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Chapter 1

General Introduction
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Violent conflict has serious and prolonged mental health consequences1-6. Postemergency mental health interventions are mostly aimed at persons at risk of psychiatric
disorder, particularly post-traumatic stress disorder (PTSD)7. However, opinions differ
regarding the value of such psychological trauma-focused care8. As organized violence
affects individuals as well as communities and social institutions, it is argued that mental health interventions should not only focus on internal psychological factors but also
address aspects of the social environment which could promote healing and adaptation9.
Unlike trauma-focused approaches, psychosocial interventions focus primarily on stressful environmental conditions such as the division within communities, the destruction of social networks and the resulting loss of social and material support. Altering
these conditions may foster people’s inherent capacity to recover10, cause improvement
in nonspecific symptoms among persons with and without specific disorders and, in
some cases, be enough to reduce symptoms below the threshold of clinical disease11.
Psychosocial interventions are preferably implemented at population level and directed
at groups rather than individuals. Group interventions have shown to have a positive
impact on health outcomes in other areas of public health12,13. In war-affected societies
a particular objective may be the restoration of social connectedness and mutual support. There is little substantive discussion of comprehensive psychosocial interventions
on humanitarian responses to disaster in the literature14, and no controlled trials of such
interventions exist. We carried out a longitudinal quasi-experimental study to assess the
effect on mental health of a psychosocial intervention programme which makes use of a
therapeutic group approach called sociotherapy.

Sociotherapy
Traumatized survivors of war or political violence often have complex problems, with
anxiety (fear), depressive and cognitive disturbances. Most patients also suffer from
feelings like shame, guilt, distrust and alienation (feeling a stranger among others).
Such feelings complicate social functioning and interpersonal contacts in communities
where social structures and cohesion have already been damaged by human violence.
Psychological and behavioral problems hamper daily functioning and the engagement
in relations. One specific manifestation of posttraumatic psychopathology for example
is partner violence. Prevalence of partner violence is high in post-conflict settings15 and
consistently associated with mental health problems.
It is highly relevant to learn how to cope with difficulties as mentioned above. This
may not only counter individual suffering, it may also help to prevent additional damage
in social relations caused by ongoing behavioral disturbances, and to rebuild meaningful
social structures in which people can re-find and practice (self)respect.
Social capital is potentially a key resource supporting post-conflict recovery. The core
contention of the concept of social capital is that social networks are a valuable asset,
providing a basis for social cohesion and cooperation. Within networks, trust between
individuals can yield trust between strangers, and trust of social institutions. Ultimately
11

it may become a shared set of values, expectations and behaviours16. The more a social
network is characterized by norms of trustworthiness and reciprocity, the greater the
social capital represented. It then acts as the ‘glue’ that holds people and groups together
and makes cooperative action possible. Promotion of social capital may impact post-conflict recovery both through increased social cohesion and through better mental health17.
Sociotherapy, a group approach stemming from England during the Second World
War18,19, seemed to be an approach that could enhance social capital by creating meaningful social structures in which people can re-find and practice (self)respect. The
method therapeutically uses interaction between individuals and their social environment to help subjects to re-assess and re-define values, norms, relations and possible collaborations. The principal premise is that reaching a certain level of mutual respect, trust
and care in group interaction helps to increase the problem solving capacity and subjective mental health in individual group participants.
In sociotherapy with survivors of systematic violence, safety and the setting of democratic rules are additional primary objectives. Key elements of the working methods are
debates and the exchange of experiences and coping strategies among participants, exercises, games and mutual practical support. The approach does not primarily aim at sharing or processing traumatic memories. Trauma symptoms are addressed through psychoeducation and advice.
This thesis presents measures and outcomes of sociotherapy performed in a northern
province in Rwanda, called Byumba (Gicumbi). Our study in Byumba adds to the evidence about the treatment of complex trauma-related psychopathology in non-western
survivors of systematic human violence. Up to now, most treatment studies concerning psychological trauma relate to PTSD and/or depression and mainly focus on mental
health. This project is innovative because it studies the effects of an intervention method
that aims primarily at social bonding, while simultaneously aiming to improve general psychological well-being. It focuses on social and behavioral aspects, not on individual pathology.

Context of Byumba
The former Byumba province is located in the north of Rwanda, bordering Uganda. The invasion by
the Rwanda Patriotic Front (RPF) from Uganda into Rwanda on 1st October 1990 started a civil war
in the north of the country. Predominantly of Tutsi origin, many of the members of the RPF were
second generation refugees who had fled to Uganda and settled there from 1959 onwards, escaping
ethnic purges in Rwanda. The RPF went into Rwanda as an army of liberation but was perceived by
the majority of the population as an army of occupation. The invasion led to massive displacements of
people over the next few years to refugee camps further south. Low intensity fighting was interrupted
by several massacres, including one in Byumba. During and after the 1994 genocide many people fled to
refugee camps in neighbouring countries and stayed there for at least a few years.
The war (1990-1994) and genocide (1994) related problems affected men and women of all ages. The
population experienced atrocities like killings, sexual violence, torture, intimidation, robbery, destruction
of property, and social rejection, leaving the community in a state of trauma. A relatively large part of
the population came to consist of widows, widowers, orphans, physically handicapped, prisoners and
ex-prisoners18,20.
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The combination of omnipresent mental health problems and social disruption in
Byumba, Rwanda, justified the introduction of a community-based approach; community-based in the sense that it would be owned and caried out by members of the local
population. Such an approach could reach a substantial number of people within a relatively short period of time, with a minimum of finances. Educating people to apply this
approach would also contribute to the building of human capital.
With financial support from Cordaid, Equator Foundation was able to send one sociotherapist to train people as sociotherapists in Byumba, and later also in other parts of
Rwanda and in DR Congo. Cordaid also enabled Equator to carry out a scientific evaluation of the sociotherapy programme in Byumba. This is a quantitative study; it was coordinated by the authors of this chapter, but it could not have been carried out without the
aid of many Rwandan collaborators. The study is complementary to a qualitative study
led by A. Richters18,20,22,23.

The sociotherapy program in Byumba
The sociotherapy program in Byumba was set up in collaboration with the Episcopal
Church of Rwanda (ECR), starting in 2005. Approval was given by regional and national
authorities in Rwanda. Wide support on community level was gained through public
acclamation by the ECR. Close collaboration with local staff, allowing local control and
embracing local social manners and values were key to the programme’s viability. At
first, 32 recruited volunteers were trained as sociotherapists in two groups of 16 each.
These 32 people subsequently selected and trained another group of 75 trainees. In total
they received a 3 months’ training from Equator staff.
The sociotherapy program was open to any adult (≥16 years) wanting to participate.
Also, community members could personally be invited when considered psychosocial
problem cases by sociotherapy group leaders. Groups contained 10 to 20 participants
and were mostly mixed: both sexes, various ethnic backgrounds, wide age distribution.
Forty-five groups ran simultaneously, having weekly meetings over a period of 15 weeks,
lasting 3 hours each.
The sociotherapists worked in pairs and facilitated a group together. They were local
people, familiar with the region’s history and current living situation. They were allowed
to attune the working methods to the characteristics of their groups (e.g., degree of trust,
nature of problems) and to their own affinity and experience, putting different emphases
on elements like rules, role plays, and spirituality.
Most importantly, the groups were held in a private, undisturbed place, where all participants could sit down. As well as upholding democratic rules, men and women were
treated equally, so were young and older people.
The program ran for 7 years. Over 10.000 individuals have participated in groups. It
has been extremely well received and was highly appreciated by the local population. It
was fully coordinated by the EER Byumba. Major success factors of the sociotherapy program in Byumba have been the commitment of the staff and facilitators of the program,
13

the active support of the Bishop of the EER Byumba at crucial moments, and the careful
way the program has been embedded within the local structures and has been adapted
to the local culture.
As we assumed that the intervention would impact people’s mental state, their daily
functioning, the way they interact, undertake common actions and the way they feel connected to each other, we defined the areas of interest for this study as mental health,
social functioning and social capital. It was also hypothesized that the intervention
would have a positive influence on another manifestation of posttraumatic psychopathology: partner violence.

Table 1

Overview of the chapters of this thesis

Chapter Title

Method-Outcome

2

How qualitative information helped to shape quantitative research
instruments in Rwanda.

Method

3

The validation of a social functioning questionnaire in an African
post-conflict context.

Method

4

Psychometric properties and longitudinal validation of the SelfReporting Questionnaire (SRQ-20) in a Rwandan community
setting; a validation study.

Method-Outcome

5

The effect on mental health of a large scale psychosocial
intervention for survivors of mass violence: a quasi-experimental
study in Rwanda.

Outcome

6

Intimate partner violence in Rwanda; the mental health of victims
and perpetrators.

Outcome

7

In search of links between social capital, mental health and
sociotherapy: a longitudinal study in Rwanda.

Method-Outcome
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Our main research question was :
Does sociotherapy in a post-conflict setting impact mental health, social functioning and social
capital?
For this thesis we formulated three subquestions:
1 Method development: How do we measure mental health, social functioning and
social capital in a Rwandan context. Can we show that our questionnaire is valid: that
its outcomes really reflect mental health, social functioning and social capital, respectively? Chapters 2, 3 and 4 describe work on the validation of the instruments.
2 Outcome measures: What is the effect of sociotherapy on mental health and social
functioning? Chapter 5 presents our study on the effect on mental health. We did not
find a significant effect of the intervention on social functioning; this study outcome
will be discussed in chapter 8, the general discussion. Chapter 6, however, does present data on partner violence - one manifestation of social functioning - in our sample.
It provides prevalence data of partner violence and associations with mental health.
3 Mechanisms: If sociotherapy has a positive impact on mental health, is this because of
change in social capital? Can we explain the mechanism for change in mental health?
Chapter 7 presents relations between social capital and mental health.

Analytical approach

Sample

Qualitative description

(Pilot study)
N=18, cognitive validation

Descriptive analysis, scatter plots

All respondents at baseline (N=393)

Multigroup confirmatory factor analysis

(Pilot study)
Baseline (N=418),
Follow-up (N=230), subsample (N=99)

Linear mixed-effects model (repeated measures)

Matched selection, three measurements;
experimental and control group (N=200)

Regression analysis

All married respondents at baseline (N=241)

Latent growth models

Matched selection, three measurements;
experimental and control group (N=200)
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Method
During 2007 and 2008 we carried out a quantitative study on the impact of the sociotherapy program. Its design was based on experiences and lessons learned during a pilot
study we conducted over 2005 and 2006. We used a quasi-experimental design. We
compared data taken from respondents who had participated in sociotherapy groups (the
experimental group) with data which, over the same period of time, were taken from
comparable others living in the same region who had not participated in sociotherapy
groups (the control group). Trained Rwandan staff carried out interviews with the same
respondents at three different points in time: upon the start of the intervention, right
after, and eight months after completion of the group intervention. Demographic data
(sex, age, education level and socio-economic status) were documented at each interview.
The first three chapters of this thesis describe work on preparing and validating measuring instruments. The other three chapters present outcomes of our quasi-experimental
study.
In the general discussion we integrate the various results from all chapters.
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Chapter 2

How qualitative information
helped to shape quantitative
research instruments in Rwanda
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abstract
Rwanda experienced extreme violence and genocide during a three month period starting in April 1994. In the northern regions, there had been ongoing violence since 1990.
Many inhabitants still suffer emotionally from the consequences of this era. We performed a quantitative study to measure the effectiveness of sociotherapy; a community
based psychosocial intervention carried out in northern Rwanda. This article describes
qualitative research methods used to enable and improve this quantitative study, and
more specifically how the authors adapted and validated three main outcome measures
for use within the local context. Psychological wellbeing was measured by use of the
Self Reporting Questionnaire (SRQ-20), social functioning by use of a locally designed
questionnaire, and social capital by use of a short, adapted version of the Social Capital
Assessment Tool (Short A-SCAT).
The collection of context related, qualitative information was essential to create applicable and context appropriate instruments. The authors’ experiences underline that
for any mental health or psychosocial study, a substantial contribution from qualitative
research is essential. In spite of the authors’ efforts, it still proved to be very difficult to
quantitatively assess issues related to social relations.
Keywords: Rwanda, qualitative research, quantitative research, validity, instruments

Introduction
The study described here was carried out in northern Rwanda, in and around the city of
Byumba. A war had been raging there since 1990, when militias of the Front Patriotique
Rwandais (FPR), mostly composed of Rwandan Tutsi refugees living in Uganda, began a
series of repeated attacks upon the population in northern Rwanda. In the south, periodic violent eruptions against Tutsis took place at the same time. The assassination of
the Rwandan president, Habyarimana, in April 1994 sparked the mass killings of Tutsis
and moderate Hutus. During a three month period of genocide approximately 800.000
people were killed. Roughly two million refugees left the country, and around one million people were internally displaced.
Many inhabitants of the region still suffer emotionally from the consequences of this
era, especially as, for centuries, the Hutus and Tutsis had lived together peacefully. Since
the genocide, people are hesitant to speak openly about whether they are Hutu or Tutsi.
To outsiders, it may seem that such ethnic differentiation is no longer made. The reality, however, is that people are still very much aware of the issue of ethnicity, and its role
during the war and the genocide. Some informants told us they feel like they live in a
country where the fighting could begin again tomorrow (Richters et al, 2005).
Since September 2005, a psychosocial intervention programme has been implemented
in and around the city of Byumba in Rwanda by the Byumba Diocese of the Episcopal
Church of Rwanda (now called the Anglican Church of Rwanda). Over the first three
21

years it was technically supported by Equator Foundation, and was funded by the Dutch
development organisation Cordaid. Sociotherapy is a group approach that aims at the
restoration of mutual respect, safety, trust, and care, and sets democratic rule at the community level. From this base, individual recovery from the mental health consequences
of past traumatic experiences is expected (Richters, Dekker & Scholte, 2008).
During 2007 and 2008 the authors carried out a quantitative study of the impact
of the sociotherapy programme. Its design was based on the experiences and lessons
learned during a pilot study the authors conducted over 2006 and 2007. A quasi-experimental design (Scholte et al., 2010-a) was used. Data taken from respondents who had
participated in sociotherapy groups (the experimental group) was compared to data
which, over the same period of time, were taken from comparable others living in the
same region who had not participated in sociotherapy groups (the control group). Trained
Rwandan staff carried out interviews with the same respondents at three different points
in time: at the start of the intervention, immediately following the intervention, and eight
months after completion. It was assumed that the intervention would impact on people’s
mental state, their daily functioning, the way they interact, undertake common actions
and the way they feel connected to each other. Therefore, the areas of interest for this
study were defined as mental health, social functioning and social capital.
In general, as for any scientific study, qualitative methods can help to generate
hypotheses and research questions, construct an adequate design and feasible working methods, choose and validate measures, and interpret findings. In this article, some
general explanation and theoretical background for using qualitative methods within
a quantitative study design are provided, and the practical elaborations are described.
Several qualitative research methods, such as in depth individual and focus group interviews, free listing and ranking of items were used.1 A structured multi step method for
translating instruments was also used.

Exploration and overall orientation
The quantitative study started after a phase of qualitative exploration. A scientific study
addressing psychosocial issues among human subjects can only be conducted successfully if those who design the study familiarise themselves with the subjects’ living context beforehand. First of all, local inhabitants of the area may be involved in, or their
lives impacted by, the research activities. Therefore, they need to agree with the study’s
objectives and practical consequences. This requires attention and time, for introductions with counterparts and local leaders, and communicating the ideas behind the
study. Additionally, consultation with local inhabitants may provide information crucial to determining how to collaborate with different partners, and go about organising
research activities. For example: within this study it was essential to know which local
leaders should be informed and visited, the state of the roads in different areas, information about public holidays and the period(s) of the rainy season(s). Finally, information
1	Clear descriptions of these methods can be found in the ‘Applied Health Research Manual’
(Hardon et al., 2001) and in the online training manual by W. Weiss and P. Bolton
http://www.jhsph.edu/refugee/publications_tools/publications/qualresearchtrain.html
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gained from within the target population may also inform the researchers who are the
most suitable and possibly available study subjects or respondents, and where and how
these people could be found and approached.
The authors’ understanding of the local context and living situation of the people in
the region of Byumba was informed by in depth interviews with local key informants.
Before setting up this pilot study, it was discussed extensively with three key informants in particular that had been deeply engaged with the intervention programme
since it started, and could oversee the practical implications of the study at a population level (e.g. which areas could be reached, how many people could be found there,
how to inform people about the research, how to organise meetings with them, and how
to arrange transport and food for the researchers and interviewers). Also, they helped
choose a representative sample of sociotherapy groups to interview the participants, in
order to help ensure the numbers of men and women, and of urban and rural settings,
were well balanced. They connected the researchers to the facilitators of the groups, so
arrangements could be made for visits to conduct the interviews. Additionally, they indicated where to find possible respondents for our control group. The authors recruited
students of the recently established Sociology Department of the local university (’Institut
Polytechnique de Byumba’) as interviewers. There were six men and four women, aged
between 20 and 45 years.

