stress consisting of exposure to 

organized violence, the parent’s level of PTSD and the parent’s level of exposure to childhood 

trauma predicted the amount of reported child maltreatment in descendants. Subsequently, 

depressive and anxious symptoms were associated with poor physical health, exposure to 

diverse forms of violence and again parent’s level of PTSD. PTSD showed only to be related 

with exposure to organized violence and poor physical health. 
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Rwandan child and adolescent survivors of genocide had been exposed to about eight types of 

traumatic stressors and showed a PTSD rate of 12.4%. Several studies have already 

demonstrated the massive trauma confrontation in Rwandan youth and its consequences on 

mental health (Dyregrov et al., 2000; Neugebauer et al., 2009; Schaal & Elbert, 2006). The level 

of depressive and anxious symptoms among all descendants was comparable to data from 

Rwandan refugees in Uganda using the same instrument (Onyut et al., 2009). However, 

descendants born one to three years after the genocide though showed no clinically significant 

level of PTSD and manifested lower symptom levels of depression and anxiety compared to 

those born before 1994. An obvious reason for the comparatively better health may be that the 

post-conflict generation experiences less, while the war generation experiences more (in the 

present samples ten times more) stress and adversity.  

 

Rates for reported childhood trauma were unexpectedly low compared to earlier studies from 

post-conflict regions (e.g. Catani et al., 2008). A recently published nationwide study conducted 

by the Rwanda Men’s Resource Centre (RWAMREC, 2010) that included 3612 adults between 

18 and 60 years old showed that more than 50% of the respondents recalled experiences of 

sexual and physical violence throughout their childhood, whereas in our sample rates for 

subscales were below 10%. However, the total CTQ mean score was comparable to a study 

from South African youth and to a clinical sample of adults in Togo (Kounou et al., 2012; 

Suliman et al., 2009). Different explanations for this discrepancy are possible: firstly, in the 

present study a child growing up without its mother showed to be more at risk to be exposed to 

abuse and neglect. Experiencing less protection and attention due to the loss of their mother 

may put children into a vulnerable position. Children possibly have to take over mother’s tasks 

such as domestic work and cultivation of food crops and at the same time are at higher risk to 

be physically abused or emotionally neglected. This, in turn, could indicate that the elevated 

number of half-orphans in our sample accounts for the general low levels of child maltreatment 

as fathers are missing in 32% of the families and less perpetration of violence inside the families 

may therefore take place (RWAMREC, 2010). Secondly, the high percentage of denial of abuse 

found among both generations (two to three times higher compared to a sample from South 
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Africa) suggests that older participants, in particular, may have chosen an idealized frame of 

reference when reporting on their childhood. Internally comparing the survival of extreme 

violence such as genocide to early adverse experiences may have yielded distorted information, 

as the latter may have appeared less disturbing and threatening. And thirdly, the general higher 

acceptance of interfamilial violence in Rwanda, while individually being rejected, might be 

reflected by the present data given that violence at home might not be perceived as such 

(RWAMREC, 2010).  

 

Exposure to war and genocide showed to be a risk factor of child maltreatment suggesting that 

children experiencing organized violence may also be confronted with other forms of violence. 

The finding that the parents’ level of PTSD additionally contributed to explain the variance in 

family violence among descendants further supports this. As stated above a great portion of the 

sample was half-orphaned mainly due to the death of their fathers. While generally lower levels 

of child maltreatment are assumed in those families, the matter of parental PTSD still needs to 

be considered as it may affect the parent-child relationship. This was previously explained by 

Margolin & Vickerman (2007) who stated that mothers with PTSD may be less emotionally 

available for their children and may be more impulsive in their actions toward them. Studies 

including both parents of a child are needed here in order to understand differences of the 

impact of parental psychopathology.     

 

As assumed, poverty did account for an increased level of family violence. Rwanda’s peasant 

population was already characterized by poverty and starvation before the genocide but its 

direct aftermath produced new challenges as a large portion of the population was widowed and 

female-headed households were found throughout the entire society. Women did not yet have 

the right to inherit land and eventually finished in an impoverished environment (Schindler, 

2010). Traditionally, partner relationships in Rwanda are marked by power inequality between 

the genders but social realities after 1994 gave women more rights through new laws and 

policies. In contrast, men who formerly perceived themselves as the defender of their country 

and families, potentially lacked self-esteem due to their incapacity of providing safety in 1994. 
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Therefore, women started gaining power and the “deeply ingrained” gender model transmitting, 

for example, violence against women as a regulating mechanism within the household, a fact 

accepted as such by a large portion of both women and men, subsequently was put into 

question (RWAMREC, 2010). Today, employed women living with unemployed men as well as 

women with higher incomes show to be endangered to experience intimate partner violence 

(Finnoff, 2010; RWAMREC, 2010). This illustrates the complexity and high interrelatedness of a 

family’s economic situation, changing family structures, and family violence in post-conflict 

Rwanda. Children therefore continue to be at risk of witnessing inter-parental violence and 

experiencing domestic violence while specific underlying family mechanisms might have 

changed.  

 

Other family characteristics such as a high number of children did not present an individual 

predictor of violence within the family when controlled for further socio-demographic 

characteristics. Possibly, growing up in the context of an extended family as common in 

Rwanda might function as a protective factor as children are not necessarily exposed to their 

parents only but may chose where to go to and get support from other significant adults. 

Contrary to our hypothesis and to findings from a previous Rwandan study (RWAMREC, 2010), 

female sex and not male sex presented a risk factor of experiencing child maltreatment. Further 

data collection is needed here to identify potential mediating factors in particular with regard to 

the parent-child relationship. 

 

Parents’ own experiences of childhood maltreatment individually contributed to explain the 

variance of reported family violence in descendants. This substantiates our assumption that 

prior victimization of parents in early childhood may increase the risk of violence perpetration 

within a family. These results are in line with an earlier cited Rwandan study (RWAMREC, 

2010) demonstrating that men’s risk of perpetrating violence against women was linked to their 

own experience of physical abuse and of witnessing inter-parental violence during childhood. 

Furthermore, their exposure to genocide, while this has not been assessed systematically, 

showed to be related to later violence perpetration compared to those who had not experienced 
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genocide. However, Saile, Neuner, Ertl, and Catani (2013) who examined intimate partner 

violence in a sample of couples from Northern Uganda could not replicate those findings. The 

current data do not allow us to draw a more complex model of intergenerational transmission of 

abuse especially as no behavioral data were assessed in descendants (Thornberry, Knight, & 

Lovegrove, 2012). Still, it shows some evidence for the cycle of violence hypothesis (Widom, 

1989) with regard to the overall level of reported child maltreatment. 

 

As expected the level of depressive and anxious symptoms was predicted by both reported 

child maltreatment and exposure to organized violence. This is consistent with previous 

research (Shaw, 2000; Turner, Finkelhor, & Ormrod, 2006). In contrast to that, the variance in 

PTSD symptoms was only explained by exposure to war and genocide but not by childhood 

trauma. Even while evidence is growing that exposure to interpersonal violence, either 

witnessed or experienced, may result in an increased level of PTSD in youth (Margolin & 

Vickerman, 2007) our data rather showed a strong dose-response relationship between 

organized violence and PTSD. Thus, the data illustrate the ongoing detrimental effect of 

organized violence on traumatized youth’s health, 16 years after the genocide even when 

controlled for post-conflict adversities.  

 

A poor physical health status was significantly linked to psychopathology in descendants. 

Physical illness was commonly found to be associated in particular with PTSD and could be 

confirmed as a risk factor in our sample (Munyandamutsa et al., 2012; Schaal et al., 2011; 

Schnurr & Jankowski, 1999). Economic hardship did not present as a predictor of mental health 

problems. Boris et al. (2008) who reported data from youth headed households in the 

Southwest of Rwanda also showed that a poor physical health and social marginalization but 

not economic aspects such as hunger were associated with depressive symptoms.  

 

Inconsistent results were found with regard to the impact of the parent’s level of suffering from 

PTSD on descendants’ mental health as it showed to be a predictor of the level of depression 

and anxiety symptoms but not PTSD. In part, this is in line with a study from war-affected 
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families from Gaza where both parents and children were exposed to traumatic experiences 

(Thabet, Tawahina, El Sarraj, & Vostanis, 2008). The authors found that war trauma and 

parents’ emotional responses in the form of PTSD and anxiety were significantly associated 

with children’s anxiety symptoms and PTSD. Schick, Morina, Klaghofer, Schnyder, & Müller 

(2013) recently found that only paternal PTSD but not maternal PTSD was related to depressive 

symptoms in children when examined in a sample of 51 war-affected families 11 years after 

conflict in Kosovo. However, based on our data we assume that the relationship between 

parental PTSD and depressive symptoms in descendants might be mediated by the parents’ 

way of dealing with trauma specific losses. A “depressed or irritable family environment” as 

discussed by Shaw (2000) may severely affect children and in turn result in an increase of a 

child’s psychopathology. Similar findings were reported by Smith, Perrin, Yule, & Rabe-Hesketh 

(2001) from a Bosnian sample. The authors found that the children’s level of exposure 

explained the greatest part of the variance of children’s level of PTSD while the mother’s mental 

health explained depressive symptoms in children. 

  

The current study presents with several limitations. Interviewing triples (father, mother, child) 

would enable us to further differentiate between mothers’ and fathers’ specific influence on 

descendants. Still, the inclusion of parents and children offers insight into the interdependence 

of genocidal violence and childhood trauma, although prevalence rates of the latter may have 

been underestimated due to denial. The use of the CTQ is critical and further research is 

needed here to clarify if its application is appropriate in specific with regard to the East African 

context. Findings are representative for central Gitarama and might not necessarily hold for the 

entire country. Also, we did not assess the primary caretaker of the descendants. Additional 

information of the family context is needed here to identify parental influences’ on their children 

as those do not necessarily grow up with their parents or spend more time with other members 

of the extended family.  
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3.6 Conclusion 

Our initial assumption that exposure to organized violence will enhance the level of family 

violence was confirmed. Findings further demonstrated that stressors such as poverty and 

parental psychopathology additionally may affect the family system. As a consequence, such a 

cumulative stress poses a risk factor for the future development of descendants who may be 

more likely to develop depressive and anxious symptoms. Results of the present study indicate 

that a wider focus including the family level and its socio-economic environment needs to be 

taken into account when dealing with consequences of war and conflict. In addition to 

psychotherapeutic treatment for traumatized individuals, families need support to cope with 

stress within the family system. Moreover awareness-raising initiatives challenging the current 

discourse of discipline toward children in schools or at home and violence between partners 

need to be fostered.  
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4.1 Abstract 

Background Empirical evidence from post-conflict societies suggests that mental health 

problems following organized violence are related to attitudes toward post-conflict justice and 

reconciliation, as well as behavior toward the formerly opposed group. However, it is unclear 

whether this relationship also exists among the group of child and adolescent survivors of 

violence.  