Theoretical background
Validity
Validity refers to the extent in which a measure really does measure what it sets out to
measure (Prince et al., 2003). It is essential that instruments have validity within the
context they are used. There are various aspects to validity, and many terms to refer to
these aspects. Psychometric validity is an umbrella term used when statistical analysis of
data previously collected shows that certain criteria are fulfilled. It is validity as demonstrated through calculations performed on numbers. Cognitive validity is shown by qualitative information, demonstrating that concepts and words used in instruments have a
similar meaning for study participants and researchers.
Often research instruments measuring subjective wellbeing assume that mental illnesses, and their underlying processes, are more or less similar throughout the world
and that psychiatric taxonomies and measurements are globally applicable. This is called
an ‘etic’ approach. Others assume that illnesses are concepts relative to the culture. This
implies that research instruments must reflect indigenous classifications of health and
illness, and new instruments have to be designed for each separate context. This is called
an ‘emic’ approach. In this study an attempt was made to balance these approaches, so
that the results would be comparable to other studies in this field, while still applicable,
relevant, and acceptable within the local context.
Translation and adaptation
Apparently trivial questions eliciting simple information may be sensitive to phrasing or
interpretation. Research instruments have to be evaluated scrupulously, even when they
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have been used countless times in various other contexts and languages. Every item’s
comprehensibility, acceptability, relevance and completeness need to be assessed systematically (van Ommeren et al., 1999). This is often done in the following seven steps:
(a) establishment of a bilingual group of experts;
(b)examination of the conceptual structure of the instruments by the experts;
(c) translation;
(d)examination of the translation by the experts;
(e) examination of the translation by a monolingual group;
(f) blind back-translation; and
(g)examination of the blind back-translation by the experts (Sartorius & Janca, 1996).
Constraints of quantitative methods

One constraint to quantitative methods applied in research on psychosocial issues is the
fact that even if rules for adaptation, translation and validation of instruments are complied with, only a reduced image of reality can ever be reflected. Quantitative instruments cannot reproduce personal opinions and appraisals, and nuances are lost. Often,
possible responses to questionnaires are limited to a restricted set of choices. The more
complicated the study subject is, the higher the risk of quantitative methods yielding
data that provide a reduced or skewed picture of reality.
Translation, adaptation and validation of the three instruments
Our local counterparts/key informants were consulted as to whether they thought it was
appropriate to define mental health, social functioning and social capital as the areas of
interest for this study. The possible validity for the instruments in the specific context of
Byumba region was demonstrated. Qualitative information was collected through the use
of informal conversations and group discussions, in depth individual and focus group
interviews, and free listing and ranking of items.
Socioeconomic status The questionnaire had to contain items on respondents’ sociodemographic characteristics. Usually, socioeconomic status (SES) is categorised by three
or more scales of yearly income. In a low income country like Rwanda, however, people
generally do not have a fixed yearly income. As a result of a group discussion with the
interviewers, it was concluded that respondents should not be urged to rate their wealth
or poverty, but rather have the interviewer check the state of the roof of the respondent’s
house, as this would provide an indication of the households’ SES. Three categories were
then defined for SES:
– marginal (meaning extremely poor, living on the margin), indicated when the roof of
the house was made of straw;
– poor (meaning poor, but able to provide just enough for the family), indicated when
the roof was made with roof tiles;
– sufficient (having relatively more than most others), indicated when the roof was of
corrugated iron and the walls were built with durable materials such as bricks.

Another sociodemographic characteristic, marital status, is usually represented by four
options; being single, married, divorced or widowed. In this study, after consultations
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with key informants and interviewers, the option of being an orphan was added, as after
the genocide a lot of children were orphaned. The concept of being an orphan provided
a clear example of the need of qualitative information in even the simplest of issues.
Rwandans do not only call a person an orphan if he or she has lost both parents, but also
in case of loss of one parent. Furthermore, the description ‘orphan’ is applicable for such
a person until he or she gets married. With this study’s’ interviewers, it was agreed that
for unmarried orphans older than 21 years the term ‘single’ instead of ‘orphan’ should be
used.
Instrument on mental health
To measure mental health, the Self Reporting Questionnaire, twenty items version
(SRQ-20) was chosen. This is a structured interview developed by the World Health
Organisation (WHO) as a screening tool for common mental disorders in primary health
care settings, often used in developing countries (Beusenberg & Orly, 1994). When
patients are literate, it can be self-administered, but in low income countries it is usually
administered by lay interviewers who read the questions out loud. This instrument consists of twenty yes/no items about mood, thinking capacity, feelings of anxiety and physical wellbeing. Questions in any of these domains, answered with yes result in a higher
score on the SRQ-20. The twenty items in this instrument are phrased in simple and
understandable English. For the translation, an adapted version of the WHO seven steps
process (see above) was applied.
The questions were translated to Kinyarwanda by a bilingual co-researcher (TR), who
was familiar with the intervention programme, and the (mental) health issues addressed
by the instrument. Blind, back translation was done by another bilingual Rwandan,
who was independent from, and not familiar with the intervention programme or the
study. This back translation was examined by the first translator, together with two
researchers (FV, WFS). This examination led to one minor change in the translation.
The question; ‘are you unable to play a useful part in life?’ proved difficult to translate.
The concept of ‘playing a useful part’ was hard to translate in a way that our respondents
would understand it. It was decided to change the question to; ‘are you unable or incapable of doing something visible/tangible in your life?’ Each separate item was then discussed
with the future interviewers. For cognitive validation of the final version, the authors
focused on each item, one by one. The group members were examined as to whether
they interpreted the item the way it was meant, whether they thought that for respondents the issue and wording would be acceptable, whether they considered the item relevant for the subject of general mental health, and whether the items together fully covered the subject. Most of the discussion group members grew up in rural and remote
areas, which, although they had been further educated since, made them suitable to
judge the items on these criteria, in relation to the illiterate populations of their home
communities. The discussion group members noted that the word ‘digestion’ exists in
Kinyarwanda, but is not often used. It was decided that the question; ‘is your digestion
poor?’ would not be changed, but that the interviewers would explain this word to the
respondent during the interview. The discussion group thought that no further questions or words needed to be changed, and no items needed to be removed or added. The
translated SRQ-20 was then used in the pilot study, psychometrically validated (Scholte
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et al., 2010-b), and used again in its exact same form in the longitudinal study over 2007
and 2008.
Instrument on social functioning
Standard instruments to assess function are often developed in Western countries and
contain culture bound questions that are difficult to adapt to other situations. For example in the SF-36, a widely used instrument for assessing social functioning, respondents
are asked about activities such as walking a block, pushing a vacuum cleaner, or playing
golf. Another constraint of the standard instruments is that none of these acknowledges
possible differences in the roles of men and women in low income countries (Bolton
& Tang, 2002). Therefore, to measure social functioning, we chose an instrument that
was designed and validated for use in Rwanda and Uganda (Bolton & Tang, 2002). This
instrument lists tasks and activities that adults in these particular cultures are expected
to perform, on a daily basis. There are separate lists for men and women. Respondents
are asked to rate how much difficulty they experience in completing these tasks. Using a
Likert scale (where respondents are asked to rate their answers) may be problematic for
illiterate people, therefore, illustrative drawings may help indicate the various degrees of
difficulty in performing a task.
During a discussion on these two lists within our group of future interviewers, the
instrument was adapted to the context of Byumba. The adequacy of the existing items
was valued, alternative items were free listed, and finally all items were ranked. This led
to significant changes. For example, it was decided that participating in folklore evenings
would be added as a common task for both men and women, as well as taking care of
cattle and participating in burial ceremonies for men and growing food for women. In
this way the group compiled and listed ten activities for men and ten for women. This
instrument was called the Byumba Social Functioning Questionnaire. Data from the
pilot study revealed that the instrument’s psychometric properties were acceptable. It
was then used in the exact same form in the actual study in 2007-2008.
Instrument on social capital
Social capital is a concept based on the idea that social networks provide a basis for
social cohesion and cooperation. It has been characterised as; ‘the glue that holds societies
together.’ Social capital may play a role in the incidence and prevalence of mental illness
(McKenzie, et al. 2002). There are many definitions of social capital. By general agreement it is divided into two components, ‘structural social capital’ and ‘cognitive social capital’. Structural social capital refers to the relationships, networks, and associations that
link members together. It can be split up in horizontal and vertical relationships, networks or associations. Horizontal relationships are those that exist among equals or near
equals, like between family, friends and work colleagues. Vertical relationships stem from
hierarchical or unequal relationships due to differences in power or resource base, e.g.
relationships between common citizens and local leaders, tax officials, or government
representatives. Cognitive social capital is the ‘driving force’ and it includes values, norms,
civic responsibility, expected reciprocity, charity, altruism, and trust. These two components can be respectively characterised as what people ‘do’ and what people ‘ feel’ in
terms of social relationships (Harpham et al., 2002).
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No consensus has yet been reached on how to measure social capital, therefore resulting in a large number of different tools available. The Social Capital Assessment Tool,
short adapted version (Short A-SCAT; Harpham et al., 2002) was chosen. This version
was further shortened and validated in the Young Lives research project (an international
study of childhood poverty, that includes quantitative measures of caregivers’ social
capital) (Tuan et al., 2005) (De Silva et al., 2007). This particular instrument was chosen because of its limited length and the presumed relevance of the various items for the
Byumba context. Questions of the Short A-SCAT ask about support received from groups
or individuals, whether and how people connect with their leaders, how they feel connected to others in their area, and how they get along. The questions can be categorised
in three sections; support, citizenship and cognitive social capital.
The Short A-SCAT has been extensively validated in two resource poor settings
(Vietnam and Peru) (Tuan et al., 2005). Due to time and financial constraints however,
the Rwandan version could not be validated in the same scrupulous way.
Four focus group discussions took place with, respectively;
– a group of six sociotherapy group facilitators: three men and three women, educated
and uneducated, rural and urban residents;
– a female group of widows and married women (educated and uneducated, rural and
urban);
– a group of teachers of primary and secondary school (women and men), and
– a group of local leaders and health care workers.
The groups started with free listing examples of good social connectedness, free listing
groups in the community available to actively participate in, and free listing individuals
that, in ideal circumstances, are available to provide support. The concept of community
was extensively discussed in order to find the right Kinyarwanda term for it. All social
capital questions referred to relationships within the respondents’ community, and not to
those outside. The concept of ‘community’ needed to be understood as a group of people
who share a space that is demarcated by administrative boundaries. The next step in the
discussion was the presentation of each Short A-SCAT question in Kinyarwanda to the
groups. The groups were asked whether the question was easy or difficult to answer. In
case the question was easy to answer, the groups were asked to explain what the question
meant to them, illustrating the response, when appropriate, with examples. In case the
question was difficult to answer, the facilitator asked the groups to explain why. Sub questions put to the groups were; ‘can you explain what you thought of when you heard this question? Which word made it difficult to give an answer? When you heard that word, what did you
think of?’ After the facilitator had explained the meaning of the question, as the developers
of the questionnaire had intended it to be, the groups were asked; ‘how should the question
be phrased in order to enable you to answer it more easily?’ Finally, the respondents were asked
whether they thought the Short A-SCAT questions covered the items they had free listed
together. Each group gave suggestions for replacing some Kinyarwanda words by others,
to rephrase a few questions and to clarify some of the questions by adding some examples.
In the analysis, the results of the four discussion groups were compared. It was found that
there was an overall agreement on the changes to be made in the Short A-SCAT in order
to capture what the intended meaning of the questionnaire items was, and to phrase the
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questions in such a way that that meaning would be understood by future respondents.
Some examples were: a change of the word ‘community’ to ‘area, neighbourhood or hill’; a
change of the word ‘majority’ to ‘many people’, because the term had been contaminated
during ethnic polarisation; in the question ‘are you an active member of any group?’ the word
‘active’ was discarded because it appeared to be too ambiguous and would probably bias
responders towards answering ‘yes’.
The ‘readapted’ Short A-SCAT was tested by interviewing two middle aged people, a
man and a woman, by asking them how well they understood each question, whether
in their opinion people they knew would understand them, and whether people would
be willing to answer the questions. They understood the questions and thought others
would as well. After (back) translation of this ‘readapted’ Short A-SCAT, each question
was considered separately and elaborately discussed within the discussion group of interviewers. As with the other instruments, the questions’ comprehensibility, acceptability,
relevance and the completeness of the set of items was addressed. Given the sensitivity of
issues like trust and connectedness within the specific context of post genocide Rwanda,
the acceptability of questions seemed to be of utter relevance here. However, the group of
interviewers did not think any of the questions were inappropriate.
The ‘readapted’ version of the Short A-SCAT was used in the pilot study. Analysis of
the collected data yielded outcomes that were unexpected and hard to interpret. The
experimental group (sociotherapy group participants) did not seem to significantly gain
social capital, whereas, surprisingly, the control group (with no intervention) did. One
possible explanation was that the instrument, in its current form, just did not work.
Interestingly, qualitative information pointed out that there was a significant rise in
social capital among sociotherapy group participants due to the intervention. Many stories of local leaders, group facilitators and participants drew a picture of growth in active
citizenship, solidarity and collaboration. For example, citizens increasingly participated
in communal programmes; exprisoners helped each other build houses; sociotherapy
groups continued meeting and formed income generating associations (Richters, 2010).
It was decided to try to raise the Short A-SCAT’s psychometric qualities after the pilot
study, by adding a few new items, aiming to better distinguish between different types
of giving and receiving support, and to provide more examples of citizenship. Also, the
yes/no options were changed to Likert scales, which allow for more differentiation in
responding (see Annex).
Another possible explanation for the confusing pilot study outcome was that it might
have been caused by nonvalid responses to questions on very sensitive issues. Our key
informants and discussion group were asked for their views. One of their comments was
that many levels and different kinds of trust exist. They gave the examples of people
trusting their neighbours with their children, which enabled them to go to the market
while leaving their child behind, but at the same time not being sure if these neighbours
take advantage of them by taking their land if they had the opportunity, or would if they
would be on their side if a new round of political aggression started. However, because of
time constraints, it was decided not to change the content of the cognitive social capital
questions.
During the actual study, a systematic cognitive validation of the ‘readapted’ Short
A-SCAT was performed, according to the method described by De Silva et al. (2006).
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In the end the researchers wanted to find out whether respondents appropriately interpreted the questions. For this purpose, respondents were interviewed with the aid of a
translator by two of the researchers (FV, WFS), immediately after they had been taken
through this version of the Short A-SCAT by one of our interviewers. Eighteen interviews
were conducted, two in each area visited, nine with men and nine with women. Each
person was asked probing questions about the Short A-SCAT, in order to provide examples illustrating their view, and finally to inform us if they thought others would feel free
to answer these questions, and answer them truthfully.
Our findings, in short, were as follows: when asked about support given or received,
people gave different responses to Western interviewers than to fellow Rwandans.
Apparently, being ‘white’ and considered a potential benefactor biased the interview.
Also, responders did not seem to differentiate between the various kinds of support mentioned in the questions (comforting, encouraging, economic support); in this very poor
region, all support seemed to be expressed in material forms. If no goods were received
or given, no comfort or encouragement was experienced or provided. We also discovered that the word ‘group’ was actually translated and thus understood by respondents as
‘association’, meaning people would only think of groups that carried out income generating activities. This was different from our intended meaning of the word ‘group’, which
could refer to any kind of group, such as a football team or a church choir. For citizenship and cognitive social capital there appeared to be no interpretation differences from
the intended meaning.