Objective The aim of the present study was to examine how young Rwandans’ traumatic 

experiences and their families’ circumstances shape their perception of post-conflict justice and 

reconciliation and their relationship with peers of the out-group. 

Method One hundred and twenty-nine child and adolescent survivors of the 1994 Rwandan 

genocide (67 descendants of genocide survivors and 62 descendants of former prisoners) and 

their respective parents were interviewed in Muhanga district, part of the Southern Province. 

Trauma exposure was assessed and a PTSD diagnosis was established by means of the PTSD 

Symptom Scale - Interview (PSS-I). Attitudes toward local justice and reconciliation were rated 

on a Likert-type scale by all participants. Additionally, the Inventory of Interpersonal Problems 

(IIP-32) was applied to descendants. Moreover, semi-structured scales assessed intergroup 

behavior, the attribution of responsibility of genocidal violence and the perceived sense of post-

conflict justice. 
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Results Descendants of survivors displayed a higher level of PTSD compared to descendants 

of former prisoners (22% versus 2%) and were more often half-orphaned. They showed less 

positive attitudes toward local reconciliation but not justice and more commonly attributed the 

responsibility of genocidal violence to the individual level. They reported more interpersonal 

problems and showed higher rates on the sub-scales cold, socially avoidant and vindictive 

behavior. They were less open toward peers of the out-group. The level of vindictive behavior 

resulted as the only significant predictor of intergroup behavior in ordinal regression. Parental 

attitudes toward local justice and reconciliation as well as descendants’ perceived sense of 

justice resulted as predictors of descendants’ attitudes toward local justice and reconciliation in 

linear regression. 

Conclusion Young Rwandans highly identify with their parents’ perception of reconciliation and 

justice, as well as their quest for justice. Change in personality due to trauma rather than PTSD 

itself has an impact on their intergroup behavior. The implications of the findings are further 

discussed. 
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4.2 Theoretical background 

During war and political violence, children witness or experience the same traumatic events as 

adults, such as armed attacks, destruction, persecution and flight. In the aftermath of violent 

conflict, children not only have to confront an accumulation of stressors, but they also have to 

make sense of the reasons for conflict and the ensuing violence. Growing up in an ambiguous 

social environment, naming the aggressor can be a difficult task given the complexity of socio-

political crises and the impunity applied over decades following violent acts and persecution in 

countries such as South Africa or Rwanda. Genocide or ethnic cleansing leave a society deeply 

wounded and divided, with long-lasting propaganda, degradation and humiliation of selected 

parts of a population creating a profound mistrust between individuals and groups, which often 

endures long after the conflict has ended. How do young adults who grew up throughout and 

after conflict develop a meaning of what had happened and relate to each other? 

 

The present study examines post-conflict related aspects such as interpersonal problems, 

intergroup attitudes and the perception of local justice and reconciliation processes among child 

and adolescent survivors of the 1994 genocide in Rwanda. Almost two decades after the 

outbreak of genocide, the small East African country is not only looking back at a tremendous 

history of suffering characterized by up to one million people dying in only 100 days, but also at 

an almost unique way of dealing with the consequences of violence. In the context of civil war, 

ethnicized propaganda and massive manipulation of the local population took place, aimed at 

eliminating the Tutsi minority group and moderate Hutu opposed to the regime in place. Lacking 

a functioning legal system in the aftermath of genocide, Rwanda opted for a threefold judicial 

solution to confront the high number of people suspected of participating in the genocide: the 

International Crime Tribunal for Rwanda (ICTR), ordinary Rwandan courts and the community-

based Gacaca jurisdiction. In order to deal with approximately 130,000 persons imprisoned for 

genocide-related offenses (Uvin, 2000), local Gacaca courts were launched in 2002. Operating 

nationwide from 2005 onwards, hearings took place in more than 12,000 locations and the court 

system dealt with more than 1.9 million cases (National Service of the Gacaca Jurisdiction, 
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NSGJ, 2012). Formerly used as a conflict resolution, predominantly non-punitive and restorative 

system with the aim of re-establishing social order, in the aftermath of genocide it was inserted 

as a mainly retributive justice mechanism (Ingelaere, 2008). Restorative aspects were 

integrated, albeit successively; for example, by the implementation of community service (called 

Travaux d’Intérêt Général (TIG) – Work for General Interest) as an alternative penalty to 

imprisonment and the practice of plea bargains and confessions. The plea bargaining was 

introduced in the aim of uncovering “the truth” of what had happened in 1994, and a reduced 

sentence was offered to the defendant if he gave a detailed account of the offense and 

apologized in public. Furthermore, the implementation of the fund of assistance to the survivors 

of the genocide (FARG) served as a collective strategy of redress. However, Gacaca did not 

provide compensation and only sporadic payments were made to individual survivors. Whereas 

Gacaca initially earned considerable support from the local population (Gasibirege, 2002; 

Longman, Pham, & Weinstein, 2004), toward its end participation in the Gacaca declined and it 

became more coercive. Progressively, it was criticized regarding its potential for corruption 

among the Inyangamugayo (lay judges elected by the community), false accusations made by 

the population, intimidation of witnesses and unfair trials (Human Rights Watch, HRW, 2011; 

Waldorf, 2006). 

 

4.2.1 Intergroup behavior and interpersonal problems following genocide 

Rafman (2008) argues that children growing up after conflict develop their own moral 

understanding of political events and war over time. Therefore, as suggested by social learning 

theory (Bandura, 1969), parents or similarly significant adults represent the main transmitter 

regarding social norms in a society. Observing parental interactions and communication with 

others stimulates the internalization of social norms, which further fosters the feeling of 

belonging to a social group that accepts specific attitudes and behaviors. During times of threat 

and when public institutions no longer provide safety, people tend to turn toward their in-group 

in search of support and trustful relationships as its members share the same characteristics  
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(Ajdukovic, 2005). Leaders often further emphasize the homogeneity of a certain in-group, 

pointing out differences regarding “the other group”, as commonly found in interethnic conflicts. 

In return, after conflict, constructive parental communication can enable their children’s 

willingness to communicate again or be in touch with youth from the other ethnic group (Kosic & 

Livi, 2012). However, children and adolescents are not only influenced by members of their 

family, but also by media, relationships at school or their own ideas of war based upon personal 

experiences. Regarding the contact hypothesis (Allport, 1954), contact based upon personal 

friendship before a conflict was found to be especially important in reducing prejudices and 

being more open toward the out-group once the conflict was over. In turn, this signifies that 

contact following conflict is crucial to create or rebuild alliances across ethnic lines. Ajdukovic & 

Corkalo Biruski (2008) interviewed 12 to 16 year-old Croatian students and their parents eight 

years after the conflict with Serbian paramilitary concerning interethnic attitudes and behavior, 

finding that adolescents showed more negative attitudes toward the other ethnic group than 

their parents, while the congruence between the responses of the two groups was only 

moderate. The authors concluded that those adolescents had grown up in a highly divided 

society in which they experienced intergroup tensions from their early years onwards, thereby 

accepting such attitudes as being the norm.  

 

Previous research has shown that a change in personality due to exposure to traumatic events 

may be another influencing factor leading to altered relationships with others. It was described 

as a long-term consequence of war trauma and/or ongoing stigmatization by the concept of 

complex PTSD (Herman, 1992). A literature review by Pynoos (1993) further demonstrated the 

impact of trauma on the moral development of children regarding different age levels: while pre-

school children integrate the traumatic experience as “bad”, going beyond its general meaning 

in a child’s life, adolescents may first respond morally confused but later run the risk of 

incorporating feelings of threat and revenge into their own political ideology. The sense of 

victimhood in terms of loss of one’s property or personal losses and threats to one’s life may 

further influence the development of negative emotions toward the out-group among the youth 

(Kosic & Livi, 2012).  
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Before the genocide, Rwanda was characterized by a cohabitation of Tutsi and Hutu and 

intermarriage was common. The social identity was passed on through patrilinear descent 

(Mamdani, 2002). Despite the rejection of ethnic categorization after 1994, dichotomizing 

categories persisted. Eltringham (2004) critically remarked that the constructed images of the 

collective groups of “the Tutsi” and “the Hutu” thereby risk being superposed by the terms 

rescapé (genocide survivor) and génocidaire (genocide perpetrator). In the current study, we 

broadened those existing categories. A survivor could be a Tutsi or a Hutu; for example, a Hutu 

woman who was persecuted due to being married to a Tutsi. Released prisoners were 

Rwandans who had spent time in prison, having being suspected of participating in genocide. 