Conclusion
Applied research may contribute to programme design, implementation, monitoring and
evaluation (Bolton et al., 2009). This article describes in detail how qualitative information was collected and how these were used to inform three quantitative research instruments, and the results. The cognitive validation of the Short A-SCAT gave an indication
of how, in a complex sociocultural setting, seemingly straightforward and clear concepts
can be quite ambiguous and understood in a variety of ways. It showed that studying the
level of social capital in any population by use of a structured interview can be extremely
complicated, and requires the collection of extensive qualitative information beforehand.
Also, evaluation and monitoring at different intervals would be relevant. This study was
conducted in Rwanda, a country that, in many aspects, still can be characterised as a
post civil war area and therefore highly complex in terms of the Rwandan sociocultural
setting. Respondents may have been willing to open up and provide valid answers if they
were not asked about issues directly linked to social relations. Questions addressing the
build up of one’s social environment and one’s position in it may not have elicited a reliable picture of reality. Before entering the field, the authors had been told repeatedly
that people in Rwanda do not easily show their true face or speak explicitly on topics
in these domains. This study confirmed that. Therefore, whereas in general the picture
evoked in a quantitative study is already constrained by the structured way of interview29

ing and the use of closed questions and restricted response options, there were even
more constraints in Rwanda. The ongoing close and comradely collaboration with our
counterparts and interviewers, and our efforts to feed valid qualitative information into
our study at all stages, may have helped to overcome some of these constraints. Yet, it
is our impression that in a context so complex, the value of quantitative data is relative.
Our experiences underline that for any mental health or psychosocial study, a substantial
contribution from qualitative research is an unconditional requirement.
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Annex: Short A-SCAT, readapted version for Rwanda
Scholte &Verduin (2007), adapted from Tuan, Harpham et al. (2005)
1

Are you a member of any group?
1.Yes 2. No

2

In the last 12 months did you receive from the group(s) any help in comforting/ encouraging you?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often

3

In the last 12 months did you receive from the group(s) any help in improving your economic
situation?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often

4

In the last 12 months did you receive from the group(s) any help in knowing and doing things?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often

The following questions have nothing to do with any group.
5a

In the last 12 months did you receive any help or support from any one, in the sense of comforting
when something bad happened? (e.g.: losing a loved one)
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often
If no go to question 6a.

5b
If yes, from whom? You can tick more than one option.
	O	Family members
	O	Neighbours
	O	Friends
	O	Religious people
	O	Leaders
	O	Others
6a

In the last 12 months did you receive any help or support from any one, in the sense of encouraging
when something good happened? (e.g.: a wedding)
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often
If no go to question 7a.

6b
If yes, from whom? You can tick more than one option.
	O	Family members
	O	Neighbours
	O	Friends
	O	Religious people
	O	Leaders
	O	Others
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7a

In the last 12 months did you receive any help or support from any one, in the sense of improving
your economic situation?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often
If no go to question 8a.

7b
If yes, from whom? You can tick more than one option.
	O	Family members
	O	Neighbours
	O	Friends
	O	Religious people
	O	Leaders
	O	Others
8a

In the last 12 months did you receive any help or support from any one, in the sense of any help in
knowing and doing things?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often
If no go to question 9.

8b
If yes, from whom? You can tick more than one option.
	Family members
	Neighbours
	Friends
	Religious people
	Leaders
	Others
9

In the last 12 months have you joined together with other people of your area/ neighbourhood to
address a common problem/issue?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often

10

In the last 12 months have you talked with or informed leaders about problems in this area/
neighbourhood you live in?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often

11

In general, are many people in this area/neighbourhood satisfied with local leaders?
1. Not at all 2. A little 3. Most of the time 4. Completely
		
12 In the last 12 months have you joined others in choosing your local leaders?
1. Not at all 2. A little 3. Most of the time 4. Completely
13

In general do you join others in attending meetings called by local leaders?
1. Not at all 2. A little 3. Most of the time 4. Completely
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14

In general, can many people in this area/neighbourhood be trusted?
1. Not at all 2. A little 3. Most of the time 4. Completely

15

In general, do many people in this area/neighbourhood get along with each other?
1. Not at all 2. A little 3. Most of the time 4. Completely

16

Do you really feel part of this area/neighbourhood?
1. Not at all 2. A little 3. Most of the time 4. Completely

17

In general, do you feel safe in this area?
1. Not at all 2. A little 3. Most of the time 4. Completely

18

In your area/neighbourhood do people have a culture of visiting each other?
1. Not at all/ no one 2. Only few people 3. Most of the people 4. Everyone/All

19

Do you think that many people in your area/neighbourhood would try to take advantage of you if they
got the chance?
1. No one 2. Only few people 3. Many people 4. Everyone
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Abstract
This study evaluates the reliability and criterion validity of an instrument to measure social functioning in Rwanda. The instrument, the Byumba Social Functioning
Questionnaire (BSFQ), was locally composed in concordance with a well-described
method for culture-specific and sex-specific function assessment. Rwandan respondents
(n=393) in a northern province were assessed by use of the BSFQ and four scales of the
SF-36, the Medical Outcomes Study’s 36-item Short-Form (SF-36). These four scales
comprise 19 items covering domains of social functioning comparable to the BSFQ, and
show strong internal consistency. The 19-item instrument was named the SF-19, and
adapted for use in the local context.
We assessed the internal consistency of the BSFQ, and the association between the
BSFQ and the SF-19. The distribution of scores is presented in tables and graphs. The
BSFQ ‘s internal consistency is just acceptable for women but questionable for men, versus good to excellent values for the SF-19. BSFQ total scores show a strong floor effect,
thereby proving incapable of showing variation at the bottom of the scale. The SF-19
shows more variation in total score distribution. The BSFQ does not perform as well
as we expected, and appears not to be suitable for measuring social functioning in the
study context. This outcome seems to have been determined by the used conceptualization of social functioning as much as by validity issues.
Keywords: social, function, assessment, validity, Rwanda
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Introduction
In Rwanda, social cohesion was severely damaged through the genocide in 1994. From
2006 onwards, a community-based psycho-social intervention program is being conducted in Byumba, northern Rwanda. It makes use of a therapeutic group approach
called sociotherapy (Richters, Dekker, & Scholte, 2008; Scholte et al., 2011; Verduin,
Scholte, Rutayisire, & Richters, 2010). As the intervention primarily aims at social bonding, it may be expected that it also impacts on social functioning. This study addresses
the validity of an instrument to measure social functioning as defined by members of the
local population. The instrument was composed in concordance with a well-described
method for culture specific and sex-specific function assessment.
To date, no standardized, widely accepted definition of social functioning exists
(Hirschfeld, 2000).The combination of the words ‘social’ and ‘functioning’ suggests
it refers to social role behaviours related to individual desired or preferred social positions (Blakely & Dziadosz, 2007). Social scientists like Boehm and Bartlett (Bartlett,
1970; Boehm, 1958), who have constantly paid significant contributions to social work
throughout the history of the profession, stated that social functioning is defined as normative behaviour in social situations. A very practical definition was provided by Paykel
(1999), who described it as ‘an individual’s ability to function within their usual environment’. Diagnostic instruments generally include the following domains of social functioning: occupation, household rule, marital functioning, parental role, family/kinship
role, social role, leisure/general interest and self-care. (Wiersma, 1996, Hirshfeld et al,
2000).
Social norms and role behaviours vary among groups and cultures, and an instrument to
assess social functioning needs to have validity for the chosen population. In this regard,
many existing instruments cause major problems; e.g. instruments developed in western
countries contain too many culture bound questions that are difficult to adapt to other
situations, and do not acknowledge the major differences in the roles of men and women
that still predominate in most low-income countries (Bolton & Tang, 2002).
While seeking to avoid these problems, Bolton & Tang aimed to develop ‘a method for
cross-cultural and sex-specific function assessment’ suitable for use within any population. They realized that highly trained clinical personnel familiar with the local culture
is not often available (Ertl et al., 2010). By taking an interactive construction approach
(Bullinger, Anderson, Cella, & Aaronson, 1993) , they created a new method that was
applicable with limited resources. This method makes use of a template serving to list
tasks and activities that adult persons in the particular culture are expected to perform
regularly. There are separate lists for men and women. Respondents are asked to rate
how much difficulty they experience in completing these tasks (see Appendix 1). Bolton
& Tang applied this method to design a function assessment tool for use in a setting in
southern Rwanda. For validation purposes they established the instrument’s internal reliability, the test-retest reliability and the accuracy of self-assessment by using the instrument.
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Given its culture-sensitivity and the fact that the original validation process had taken
place in Rwanda, it seemed logical to adapt Bolton & Tang’s function assessment tool
for the purpose of our study in northern Rwanda. We developed an adapted version
locally in concordance with their approach, and called it the Byumba Social Functioning
Questionnaire (BSFQ). In line with the original instrument, the domains of social functioning quested through the BSFQ were; 1) to care for oneself, 2) to care for family and
3) to care for the community, respectively.
We aimed to test the reliability and the criterion validity of the BSFQ. Testing the instrument’s criterion validity would constitute an addition to the type of validity testing by
Bolton & Tang. Usually this would be done by comparing the instrument locally against
another measure or indicator of known accuracy, but no such instrument exists for the
Rwandan context. We validated the BSFQ by use of the Medical Outcomes Study’s
36-item Short-Form (SF-36). The SF-36 is a multi-purpose, short-form instrument which
contains thirty-six questions. It is a generic measure of health status as opposed to one
that targets a specific age, disease or treatment group. It was constructed to provide a
basis for comparisons about population health in terms of functional health and wellbeing (Ware & Gandek, 1998). It has been widely used all over the world (Hoopman et
al., 2009; Ware & Gandek, 1998), not only in western contexts, but also in low-income
countries (Cross, Edwards, Nyeko & Edwards-Jones, 2009; Fan, et al, 2011; Maharaj &
Chetty, 2011). The SF-36 has been translated for use in over 50 countries and its results
have been reported in over 4,000 publications. Studies to date have yielded content, concurrent, criterion, construct, and predictive evidence of validity (Ware Jr., 2000) in many
varied populations, which is suggestive for the instrument’s validity in Rwanda as well.
The SF-36 yields an eight-scale profile of scores. We used four of the eight scales of the
SF-36, carefully selecting the scales which address social functioning and daily activities
involved (Ware & Sherbourne, 1992), and cover the same domains as the BSFQ does.
Baseline measurements for this study took place in October 2007. Approval was gained
from the Medical Ethics Committee of the Academic Medical Center in Amsterdam. Trial
Registration: Nederlands Trial Register NTR1120.

Local context
Rwanda is one of the most densely populated countries of the world. Every hill is dotted with dozens of family housing compounds or enclosures. Three ethnic groups, the
Tutsi (15 %), the Hutu (85%) and the Twa (only 1%), live side by side on the same hilly
slopes, for better or for worse (Prunier, 1995). All groups speak a single Bantu language,
Kinyarwanda. Land is scarce and many areas of the countryside are overexploited. Many
disputes that need to be solved by local leaders are about division of land. Despite the
decrease of pasture land, cattle remain important both economically and as a sign of status. Rwanda has undergone an intensive process of missionization; mainly Catholic and
Protestant churches have gained sizable followings and influence (Taylor, 1992).
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In colonial times, the Tutsi were priviliged, and dominated the other two ethnic groups.
During a Hutu rebellion from 1956 to 1959, 100,000 people were killed. Tutsi refugees
in Uganda formed their own party, the Rwandan Patriotic Front (RPF). From 1990, an
armed wing of the RPF attacked the country, which started off a civil war. A ceasefire in
1993 seemed to end the hostilities, but during a genocidal period in 1994 radical Hutu
killed 800,000 Tutsi and moderate Hutu. Subsequently, the RPF defeated the Hutu militias and took over control. Fast changes take place in society now; French-speaking former colonial relations are left behind in favour of links with English speaking East-Africa.
The intervention area Byumba is located in the north of Rwanda, bordering Uganda.
The region suffered heavily from the war that resulted from RPF attacks (1990-1994)
and the genocide (1994). Community life is largely dominated by the Anglican Church
in Rwanda (Eglise Anglicane du Rwanda- EAR), the Diocese of Byumba. Under the new
administrative scheme of Rwanda the northern Province covers five districts, forty sectors and hundreds of cells and thousands of villages (Imidugudu), the latter being the
smallest administrative unit in Rwanda. Up to hundred and fifty households on average
form a village; each village is headed by a village leader. Ten to twelve of these villages
form a cell, and each cell also has a leader. Five to six of these cells form a sector headed
by an executive secretary.

Methods
In this section, we describe the process followed to locally design and validate our
instrument on social functioning.

Instruments
The Byumba Social Functioning Questionnaire (BSFQ)
Our methodology started with focus group discussions on the existing list of Bolton &
Tang for Rwanda, and proceeded with free listing of items to be added to the existing
list. Finally, all items were ranked. This resulted in ten items for men and ten for women
to form our questionnaire.
The respective lists of tasks for men and women as composed during the study of
Bolton & Tang (Bolton & Tang, 2002, Table 1.) were extensively discussed during
focus group meetings among eight persons who had applied to later become the intervention program’s interviewers. This group comprised an equal number of men and
women. Most of them grew up in rural and remote areas in Rwanda’s northern province, which, although they had been further educated since, made them suitable to
judge each task listed. They still lived in the town of Byumba and were in regular contact
with their homes in the rural areas. The group members were asked to judge whether
the listed tasks were relevant locally, and which tasks needed to be added. Alternative
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items were then listed, added to the existing list, and finally all items were ranked. The
upper ten items were chosen for women and men, respectively. It was decided that participating in folkloric evenings would be included as a common task for both men and
women. Taking care of cattle and participating in burial ceremonies were added for men
and growing food was added for women. Obviously some of the activities appeared in
both lists, such as dressing oneself or bathing. Like in the original function assessment
template (Appendix 1), these lists were completed by adding an elective task category
(‘other’), to provide a check on the results of the listing. The language used for the lists
was Kinyarwanda, the local language. Together, the lists formed the new instrument, the
BSFQ (Appendix 2) .
The leading question for each item would be ‘Do you have difficulty completing the
following activity?’. For each activity listed, respondents would be asked to indicate how
much difficulty they experienced in completing the activity. Response categories would
be read out loud to the respondent. To illustrate the meaning of each response category,
interviewers could make use of a card with a series of drawings similar to the one used
by Bolton and Tang; this non-verbal response card shows five drawings of a person carrying an increasingly heavy weight (Bolton & Tang, 2002, Fig. 2.).
The original template included a section on causes for difficulty on each task (Bolton &
Tang, 2002). As the sole purpose of this section was to determine whether the difficulty
in functioning was health-related or due to economic limitations, it was decided to simplify the template and handle this issue differently in the present study. The section in
question was left out and interviewers were trained to always probe what the cause of the
difficulty was whenever respondents would report one. If the nature of the cause would
appear to be economic, the interviewer would ask whether the difficulty would persist
if this economic limitation would be removed. For example, such a question could be:
‘If you would have soap, would you still have difficulty washing yourself?’. If the answer
would be negative, this would be interpreted as ‘no difficulty’ and the interviewer would
tick ‘none’. For the cause of validity of the responses, the concept of health was extensively discussed with the interviewers first. The Kinyarwandan word for health appeared
to cover the general notion of physical and psychological well-being. Lastly, ‘not applicable’ was added as a response option in the questionnaire. For example, this would apply
if a respondent had no tasks in taking care of children or no cattle to take care of.
From SF-36 to SF-19
The SF-36 Health Survey represents multi-dimensional health concepts and measurement of the full range of health states (during the previous 4 weeks), including levels of
well-being and personal evaluations of health. The instrument is suitable for self-administration or administration by a trained interviewer. It has eight scales formulated as
statements or questions. There is one version, to be applied for both sexes. A score from
0 to 100 is calculated for each scale, with higher scores indicating a better Health-Related
Quality of Life (HRQOL) (McHorney, Ware, Lu, & Sherbourne, 1994; Ware, 1988).
The SF-36 items and scales were constructed using the Likert method of summated ratings. Analysis and interpretation of the resulting linear scales assumes that item scores,
on average, are linearly related to the underlying health concept being measured (Hays,
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Sherbourne, & Mazel, 1993; Ware & Sherbourne, 1992). The median reliability coefficient for each of the eight scales was equal or greater than .80, except for the social functioning scale (SF), which had a median reliability of .76 (McHorney, Ware, & Raczek,
1993). Relative to the longer measures the scales of SF-36 were constructed to reproduce,
they have been shown to achieve 80-90% of their empirical validity.
As we aimed to measure the same construct (social functioning) in both instruments, we
needed to select items from the SF-36 that matched with the BSFQ. We identified four
of the eight scales of the SF-36 that showed qualitative similarity, comprising five questions with 19 items in total. The items in the four selected scales are most comparable
to the tasks listed in the BSFQ, addressing health related limitations, being physical or
emotional, in daily activities, work and social activities. See Appendix 3. The four scales
have shown reliability estimates (Cronbach’s alphas) ranging from .83 to .93 (McHorney,
Ware, Lu, & Sherbourne, 1994). In view of the number of items we refer to this newly
created instrument as the SF-19. The four scales selected for the SF-19 are:
– Physical functioning (question 3 in the SF-36, question 1 in the SF-19, with ten
items): health-related limitations on daily activities such as bathing, getting dressed
and lifting shopping bags.
– Physical role functioning (question 4 in SF-36, question 2 in the SF-19, with four
items): problems with work and other daily activities due to physical health problems.
– Emotional role functioning (question 5 in the SF-36, question 3 in the SF-19, with
three items): problems with work and other daily activities due to emotional problems.
– Social functioning (questions 6 and 10 in the SF-36, questions 4 and 5 in the SF-19,
with one item each): limitations on social activities such as visiting friends and relatives due to physical health or emotional problems.
The selected questions were (back-)translated to Kinyarwanda (Verduin, Scholte,
Rutayisire, & Richters, 2010). Like in the IQOLA project (International Quality of Life
Assessment) (Wagner et al., 1998), the most difficult items to translate and re-word in
a context-sensitive way proved to be ‘Physical Functioning’ items which refer to activities like vacuum cleaning, playing golf or bowling and walking a block or a mile. These
items were discussed with two key informants; one was a highly ranked local leader at
the Diocese of the Episcopal church, who was not involved in the research; the other
one (ThR, one of the authors) was born and raised in rural Rwanda, and is fluent in
Kinyarwanda and English. The activities mentioned were changed to activities with
higher local relevance, such as sweeping and fetching water (item 1b). Climbing flights
of stairs was changed to climbing a hill or a terrace (items 1d and 1e). Walking blocks or
miles was changed to walking average distances related to villages or settlements (items
1g, 1h and 1i).

Interviews
The longitudinal intervention study prompting the present study followed a quasi-experimental design (Scholte et al., 2011; Verduin, Scholte, Rutayisire, & Richters, 2010). A
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total of 486 respondents were questioned by eight trained Rwandan interviewers. All
interviews were taken in Kinyarwanda. Preceding each interview, informed consent was
obtained by use of an explanatory text, which because of the high illiteracy rate was
read aloud. A structured interview form was used, composed of several questionnaires
amongst which the BSFQ and the SF-19. The BSFQ was administered after a screener
for mental health (the SRQ-20) and the SF-19 was administered right after that. Both the
BSFQ and the SF-19 took about 5 minutes to administer.

Analysis
The BSFQ response categories were given a 0 to 4 Likert scale: 0 for ‘No degree of difficulty’ and 4 for ‘Often can’t do’. The total score of the BSFQ was the simple sum score of
the ten responses.
Before analysis, all scales of the SF-19 were recoded following the instructions by
Ware (Hays, Sherbourne, & Mazel, 1993; Ware, 1988). Each raw score was transformed
to fit a 0-100 scale by using a standard formula, with the higher scores representing better functioning. Data were used of all respondents of the longitudinal intervention study
mentioned above, except those who had indicated that one or more tasks of the BSFQ
were not applicable (n=393). There was much variation in items that were indicated
as non-applicable; men indicated ‘Advising the family’ most often; for women this was
’Caring for children’. The sample was stratified for gender, because the BSFQ was different for men and women. Internal consistencies of the BSFQ and the SF-19 were assessed
by calculating Cronbach’s alphas and conducting item analyses. The association between
both instruments was established by calculating Spearman’s Rho. The relation between
the BSFQ and the SF-19 is presented through a scatter plot of total scores on both instruments, to provide information on floor and ceiling effects. As the category ‘other’ in the
BSFQ yielded very few additional tasks, these were not included in the analysis.

Results
The final study sample comprises 181 men and 212 women. Table 1 shows their sociodemographic characteristics. More than 50% were married farmers without formal education.
For the BSFQ, a higher total score indicates more difficulties in performing tasks. The
highest possible total BSFQ score is 40, meaning a person has major difficulties in performing all ten tasks. In our sample, maximum total BSFQ scores were 16 for men and
26 for women. Thirty-nine percent of the sample (153/393) scored zero, indicating no
difficulties at all. Women scored slightly higher in general.
For the SF-19, a higher total score indicates better functioning. The highest possible
SF-19 total score is 400, meaning a person has no difficulty in performing any task. In
our sample, the lowest SF-19 total score was 30, the highest 400.
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When focusing on the best functioning subgroup of the sample, 73% (n=289) had
BSFQ total scores ranging from 0 to 4, versus 42% (n=164) with SF-19 total scores ranging from 300 to 400. See table 2.

Reliability
The internal consistency of the BSFQ is acceptable for women (Cronbach’s alpha .75)
and questionable for men (Cronbach’s alpha .64). The internal consistency of the SF-19
is good (Cronbach’s alpha .90). When calculated for men and women separately, the
SF-19’s Cronbach’s alpha is .90 for women and .88 for men. Cronbach’s alphas are not
substantially increased by the removal of any item in either of the instruments.

Association between the two instruments
There is a small linear association between the two instruments. Spearman’s rho is -.426,
for men (p<0.001) and -.512 for women (p<0.001). To examine the association between
the two instruments further, total scores of the BSFQ and the SF-19 were plotted against
each other (see Figure 1). For respondents scoring zero on the BSFQ, SF-19 total scores
range between 72.5 and 400 (see Figure 2). Both Figure 1 and 2 represent scores of
women only; the figures for men look similar.

Score distribution of SF-19
When analysing scores for all SF-19 questions separately, especially scores for questions
2, 3, 4 and 5 show a wider range. Table 3 shows scores for each SF-19 question of all
respondents with a BSFQ total score of 0 (n=153). For the SF-19 questions 2, 4 and 5,
over 40 % of this sub-sample indicate a negative impact of health problems on activities,
ranging from ‘slight’ and ‘a little of the time’ to ‘extreme’ and ‘all of the time’ .

Discussion
This study evaluates the reliability and criterion validity of an instrument (BSFQ) for
culture specific assessment of social functioning. The development of the BSFQ at our
study site in Rwanda followed an approach as described by Bolton & Tang (2002). On
the basis of their findings it was plausible to expect sufficient reliability and validity of
the instrument. We compared the BSFQ with another instrument (the SF-19), which was
composed of relevant scales of the SF-36. Although proof is also lacking for the SF-36’s
validity for use in Rwanda, its proven validity in over fifty other contexts is sufficiently
suggestive for it. The present study shows that the four selected scales of the SF-36 also
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have strong internal consistency. The BSFQ shows disappointing properties, which
seems to be caused by both validity issues and the used conceptualization of social functioning.
The BSFQ’s internal consistency is just acceptable for women but questionable for men,
versus good to excellent values for the SF-19. It should be noted, however, that the
SF-19’s internal consistency may be inflated by its smaller number of response options.
BSFQ total scores show a strong floor effect, thereby proving incapable of showing variation at the bottom of the scale. The SF-19 shows more variation in total score distribution, even though it consists of seven questions with only yes/no response options.
The latter two findings may have various possible causes. It may relate to the activities
the respective instruments address, the way items are worded, and the instruments’
respective places in the order of questionnaires administered during the present study.
The range of human activities addressed when using the term social functioning as
defined for this study, encompasses two domains: caring activities for oneself or others and activities to take part in community life. The latter is commonly referred to as
‘social participation’. Both instruments may differ in the weight put on either of these
two domains. Out of the ten activities addressed by the BSFQ version for men, six (1-4,
6 and 10) refer to caring, and four (5, 7-9) to social participation. For the BSFQ version
for women, this is seven (1-6, 10) versus three (7-9). The SF-19 may work differently. Five
(c-e, g-i) out of the ten activities addressed in question 1 may refer to either domain. The
same applies to the way questions 2 and 3 are phrased, while questions 4 and 5 unambiguously refer to social participation. Thus, while the BSFQ seems to put more weight to
the ability to perform caring tasks than to participation in communal life, the SF-19 may
work the opposite way.
In addition, the atmosphere of distrust and social fragmentation still prevailing in
post-genocide Rwanda adds to the relevance of social participation as a domain to be
addressed when measuring social functioning. Specifically for this reason, the wider
range of responses yielded by the SF-19 may be related to its greater focus on social participation than the BSFQ. The fact that question 3 (focusing on emotional problems) of
the SF-19 contributes less to the variety in responses than question 2 (focusing on physical health), may relate to the fact that in this culture emotional problems are more readily expressed through physical complaints. This applies especially to men, who tend to
deny emotional problems completely (Scholte et al., 2011).
Another factor of relevance may be formed by the specificity of activities addressed by
the BSFQ; activities mentioned may be too specific to capture social functioning in general. Listing a selected group of activities means leaving other activities unmentioned.
Although the focus group discussions serving the instrument’s development were extensive, tasks may have been left out which are relevant for younger adults or unmarried individuals, or may have been added while irrelevant to them. Likewise, activities included
as an item of the instrument, such as participating in a burial ceremony or a folkloric evening, may not apply for these groups. Also, the BSFQ items addressing social participation
may have been too specific. In a context of distrust these items may have caused respondents to be restrained and to respond in a way they thought would be desirable.
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In total, eighty men and sixty-one women mentioned one or more tasks as not applicable to them. For men, the most non-applicable item (n=37) was ‘advising the family’;
for women this was ‘taking care of children’ (n=34). Eight and seven other items were
only incidentally considered non-applicable by male and female respondents, respectively.
The activities mentioned in the original SF-36 constitute culture-bound items which
may be difficult to interpret across populations living in contexts with varying physical
requirements (Bolton & Tang, 2002). Although this is obviously the case for a Rwandan
population, the problem could be pre-empted sufficiently by adapting items to the local
context whenever needed, as described in the Methods section of this manuscript.
In the BSFQ, the wording of the leading question may have complicated the differentiation between health and economic reasons as the cause of difficulties in performing
tasks. We experienced that this remained problematic, even while interviewers were
trained to only record a difficulty if respondents indicated causes related to physical,
mental or emotional problems. In the wording of the SF-19 items, physical and emotional
problems are explicitely mentioned. In future studies it might be helpful to rephrase the
leading question of the BSFQ, mentioning health reasons for each difficulty.
In the order of questionnaires within the complete interview administered during
our overall study, the place of the two questionnaires on social functioning may have
impacted the responses. The SF-19 was taken right after the BSFQ. While responding to
the BSFQ, respondents may have been sensitized to focus on their limitations in functioning. When their limitations were then further questioned through the SF-19, the
validity of responses to the SF-19 may have increased.

Conclusion
The BSFQ was developed in concordance with a well-described and convincing method,
by use of an interactive construction approach, and it is a culture and sex-specific instrument. However, it did not perform as well as we expected, and it appeared not to be suitable to measure social functioning in the study context. It may measure limitations in
practical activities of daily living rather than in social participation. Although possible
differences in the roles of men and women in low-income countries are not acknowledged in the SF-19, the wording of its items prove to be appropriate for both sexes. This
study therefore suggests that re-wording the SF-19 items whenever needed seems to sufficiently compensate for its possible cultural inadequacy.
The approach described by Bolton & Tang has already been used in other cultures
and settings (Ertl et al, 2010; Murray et al., 2006), and more such studies might follow. Therefore, our findings urge replication of our study. Similar outcomes would have
implications for future use of the approach in question. In any context it should first be
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decided if indeed, consequent on the method, one wants to assess functioning by inquiring three kinds of tasks in particular, notably: tasks that men/women must do regularly
to care for themselves, for their family, and for their community, respectively. If another
conceptualization of social functioning would be preferred, the approach does not apply.
If this one is actually decided on, one might be better off using a standard instrument
like the SF-19. If, however, the template in question is used, it seems that validity of the
resulting instrument needs to be tested in every new context, criterion validity included.
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Table 1

Sociodemographic Characteristics of All Respondents (n=393)

Sociodemographics
Age (yrs, mean)
Marital status (n, %)
Orphan (≤21 yrs)
Single
Married
Divorced
Widowed
Level of education (n, %)
No education
Primary
Secondary or more
Occupation (n, %)
Farmer
Scholar/student
Other
Socio-economic status (n, %)
Marginal
Poor
Sufficient

Table 2

Men (n=181)

Women (n=212)

17-79

(38.5)

16-81

(36.1)

3
44
123
3
8

(1.7%)
(24.3%)
(68.0%)
(1.7%)
(4.4%)

6
32
113
17
44

(2.8%)
(15.1%)
(53.3%)
(8.0%)
(20.8%)

82 (45.3%)
79 (43.6%)
20 (11.1%)

111 (52.4%)
81 (38.2%)
20 (9.4%)

135 (74.6%)
6 (3.3%)
40 (22.1%)

195 (92.0%)
5 (2.4%)
12 (5.6%)

11 (6.1%)
127 (70.2%)
43 (23.8%)

26 (12.3%)
150 (70.8%)
36 (17.0%)

Distribution of Total Scores on BSFQ and SF-19 across All Respondents

Instrument

Men (n=181)

Women (n=212)

BSFQ total score
(Low score = good social functioning)
0
1-2
3-4
>4

Mean score: 2.6
SE 0.25
74 (40.9 %)
38 (21.0%)
29 (16.0%)
40 (22.1%)

Mean score: 3.4
SE 0.31
79 (37.3%)
43 (20.2%)
26 (12.3%)
64 (30.2%)

SF-19 total score
(High score = good social functioning)
0-99
100-199
200-299
300-400

Mean score: 300.4
SE 6.9
6 (3.3%)
27 (14.9%)
48 (26.5%)
100 (55.3%)

Mean score: 229.6
SE 7.5
33 (15.5%)
61 (28.8%)
54 (25.5%)
64 (30.2%)
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Figure 1

Scatter Plot of BSFQ and SF-19 Total Scores of All Female Respondents (n=212)
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Frequency of SF-19 Total Scores of Female Respondents scoring 0 on BSFQ (n=79)
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Table 3

SF-19 Scores (n, %) of All Respondents Scoring 0 on BSFQ (n=153)

Questions

Q 1a
Q 1b
Q 1c
Q 1d
Q 1e
Q 1f
Q 1g
Q 1h
Q 1i
Q 1j

Possible responses
not limited at all
95 (62.1%)
142 (92.8%)
122 (79.7%)
117 (76.5%)
131 (85.6%)
119 (77.8%)
143 (93.5%)
114 (74.5%)
146 (95.4%)
152 (99.3%)

limited a little
37 (24.2%)
9 (5.9%)
25 (16.3%)
25 (16.3%)
17 (11.1%)
28 (18.3%)
10 (6.5%)
26 (17.0%)
6 (3.9%)
1 (0.7%)

Q 2a
Q 2b
Q 2c
Q 2d

No
93 (60.8%)
77 (50.3%)
87 (56.9%)
86 (56.2%)

Yes
60 (39.2%)
76 (49.7%)
66 43.1%)
67 (43.8%)

Q 3a
Q 3b
Q 3c

123 (80.4%)
119 (77.8%)
120 (78.4%)

30 (19.6%)
34 (22.2%)
33 (21.6%)

Q4

not at all
90 (58.8%)

slightly
40 (26.1%)

Q5

all the time
3 (2.0%)
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limited a lot
21 (13.7%)
2 (1.3%)
6 (3.9%)
11 (7.2%)
5 (3.3%)
6 (3.9%)
0
(0%)
13 (8.5%)
1 (0.7%)
0
(0%)

moderately
17 (11.1%)

quite a bit
4 (2.6%)

extreme
2 (1.3%)

most of the time some of the time a little of the time none of the time
6 (3.9%)
17 (11.1%)
36 (23.5%)
91 (59.5%)

Appendix 1
Function assessment template (Bolton & Tang, 2002)
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Appendix 2
BSFQ
Byumba Social Functioning Questionnaire
Do you have difficulty completing the following activity?
Task / Activity

Men

Degree of difficulty completing task or activity
None Little Moderate A lot Often can’t do Not applicable

1 	Wash self
2 	Earn money
3 	Advise the family
4 Manual labor
5 	Socialize
6 	Dress self
7 	Attend meetings
8 	Participate in burial ceremonies
9 	Participate in folkloric evening
10 	Take care of cattle
11 	Other (Which?)