The specific narrative of victimhood of each of these groups thereby shaped their descendants’ 

position in the society. Numerous studies have reported high levels of exposure to trauma and 

family losses among genocide survivors (e.g. Schaal & Elbert, 2006). Mental and physical 

illness including HIV infection or disabilities, as well as economic hardship due to the lack of 

family support specifically characterized the life of genocide orphans and widows in the 

aftermath of genocide (Dyregrov, Gupta, Gjestad, & Mukanoheli, 2000; Schaal, 

Dusingizemungu, Jacob, & Elbert, 2011). A few recent studies have examined psychopathology 

among prisoners and ex-prisoners in Rwanda, finding an elevated level of PTSD and 

depression among adults, while rates among their children displayed a low level of distress 

(Rieder & Elbert, 2013; Schaal, Weierstall, Dusingizemungu, & Elbert, 2012). Those families, 

while significantly differing from genocide survivors in their history of trauma, may also have 

suffered from poverty and children of prisoners often had to take care of both family members at 

home and the parent in prison; for example, supplying food to distant locations. Stigmatization, 

feelings of shame and fear of revenge by the social environment further described their specific 

post-conflict situation and potentially shaped their relationship with others. These differences 

between a family’s past and present describe a potential internal obstacle that descendants of  

both groups may have had to acknowledge and overcome before intergroup contact was made 

possible again.        
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4.2.2 Attitudes toward local justice and reconciliation and perceived sense of justice 

In post-conflict settings, several aspects have been found to determine attitudes toward local 

justice and reconciliation. In Cambodia, for example, access to social support during the Khmer 

Rouge regime, current socio-economic status, benefit-finding-related coping and trauma 

disclosure were shown as predictors of desire for revenge (Field & Chhim, 2008). Furthermore, 

desire for revenge proved to be an indicator for more positive attitudes toward the Khmer Rouge 

Tribunal 30 years after the genocide. Eight years after the Rwandan genocide, the level of 

education, the economic situation and ethnicity were factors associated with attitudes toward 

Rwandan trials and Gacaca trials (Pham, Weinstein, & Longman, 2004). Respondents with 

PTSD reported more negative attitudes toward two aspects of reconciliation, namely 

community, defined as a “shared vision and sense of collective future” (p. 604), and 

interdependence, the establishment of mutual ties across ethnic lines compared to people 

without PTSD. However, findings relating mental health outcomes and attitudes toward 

transitional justice and reconciliation are highly divergent regarding the political context, the 

definition of post-conflict related concepts and the measurements applied. In a study conducted 

one year after the bombing campaign in the Kosovo region in the late-1990s (Cardozo, Kaiser, 

Gotway, & Agani, 2003), respondents with PTSD and non-specific psychiatric morbidity showed 

more negative feelings such as hatred and revenge against Serbs compared to those without 

PTSD. Basoglu et al. (2005) examined the relationship between PTSD and depression as well 

as a perceived injustice arising from a lack of redress for trauma in a sample of 1.358 war 

survivors from former Yugoslavia. The authors assumed that the perception of impunity would 

potentially be a factor responsible for the continuity of psychological problems in survivors. 

However, findings of this study did not show any relationship between the two aspects. 

According to Weissmark (2004), the perceived sense of injustice after conflict is not easily 

addressed by legal systems, as they may fail to deal with the underlying emotional and 

psychological need of, for example, survivors of violence for revenge in terms of “putting the 

world back into balance” (p. 41). Thereby, the feeling of an unfair treatment might be easily 

transmitted from one generation to another.  
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4.2.3 Causes of genocidal violence and the attribution of responsibility of violence  

Trying to understand the origins of violence proved to be an important instrument in promoting 

reconciliation and preventing future conflict (Staub, 2006). In Rwanda, a multitude of factors 

such as school, governmental statements, civic education, media, community, family narratives 

or own experiences thereby shaped people’s understanding of the conflict. Eight years after the 

genocide, Longman, Pham and Weinstein (2004) interviewed 2091 people in four Rwandan 

communes that differ in terms of region, level of urbanization and exposure to genocide and 

massacres about the primary cause of violence. According to their study, participants “bad 

politicians and greed” (p.170) rather than ideology had led to violence, while the former ethnic 

division was acknowledged as an important yet not primary reason. While the authors found 

that Tutsi and Hutu differed in their perceptions, McLean Hilker (2011), who interviewed young 

adults ten years after the genocide, found no ethnic patterns in the youth’ narratives. 

Nonetheless, she stressed that the way in which participants related to and accounted for the 

past was shaped by their own past experiences and their current life situation. Furthermore, she 

argued that young Rwandans continued to make assumptions about others’ ethnic backgrounds 

and categorize them regarding what they knew about their past. Accordingly, the question of the 

attribution of responsibility of violence is interlinked with the discussion of what had led to 

violence. Buckley-Zistel (2006) described a striking absence of responsibility and guilt in local 

Rwandans who - in line with the governmental discourse - declared external parties accountable 

for what had happened. Collective rather than individual guilt was expressed and former regime 

elites were blamed for misleading major parts of the population (see also Eltringham, 2004).  

 

We conducted the present study with the aim of deepening our understanding of how post-

conflict attitudes are associated with the personal and family experiences of young Rwandans 

who survived genocide. Firstly, we assumed that descendants of survivors would show more 

negative attitudes toward local justice and reconciliation would be less open to getting in touch 

with peers of the former out-group and would present more interpersonal problems in general 

as a result of their own exposure to trauma. Secondly, we hypothesized that the level of 
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parental PTSD as well as the level of descendants’ PTSD may contribute to a descendant’s 

perception of peers from the “other group”. Group affiliation, orphan status, vindictive behavior 

and the perceived sense of injustice were additionally assumed to contribute to explaining the 

variance in the data. Finally, we assumed that group affiliation, the status of being half-

orphaned, a poor economic status, a low educational level, a high level of PTSD, having no 

friends in the opposed group, vindictive behavior in general and a negative perception of how 

justice was rendered to their parents as well as parents’ negative attitudes toward justice and 

reconciliation would result in more negative attitudes toward the latter.  

 

4.3 Methods  

4.3.1 Sampling and procedure 

The study was conceived as a cross-sectional survey and was carried out in Muhanga district, 

part of the Southern province of Rwanda. Its main provincial town, Gitarama, 43 km from the 

capital Kigali, is geographically located in the center of the country. This research site was 

chosen as its population is characterized by a high level of cohabitation of genocide survivors 

and persons accused of participating in genocidal violence compared to other regions.  

 

Eligible participants were child and adolescent survivors of genocide whose parents were either 

genocide survivors or belonged to the group of former prisoners of genocide. Therefore, an 

inclusion criterion for all participants was that they must have resided in Rwanda in 1994. 

Genocide survivors were defined as targets of genocidal violence due to their own Tutsi identity 

and in some cases due to their spouse’s Tutsi identity. Former prisoners and genocide suspects 

were persons who had been incarcerated since 1994 due to their presumed participation in 

genocide activities. They either were convicted by the Gacaca hearings and sent back to prison, 

were obliged to undertake community service or were acquitted due to being innocent. The 

present sample of former prisoners had spent on average eight years in prison (SD = 8.24, 

range 0.2 to 15 years) and 30.6% had finished community service. Their participation in 
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genocide ranged from destroying property, looting, taking part in manhunts and assaults to 

killings. In the parent generation, 48.8% were women and 51.2% were men, and the age ranged 

between 38 and 81 (M = 55.5, SD = 8.2). The rate of descendants stemming from couples of 

mixed ethnicity was 12.4%. The studied sample of descendants (N = 129) was between 19 to 

31 years old and comprised 47.3% women and 52.7% men. Six participants of the 258 refused 

participation due to mistrust, lack of further financial support and the fear of being incarcerated 

another time.  

 

Approval for the research implementation was obtained from the Ethical Review Board of the 

University of Konstanz, Germany and from the National Institute of Statistics (NISR) in Kigali, 

Rwanda. The present study was carried out from May to July 2010. Interviews were conducted 

in four randomly chosen sectors of Muhanga district (Shyogwe, Cyeza, Muhanga and 

Nyamabuye). District and sector representatives provided research permits in the local 

language Kinyarwanda. The interviewers were seven local BA level psychologists from the 

National University of Rwanda (NUR) who had participated in previous research and thus had 

received extensive training and obtained significant expertise in conducting structured 

interviews. All interviewers were personally supervised by a clinical psychologist (H.R.) during 

the first interviews and had received intensive feedback. Daily meetings were arranged to 

further supervise the entire interview process and provide follow-up care of the interviewees 

whenever needed. If necessary, participants were referred to trauma counselors or self-help 

groups in the area for further assistance.  

 

The study was designed as a community-based survey and interviews were carried out 

individually in the respondent’s house. Two interviewers started in two randomly chosen cells  

(administrative structure) of an assigned sector, applying a simple random sampling approach, 

and went from door-to-door asking for genocide survivors or former prisoners and their 

respective children. If more than one person in the parent or child generation fulfilled the criteria, 

one was chosen randomly and was asked to participate. If nobody was encountered in a house, 

interviewers returned later. As parents and their adult children did not necessarily share the 
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same household, interviewers often had to arrange a second appointment with one of the two. 

After having received extensive information on the purpose of the study, written informed 

consent was obtained from all participants. Interviews took about two hours and participants 

received a recompense (about 1.30 Euro) for the time spent on the interview.  

 

4.3.2 Instruments 

Socio-demographic data including age, gender, the status of being half-orphan, years of 

schooling, number of children and traumatic losses due to genocide were obtained from all 

descendants. The economic status was established compiling the following variables: 

possessions (house and field), any monthly monetary income, the capacity to satisfy the 

family’s needs, and nutrition (number of meals, with or without proteins). The index was built by 

adding its z-transformed variables divided by the square root of their number. Basic information 

was obtained from the parent generation (see Table 4.1). 

 

Trauma confrontation was assessed by means of an event scale adapted to the Rwandan 

context (Schaal & Elbert, 2006). It contained 25 potentially traumatic events including genocide-

related events such as hiding under dead bodies, witnessing a massacre or being witness of the 

death of one’s parent. The number of traumatic event types was summoned up to a total 

number of event types to which participants had been exposed. Symptom severity and 

diagnostic status of PTSD were measured by the PTSD Symptom Scale - Interview (PSS-I, Foa 

& Tolin, 2000), which assessed the 17 PTSD items during the past month according to the 

DSM-IV. Items were rated on a four-point Likert-type scale ranging from 0 (not at all/ only one 

time) to 3 (five or more times week/ almost always). A PTSD severity score with a possible 

range from 0 to 51 was established by adding all symptom scores. Its Kinyarwanda version was 

first produced and applied in a Ugandan refugee camp bordering Rwanda and showed 

satisfactory psychometric properties (Onyut et al., 2004). 
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The perception of local justice and reconciliation in the community was rated using seven items 

(see Table 4.3) that had been produced based upon previous research concerning the impact of 

the Gacaca process on truth seeking, cohabitation and reconciliation within the Rwandan 

population (Longman et al., 2004; National Unity and Reconciliation Commission, NURC, 2007 

cited in Ingelaere, 2007). Participants responded to each item on a four-point Likert-type scale 

ranging from strongly disagree (1) to strongly agree (4) and sum scores ranged from 4 to 28 

(Cronbach’s α = .70). Three items (item 1,3 and 4) out of seven were constructed regarding the 

Gacaca process, three items (item 2,5 and 6) regarding the perception of whether reconciliation 

took place at the village level, as well as one final item including both aspects (item 7). An 

openly-coded, generalized question was asked at the end of this part, assessing whether 

respondents perceived signs of reconciliation in their village and whether they could provide a 

specific example. The answers were written down by the interviewer. 

 

The attribution of the responsibility of genocidal violence to the group of the génocidaires was 

assessed by four items rated on a four-point Likert-type scale, ranging from strongly disagree 

(1) to strongly agree (4). The construction of the scale was based upon the assumption that we 

perceive others as causal agents and make our judgment depending on the intentionality of 

their behavior and their perceived freedom of choice (Heider, 1958). Every item was introduced 

by “I think the génocidaires …”, followed by four items describing different coercive influences 

(“…had no choice over what they did”, “…were forced to do what they did”, “…were victims of 

much larger forces”, “…could not prevent what they did”). A sum score of the situational 

attribution scale was established with a possible range from 4 to 16 (Cronbach’s α = .63). 

Additionally, respondents were asked what they perceived as the source of genocidal violence 

in Rwanda, using an open question format. Multiple answers were possible and the answers 

were subsequently categorized. Furthermore, the perceived sense of justice was examined 

among descendants regarding their parents. With reference to previous research by Basoglu et 

al. (2005), we included a “global rating of sense of justice” (p. 582). Participants were asked the 

following question: “Do you think that your mother/ father got an adequate sentence 

(descendants of former prisoners)/ compensation (e.g. house, money, justice) (descendants or 
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survivors) for what she/ he had done/ gone through?” Global ratings given were coded as yes or 

no answers and further explanations given by the respondents were written down. 

 

The Inventory of Interpersonal Problems (IIP-32, Horowitz, Rosenberg, Baer, Ureno, & 

Villasenor, 1988) was applied in its short version and contained 32 items covering eight different 

dimensions of interpersonal functioning based upon a circumplex model of interpersonal 

behavior within the two-dimensional space between affiliation and dominance. Respondents 

were asked to rate how distressing a specific interpersonal problem is for them (e.g. “it is hard 

for me to be self-confident if I am with other people”), on a five-point Likert-type scale ranging 

from not at all (0) to extremely (4). The IIP comprises eight scales: domineering, vindictive, cold, 

socially avoidant, non-assertive, exploitable, overly nurturant and intrusive. The short version 

showed excellent psychometric properties (Soldz, Budman, Demby, & Merry, 1995). For the 

current study, a Kinyarwanda version was produced, applying independent translation and blind 

reverse translation. Both versions were later examined for discrepancies and extensively 

discussed before the final approval. In the present study, a total sum score and sum scores of 

all sub-scales were produced for further analysis.  

 

The intergroup behavior reflecting the willingness to be in touch with peers of the out-group was 

assessed. Three items had to be answered, namely the question of whether participants had 

friends among peers of the out-group, the willingness to exchange with peers and the 

willingness to accept intermarriage in their family of origin. The first two had to be answered with 

yes or no, while the third item was constructed following the idea of Bogardus’ social distance 

scale (1925), which “refers to the degrees and grades of understanding and feeling that persons 

experience regarding each other” (p. 299). The last item of the scale, describing a close kinship 

with the out-group, was adapted to the following question: “Imagine your sister/ brother 

introduces you to her/ his fiancé and you find out that his/ her father belonged to the former 

“other group” or was a génocidaire/ rescapé. Which thought first crosses your mind?” Answers 

were rated as agreement or disagreement to intermarriage. All three answers were summed up 

to a score ranging from 0 to 3 (Cronbach’s α = .61). 
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4.3.3 Data analysis 

Firstly, descriptive data were presented as mean scores and percentages. Secondly, group 

comparisons between descendants of genocide survivors and descendants of former prisoners 

were calculated regarding socio-demographic variables, trauma exposure and PTSD, 

interpersonal problems and a number of post-conflict related aspects (attitudes toward local 

justice and reconciliation, perceived sense of injustice, situational attribution of the responsibility 

of genocidal violence and intergroup behavior). All group comparisons were cross-checked 

regarding the moderating effect of the variable orphan status and the level of PTSD using partial 

correlations, given that these two variables presented important characteristics differing 

between the two groups. Non-parametric tests were run whenever data required it (e.g. 

residuals of variable distribution were not normally distributed. Thirdly, two regression analyses 

were calculated following the hypotheses made above. Age and gender as potential correlates 

were checked before running further analyses, but proved not being associated with the 

following two outcome variables. An ordinal regression analysis was run, using the sum score of 

the intergroup behavior scale as an outcome variable entering the variables descendants’ and 

parents’ PTSD symptom severity, perceived sense of injustice, level of vindictive behavior (IIP 

sub-score), while simultaneously controlling for socio-demographic characteristics such as 

group affiliation (family of a survivor versus family of a former prisoner) and the status of being 

half-orphaned. Moreover, a linear regression analysis was run, using the sum score of the 

attitudes toward local justice and reconciliation scale as outcome variables. In the second 

model, the variables descendants’ PTSD symptom severity, perceived sense of justice, contact 

with the opposed group, level of vindictive behavior (IIP sub-score) and parental attitudes 

toward local justice and reconciliation were entered while controlling for socio-demographics 

such as years of schooling, economic status and group affiliation. Data analysis was carried out 

using SPSS® version 21. 
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4.4 Results 

4.4.1 Socio-demographic profile of respondents 

Two-thirds of the group of descendants of survivors were half-orphaned, compared to only 20% 

in the comparison group. They were more often female (χ2(1,129) = 4.0, p = .045) and had 

spent more years in school (U = 1533.5, p = .010). Other socio-demographic data of 

descendants and basic information of the parent generation can be drawn from Table 4.1.  

 

4.4.2 Trauma exposure and PTSD 

Descendants of survivors significantly differed from descendants of former prisoners in terms of 

their exposure to traumatic events (see Table 4.1). Regarding the worst traumatic events 

according to the DSM-IV criterion A1, the first group reported witnessing murder, witnessing 

massacres and being attacked with a weapon as the three most stressful events. Seeing 

mutilated persons or cadavers, witnessing murder and again being attacked with a weapon 

proved the most upsetting experiences for descendants of former prisoners. Only one 

respondent of this latter group fulfilled the criteria for a PTSD diagnosis, compared to 22% in the 

group of descendants of survivors.  

 

4.4.3 Attitudes toward local justice and reconciliation 

Table 4.2 presents differences in agreements among descendants concerning the seven items 

on reconciliation and justice. Descendants of former prisoners perceived the ongoing 

reconciliation process in their community more positively than the comparison group (t(127) = -

3.3, p = .001), even when individually controlling for the variables orphan status (r = .18, p = 

.040) and PTSD symptom severity (r = .22, p = .011). Survivors perceived local justice and 

reconciliation more negatively (M = 18.8, SD = 4.2) compared to former prisoners (M = 20.5, SD 

= 4.2) and the groups significantly differed (t(127) = -.2.3, p = .022). 
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Table 4.1: Characteristics of the sample, trauma exposure and PTSD 

 

 

Genocide 

survivors 

(n = 67) 

Former 

prisojerss               prisoners 

(n = 62) 

Descendants  

of survivors  

(n = 67) 

Descendants of  

former prisoners 

 (n = 62) 

Group 

comparisons  

for descendants 

Sex % (n) 

   Male  

   Female  

Age M (SD, range) 

Half-orphaned % (n) 

Years of schooling M (SD, range) 

Possessions % (n) 

   House  

   Agricultural Field 

Monthly income in FRw M (SD, range) 

Family members lost in 1994 M (SD,  

   range) 

Number of traumatic events M (SD,                                                                                             

   range) 

PTSD  

   Symptom severity M (SD, range) 

   Diagnosis % (n) 

 

17.9 (12) 

82.1 (55) 

54.8 (9.2, 38-77) 

- 

- 

 

- 

- 

- 

-  

 

11.6 (3.1, 6-19) 

 

 

9.9 (10.8, 0-45) 

24.2 (16) 

 

87.1 (54) 

12.9 (8) 

56.2 (7.1, 45-81) 

- 

- 

 

- 

- 

- 

- 

 

9.5 (4.1, 3-24) 

 

 

7.6 (11.4, 0-43) 

21.0 (13) 

 

38.8 (26) 

61.2 (41) 

24.3 (4.1, 19-31) 

73.1 (49) 

7.4 (3.5, 0-16) 

 

88.1 (59) 

85.1 (57) 

3714 (11.325, 0-90.000) 

9.5 (13.9, 1-80) 

 

10.3 (3.9, 1-18) 

 

 

7.5 (9.1, 0-40) 

22.4 (15) 

 

56.5 (35) 

43.5 (27) 

24.9 (3.8, 19-31) 

19.4 (12) 

5.8 (3.4, 0-17) 

 

95.2 (59) 

93.5 (58) 

4927 (10.847-70.000) 

2.6 (3.3, 0-14) 

 

6.2 (3.5, 1-15) 

 

 

1.7 (4.2, 0-28) 

1.6 (1) 

 

χ2(1,129) = 4.0* 

 

n.s. 

χ2(1,129)  = 37.5***  

U = 1533.5** 

 

n.s. 

n.s. 

n.s. 

U = 907.5*** 

 

U = 887.5 *** 

 

 

U = 1000.0*** 

χ2(1,129) = 12.8*** 

Note: *p < .05, **p < .01, ***p < .001. 
Exchange rate (May 2010): 1 Euro = 770 FRw.
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Table 4.2: Percentages (Numbers) of attitudes toward local justice and reconciliation in 
the community 

 

 

 

Items  

Descendants of  

genocide survivors 

   (n = 67 ) 

Disagree      Agree 

Descendants of  

former prisoners 

     (n = 62) 

    Disagree      Agree 

1. Gacaca is able to bring the truth to light.  6.0 (4) 94.0 (63) 3.2 (2)   96.8 (60) 

2. The persistent genocide ideology is the biggest 

obstacle in my community.  

40.3 (27) 59.7 (40) 69.4 (43)   30.6 (19)  

3. The Inyangamugayo are partial and corrupt.  

4. The feelings of insecurity and fear have 

increased because of Gacaca. 

53.7 (36) 

44.8 (30) 

46.3 (31) 

55.2 (37) 

64.5 (40) 

54.8 (34) 

  35.5 (22) 

  45.2 (28) 

5. The majority of those who committed crimes 

in 1994 do not intend to ask pardon. 

31.4 (21) 68.6 (46)     67.7 (42) 32.3 (20) 

6. The majority of victims who survived genocide 

refuse to forgive. 

68.6 (46) 31.4 (21)     21.0 (13)  79.0 (49) 

7. Gacaca is able to reestablish trust in my 

community. 