Do you have difficulty completing the following activity?
Task / Activity

Women

Degree of difficulty completing task or activity
None Little Moderate A lot Often can’t do Not applicable

1	Wash self
2 	Care for children
3 	Cook
4 	Wash clothes
5 	Clean house
6 	Dress self
7 	Attend meetings
8 	Socialize
9 	Participate in folkloric evening
10 	Growing food
11 	Other (Which?)
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Appendix 3
SF-19
1 The following questions are about activities you might do during a typical day. Does your health
now limit you in these activities? If so, how much?
Activity

a 	Vigorous activities, such as lifting heavy objects, participating in
strenuous work, like ploughing
b Moderate activities, such as sweeping, fetching water, cooking
(women) or milking a cow, building a fence, sharpening a machete,
cutting firewood (men)
c 	Lifting or carrying groceries
d 	Climbing a hill
e 	Climbing a terrace
f Bending or kneeling
g 	Walking more than an average distance
h 	Walking to several villages/settlements
i 	Walking within one village/settlement
j Bathing or dressing yourself

Yes
limited
a lot
1

Yes
limited
a little
2

Not
limited
at all
3

1

2

3

1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3

2 During the past 4 weeks, have you had any of the following problems with your work or other
regular daily activities as a result of your physical health?
Problem
a	Cut down on the amount of time you spent on work or other activities
b	Accomplished less than you would like
c	Were limited in the kind of work or other activities
d 	Had difficulty performing the work or other activities (for example it took
extra effort)

NO
0
0
0
0

YES
1
1
1
1
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3 During the past 4 weeks have you had any of the following problems with your work or other
regular daily activities as a result of any emotional problems (such as feeling depressed or
anxious)?
Problem
a 	Cut down on the amount of time you spent on work or other activities
b 	Accomplished less than you would like
c 	Didn’t do work or other activities as carefully as usual

NO
0
0
0

YES
1
1
1

4 During the past 4 weeks, to what extent have your physical health or emotional problems
interfered with your normal social activities with family, fiends, neighbours or groups?
Not at all
Slightly
Moderately
Quite a bit
Extremely

1
2
3
4
5

5 During the past 4 weeks, how much of the time have your physical health or emotional problems interfered with your social activities, like visiting friends, relatives etc.
All the time
Most of the time
Some of the time
A little of the time
None of the time
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1
2
3
4
5
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Abstract
Background: This study took place to enable the measurement of the effects on mental
health of a psychosocial intervention in Rwanda. It aimed to establish the capacities of
the Self-Reporting Questionnaire (SRQ-20) to screen for mental disorder and to assess
symptom change over time in a Rwandan community setting. Methods: The SRQ-20 was
translated into Kinyarwanda in a process of forward and back-translation. SRQ-20 data
were collected in a Rwandan setting on 418 respondents; a random subsample of 230
respondents was assessed a second time with a three month time interval. Internal reliability was tested using Cronbach’s alpha. The optimal cut-off point was determined by
calculating Receiver Operating Curves, using semi-structured clinical interviews as standard in a random subsample of 99 respondents. Subsequently, predictive value, likelihood ratio, and interrater agreement were calculated. The factor structure of the SRQ-20
was determined through exploratory factor analysis. Factorial invariance over time was
tested in a multigroup confirmatory factor analysis. Results: The reliability of the SRQ20 in women (a=0.85) and men (a=0.81) could be considered good. The instrument
performed moderately well in detecting common mental disorders, with an area under
the curve (AUC) of 0.76 for women and 0.74 for men. Cut-off scores were different for
women (10) and men (8). Factor analysis yielded five factors, explaining 38% of the total
variance. The factor structure proved to be time invariant. Conclusions: The SRQ-20 can
be used as a screener to detect mental disorder in a Rwandan community setting, but
cut-off scores need to be adjusted for women and men separately. The instrument also
shows longitudinal factorial invariance, which is an important prerequisite for assessing
changes in symptom severity. This is a significant finding as in non-western post-conflict
settings the relevance of diagnostic categories is questionable. The use of the SRQ-20 can
be considered an alternative option for measuring the effect of a psychosocial intervention on mental health.

Background
A psychosocial intervention in Rwanda
The country of Rwanda experienced extreme violence during a genocidal three months
period starting in April 1994. Over the preceding years, the country’s northern Gicumbi
district had already been confronted with repeated acts of violence stemming from the
same ethnic conflict. Although sixteen years have passed since, many inhabitants still
suffer from the emotional sequelae.
Since early 2006 a psychosocial community intervention is carried out in the
Northern Province in Rwanda, in and around a small city called Byumba. It is a therapeutic group intervention (sociotherapy) aiming at social bonding and mental health
recovery.1-3 No diagnostic criteria for participation have been defined, and the intervention is open to any adult (≥16 years) wanting to participate. Community members can
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also personally be invited when considered psychosocial problem cases by local sociotherapy group facilitators. Under the lead of these facilitators, sociotherapy groups meet
weekly during a period of fifteen weeks. Every four months a new series of groups start.
Groups contain adult participants of both sexes with a wide age distribution.

Measurement of mental health in a post-conflict setting
When contemplating our choice for an instrument to measure the intervention’s effect
on mental health, we were aware of the questionnable relevance of diagnostic categories
as defined by DSM-IV 4 or ICD-10 5 in a population recently affected by systematic violence.6-8 The high prevalence estimates of specific mental health problems usually established in such populations may reflect normal responses to severe environmental stress
instead of disorders.9, 10 Additionally, the intervention studied does not focus on subjects suffering from any specific disorder. Instead, local community leaders’ lay criteria
for being a psychosocial problem case determine who will be beneficiaries of the intervention. Therefore, we chose to use a general case finding instrument rather than one or
more instruments indicative of specific diagnoses. For this purpose we selected the SelfReporting Questionnaire (SQR-20).11, 12

Validity of instrument translation
As the SRQ-20 had never been used in Rwanda before, we needed to translate the instrument into the country’s local language, Kinyarwanda, and to establish its validity and
optimal cut-off point. English-language research instruments must be carefully adapted
and translated before use in another culture. Different terminologies exist to classify criteria such adaptations must meet.13 Manson14 discusses adaptation of instrument items
in terms of comprehensibility (meaning of item is evident), acceptability (item is not
offensive), relevance (item relates to the underlying construct) and completeness (item
fully covers equivalents between cultures). When connecting these terms to the forms
of equivalence between original and translated instruments as mentioned earlier by
Flaherty et al.,15 comprehensibility relates to semantic equivalence, acceptability to technical equivalence, relevance to content equivalence, and completeness to semantic, criterion or conceptual equivalence.13

Longitudinal validity
We did not only use the SRQ-20 for its original purpose, i.e. case detection, but also to
assess changes in scores over time. To our knowledge such use of the instrument has
only been described once,16 but no data were provided about its longitudinal validity.
We had to establish the instrument’s capacity to meet additional psychometric criteria
regarding its factorial solution. Changes in the score of a symptom checklist preferably
reflect changes in the severity of the (possible) disorder. However, changes in test score
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may also reflect a reappraisal of the items, i.e. a reappraisal of the symptoms or a reappraisal of their impact. This makes changes in mean scores difficult to interpret. If the
factorial solution of the instrument is stable over time, the latter sort of change can be
ruled out since item loadings are affected by a reappraisal of the items.17 Consequently,
factorial invariance of the SRQ-20 is a prerequisite for assessing changes in symptom
severity.

Study objectives
The aim of this study was multiple. First we assessed the SRQ-20’s capacity to screen for
mental disorder in a Rwandan community setting. Next, we evaluated the psychometric
properties of the instrument. Finally, we tested the stability of the factorial solution over
time.

Methods
Study site and population
The sample for this study includes a mixture of beneficiaries of the intervention and their
relatives, friends or close collaborators as well as individuals who were randomly selected
in a nearby region not reached by the intervention.

Instrument
The SQR-20 could be expected to show reliability and validity for case detection in the
Rwandan context. The instrument is a twenty items subset of the SRQ developed by the
World Health Organization for screening the presence of mental disorder in patients contacting primary health care settings.11, 18 The complete SRQ consists of twenty-five questions, which have to be answered by ‘yes’ or ‘no’. Of these twenty-five questions, twenty
are related to neurotic symptoms, four to psychotic symptoms and one to convulsions.
The SRQ-20 consists of the neurotic items only. These reflect depressive symptoms,
anxiety, and psychosomatic complaints and have been found to detect probable cases of
common mental disorder with reasonable accuracy.18
The instrument met several criteria for use in this study, which was carried out by
interviewers with limited training, within a limited period of time, among a large number of respondents, most of whom were illiterate. It is a self-report questionnaire; for illiterate respondents the questions may be read aloud by interviewers. Its administration
time is 5-10 minutes. The questions of the instrument are written in a simple, easy to
understand language, and cover many important areas of psychopathology. The SRQ20 has been used in many community-based surveys conducted in developing countries.11, 19-21 Additional to the widespread use of the 20 items version, the decision not
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to include items related to psychosis for the present study was also based on information
from sociotherapy group facilitators: psychotic persons tended not to participate in the
groups; not any psychotic participant was known of.
The SRQ-20 items are scored 0 (‘no’, symptom absent) or 1 (‘yes’, symptom present).
Item scores are summarized to obtain a total score. A score above cut-off point indicates
the existence of a probable menatl disorder. A cut-off score of 8 is widely used. However,
optimal cut-off scores are shown to vary considerably across cultures, languages, settings, gender et cetera.21-28 Factor structures of the SRQ-20 also vary across populations,
ranging from two to seven.21, 29, 30 Overall correspondence among the factor structures of
the SRQ-20 is not found. So, at this stage the use of factor structures as subscales is not
recommended. Besides, the variation in cut-off scores and factor structures emphasizes
the need for performing separate validity studies among different populations.

Instrument translation
For this study, all SRQ-20 items were translated into Kinyarwanda by a bilingual
Rwandan collaborator of the evaluation study (ThR), familiar with the intervention program and the (mental) health issues addressed by the instrument. Blind back-translation
was done by another bilingual Rwandan, who was independent from, and not familiar
with the intervention program or the study. This back-translation was examined by the
first translator together with two other researchers (WFS, FV), which led to one minor
change in the translation. Subsequently, the comprehensibility, acceptability, relevance
and completeness of all items were discussed with the eight Rwandan interviewers working for the evaluation study. No changes were considered necessary.3

Study sample
The SRQ-20 was administered to a sample of 418 adults (16 years and up); amongst
these were 97 intervention (sociotherapy) group participants who had been selected
randomly out of ten sociotherapy groups in or relatively near the study site (Byumba
city) and yet correctly representing the intervention group with respect to gender and
to urban or rural living situation; 92 relatives, friends or close collaborators of intervention group participants, i.e. one such person for every participant (these persons had
each been randomly selected out of five persons listed by every group participant); and
229 randomly chosen other inhabitants of the district (the effectiveness study’s control
group). This sample will be referred to as the baseline sample (BA). Informed consent
was obtained by use of an explanatory text, which because of the high illiteracy rate was
read aloud. The interviewers were four men and four women who had been trained by
two of the researchers (WFS, FV) during a three day training. They were all Rwandan
sociology students at the ’Institut Polytechnique de Byumba’. They administered the
questionnaire in a respectful way, not stopping respondents at ‘yes’ or ‘no’ and allowing
more lengthy explanations.
A subsample of 99 was formed to establish the instrument’s local validity and optimal
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cut-off point. This subsample will be referred to as the clinical interview (CI) sample. As
no diagnostic or screening instrument with proven validity in a Rwandan context exists
to be used as a ‘gold standard’, this subsample was clinically assessed by experienced clinicians. Meetings of intervention group participants and their selected relatives, friends
or close collaborators were organized for administration of the SRQ-20. All respondents
scoring 8 or above and an equal number scoring 7 or below, irrespective of whether they
were intervention group participants or not, were also assessed by the clinicians, who
were blind for the SRQ-20 scores. This procedure was repeated over similar meetings
with different respondents untill 99 clinical assessments were completed.
Unfortunately, these assessments could not be done by trained clinicians from the
same culture as the respondents. Rwanda harbours only three native psychiatrists, and
these were not available for the study. Instead, the assessments were carried out by three
of the Dutch researchers (WFS, FV, AvL) who are clinicians as well; all have broad experience in assessing psychopathology in non-western populations. They conducted a semistructured interview covering listed core symptoms of the disorders that were most likely
to prevail in the specific context, i.e. depression, posttraumatic stress disorder, generalized anxiety disorder and panic disorder. It also contained questions to exclude psychosis and normal grief. If an assessor concluded that any of the mentioned disorders was
present or possibly present in a subject, this subject was recorded as a ‘case’. Interview
agreement among the assessors was obtained by the following procedure: The assessors
themselves designed the list of core symptoms as mentioned above. Next, two assessors witnessed an assessment carried out by the third one, after which all three independently made their own conclusions about ‘caseness’ of the respondent. There wasn’t
any verbal or non-verbal communication between the three clinicians untill all three had
separately made and documented their diagnostic conclusions. The assessors took turns
in taking the witnessing or the interviewing role. This procedure was followed sixteen
times, fifteen times of which all three assessors drew identical conclusions. This resulted
in 96% overall agreement and an interrater reliability (Fleiss’ kappa) of 0.92. Since the
assessors did not each by themselves conduct assessments of the same subjects, these
agreement statistics might be inflated. The assessments were carried out with the aid of
two of the intervention program’s translators, familiar with western as well as local psychological idioms, and aware of the relevance of literal and neutral translation. The translators were also quite familiar with the clinicians, which allowed them to note and clarify
possible (cross-cultural) misunderstandings between interviewers and respondents.
To assess the instrument’s longitudinal validity a second, larger subsample (230
respondents) was re-assessed with the SRQ-20 by the same interviewers after a three
months period, i.e. right after the intervention. This subsample will be referred to as the
re-assessment (RA) sample. It was formed by all sociotherapy group participants and
their relatives, friends or close collaborators who were available for both assessments,
completed by a random selection of respondents from the control group matched on sex
and age.
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Data analysis
T-tests were conducted to compare mean scores of the SRQ-20. Internal reliability of
the instrument was analyzed with Cronbach’s alpha. Receiver operating characteristics
(ROC) curves were used to explore the overall accuracy of the instrument to distinguish
correctly between case and non-case, characterized by an area under the curve value
(AUC). AUC values range from 0 to 1.0, in which a value of 1.0 indicates a perfect prediction and a value of 0.5 indicates a prediction equal to chance. It was tested whether
the criterion value of the SRQ-20 exceeded chance level (AUC > 0.5). Diagnostic sensitivity is the probability of a positive test result given the condition is present. Specificity
is the probability of a negative test result given the condition is absent. Subsequently, a
positive predictive value (PPV) is the probability of a positive diagnosis after a positive
screening, and negative predictive value (NPV) is the probability of a negative diagnosis
after a negative screening.31 Predictive values range from 0 to 1, in which a value closer to
1 reflects a better predictive value. Positive likelihood ratio (PLR) and negative likelihood
ratio (NLR) provide direct estimates of an individual’s chance of caseness. Likelihood
ratios incorporate both sensitivity and specificity of the test. The PLR indicates how
much the odds of the disease increase when a test is positive. The NLR indicates how
much the odds of the disease decrease when a test is negative.32
The degree of agreement between the results from the SRQ-20 and the clinical interviews is expressed both in percentage agreement and in Cohen’s kappa coefficients. A
kappa value of 1 reflects a perfect agreement between both observators, a kappa value
of 0 reflects a degree of agreement as expected on base of chance. Kappa values in the
range of 0.4 - 0.75 can be interpreted as fair, kappa values exceeding 0.75 as good, and
kappa values below 0.2 as slight agreement.33 Diagnostic sensitivity and diagnostic
specificity were plotted against each other to establish the optimal cut-off point. ROCanalysis and assessment of the psychometric qualities of the SRQ-20 were performed in
the CI sample.
To test the longitudinal factorial invariance of the SRQ-20 we used exploratory factor analyses and confirmatory factor analyses. Product-moment correlation coefficients
matrix was used to perform the factor analyses. We started with performing an exploratory factor analysis using principal axis factoring extraction in the BA sample to uncover
the covariances between the twenty items of the SRQ-20. To facilitate interpretation
varimax rotations were performed on the initial factor solutions. Based on the KaiserGuttman rule, factors with eigenvalues larger than 1 were retained for subsequent analyses. An item was assigned to a factor and used for factor labelling if its loading on that
respective factor was larger than 0.35 and its loading to any other factor smaller than
0.35.34 Subsequently, confirmatory factor analyses were performed.
Confirmatory factor analysis (CFA) involves testing a series of hypothesized models relating to the instrument’s measurement properties across samples. We started
with testing the absolute fit of the factor structure in the BA and RA sample, consecutively. Subsequently, we used multigroup CFA to examine the extent of measurement
invariance across these samples. In this analysis the fit between two hypothesized factor models is compared.35 We distinguish the following models: 1) Model A: a model in
which the number and pattern of factors are equal across samples; 2) Model B: model
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A with the additional constraint that factor loadings are equal across samples; 3) Model
C: model B with the additional constraint that covariance matrices of factors are equal
across samples; 4) Model D: model C with the additional constraint that error variances
are equal across samples. Increment of fit between 1) model A and model B; 2) model B
and model C; 3) model C and model D was tested using a 2 test. If 2 is not significant, the hypothesis of factorial invariance is tenable.36 Sample sizes were adequate to
test the fit of medium sized models.37 Datanalyses were performed using PASW 17.0.
Confirmative factor analyses were performed using Amos 16.0.38

Results
Sociodemographic characteristics
Male-female ratios were around 2:3 for the BA and CI samples and around 1:3 for the RA
sample. Mean ages were around 35 years for the BA and CI samples and around 37 years
for the RA sample. See Table 1.

Predictive validity
Reliability of the SRQ-20 over all samples is considered good (alphas ranging from 0.83
in CI sample to 0.87 in BA sample). Reliability in men and women, respectively, was also
considered good (men: a=0.81; women: a=0.85). Mean total score of the SRQ-20 is
8.5 (S.D.=3.5). Total scores showed no significant differences between men and women.
Persons diagnosed having a mental disorder by the clinicians scored significantly
(T(97)=4.325; p<0.00) higher (mean=11.3; S.D.=4.1) compared to those having no
mental disorder (mean=7.3; S.D.=4.2). As no cases of psychosis were identified during
clinical interviews, the existence of psychosis can be ruled out as a cause for disagreement between SRQ-20 scores and clinical diagnoses.
The SRQ-20 performed moderately well in detecting common mental disorders. The
AUC was 0.76. When analysed separately for men and women the SRQ-20 showed to
perform equally well in men (AUC=0.74) and women (AUC=0.76). See Figure 1 and
Table 2.
In evaluating the SRQ-20 as a potential screener for common mental disorder the
most appropriate cut-off score is a trade-off between a high sensitivity and an acceptable
specificity. In Rwanda, the SRQ-20 performs moderately well as a screener with a score
of 10 as the optimal local cut-off point (sensitivity 0.69; specificity 0.79; see Table 3). The
SRQ-20 performed better in women than in men. Cut-off scores differed also between
men and women. The optimal cut-off point for men is 8 (sensitivity 0.69; specificity
0.65), while the optimal cut-off point for women is 10 (sensitivity 0.81; specificity 0.80).
In evaluating likelihood ratios the optimal cut-off score combines the largest PLR with
the smallest NLR. Both positive and negative predictive values and positive and negative
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likelihood ratios confirm the optimal cut-off scores. The PPV’s of the cut-off scores can
be considered good. The NPV’s are relatively poor. This is consistent with the assumption that common mental disorder is prevalent in this traumatized society.
Cohen’s kappa values of the SRQ-20 for the optimal cut-off scores were found fair in
the total sample and among the women. The kappa value was poor to moderate for men.

Exploratory factor analysis
Principal factors extraction with varimax rotation was performed on all items of the SRQ20 for the total sample (n=418). Five factors were extracted, explaining 38% of the total
variance. The number of items included for all five factors was 14. Six SRQ-20 items were
not assigned to any factor, due to factor loadings <0.35 (items 4, 5, 14 and 17) or factor
loadings >0.35 on multiple factors (items 6 and 8). The factors reflected the following
content: factor 1: emotional and bodily symptoms of depression (items 1, 2, 3, 9 and 10);
factor 2: disability (items 11, 12 and 13); factor 3: digestive complaints (items 18 and
20); factor 4: lack of energy (items 7 and 19); and factor 5: loss of self esteem (items 15
and 16). Eigenvalues ranged from 5.80 to 1.02.

Confirmatory factor analysis
To determine whether the SRQ-20 factor structure was invariant over time, single and
multi sample confirmatory factor analysis was performed on the five factors of the SRQ20. The five factors were hypothesized to covary with one another.
The assumption of normality was evaluated through AMOS 16.0. The RA sample
showed significant skewness. Mardia’s coefficient for multivariate kutosis was 9,289 in
the BA sample and 17,122 in the RA sample, indicating a non-normal multivariate distribution of the data. No outliers were observed (using Mahalanobis distance). CFA was
performed using data from the BA sample (n=418) and RA sample (n=230). There were
no missing data.
We identified the fit of the hypothesized model in the single samples. In the BA
sample the hypothesized model showed good fit with the data, where 2(67)=93.243,
RMSEA =0.031, RMR=0.008, GFI=0.97, CFI=0.98 and TLI=0.97. In the RA sample
the model showed excellent fit with the data, where 2(67)=70.001, RMSEA=0.014,
RMR=0.008, GFI=0.96, CFI=1.00 and TLI=0.99. Subsequently we conducted a multisample CFA. Maximum likelihood estimation was employed to test the fit of all models. The hypothesized model fitted the data well (2(134)=163.27, P=0.043). A followup Bollen-Stine bootstrapped analysis was performed with 200 replications to correct
for non-normality of the data. This resulted in better 2 and P values, 2=146.36 and
P=0.214.
No significant differences were found between the unconstrained model and the models with constrained factors, factor loadings and covariances. There was, however, a significant difference between model C and model D, indicating a longitudinal invariance
on the residual level. See Table 4 for detailed multigroup comparison fit indices.
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Discussion
This study shows the SRQ-20 can be used as a screener to detect mental disorder in a
Rwandan community sample. However, cut-off scores need to be adjusted. Rwandan
women and men have different optimal cut-off scores. Among men a cut-off score of 8
was optimal, among women a cut-off score of 10 was optimal. Differences between men
and women were also found in a validation study among a traumatized population in
Eastern Afghanistan.21 Compared with other traumatized populations, the cut-off in the
Rwandan population is relatively low, suggesting a more introvert expression of psychological distress.
In the present study the SRQ-20 performed less well in males than in females. This
may be due to the country’s atmosphere, which is still paranoid after the mass violence
that took place. Especially men show a tendency not to trust others easily and to keep
problems inside. Qualitative information consistently points out that men in Rwanda
generally do not share emotional problems. This may have impacted the intervention’s
effect on men as well as the validity of data collected from male respondents. It may also
explain the difference in optimal cut-off points between men and women.
A comparable problem may apply to ethnic background. Given the country’s recent
history this is an extremely sensitive issue, not to be addressed by interviewers during a
brief one-time meeting. Besides, many residents have a mixed Hutu-Tutsi background –
the distinction which is usually made.
Yet, one can not rule out the possibility that ethnic background impacted the way
people responded to the intervention as well as to certain questions of the interview, and
therefore acts as an independent variable. The same goes for age, as age impacts the mental health consequences of past experiences. Our study samples represent all age groups,
and therefore our findings only apply to the use of the SRQ-20 in random community
samples.
For the present study we used a stratified sample to ensure sufficient variance in our
SRQ scores. The actual prevalance of psychopathology in the Rwandan community
is unknown and, as a result, we were not able to weigh the sample accordingly in our
analyses. This is an important limitation of our study. Misrepresentation of the prevalence rate does not affect PPV and NPV estimations, but it does bias sensitivity, specificity, PLR, NLR, agreement and kappa estimations. However, the extent of this bias is
unknown. Several studies in war affected populations and particularly in Rwanda found
extremely high rates of depression, PTSD and other anxiety disorders.39-44 The prevalence in our sample was 69%. It should be noted that we did not use diagnostic instruments but a screener, thereby identifying possible cases and capturing a variety of possible diagnoses in one measure. Therefore, a very high prevalence could be expected in
our sample, quite possibly representing the actual prevalence. Future research is needed
to confirm the sensitivity and specificity estimates of the SRQ-20 in a Rwandan community sample.
When dichotomous items are concerned, ideally a tetrachoric matrix should form the
input of the exploratory factor analysis and confirmatory factor analyses.45 In our case,
the resulting tetrachoric matrix calculated using SPSS-Macro TetCorr Version 2.3 46 from
our data was non-positive definite, which made it impossible to compute a factor solution
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using principal axis factoring. This is a common problem in analysing symptom data,
often caused by large correlations, insufficient sample size, or a non-normal underlying
distribution.45, 47 Principal component analysis is less sensitive to these issues, but since
our purpose was to structure the correlations among our variables, e.g., to explore a parsimonious representation among our measured variables instead of reducing the number
of items, we decided against it. Also, the bias caused by using this method of analysis
is less important when exploring the clustering of the items is the main purpose of the
analysis, as it was in our case. All things considered, we chose to employ a less sophisticated method of analysis, i.c. employing a Pearsons correlation matrix as basis for our
factor analysis. Previous studies on the factor structure of the SRQ also used a Person
correlation matrix as basis of their analyses.21, 29, 30
Since the factor structure of the SRQ-20 in this study proves to be time invariant,
the instrument meets an important criterion to measure symptom change over time.17
The results show that the number of factors, factor loadings and covariances of the factors remain equal over time. Only at residual level time invariances exist. This residual
invariance might account for the differences in factor structures found across cultures. It
is, however, important to realise that differences exist between our BA and RA samples,
which may have caused residual invariance. Also, residual variances are reflective of individual variances in response to factors such as the intervention.48 That is, at pretest the
variances will be more homogeneous because individuals are more similar with regard
to their level of psychological complaints. At posttest individual differences will be more
pronounced because some participants respond favourably to the intervention, whereas
others do not. Furthermore, in our samples data were not multivariate normally distributed. It is known that non-normality inflates the 2-statistic of overall model fit, thereby
increasing the chance of type 1 errors, i.e. the chance to abusively reject a hypothesized
model.49 Overall, methodologists agree that the test of equal residual variances is highly
stringent and will rarely hold in realistic datasets.50 Residual invariance is therefore not
as important to the evaluation of measurement invariance as the test of equal form and
factor loadings.
The data in our samples were categorical and non-normal in nature. Maximum
likelihood estimation (MLE) of models with this type of data is not recommended.
Asymptotic Distribution Free (ADF) or robust weighted least square estimator
(WLSMW) might be a more appropriate choice. Unfortunately, the use of ADF requires
sample sizes that exceed 1000 cases and small models. So, while ADF analysis may
be theoretically optimal, it is not a practical method.51 Also, WLSMW is not offered in
AMOS 16.0. Since MLE is less problematic when analyzing the covariance matrix, and
since Fouladi 52 found in a simulation study that the Bollen-Stine test of overall model fit
performed well relative to other methods of testing model fit, we decided to estimate the
model with MLE and additional Bollen-Stine bootstrapping.
The factor structure of the SRQ-20 in this study differed from factor structures
reported in literature. Even in comparable settings numbers and contents of factors
showed differences. For instance, in a primary care sample in an Eastern Afghanistan
post-conflict setting, the SRQ-20 resulted in two factors, namely ‘common disorder’ and
‘social disability’.21 This study further emphasizes the need to establish the optimal cutoff scores for each setting, and not to use factors as separate subscales.
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Lastly, this study confronted the researchers with various cross-cultural challenges.
Extensive qualitative research and ample time and human resources are required to optimally deal with issues like the local validity of items of the SRQ-20, limited response
options (‘yes’ or ‘no’), and culturally sensitive clinical assessment. Our limited resources
to tackle these issues may have impacted the cross-cultural validity of our findings.

Conclusions
The SRQ-20 can be used as a screener to detect mental disorder in a Rwandan community sample. However, cut-off scores need to be adjusted. In this study setting, the
instrument also shows longitudinal factorial invariance, which is an important prerequisite for assessing changes in symptom severity. This is a significant finding as in nonwestern post-conflict settings the relevance of diagnostic categories is questionable. The
use of the SRQ-20 can be considered an alternative option for measuring the effect of a
psychosocial intervention on mental health.
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Table 1

Sociodemographic characteristics of the three study samples
Baseline (BA) sample

Clinical Interview
(CI) sample

Re-assessment
(RA) sample

Number of respondents

418

99

230

Sex
Males, no (%)
	Females, no (%)

163 (39,0)
255 (61,0)

42 (42,4)
57 (57,6)

55 (23,9)*
175 (76,1)

Age (mean, S.D.)

Treatment condition1
	Direct, no (%)
	Indirect, no (%)
	Control, no (%)

16-87
(μ=35,3; S.D.=15,0)

16-74
(μ=34,7; S.D.=14,1)

16-77
(μ=37,2; S.D.=13,9)*

52 (52,5)*
47 (47,5)
-

90 (39,1)*
77 (33,5)
63 (27,4)

97 (54,8)
92 (23,2)
229 (22,0)

* P<0.05, means and proportions tested against the total sample
1

direct = sociotherapy group participants; indirect = relatives, friends or close collaborators of sociotherapy
group participants; control = random community sample

Figure 1

Receiving Operator Characteristic (ROC) curve of the SRQ-20 scores in the presence or
absence of caseness as diagnosed by the clinicians.
ROC Curve

1.0

Sensitivity

0.8

0.6

0.4

0.2

0.0
0.0

0.2

0.4

0.6

0.8

1.0

1 - Specificity
Diagonal segments are produced by ties.
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Table 2

SRQ-20: Area under the curve, lower and upper limit

Male
Female
Total

Table 3

Male

Female

Total

*

AUC

LL

UL

Z-value

P-value

0.74
0.76
0.76

0.59
0.62
0.66

0.90
0.91
0.86

3.077
3.467
4.815

0.013
0.002
<0.001

Psychometric properties of the SRQ-20 with different cut-off scores
Cut-off

Sensitivity

Specificity

PPV

NPV

PLR

NLR

Agreement

kappa

7
8*
9
8
9
10 *
11
7
8
9
10 *
11

0.69
0.69
0.54
0.81
0.81
0.81
0.69
0.76
0.76
0.69
0.69
0.55

0.59
0.65
0.69
0.66
0.71
0.80
0.83
0.61
0.66
0.70
0.79
0.86

0.81
0.83
0.77
0.90
0.91
0.92
0.87
0.86
0.87
0.84
0.86
0.82

0.43
0.47
0.44
0.48
0.52
0.62
0.61
0.45
0.48
0.49
0.57
0.62

1.67
2.01
1.74
2.38
2.78
4.16
4.03
1.97
2.12
2.30
3.22
3.86

0.52
0.47
0.67
0.28
0.27
0.23
0.38
0.39
0.37
0.44
0.39
0.52

62%
67%
64%
70%
74%
81%
79%
66%
69%
70%
76%
77%

0.24
0.31
0.21
0.39
0.44
0.56
0.50
0.31
0.36
0.35
0.45
0.42

	Optimal cut-off score; scores above this cut-off value give the best indication for possible psychopathology.
Note: PPV: positive predictive value; NPV: negative predictive value; PLR: positive likelihood ratio; NLR: negative
likelihood ratio.
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Table 4

Results of multigroup confirmative factor analysis using data from BA sample (n=418)
and RA sample (n=230)

2

2

df

P

RMSEA (90% CI)

RMR GFI

CFI

TLI

Model A:
Equal factors

163.27

-

-

-

0.018 (0.003-0.028) 0.008 0.97 0.99 0.98

Model B:
Equal factor loadings

165.76

2.50

9

0.98

0.016 (0.000-0.025) 0.008 0.97 0.99 0.99

Model C:
Equal covariances

190.29 24.53 15

0.06

0.018 (0.004-0.026) 0.012 0.96 0.98 0.98

Model D:
Equal error variances

269.23 78.94 14

0.000

0.030 (0.023-0.036) 0.013 0.95 0.95 0.95

Note: 2: nested 2 difference; df: nested df difference; P: P-value assuming the less restrained model to be correct; RMSEA: root mean square error of approximation; 90% CI: 90% confidence interval; RMR: root mean square
residual; GFI: goodness of fit index; CFI: comparative fit index; TLI: Tuckler-Lewis Index.
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Abstract
Background: War has serious and prolonged mental health consequences. It is argued
that post-emergency mental health interventions should not only focus on psychological factors but also address the social environment. No controlled trials of such interventions exist. We studied the effect on mental health of a large scale psychosocial intervention primarily aimed at social bonding in post-genocide Rwanda. The programme is
implemented at population level without diagnostic criteria for participation. It is open
to any person older than 15 years, and enables participation of over 1500 individuals per
year. We postulated that the mental health of programme participants would improve
significantly relative to non-participants. Methods and Findings: We used a prospective
quasi-experimental study design with measurement points pre and post intervention and
at 8 months follow-up. 100 adults from both sexes in the experimental condition entered
the study; follow-up measurements were taken from 81. We selected a control group of
100 respondents with similar age, sex and symptom score distribution from a random
community sample in the same region; of these, 73 completed the study. Mental health
was assessed by use of the Self Reporting Questionnaire (SRQ-20), a twenty item instrument to detect common mental disorders in primary health care settings. Mean SRQ-20
scores decreased by 2.3 points in the experimental group and 0.8 in the control group
(p=0.033). Women in the experimental group scoring above cut-off at baseline improved
with 4.8 points to below cut-off (p<0.001). Men scoring above cut-off at baseline showed
a similar trend which was statistically non-significant. No adverse events were observed.
Conclusions: A large scale psychosocial intervention primarily aimed at social bonding
caused a lasting improvement of mental health in survivors of mass violence in Rwanda.
This approach may have a similar positive effect in other post-conflict settings.