22.4 (15) 77.6 (52)     12.9 (8) 87.1 (54) 

For a clear presentation the answer categories „strongly disagree“ and „disagree“ were 
summarized as „disagree“, and „agree“ and „strongly agree“ as „agree“. 
 

Visits between families of survivors and former prisoners, shared building material, mutual 

transports to the hospital, intermarriage and shared drinks were given as common examples of 

local reconciliation. Those descendants who disagreed, saying that they did not see any sign of 

reconciliation in their village, further differentiated between a public and a private view, as 

demonstrated by the following exemplary comments: “People pretend that there is reconciliation 

but to tell you the truth there is not. People mistrust each other and a lot do not participate in 

commemoration activities” (survivor, men, 23 years old) or “I cannot deny that there is unity and 

reconciliation but this is the malignity: they make you think that there is no problem at all but the 

deeper you are getting into it the more difficult it gets” (survivor, woman, 30 years old).  

 

No difference was found between the groups regarding the perception of local justice. 
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4.4.4 Causes of genocidal violence, attribution of responsibility and perceived sense of 

post-conflict justice   

Answers to the openly-coded question of the causes of genocidal violence revealed that 

descendants of survivors referred to bad governance and political power (39%), greed in the 

population (33%) and ethnic division (20%) as the main causes of violence, whereas 

descendants of former prisoners referred to bad governance and political power (38%), ethnic 

division (33%) and feelings of hatred and spitefulness (28%) (see Figure 4.1).   

 

 

Figure 4.1: Percentages (multiple answers possible) of the causes of genocidal violence 
reported by descendants of survivors compared to descendants of former prisoners 
 

Descendants of former prisoners less commonly attributed genocidal violence to the individual 

level, but rather to the situation that the génocidaires were confronted with in 1994 compared to 

descendants of survivors (U = 1259.5, p < .001, see Table 4.3), even when simultaneously 

controlling for the status of being half-orphan and the level of PTSD symptom severity (r = .26, p 

= .003). Regarding between-group differences at the item level, only the third item “the 

génocidaires were victims of much larger forces” showed no difference.  

 

 



Intergroup behavior and attitudes toward local justice and reconciliation 

	  

	   75	  

Table 4.3: Interpersonal problems, attitudes toward local justice and reconciliation, 
situational attribution, sense of justice and intergroup behavior  

Note: *p < .05, **p < .01, ***p < .001. 
 

Both groups did not significantly differ regarding their global evaluation of whether justice has 

been served in their family’s case, namely whether their parents had received a sufficient 

compensation (43.3% of agreement by descendants of survivors) or an appropriate sentence 

(56.5% of agreement by descendants of former prisoners). In the survivor group, 68.6% of 

those who showed dissatisfaction reported that their parents had received no compensation, 

11.4% said that the judges were corrupt and trials were unfair, while 8.6% said that perpetrators 

 Descendants 
of survivors 

(n = 67) 

Descendants of 
former prisoners 

       (n = 62) 

Statistics 

Interpersonal Problems M (SD, range) 35.3 (6.5, 9-80) 27.9 (15.6, 9-68) U = 1540.5* 

   Domineering 2.9 (3.2, 0-11) 1.8 (1.8, 0-7) n.s.  

   Vindictive 3.7 (3.1, 0-11) 1.9 (2.1, 0-10) U = 1364.0** 

   Cold 

   Socially avoidant 

   Nonassertive 

   Exploitable 

   Overly nurturant 

   Intrusive 

Attitudes toward local justice and 

reconciliation M (SD, range) 

   Attitudes toward Gacaca 

   Reconciliation in the community 

Situational attribution of responsibility  

   M  (SD, range) 

Global rating of sense of justice % (n) 

Intergroup behavior M (SD, range) 

   Contact with peers of the opposed  

   group % (n) 

   Readiness for contact with peers of   

   the opposed group % (n) 

   Readiness for intermarriage with 

  members of the opposed group % (n) 

3.2 (3.5, 0-12) 

4.9 (4.9, 0-16) 

3.3 (3.5, 0-13) 

5.6 (3.4, 0-17) 

7.7 (2.9, 0-15) 

4.4 (2.3, 0-10) 

18.8 (3.4, 12-27) 

 

8.5 (1.9, 5-12) 

7.4 (1.9, 5-12) 

8.3 (2.7, 4-15) 

 

43.3 (29) 

2.4 (.8, 0-3) 

85.1 (57) 

 

83.6 (56) 

 

70.1 (47) 

1.6 (3.0, 0-14) 

2.4 (3.3, 0-16) 

2.3 (3.3, 0-9) 

5.0 (2.9, 0-12) 

8.1 (2.7, 2-16) 

4.9 (2.1, 0-11) 

20.8 (3.5, 12-28) 

 

9.0 (1.8, 6-12) 

8.7 (1.7, 4-12) 

10.1 (2.5, 5-15) 

 

56.5 (35) 

2.7 (.7, 0-3) 

85.5 (53) 

 

95.2 (59) 

 

90.3 (56) 

U = 1410.0** 

U = 1491.0 ** 

n.s. 

n.s. 

n.s. 

n.s. 

t(127) = -3.3***  

 

n.s.  

U = 1310.5*** 

U = 1259.5*** 

 

n.s. 

U = 1674.0* 

n.s. 

 

n.s. 

 

χ2(1,129) =9.3** 
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had not been punished for what they had done. Among those who were satisfied with the trials, 

51.7% reported having received compensation from those who had damaged or stolen their 

property, 37.9% said that the perpetrators were punished and 27.6% generally stated that 

justice has been served. Seventy-six percent of the descendants of former prisoners who were 

unsatisfied answered that their parents had to spend years in prison despite being innocent, 

13.8% stated that they judged their sentence as too harsh and 12% responded that the trials 

had been unfair and false accusations were made. Of those who were satisfied, 77.5% said that 

justice had been served as their parents were released after having confessed and participated 

in community service. To quote several participants, their parents had “received their lesson”. 

25.8% reported that their parents were released without an additional hearing. Ten percent of 

those who agreed to the righteousness of the sentence further added that there is no adequate 

sentence for what their parents had done. This is illustrated by the following exemplary 

quotation:  “Yes, he [got the right sentence because] he did it. But at the same time I would say 

“no”. He was forgiven, as killing someone is a huge thing. He should have spent all his life in 

prison, but due to the policy of asking for forgiveness he spent nine years [in prison] and two 

years of TIG. We have to thank the government. Because if not …” (male, 21 years old). 

 

4.4.5 Interpersonal problems 

Table 4.3 demonstrates mean scores and group comparisons regarding interpersonal problems. 

A higher overall sum score was found in the group of descendants of survivors (U = 1278.5, p = 

.026). Moreover, higher scores of the sub-scales cold, vindictive and socially avoidant behavior 

were found in the group of descendants of survivors. When controlling for the variable of being 

half-orphaned, only the subscale vindictive behavior still showed a significant difference (r = -

.188, p = .037). Furthermore, the level of PTSD mediated between-group differences regarding 

all three sub-scales.  
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4.4.6 Intergroup behavior 

As shown in Table 4.3, descendants of former prisoners proved to be significantly more open 

toward peers from the out-group (U = 1674.0, p = .018). The willingness to accept intermarriage 

regarding their families of origin was higher among descendants of former prisoners (90% 

versus 70%, χ2(1,129) = 9.34, p = .009), while group differences again were mediated by the 

PTSD symptom severity.  

 

4.4.7 Bivariate and multivariate associations between predictors and the outcome 

variables intergroup behavior and attitudes toward local justice and reconciliation 

Ordinal regression analysis yielded the general level of vindictive behavior among descendants 

as the strongest bivariate predictor of the outcome variable (ρ = -.29, p = .001). It also resulted 

as the only significant multivariate predictor (B = -.22, p = .007) of the level of intergroup 

behavior.  

 

A linear regression model was run using attitudes toward local justice and reconciliation as the 

outcome variable. As demonstrated in Table 4.4, parental attitudes toward local justice and 

reconciliation (β = .27, p = .001) and the perceived sense of justice by descendants (β = .24, p = 

.004) resulted as individual predictors. PTSD symptom severity resulted as the strongest 

bivariate association (ρ = -.41, p < .001) with the independent variable, although it did not 

represent an individual predictor in the regression analysis. 
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Table 4.4: Beta coefficients, spearman’s Rho and multiple regression analyses on the 
sum score of intergroup behavior (ordinal model) and on the sum score of attitudes 
toward local justice and reconciliation (linear model) 

 Intergroup 
behavior1 

 

ρ              B                                   

 

 

 

Attitudes toward local  
justice and reconciliation2 

          

            ρ                     ß 

 

 

Child’s characteristics    

Half-orphan (yes) 

Years of Schooling 

PTSD symptom severity 

Economic status 

Sense of justice (positive) 

Contact with opposing group 

Level of vindictive behavior (IIP 

sub-score) 

 

Parent’s Characteristics 

Group◊ 

Parental PTSD symptom 

severity 

Parent’s attitudes toward local 

justice and reconciliation 

-.10 

   - 

-.20* 

  -  

 .22* 

  - 

-.29*** 

 

 

 

 .21* 

-.19* 

   

    - 

 0.83 

  - 

-0.02 

  - 

 0.75 

  - 

-0.22** 

 

 

 

-0.78 

-0.02 

    

   -  

   -                  -      

 -.13             -0.02    

 -.41***         -0.11    

     .24**           0.07                                                            

.36***         0.24** 

  .18*             0.10 

 -.21*             0.01 

 

 

 

  .27**            0.16 

    -                  - 

 

  .38***          0.27***  

  

◊Descendants of survivors = 0, Descendants of former prisoners = 1 
Note: *p < .05, **p < .01, ***p < .001. 
ß = standardized regression weight, B = non-standardized regression weight 
Spearman’s ρ resulting from bivariate correlations. 
1Model: R2 = .22, χ2 (6, 129) = 24.72, p = 000. 
2Model: R2 = .29, F (8,129) = 5.87, p = .000. 
 