Introduction
Violent conflict has serious and prolonged mental health consequences.1-6 Postemergency mental health interventions are mostly aimed at persons at risk of psychiatric
disorder, particularly post-traumatic stress disorder (PTSD).7 However, opinions differ
regarding the value of such psychological trauma-focused care.8 As organized violence
affects individuals as well as communities and social institutions, it is argued that mental health interventions should not only focus on internal psychological factors but also
address aspects of the social environment which could promote healing and adaptation.9
Unlike trauma-focused approaches, psychosocial interventions focus primarily on stressful environmental conditions such as the division within communities, the destruction of social networks and the resulting loss of social and material support. Altering
these conditions may foster people’s inherent capacity to recover,10 cause improvement
in nonspecific symptoms among persons with and without specific disorders and, in
some cases, be enough to reduce symptoms below the threshold of clinical disease.11
Psychosocial interventions are preferably implemented at population level and directed
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at groups rather than individuals. Group interventions have shown to have a positive
impact on health outcomes in other areas of public health.12, 13 In war-affected societies
a particular objective may be the restoration of social connectedness and mutual support. To date, the literature on humanitarian responses to disaster does not reflect any
substantive discussion of comprehensive psychosocial interventions,14 and no controlled
trials of such interventions exist. We carried out a controlled study to assess the effect on
mental health of a psychosocial intervention programme which makes use of a therapeutic group approach called sociotherapy. It primarily aims at social bonding and secondarily at mental health improvement. We postulated that the mental health of programme
participants as assessed with use of the Self Reporting Questionnaire (SRQ-20) would
improve significantly relative to non-participants.
The intervention has been taking place since early 2006 in Gicumbi district (the former Byumba province) in the north of Rwanda, and is presently still running. The population of Rwanda experienced extreme violence during the genocide of 1994, when within
a three month period about 800,000 people were killed; roughly two million refugees left
the country, and around one million people were internally displaced. Only a few studies examined the mental health status of Rwanda’s post-genocide population, but all show
high rates of mental health disorders, particularly depression and PTSD.15-21
The sociotherapy programme is community-based, that is, it is carried out by trained
Rwandan community leaders, and is implemented at population level. It enables over
1500 beneficiaries per year to participate. No diagnostic criteria for participation have
been defined, as the programme aims to be accessible to all community members.
This study took place from October 2007 to September 2008, preceded by a pilot
study over 2005-2006. Measurements were taken pre and post intervention and at 8
months follow-up.

Methods
Ethics statement
Approval for this study was gained from the Medical Ethics Committee of the Academic
Medical Center in Amsterdam, Netherlands. This included approval for the consent procedure used (see under paragraph ‘Interviews’).

Intervention
Sociotherapy has its roots in England during the second world war, when society had to
cope with many psychiatric casualties.22 The technique therapeutically uses interaction
between individuals and their social environment to help subjects to re-assess and redefine values, norms, relations and possible collaborations. The principal premise is that
reaching a certain level of mutual respect, trust and care in group interaction helps to
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increase the problem solving capacity and subjective mental health in individual group
participants. In sociotherapy with survivors of systematic violence, safety and the setting
of democratic rules are additional primary objectives. The intervention does not specifically aim at sharing or processing traumatic memories. Trauma symptoms are addressed
through psycho-education and advice. Key elements of the working methods are debates
and the exchange of experiences and coping strategies among participants, exercises,
games and mutual practical support.
The sociotherapy programme studied here was set up in collaboration with the Église
Episcopale au Rwanda (EER), funded by the development organization Cordaid and
technically supported by a Dutch agency, Equator Foundation. Approval was given by
regional and national authorities in Rwanda. Wide support on community level was
gained through public acclamation by the EER. Close collaboration with local staff,
allowing local control and embracing local social manners and values were key to the
programme’s viability. The programme was open to any adult (≥16 years) wanting to participate. Given the large number of applications over the course of time it appeared to
fulfill a widely felt need. Also, community members could personally be invited when
considered psychosocial problem cases by sociotherapy group leaders. Groups contained
10 to 15 participants and were mostly mixed: both sexes, various ethnic backgrounds,
wide age distribution. Forty-five groups ran simultaneously, having weekly meetings
over a period of 15 weeks, lasting 3 hours each. Participants were extremely compliant,
although there was no material gain by attending. Group leaders were local people, familiar with the region’s history and current living situation; they had received 3 months of
training from Equator staff and were regularly supervised. They received no fees, though
travel expenses were reimbursed.
Sociotherapy’s most prominent principles and phases have been described elsewhere.22, 23 The method is not strictly protocolized. In non-clinical, international settings it is essential to continuously tailor it to the actual context and group. Group leaders are allowed to attune their routines to the characteristics of their groups (e.g., degree
of trust, nature of problems) and to their own affinity and experience, putting different
emphases on elements like rules, role plays, and spirituality. For example, group leaders
who are pastors may stimulate praying and singing, while teachers may encourage role
plays and debate about social rules; others again may take a less active role, supporting
the group to share experiences. There were some core principles, however, that all group
leaders complied to: two-way communication, shared leadership, consensus in decisionmaking, and social learning through actual social interaction. Additionally, each subsequent phase of a group had a different focus, notably safety, trust, care, respect, rules
and memories. While the exact working mechanism of sociotherapy is not known, it is
plausible that in Rwanda it brings people whose relationships have been severely ruptured closer to one another.24

Instrument
Data was collected at the start of the intervention (baseline, T0), directly after (T1), and
at 8 months follow-up (T2). Demographic data (sex, age, level of education and socio81

economic status) were documented. Assessments were done by use of the Self Reporting
Questionnaire (SRQ-20), an instrument developed by the World Health Organization
(WHO) for screening for common mental disorders in primary health care settings. The
instrument is often used in developing countries.25, 26 When patients are literate it can be
self-administered, but in developing countries it is usually administered by lay interviewers. It consists of 20 yes/no questions about mood, thinking capacity, feelings of anxiety
and physical well-being. ‘Yes’ answers result in a higher score, meaning a poorer mental
health condition. Cut-off points vary considerably depending on setting and culture. A
cut-off point of 7/8 is widely used.27
We (back-)translated the SRQ-20 to the local language, Kinyarwanda, and validated
it for the actual context. The capacity of the SRQ-20 to identify probable psychopathology proved to be sufficient for men (AUC=0.74) and women (AUC=0.76). Reliability
was considered to be good (Cronbach’s a=0.83). The optimal cut-off point was 7/8 for
men and 9/10 for women [28]. We also validated the SRQ-20 for its capacity to assess
change in symptom severity over time. The instruments factor structure proved to be
time invariant; the number of factors, factor loadings and covariances of factors remained
equal over time.28

Participants
A pre to post intervention test performed as a pilot study among sociotherapy participants (n=77) showed a decrease of 2.7 (sd 4.2) of SRQ-20 mean scores (effect size 0.6).
To establish a 2.7 effect with a standard .80 power, a minimum of 30 respondents in
both the experimental and control group would be needed. To be on the safe side we
aimed at larger numbers (n=100) per study group. We did not aim at even higher numbers because of limited time, the large distances between the areas where respondents
resided, and the low drop out rate during our pilot study.
Experimental group. Out of 45 sociotherapy groups starting simultaneously, the sociotherapy programme staff selected 10 groups through connivance sampling, balancing the
gender ratio. These appeared to be large groups, and an unexpected high number of 133
participants showed up at the interview sites. At T0 we interviewed all 133, but at T1
and T2 we had to restrict ourselves due to limited time and human resources. Therefore,
we invited a random selection of 100 out of the 133 to form our experimental group.
Control group. We applied the following procedure to compose a control group that
was equivalent at baseline with regard to our main outcome measure, the SRQ-20 score.
During our pilot study, 2.5 times more respondents in the experimental group (n=97)
had baseline scores above cut-off than in the control group (n=229). For the actual study
we therefore aimed to interview 2.5 times (n=250) more respondents than in the experimental group, to later select 100 out of these to compose a control group. We identified five regions within Gicumbi district where the programme was not or had not been
running so far, or for practical reasons would not start over the upcoming year. It could
be assumed the inhabitants of these regions had experienced similar trauma exposure.
Here, we randomly selected respondents through convenience sampling. Interviewers
started at the top of a hill or in the centre of a village and each walked down a differ82

ent footpath towards scattered houses or huts. An equal number of men and women,
at home or in the fields, were randomly chosen and asked to participate. Finally 251
respondents were interviewed. After analysis of the data collected, we selected a group of
100 out of these for which the distribution of SRQ-20 scores matched that of the intervention group. For this purpose we used 8 clusters of scores (0-1, 2-3, 4-5, 6-7, 8-9,
10-12, 13-15, 16-20) and from each cluster randomly selected a number of respondents
equal to the corresponding cluster in the experimental group. This final selection of 100
constituted our definite control group.

Interviews
Eight local interviewers were recruited; all were sociology students at the ’Institut
Polytechnique de Byumba’ in Gicumbi. Their one-week training addressed the principles
of a longitudinal study design, interviewing techniques and our measuring instrument.
They were involved in making the wording of the questions acceptable and understandable for people in Gicumbi.29 Informed consent was obtained by use of an explanatory
text, which because of the high illiteracy rate was read aloud. In case of refusal, demographic data and reasons for refusal would be requested and documented, but no-one
refused.
For determination of the socio-economic status (SES) our interviewers approached
respondents of the control group at, or near, their homes, and scored the SES by judging the state of the houses. Participants of the experimental group, however, were interviewed at the spot of their meetings, and were asked to describe the state of their houses
themselves.

Statistical analysis
The repeated measures of our primary outcome, the total SRQ-20 score, were analyzed
with a linear mixed-effects model (SPSS 16.02) using intervention (participants versus
controls), time (T0, T1, T2) and their interactions as fixed-factors. Sociotherapy groups
and control group areas, and respondents within the sociotherapy groups and the control group areas were random factors. An intention to treat analysis was employed, in
which all available measurements of all respondents were analyzed according to the
mixed-effects model. Missing data were considered to be missing at random in the
repeated measures model. No assumptions on the covariances between the repeated
measures were made (covariance type: unstructured). The primary hypothesis on the
effectiveness of the intervention was tested with the p-value of the interaction test
between time and intervention; a p-value of 0.05 or less was interpreted as statistically
significant. We analysed for the sample as a whole, and stratified for sex and separate
sociotherapy groups. Total SRQ-20 scores are presented with the mean. Significant interaction effects are presented with estimates of the differences in mean SRQ-20 scores relative to baseline with 95% confidence intervals. We also present the reliable change index
according to Jacobson and Truax.30
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In addition, we extended the same repeated measures model with the baseline SRQ20 score as a variant, and then analyzed SRQ-20 score changes. Since the results were
comparable, we do not report these. To quantify the variability of the score change
between the different sociotherapy groups we calculated the within and between sociotherapy group variances of the score change between T0 and T2 per participant as well
as the average score change per sociotherapy group with its 95% confidence interval;
here, we calculated the expectation of the posterior distribution of random effects with
an empirical Bayesian analysis.

Results
Baseline characteristics
Baseline measurements took place in September 2007. The two study groups matched on
SRQ-20 score distribution, sex and age at baseline (see Table 1). At T1, in January 2008,
90 subjects from the experimental group and 81 from the control group were interviewed, and at T2 (eight months later) 81 and 73, respectively. Of these, only 76 and 66
had been interviewed at both T0 and T1 (see Figure 1). The study groups showed no significant difference in level of education. They differed slightly in SES, with an overrepresentation of both lowest and highest SES groups in the control group.

Drop out
Drop out was unexpectedly higher than during the pilot study (see Figure 1). Drop out
from the experimental group was mainly caused by illness, leaving the programme for
unknown reasons and communication problems about day and time of interviewing.
One particular sociotherapy group contained scholars; at T2 they had finished school
and had moved to different areas. Drop out from the control group was also caused by
illness and communication problems, but mostly by moving house. Drop out did not differ significantly between the experimental and the control group (p=0.79). Drop-outs at
T1 or T2 from either study group did not differ significantly in sex, age or level of education. Neither was there a difference in sex, age, level of education and SRQ-20 scores
between actual respondents and drop-outs at T1 and T2.

Changes in SRQ-20 scores
Linear mixed-effects model analysis yielded a significant difference between the two
study groups in decrease in mean SRQ-20 scores at follow-up (see Table 2 and Graph 1).
From baseline to T2 the mean decrease was 2.3 in the experimental group versus 0.8
in the control group, meaning a difference in decreases of -1.59 (95% CI: -2.81 to - .38).
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The reliable change index was 0.61 for the experimental group and 0.20 for the control
group. After stratifying for men and women, we noted a disparity in the time-intervention interaction. For women, there was a significant difference between the experimental
and the control group. The estimate of the difference in decreases of SRQ-20 scores was
-2.47 (95% CI: -4.14 to - .79). Men started with lower SRQ-20 scores in both groups; the
groups did not differ significantly in the time-intervention interaction.
We also focused on possible cases, that is: the 63% of females and 37% of males scoring above the respective cut-off values of 9 and 7 at baseline. Table 3 shows their numbers at each measurement.
We then assessed the time-intervention interaction for these possible cases (see
Table 4). The mean score of females in the experimental group dropped below cut-off at
T1 and improved further at T2. The decrease is significantly larger than in the control
group. The estimate of the difference in decreases was -3.08 (95% CI: -4.89 to -1.27). The
mean scores of men also decreased in both study groups but these trends did not differ significantly, and neither subgroup reached a level below cut-off. Individual scores in
women decreased to below cut-off in 19 out of 34 (56%) in the experimental group versus 7 out of 34 (21%) in the control group. In men, this was 7 out of 16 (44%) versus 5
out of 18 (28%).
We then assessed the extent to which the sociotherapy effectiveness differed between
groups. The variance between participants in the same group (the within groups variance) in SRQ-20 score change between T0 and T2 was 12.79. The between groups variance was 1.84, and therefore the intraclass correlation of the score change was 0.14, suggesting that about 14% of the total variability in the score change might be attributed to
factors associated with specific sociotherapy groups. The posterior mean SRQ-20 score
change for the ten sociotherapy groups is illustrated in Graph 2.