4.5 Discussion 

The present study examined interpersonal problems and post-conflict related aspects such as 

intergroup behavior, the perception of the source and the attribution of responsibility for 

genocidal violence, the perceived sense of justice and attitudes toward local justice and 

reconciliation in young Rwandan adults 16 years after the genocide.  
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Our hypothesis that a child’s history of growing up with a parent being either a genocide 

survivor or a former prisoner shapes its interpersonal behavior in general and its relationship to 

their peer out-group in particular was confirmed. Descendants of both groups significantly 

differed regarding all post-conflict related variables. The findings further revealed two important 

factors contributing to such differences: orphan status and the current level of PTSD. The only 

group differences that were neither mediated by one or the other of the two aspects were those 

regarding attitudes toward reconciliation in the community and the responsibility for genocidal 

violence. In our sample, 73% of the survivor group compared to 19% in the former prisoner 

group showed to be half-orphaned, while the first group displayed four-fold higher level of PTSD 

symptoms, although the exposure to traumatic events was less than twice as elevated. 

Moreover, members of the survivor group had lost on average three times more relatives due to 

war and genocide than the comparison group. These results further emphasize the vulnerability 

of Rwandan families of genocide survivors in terms of a specific post-conflict related socio-

demographic pattern, as well as regarding mental health problems (see e.g. Schaal et al., 2011, 

2012).   

 

Descendants significantly differed regarding the level of reported interpersonal problems. While 

comparable mean scores for the East African context are missing, the scores indicate low levels 

of interpersonal problems compared to studies from the US or Europe (Barkham, Hardy & 

Startup, 1996; Wei, Vogel, Ku & Zakalik, 2005). The higher mean scores among descendants of 

survivors on the sub-scales cold, socially avoidant and vindictive behavior were partly explained 

by orphan status and the occurrence of higher levels of PTSD symptoms. This is in line with 

previous research describing the long-term effects of war-related violence or ethnic cleansing 

on an individual’s interpersonal behavior (Macksoud & Aber 1996; Pynoos, 1993; Weine et al., 

1998). In turn, cognitive factors such as negative beliefs about the self and the world and 

maladaptive strategies such as avoidance were found to contribute to the persistence of PTSD 

over years (Dunmore, Clark, & Ehlers, 2001). According to McCullough, Bellah, Kilpatrick & 

Johnson (2001), vengeful people ruminate on the injustice and harm that they have suffered 

and thus they may show a more negative affectivity as well as a lower satisfaction with life. 
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Withdrawal and psychological numbing due to prolonged posttraumatic stress or grief reactions 

may further contribute to being perceived as “different”. Responses by others, for example, in 

terms of acknowledging their suffering, may also transform reactions toward others.  

 

Although the genocide affected the Rwandan population at large, traumatized half-orphaned 

children potentially growing up with a traumatized parent may have experienced their 

possibilities to succeed in life being particularly altered or delayed compared to others, given 

that they first had to support the remaining family members before being able to start their own 

life. In families of genocide survivors, the assumption that being part of a family or community 

provides protection and helpfulness even throughout moments of crisis was also deeply 

shattered and beliefs in the benevolence of others were called into question (Janoff-Bulmann, 

1989). Ongoing mistrust and distant or even revengeful feelings toward others may also be 

understood as a consequence of the post-genocide era, given that insecurity, intimidation and 

threat - especially during the times of the Gacaca hearings - continued to present substantial 

problems in the Rwandan society (Gasibirege, 2002; Human Rights Watch, HRW, 2011). Our 

findings thereby corroborate earlier findings demonstrating the association between feelings of 

revenge among survivors following conflict and their level of PTSD (Cardozo et al., 2003; Field 

& Chhim, 2008). 

 

Regarding intergroup behavior, no difference was found between descendants of survivors 

versus descendants of former prisoners when controlling for orphan status and the level of 

PTSD. The majority of both groups reported having friends in the opposed group and expressed 

willingness to be in touch with peers of the other group. Groups significantly differed regarding 

whether they would accept intermarriage, although the general agreement was high (70% 

versus 90%). Descendants of survivors were less open to intermarriage and group differences 

were mediated by the level of PTSD. Survivor families share the experience of having gone 

through life-threatening events and tremendous losses, and belonging to a group that was 

meant to be eliminated must have fostered the identification with their in-group. For them, 

markers of local social life such as celebrating the naming of a child (kwita izina), weddings and 
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funerals particularly represent a constant reminder of the loss of beloved ones. As one survivor 

in Hatzfeld’s (2009) accounts puts it: “They [the others] are not damaged, they still have family 

life, they feel well supported” (p. 207). Getting involved in new interethnic relationships allied by 

blood may be seen as a denial of those who had died during genocide.  

 

Upon first view, Rwanda does not differ from other post-conflict societies presenting newly 

arranged interethnic marriages following conflict as a sign of reconciliation. However, empirical 

evidence of the prevalence of mixed marriages compared to pre-genocide times is missing and 

difficult to obtain due to its sensitive nature and the lack of ethnic breakdown in current 

publications. Kandido-Jaksic (2008) showed that ethnic distance between people had 

decreased in former Yugoslavia eleven years after war, compared to during war times. 

However, she also revealed that while generally accepting the idea of intermarriage with 

members of other nations, adolescents more commonly agreed with the statement of “being 

lovers” compared to “being married”. The persistent reluctance to accept interethnic marriages 

after conflict was similarly described by Paluck (2009), who studied the impact of a radio 

intervention in post-conflict Rwanda aimed at reducing intergroup prejudices. The results of her 

research indicated that listening to a reconciliation program in comparison to a control group 

endorsed the participants’ agreement with the social norm of accepting intermarriage, although 

it did not change their personal beliefs, whereby people continued to think that intermarriage 

creates tension more than peaceful relationships. Public and private opinions thereby seem to 

diverge. Even while interethnic marriage is commonly taking place again in today’s Rwandan 

communities, Buckley-Zistel (2006) suggested that this may sometimes happen against the will 

of other family members and because people have limited choices in choosing a partner. While 

the first aspect may be fueling intergenerational conflicts, especially in families of survivors, it 

remains to be seen how the youth born after 1994 responds to this issue. 

 

Group affiliation further influenced the respondents’ perception of local reconciliation processes, 

whereby descendants of survivors held a more negative perception of their community’s 

readiness to rebuild relationships. When openly asked about markers of reconciliation, all 
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participants repeatedly mentioned situations such as visits between families of survivors and 

perpetrators, shared building materials or mutual transports to hospital, intermarriage and 

sharing drinks. Similar to earlier research (Buckley-Zistel, 2006; Longman & Rutagengwa, 

2004), more critical voices contrasted the official version of unity and reconciliation at the local 

level, by differentiating between what is meant to take place and what is really the case. Our 

data suggest that the background of a survivor family enables their members to be more critical 

and discuss their hidden inner feelings and attitudes (see also Ingelaere, 2007 and Buckley-

Zistel, 2006). Nonetheless, regarding the perception of post-conflict justice, descendants of 

survivors did not show more negative attitudes compared to descendants of former prisoners. 

This could be because both groups rated the outcome of justice in a similar way, as discussed 

below.  

The general reluctance of descendants of former prisoners to criticize the Gacaca jurisdiction 

may be explained by the idea that this would have implied condemning a governmental initiative 

that rendered an (often) preliminary release of prisoners possible. First, those releases signified 

an important change in their lives as their fathers could regain their role of the person 

responsible for the family’s well-being after an absence of several years. Second, it also meant 

that they were now able to concentrate on saving their money and starting their own nuclear 

family, which reflects a crucial issue in rural Rwandans’ lives (Sommers & Uvin, 2011).   

 

In line with previous research, our results demonstrated bad governance and political power, 

ethnic division, feelings of personal greed and hatred and ignorance as the primary causes of 

genocide (Buckley-Zistel, 2006; Longman et al., 2004). Therefore, child and adolescent 

survivors of genocide did not strongly differ from adult survivors of genocide. Nonetheless, 

descendants of survivors focused twice as frequently on personal interests such as greed and 

jealousy as a driving force, thereby pointing at more individualized mechanisms in the 

explanation of participation in genocide.   

 

This is similarly reflected by the finding that descendants of survivors more commonly attributed 

the responsibility of genocidal violence to the individual level, thereby indicating that 
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perpetrators not only killed because they were forced to or because they could not do anything 

against it. It also reflects a clear bias to defend one’s own in-group against the confronting 

narrative. However, descendants of former prisoners continued to reproduce the discourse of a 

shared responsibility. On the one hand, depicting a generalized image of the not only 

individually responsible génocidaire may be produced by their loyalty to their parents 

(Boszormenyi-Nagy & Spark, 1973) and the wish to reduce their family’s moral responsibility. 

On the other hand, it may be driven by the need to minimize their own feelings of guilt or to 

prevent taking over pending demands for reparation (Imhoff, Wohl, & Erb, 2013). Our data 

suggest that despite the effort in addressing the individual’s accountability throughout the 

Gacaca jurisdiction, the denial of personal responsibility of participation in genocide persists. 

Furthermore, it may function as an important coping mechanism in terms of dealing with the 

past, which is passed down to the next generation. Ten years after the genocide, Buckley-Zistel 

(2006) still found that the majority of rural Hutu and Tutsi alike agreed with the statement that 

“all Rwandans were victims” (p.140), pointing at coercion and fear, top-down pressure and 

manipulation as the underlying mechanism of participation in violence. Individual responsibility 

was thereby shifted to the outside or the collective evil. While our data demonstrate diverging 

attitudes between descendants of survivors and former prisoners, both groups alike still agreed 

with the statement “the génocidaires were victims of much larger forces”, thereby revealing the 

often-claimed belief that evil spirits and supernatural powers had covered Rwanda in 1994 and 

misguided its population (Bagilishya, 2000). 

 

Descendants of the two groups did not differ in their global evaluation of justice responses to 

their parents’ experiences. More than half of the descendants of former prisoners responded 

that their parents’ imprisonment and obliged participation in community service were 

indispensable yet also sufficient. A little less than half of the descendants of survivors reported 

that they were satisfied with the outcomes of the Gacaca trials related to the perpetrators’ 

punishment or the compensation received in the form of land, property and pardoning. 

However, the other part of the interviewees emphasized that their parents had been victims of 

an unfair trial either because they had been incarcerated innocently or because they did not 
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receive an adequate individual compensation. The data thereby revealed a relationship of a 

perceived sense of justice and the feeling of being victimized. According to McCullough et al. 

(2001), piling up past and current feelings of injustice may stimulate potential feelings of 

victimization and thereby easily create a new form of in-group ethnic identification. In Rwanda, 

this is a particularly sensitive topic regarding the ongoing silencing of killings by the RPF 

(Eltringham, 2004) and the difficulty of Hutu mourning family members who died during their 

flight to neighboring countries or claiming false accusations made during the Gacaca. Among 

the younger generation of Rwandans, the survivor’s support fund (FARG) also fueled negative 

emotions because while impoverished Rwandan families were found throughout the entire 

Rwandan society in the aftermath of genocide, payments of school fees or uniforms were only 

provided for survivors.  

The present findings show a complex and varied picture of young Rwandans’ responses to 

judicial decisions. However, the risk of creating a continued “competitive victimhood” (Noor, 

Shnabel, Halabi, & Nadler, 2012) may prevail if the Rwandan society is unable to integrate 

those different accounts and feelings of victimization without minimizing the detrimental impact 

that genocide had on the targeted population of Tutsi. 

 

The second part of our analyses revealed several predictors of the outcome variables 

intergroup behavior and attitudes toward local justice and reconciliation. Regression analyses 

showed that the former was solely explained by the level of vindictive behavior when controlling 

for group affiliation, orphan status, descendants’ and parents’ level of PTSD and the perceived 

sense of justice. Research on intergroup relationship in the context of ethnic conflict showed 

that formerly fluid identities tend to freeze during conflict, as knowing who one can trust is 

decisive for survival (Ajdukovic, 2005; Cairns & Roe, 2003). After conflict, those identities - 

whether victim, perpetrator, bystander or intertwined categories - are questioned in terms of 

rendering justice. In the present studies, two groups were included that were not actively 

involved in genocide. They experienced the genocide as children or adolescents and thereby 

were affected by either their own or their parents’ traumatic suffering, or both. In parts, while 



Intergroup behavior and attitudes toward local justice and reconciliation 

	  

	   85	  

individually not responsible for any wrongdoing, their peers of the other ethnic group may 

thereby still be perceived as belonging to the collective “other”. Our data suggest that 

participants who generally perceive themselves as being too suspicious, revengeful or in 

relationships with others lacking benevolence are also less open to group contact across ethnic 

lines. According to Worthington & Aten (2010), vengeful feelings play an important role in social 

narratives that capture what happened in the past and who is to blame. The authors argue that 

without dealing with those memories, future generations may be at risk of feeling justified in 

reproducing violence against non-group members again, even if they have not been part of past 

events (Cairns, Tam, Hewstone, & Niens, 2005). This holds specific concern given that 45% of 

the Rwandan population in 2010 were less than 15 years old and thus were born after the 

genocide (National Institute of Statistics of Rwanda, NISR, et al., 2012).  

 

Interestingly, and partially in disagreement with our assumption, parental attitudes had the 

strongest impact in terms of how descendants perceive processes of local justice and 

reconciliation and occurred as the only individual predictor together with the perceived sense of 

justice. These results may be understood as a specific characteristic of the social context found 

in Rwanda following 1994. Remaining family members - whether in families of survivors or 

prisoners - had to support each other to survive and thereby have eventually created their own 

understanding against the rest of the community. A strong identification with parental feelings 

and attitudes due to a shared past may thereby put family issues into the focus. Generally, for 

many survivors, the sense of justice is linked to the trials, namely concerning the extent to which 

they were personally acknowledged in their suffering through compensation (Biro et al., 2004). 

The data supported the idea that this refers to all descendants regardless of their family 

background, given that the outcomes of the Gacaca trials directly affect the descendants’ own 

personal objectives. This is further underlined by the finding that the level of PTSD - while 

figuring as the strongest bivariate association with the outcome variable - did not result as an 

individual predictor. Other factors linked to trauma exposure such as feelings of discrimination 

and negative experiences with the opposing group may thereby play an equally important role, 

as suggested by Biro and colleagues (2004).  
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The present study has several limitations. First of all, the data may not stand for the entire 

country but might rather only reflect Muhanga district and its provincial town of Gitarama. 

However, using a setting in which families of both genocide survivors and former prisoners 

cohabit the same communities at the end of Gacaca may be comparable to other Rwandan 

areas. We used newly-developed scales to assess intergroup behavior and attitudes toward 

local justice and reconciliation and internal consistencies were under the desired .80. More 

research is needed here to further develop and refine appropriate measurements. Similarly, the 

Inventory of Interpersonal Problems was applied for the first time in the East African context and 

reliable translations of the questionnaire or comparable data were missing. Therefore, the 

results have to be interpreted with caution until further cross-cultural use of the questionnaire 

approves its applicability. Finally, the sample size was too small to analyze groups separately to 

identify further group specific differences or similarities.  

 

4.6 Conclusion 

Although Rwanda portrays a success story in terms of economic development, access to 

education and the health system as well as regarding the promotion of women 16 years after 

the genocide, rural Rwandans are still struggling with coming to terms with it. During the ending 

phase of Gacaca, the social world seems to be re-established, although upon closer look former 

cleavages and conflictive narratives of victimhood persist. Accepting social norms regarding 

reconciliation or mixed marriages does not prevent the people from keeping mistrust and 

alienation inside. Emotional wounds and feelings of vengeance can be transmitted across 

generations and need to be considered when tailoring interventions in post-conflict societies to 

prevent victims turning into perpetrators. Dialog and exchange remain crucial regarding the 

enhancement of trust, empathy and acknowledgment of the suffering of the other if the claim 

“we are all Rwandans” should ultimately become true. 
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5 General discussion 
 

The present thesis analyzed the interplay between exposure to organized violence, family 

violence, mental health and post-conflict related attitudes among Rwandans 16 years after the 

genocide. A large body of literature suggests a strong association between exposure to violence 

and mental health problems such as trauma-related mental disorders, depression, anxiety, 

substance abuse and suicidal tendencies (e.g. Neuner et al, 2004; Scholte et al., 2004). 

Furthermore, evidence suggests that the hypothesis of a cycle of violence (Widom, 1989) 

generally supporting the idea of parental childhood victimization as a risk factor for guardian’s 

perpetration of violence against their own children may also be valid in post-conflict settings 

(Catani et al., 2008; Haj-Yahia & Abdo-Kaloti, 2003; Saile et al., 2014).  

 

The assumption that organized violence has detrimental effects on both the individual and 

family level was confirmed by the findings of the present research focusing on families of 

Rwandan genocide survivors and former prisoners. Moreover, first insights were gained 

concerning the interrelatedness of mental health, the family environment and personal attitudes 

toward others in post-conflict Rwanda.        

 

In the following, I present the main findings by linking them with implications for future research. 

Furthermore, I discuss clinical and non-clinical implications of the results regarding possible 

strategies of intervention in post-conflict Rwanda. 

 

5.1 Implications for future research 

The present thesis confirmed poor physical health, exposure to traumatic events and a low level 

of social integration as risk factors for the level of PTSD (Mollica et al., 1998; Sharp & Harvey, 

2001). However, the findings still raise the question of the causal relationship between different 

aspects, given that both mental health problems and psychosocial stressors can be predictors 
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or result from each other. Longitudinal studies can further help to clarify this association to gain 

a better understanding of the maintenance of specific symptoms.  

 

The present research demonstrated that social rather than economic factors are directly 

associated with the level of mental health problems. We defined social integration as the degree 

to which one took part in community activities and maintained friendships. Future research 

should also measure social integration qualitatively by including ratings of how people perceive 

their relationship with friends, family and the community to better understand the protective 

factors provided by supportive social relationships. Furthermore, social integration proved to be 

related to gender but not group affiliation (e.g. survivors versus former prisoners; widowed 

versus non-widowed). Therefore, the presumed association between the aforementioned 

aspects requires further clarification (Ahern et al., 2004). 

 

The results revealed that children born after the 1994 genocide do not show a clinical pattern of 

psychopathology. This finding corroborates the assumption that a secondary traumatization in 

offspring of those who survived violence may be found in clinical but not non-clinical populations 

(Van IJzendoorn, Bakermans-Kranenburg, & Sagi-Schwartz, 2003). Furthermore, previous 

research assumed that subclinical patterns might be held responsible for changes in the 

personality and behavior of descendants. In order to examine a potential intergenerational 

transmission of trauma to the second or third generation, future research should thus focus on 

aspects such as differences in attachment style, family climate and descendants’ perceptions 

regarding themselves and others (Scharf, 2007). In addition, a specific latent vulnerability may 

become manifest after exposure to additional stress (Kellermann, 2001b), which could be 

further investigated in longitudinal studies. Finally, culturally-related specific somatic symptoms 

such as loss of speech or hearing and fainting - as particularly described from Rwanda 

(Munyandamutsa et al., 2012) - need to be further investigated in the younger generation, given 

that they may function as somatic correlates of psychological suffering.     
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In line with earlier research linking family violence and organized violence, the present study 

revealed the parents’ psychopathology and the parents’ childhood victimization as risk factors 

for the ongoing perpetration of violence in the family (Catani et al., 2008, 2009). Recently, other 

risk factors such as alcohol and other drug abuse among caregivers and female re-victimization 

in adult partnerships were also described from Uganda (Saile et al., 2014). Thus, further risk 

factors need to be examined in future studies. 

 

The present research revealed vengeful feelings among child and adolescent survivors of 

genocide as the main predictor of intergroup behavior following conflict. In accordance with 

previous findings, this was further associated with posttraumatic stress symptoms (Orth, 

Montada, & Maercker, 2006). Other aspects such as parental psychopathology showed a 

correlative relationship with the descendants’ intergroup behavior but did not emerge as 

individual predictors. With the aim of deepening the understanding of potential underlying 

mechanisms of an intergenerational transmission of attitudes and behavior, issues such as 

parent-child communication, post-traumatic adaptational styles and parentification (Danieli, 

2007) should be addressed in future research.  

 

Finally, this thesis provides first evidence of post-conflict related attitudes and behavior among 

both descendants of survivors and those of former prisoners. While we examined the group of 

former prisoners as a whole in the present study, future research could further differentiate 

between the impact of a particular status of a former prisoner (e.g. acquitted versus convicted, 

having confessed versus having not confessed, etc.) on its child in terms of mental health and 

post-conflict attitudes and behavior. 

 

5.2 Implications for clinical and psychosocial interventions 

The present thesis demonstrated that mental health problems such as posttraumatic stress 

symptoms following traumatic events affect a society as a whole, raising the question of specific 
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needs in terms of treatment or psychosocial support. Trauma-focused treatment and non 

trauma-focused treatment proved be effective in improving mental health in post-conflict 

societies; for example, addressing symptoms of PTSD and depression (Bolton et al., 2003; 

Schaal, Elbert, & Neuner, 2009). Recent interventions have similarly demonstrated the 

feasibility of trauma-focused interventions offered for specific target groups such as ex-

combatants (Hermenau, Hecker, Schaal, Maedl, & Elbert, 2013). While psychosocial 

interventions enhancing community cohesion and supporting self-help groups can be fruitful in 

reducing mental health problems in the broader sense, they often lack empirically-based 

evidence regarding their concrete mental health outcomes (for a discussion, see Neuner, 2010 

and Miller & Rasmussen, 2010b). 

 

Mental health care should follow an integrative model to address the needs of the population at 

different levels, thereby not only offering care to a fraction of the population, but rather to the 

general population to avoid a further fragmentation of the often already disintegrated health 

system (van Ommeren, Saxena, & Saraceno, 2005). In order to reduce the “treatment gap” that 

reaches 90% in the least resourced countries, including Rwanda (Patel et al., 2010), three 

strategies were recommended: increasing the number of mental health professionals, 

increasing the number of appropriate trained non-specialist providers under the supervision of 

mental health professionals and the active involvement of people affected by mental health 

problems. Train-the-trainer approaches have proved effective and can help to destigmatize and 

geographically decentralize mental health care by offering support in even remote areas. 

However, training is only reasonable and effective when it is known how these skills will be used 

and integrated in existing support structures. Therefore, social interventions and trauma-

focused care need to be integrated into the general mental health care available in general 

health care settings or other sustainable structures. 

 

Our data confirmed the assumption that an intergenerational cycle of violence persists in the 

context of organized violence. Rwanda is often applauded for its effort in stimulating gender 

equality, for the highest participation of women in parliament in the world and for its fight against 
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gender-based violence and domestic violence. Despite all, power differences between male and 

female remain deeply engraved in the social functioning and social values of Rwandan life. 

Although the post-conflict era initially showed a change in the representation of women and the 

implementation of women’s legal rights, it could not change the underlying social values in 

terms of accepting violence at the family level, an attitude found among men and women alike. 

Therefore, the intergenerational effects of both war and family violence need to be addressed 

using a multi-level approach. While assistance to families should aim at reducing partner 

violence and if necessary should include individual treatment of posttraumatic stress symptoms 

and other symptoms, other interventions should foster non-violent care-giving skills in families 

and further encourage non-violent communication in educational systems such as schools.  

 

Our data suggest that attitudes toward reconciliation and justice among descendants are closely 

related to parental attitudes. In Rwanda, parental authority plays a significant role in stimulating 

a specific mindset in children, especially as they are growing up in a society that does not 

encourage self-disclosure or the expression of feelings and thoughts. As Bagilishya (2000) 

states, the mental health and well-being of an individual cannot be isolated from the person’s 

family and the surrounding community. Although interventions like debates in rural schools and 

other activities stimulated by the Rwandan civil society may start to have an effect on the 

generation born after the genocide, the family still represents a refuge of privacy. Accordingly, 

its specific impact should be taken into account when creating new forms of dialog and 

exchange at the societal level. 

 

5.3 Concluding remarks 

Remember – Unite – Renew remains a challenging task in a country that has experienced mass 

atrocity and where the scars of ethnicized violence run deep. As the present thesis reflects, 

detrimental consequences of violence such as general health and mental health problems 

persist almost two decades afterwards and are strongly linked to socio-economic factors that 
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critically shape the life of rural Rwandans. A genocide among neighbors goes beyond the 

suffering of an individual as entire families and communities are affected. In turn, its sequelae 

may demand for psychological interventions at the individual level. In the long term, uniting a 

formerly divided society not only implies remembering the past; moreover, it requires 

acknowledging the painful suffering of diverging groups if it aims to create a narrative that is 

shared by the majority of the population. In a very short period, Rwanda has attempted to 

overcome the violent past and rebuild a society freed from former cleavages. However, 

individual and collective transitions need time and an honest debate. Furthermore, they need to 

be assisted, in a process in which psychological interventions can play an important role.  
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8 German summary/ Zusammenfassung 
 

Krieg, Genozid oder ethnische Säuberung haben lang anhaltende und zerstörerische  Folgen 

auf individueller wie gesellschaftlicher Ebene. Zahlreiche Studien aus Kambodscha, dem 

ehemaligen Jugoslawien oder Ruanda berichten von erhöhten Raten psychischer und 

körperlicher Erkrankung bei Überlebenden organisierter Gewalt. Weitaus weniger beforscht sind 

die Folgen für Täter organisierter Gewalt. Neben den untersuchten Traumafolgestörungen 

machen die bisherigen Ergebnisse außerdem deutlich, dass ein Risiko der Weitergabe der 

erlebten Gewalt an die nächste Generation besteht.  

 

In einer epidemiologischen Querschnittsstudie untersuchten wir die Folgen des ruandischen 

Genozids von 1994 im Distrikt Muhanga (Südprovinz), 16 Jahre danach. Ein Team von sieben 

ruandischen PsychologInnen (BA-Level) der Nationalen Universität Ruanda (NUR) mit 

Erfahrung in der Durchführung strukturierter, diagnostischer Interviews führte unter Anleitung 

der Autorin 360 Interviews in vier Bezirken Muhangas durch. Wir rekrutierten 

Genozidüberlebende und ehemals Gefangene, deren Kinder im Alter von 13 bis 15 Jahren (n = 

59)  bzw. von 19 bis 31 (n = 129) Jahren waren. In allen drei vorliegenden Studien wurde eine 

an den ruandischen Kontext angepasste Liste potentiell traumatischer Ereignisse und eine 

validierte Fassung des PTSD Symptom Scale Interviews (PSS-I) verwandt. In der ersten und 

zweiten Studie wurde zudem die Hopkins Symptom Checklist (HSCL-25) zur Erfassung 

depressiver und ängstlicher Symptomatik durchgeführt. Des Weiteren wurde der Childhood 

Trauma Questionnaire (CTQ) in der 2. Studie angewandt. In der dritten Studie wurden 

außerdem das Inventory of Interpersonal Problems (IIP-32) sowie post-Konflikt bezogene, 

halbstrukturierte Skalen zu Intergruppen-Verhalten, Einstellung zu lokalen 

Versöhnungsprozessen und juristischer Aufarbeitung des Genozids, Gerechtigkeitssinn und 

Attribuierung der Verantwortlichkeit von Gewalt angewandt.   

 

In der ersten Studie (N = 360) ging es um die Erfassung der Auswirkungen des Genozids auf 

die psychische Gesundheit und sozialen Lebensbedingungen von Genozidüberlebenden im 
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Vergleich zu ehemals Gefangenen, des Genozids Verdächtigten, und den Nachkommen beider 

Gruppen. Überlebende wiesen das höchste Ausmaß an Traumabelastung auf. Die depressive 

und ängstliche Symptomatik und das Suizidrisiko jedoch nicht die PTSD- Rate waren höher als 

bei ehemals Gefangenen (24.7% versus 22.0%). Letztere wiesen ein ähnliches hohes Maß an 

Intrusionen auf. Sie bezogen ihre traumatischen Erfahrungen jedoch nicht auf den Genozid 

selbst, sondern auf die Erfahrung von Flucht und Gefängnisaufenthalt in Folge des Genozids. 

Ökonomisch betrachtet waren letztere besser gestellt, in Bezug auf die soziale Integration 

zeigten sich jedoch keine signifikanten Gruppenunterschiede. Die erlebte Anzahl 

unterschiedlicher Traumatypen, körperliche Erkrankung sowie das Niveau sozialer Integration 

erwiesen sich als signifikante Prädiktoren des Ausmaßes an PTSD in der Elterngeneration. Die 

Nachkommen von Überlebenden zeigten ein höheres Maß an psychischer Belastung im 

Vergleich zu Nachkommen von ehemals Gefangenen. Nachkommen, die nach 1994 geboren 

waren, zeigten kein klinisch relevantes Ausmaß an Psychopathologie.    

 

In der zweiten Studie erfassten wir zunächst retrospektiv Prävalenzraten und Prädiktoren von 

Kindesmisshandlung wie körperliche, sexuelle und emotionale Gewalt und Vernachlässigung 

bei Nachkommen, die entweder vor oder nach dem Genozid geboren waren (N = 188). In einem 

zweiten Schritt untersuchten wir Prädiktoren des Ausmaßes an PTSD, sowie depressiv-

ängstlicher Symptomatik. Die Prävalenzrate der berichteten Kindheitstraumata war gering (unter 

10%), wobei 60% der Befragten laut CTQ die erlebte Gewalt potentiell verharmlosten. 

Weibliches Geschlecht, Armut, Tod der Mutter, die Anzahl der Traumatypen und die elterliche 

PTSD- Symptomatik sowie deren eigene Erfahrung an Kindheitstraumata erwiesen sich als 

signifikante Prädiktoren berichteter Kindesmisshandlung. Die Ergebnisse zeigten weiterhin, 

dass kumulativer Stress wie die Erfahrung organisierter und familiärer Gewalt, das Risiko für die 

Entwicklung depressiver und ängstlicher, nicht jedoch für die PTSD- Symptomatik erhöhen.  

 

In der dritten Studie untersuchten wir inwiefern psychische Traumatisierung und familiäre 

Lebensumstände in Folge des Genozids mit interpersonellen Problemen, Einstellungen 

bezüglich lokaler Versöhnung und Justiz, sowie Bereitschaft zu erneuten Intergruppen-
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Beziehungen zusammenhängen. Im Vergleich zu Nachkommen von ehemals Gefangenen 

zeigten Nachkommen von Überlebenden (vor dem Genozid geboren) ein höheres Ausmaß an 

interpersonellen Problemen und beschrieben sich als kühl, sozial vermeidend und rachsüchtig 

in Beziehung zu anderen. Sie waren weniger positiv eingestellt in Bezug auf lokale Versöhnung 

jedoch nicht Justiz und schrieben die Verantwortung genozidärer Gewalt häufiger dem 

Individuum und nicht den situativen Umständen zu. Elterliche Einstellungen bezüglich Justiz 

und Versöhnung sowie die empfundene Gerechtigkeit in Folge juristischer Aufarbeitung, 

resultierten als Prädiktoren für die Einstellung der Nachkommen in Bezug auf Justiz und 

Versöhnung. Rachsüchtiges Verhalten als potentielle Traumafolge und nicht das Level an 

PTSD erklärte eine geringere Offenheit für Intergruppen-Beziehungen. 
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