Discussion
Our results suggest that the mental health of all survivors of mass violence studied here
improved over time. Those who participated in the sociotherapy programme, however,
showed an increased improvement over the duration of the intervention.This improvement continued after the intervention, and the difference in scores between the experimental and the control group was even larger at follow-up. This effect is significant in
women, and seems to have clinical relevance: the mean SRQ-20 score of female possible
cases in the experimental group dropped significantly, ending below cut-off. This corresponds with our finding that the individual scores of 56% of this subsample dropped
to below cut-off, a substantially larger proportion than of female possible cases in the
control group (21%). A significant improvement was not noted in male possible cases.
However, improvement to below cut-off in male possible cases was more frequent in participants in the intervention programme than in the control group: 44% versus 28%.
As no quantitative outcome data of comprehensive psychosocial programmes in postconflict settings exist so far, we relied on data from our pilot study to establish an appro85

priate study sample size. Our trial’s methodological strengths include adequate follow-up
rates, and use of a measure that was locally validated for use as a screening instrument as
well as for measuring symptom change over time. We used a quasi-experimental design,
composing a control group equivalent to the experimental group with regard to our main
outcome measure and to sex and age. Although the latter group could be considered as
help seeking while the first is a community sample, the demand for the programme has
shown to be widespread from the start, and its existence was not yet known to control
group respondents. Besides, we think that the ‘one-time opportunity’ character of the
intervention starting at a certain location was a key determining factor for participation,
rather than a worse-than-usual mental state or greater openness in candidate participants at the start. Additionally, given the similarity of the living conditions of both study
groups, the risk of confounding bias may be considered minimal. Yet, as this is not a randomized trial, one cannot completely rule out the existence of hidden systematic group
differences. A difference between the study groups was noted in SES at baseline. We do
not think that this seriously impacted the actual equivalence of both groups. Gicumbi’s
population is extremely poor in general, and actually there is little real variety in SES.
Possibly, the difference is caused by the method of SES determination. Contrary to the
control group, participants of the experimental group described the state of their houses
themselves. This may have resulted in a less divergent SES score distribution in the
experimental group. A limitation of this study is that interviewers were not blind to the
treatment condition, which may have affected the results. They were, however, in no way
linked to the sociotherapy programme. Another limitation concerns the lack of detailed
data on the proceedings of separate sociotherapy groups.
The applicability of the intervention may have been facilitated by its community-based
and contextual sensitive nature, by the local prestige of its coordinators (EER), and by
Rwanda’s long history of organizing communities in group structures. The programme’s
impact may have been constrained, however, by the country’s still paranoid atmosphere
and the prevailing tendency of its inhabitants to keep problems inside, especially in men.
Qualitative information consistently pointed out that men in Rwanda generally do not
share emotional problems. This may have impacted data from male respondents and the
way they actually participated in the intervention. Additionally, the lack of significant
effect in men may be explained by better mental health at the start.
Trials on mental health interventions in post-conflict contexts are rare. The few interventions studied vary from those carried out by multi-disciplinary teams and targeting
all help-seeking clients or only clinically indicated clients,31, 32 to interventions directed
at psychiatric cases,33-35 or school-based programmes focusing on children.36 To our
knowledge no controlled trials exist of large scale, population level, psychosocial interventions for survivors of mass violence. Such interventions are in line with the IASC
Guidelines on Mental Health and Psychosocial Support in Emergency Settings, a consensus document endorsed by all relevant players.37 This is the first controlled trial of a
psychosocial intervention of this kind. The intervention is community-based in the sense
that it is owned and carried out by members of the local population. Its sustainability
is shown by its ongoing implementation for over 4.5 years now, with over 7.000 participants so far. Our study findings indicate that such an intervention may be clinically relevant and beneficial to mental health problem cases, and that the programme as well as
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this study deserve replication in other post-conflict contexts. Future studies may establish if the difference in effect between the two sexes found here is related to the actual
context or to the intervention method. By collecting data on methods used per group,
future studies may also seek to identify favourable and adverse factors within the intervention’s working methods.
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Table 1

Socio-demographic characteristics of experimental and control group at baseline
Experimental group
n=100

Sex
Male
	Female

Control group
n=100

P-value
Indep. T-tests a/ Chi² b

45 (45%)
55 (55%)

47 (47%)
53 (53%)

0.78b

34.9 (16-76)
	Sd 15.8

38.5 (16-73)
	Sd 14.1

0.10a

Education
	Nil
	Primary
	Secondary 1-3
	Secondary 4-7

48 (48%)
42 (42%)
9 (9%)
1 (1%)

54 (54%)
34 (34%)
9 (9%)
3 (3%)

0.53b

SES
Marginal
	Poor
	Sufficient

6 (6%)
83 (83%)
11 (11%)

13 (13%)
66 (66%)
21 (21%)

0.022b

8.41
	Sd 5.05

8.26
	Sd 4.83

Mean Age (min-max)
Standard deviation

Mean SRQ-20 score

90

0.83a

Figure 1

Flow chart of the composition of the study population at three measurements
Experimental group

Control group

Baseline (T0)
133 participants of 10 sociotherapy
groups: 60 men, 73 women

Baseline (T0)
251 interviewed in 5 areas:
127 men, 124 women

Random selection of 100
45 men, 55 women

Selection of 100, matched on SRQ-20
score, gender and age
47 men, 53 women

T1
10 not found
1 deceased
2 ill
7 did not turn up

T1
90 found
40 men,
50 women

14
76

T2
81 found
34 men,
47 women

T1
19 not found

T1
81 found
35 men,
46 women

5

15
5

T2
19 not found

66

T2
73 found
34 men,
39 women

7
12

T2
27 not found
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92

8.4
(5.0)

8.3
(4.8)

Control group

T0

8.1
(5.7)

7.2
(4.6)

T1

7.5
(4.8)

6.1
(3.9)

T2

0.17

0.51

Cohen’s d

Total (n=200)

0.033

p

6.5
(4.0)

6.6
(4.6)

T0

5.8
(5.0)

5.8
(4.8)

T1

5.6
4.0)

5.3
(4.0)
0.22

0.30

T2 Cohen’s d

Men
(n=92: exp 45, contr 47)

0.852

p

9.8
(5.0)

9.9
(4.9)

T0

10.0
(5.8)

8.3
(4.3)

T1

9.2
(5.2)

6.8
(3.8)

T2

0.18

0.70

Cohen’s d

Women
(n=108: exp 55, contr 53)

Mean SRQ-20 scores, standard deviations, effect sizes (T0-T2) and P-values for experimental and control group

Experimental
group

Mean
(SD)

Table 2

0.011

p

Graph 1

SRQ-20 score changes between T0 and T2 in experimental and control group

Experimental group

9.00

Control group

8.50

Score

8.00

7.50

7.00

6.50

6.00

T0

T1

T2
Time

Table 3

Numbers of possible cases in experimental and control group at each measurement

Experimental group
Control group

T0

Men
T1

T2

T0

Women
T1

T2

16
18

11
9

7
9

34
34

17
23

8
17
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Table 4

Mean SRQ-20 scores, standard deviations, effect sizes (T0-T2) and P-values for possible cases
Men
(n=34: exp 16, contr 18)
T0

T1

T2

Cohen’s d

Women
(n=68: exp 34, contr 34)
p

T0

T1

T2

Cohen’s d

p

Mean
(SD)
Experimental
group

11.6 10.4
8.5
(2.9) (3.9) (4.1)

0.87

13.2
9.5
8.4 1.60
(2.4) (4.3) (3.5)

Control group

10.7
8.5
8.0
(2.2) (5.5) (3.6)

0.90

13.1 12.6 11.4 0.64
(2.0) (3.9) (3.2)
0.621

Graph 2

<0.001

Expected mean SRQ-20 score changes between T0 en T2 of ten sociotherapy groups
High/Low
Posterior mean

6.00

4.00

2.00

0.00

Rutare 1

Rutare 2

Byumba EER 1
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Byumba EER 2

Byumba EPR

Kibari 2

Kibari 1

Kavumu

Rugandu 2

Rugandu 1

Sociotherapy group
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Abstract
Exposure to intimate partner violence (IPV) is a common feature of women living in
low and middle-income countries. Several studies have shown a significant association
between IPV against women and mental health in both developed and in low and middle-income countries. In post-conflict settings, the relationship between IPV and mental
health is likely more complex, given the high levels of violence experienced by the population as a whole.
In this cross-sectional study we explore the association between IPV and common
mental health disorders (CMD), and more specifically suicidal ideation, among inhabitants of post-genocide Rwanda. We use the concept of ‘mutual partner violence’, thereby
exploring the association between IPV and CMD in victims, perpetrators and those who
state they are both.
Data of 241 married men and women were used. Symptoms suggestive of CMD were
established by use of the Self Reporting Questionnaire (SRQ-20), and physical intimate
partner violence was measured using the Conflict Tactics Scale, Short Version (CTS2S).
We applied multivariate logistic regressions with total SRQ-20 scores (above/below cutoff) and suicidal ideation as the outcome measures, and corrected for age and gender.
Our findings suggest that reported IPV is associated with CMD (odds ratio 1.7 [95%
CI 0.92-3.15]) and suicidal ideation (odds ratio 1.6 [95% CI 0.70-3.53]). Those who state
to be both victim and perpetrator (odds ratio 1.75 [95% CI 0.82-3.72]), or only perpetrator (odds ratio 3.13, [95% CI 0.49-20.0]), are more likely to report mental health problems than victims and people who do not report IPV.
In a post-conflict situation, perpetrators of IPV may suffer from mental health problems as much as, or even more than victims. Longitudinal data is needed to clarify the
complex relationship between CMD and IPV, especially if outcomes may also be related
to other forms of violence experienced in the past.
Keywords: Intimate partner violence, Rwanda, mental health, perpetrators

Introduction
Intimate partner violence (IPV) refers to any behaviour within an intimate relationship that causes physical, psychological or sexual harm to those in the relationship.
Such behaviour includes acts of physical agression, such as slapping, kicking and beating; psychological abuse, such as intimidation and humiliation; forced intercourse and
other forms of sexual coercion (WHO World report on violence and health, 2002). The
World Health Organisation studied the prevalences of IPV in women in 10 high, middle
and low income countries (Garcia-Moreno et al., 2006). Fifteen to 71% reported having been a victim of partner violence at least once in their life. Between 4% and 54%
of these women reported partner violence in the preceding year. The prevalence of IPV
appeared to be especially high in low-income countries. A cross-sectional study in four
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low-income countries found lifetime prevalence rates of physical IPV of 24.9% in Chile,
11.1% in Egypt, 21.1% in the Philippines and up to 43.1% in Indian cities ( Jeyaseelan et
al., 2004). The same study found proportions of women reporting being victims of psychological IPV ranging from 10.5% to 50.7% (Ramiro, Hassan, & Peedicayil, 2004).
In a review of studies in low and middle-income countries, Ribeiro and colleagues demonstrated that exposure to partner violence is consistently associated with mental disorders (Ribeiro, Andreoli, Ferri, Prince, & Mari, 2009). A study in India showed that
women who reported physically violent behaviour by their spouse were at increased risk
of poor mental health (Kumar et al., 2005). In Paraguay, Ishida et al. found that IPV is
independently associated with an increased risk of common mental health disorders
(CMD) and suicidal ideation (Ishida, Stupp, Melian, Serbanescu, & Goodwin, 2010). In
Ethiopia, physical violence, emotional violence and high spousal control of women by
their partners were independently associated with depressive episodes, after adjusting for
socio-economic factors (Deyessa et al., 2009).
In these studies, little attention has been paid to the mental health status of the perpetrators, who are mostly men. They are likely to have an increased risk of mental health
problems as well, especially in light of studies that suggest that a considerable proportion of IPV is mutual, when both partners report committing violence. For this the term
‘mutual intimate partner violence’ has been introduced. A study of mutual partner violence in 767 residents of the United States from four racial/ethnic groups suggested
that 35% of victims of IPV also reported perpetration of violence against their partner
(Prospero & Ki, 2009). Mental health problems have been associated with IPV perpetration (often called battering) in a number of cross-sectional studies, including depressive
symptomatology, anxiety, hostility, borderline personality disorder, antisocial personality disorder, psychotic experiences, posttraumatic stress disorder (PTSD), suicidality and
impulsive behaviours including violence (Lipsky et al., 2011). Men disclosing both victimization and perpetration seemed to have the highest frequency and severity of adverse
mental health symptoms (Prospero & Ki, 2009; Rhodes et al., 2009).
It is generally known that mental health symptoms or disorders are highly prevalent in
post-conflict settings (De Jong, Komproe, & Van Ommeren, 2003; Steel et al., 2009).
This may relate to a variety of factors, amongst which war-related trauma, poverty, drug
abuse, ongoing political turbulence, and the impact of HIV/AIDS.
To date, few studies have investigated the association between IPV and mental health in
a post-conflict setting. In Lebanon, women’s self-reported mental ill health scores were
positively correlated with both domestic violence and the violence associated with the
conflict during and after the conflict (Usta, Farver, & Zein, 2008). Refugees from Darfur
show symptoms of depression and trauma, as well as elevated levels of both domestic violence and community conflict, relative to pregenocide measurements (Meffert &
Marmar, 2009). In specific territories of Eastern Democratic Republic of Congo, selfreported sexual violence was associated with physical and mental health outcomes
( Johnson et al., 2010). These studies, however, do not report on mental health problems
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among perpetrators, while a higher risk of mental health problems likely applies to both
victims and perpetrators of IPV, who all have been exposed to collective violence (De
Jong, Komproe, & Van Ommeren, 2003; Steel et al., 2009).
This paper explores the mental health status of victims as well as perpetrators of IPV in a
post-conflict setting. More specifically, we focus on Rwanda, where the prevalence of IPV
is high. The Rwandan 2005 Demographic and Health Survey (DHS) reported a national
prevalence of IPV among 30% of women. Thirty-seven percent of married or cohabiting women have experienced physical violence since age fifteen, and 26% experienced
it in the twelve months preceding the survey (Rwanda Demographic and Health Survey,
2005). Three studies on IPV in Rwanda considered the prevalence and determinants (not
CMD) of IPV against pregnant women (Ntaganira et al., 2008), factors associated with IPV
among these pregnant women (alcohol use by partners and level of education for women)
(Ntaganira, 2009) and the association between IPV and HIV and other sexually transmitted diseases (Dude, 2011). No information is known about IPV against men or about perpetrators of IPV (batterers) in Rwanda, or their association with mental health problems.
We explored the association between IPV and the risk of CMD, more specifically suicidal ideation, among inhabitants of Byumba (Gicumbi), a northern province of Rwanda,
where people are still suffering from the consequences of systematic violence. We used
the concept of ‘mutual partner violence’ to explore the association between IPV and
CMD in victims, perpetrators and those who state they are both. We hypothesized that
both victims and perpetrators of IPV show an increased risk of CMD.
The work described in this article was part of a larger study to determine the effect of a
community-based therapeutic group approach called sociotherapy in Rwanda. (Richters,
Dekker, & Scholte, 2008; Scholte et al., 2011a).
The baseline measurement of this study took place in October 2007. Approval
was gained from the Medical Ethics Committee of the Academic Medical Center in
Amsterdam. Trial Registration: Nederlands Trial Register NTR1120.

Methods
For this cross-sectional study, data of 241 men and women were used. These people
were all married participants of the larger quasi-experimental study at baseline (October
2007) (Richters, Dekker, & Scholte, 2008; Scholte et al., 2011a). The husbands and
wives of these participants were not necessarily included in the study, but each interviewee reported on victimization and perpetration within their marriage. Participants
were all inhabitants of Byumba province in Rwanda. They were part of either the experimental or control group for the quasi-experimental study on sociotherapy. For participation in a sociotherapy group, no inclusion criteria were applied; the programme was
open to any adult (≥16 years) willing to participate.
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Instruments
Socio-demographics of each participant were documented; gender, age, level of education, profession and socio-economic status (SES). Two instruments were administered:
the Self Reporting Questionnaire 20 items (SRQ-20) and the Revised Conflict Tactics
Scale, Short version (CTS2S).

Self Reporting Questionnaire 20 items (SRQ-20)
The SRQ-20 was developed by the World Health Organization (WHO) in the 1980s as
a screening tool for common mental disorders (CMD) in primary care settings. When
patients are literate it can be self-administered, but in developing countries it is often
administered by lay interviewers. It consists of 20 yes/no questions about mood, thinking
capacity, feelings of anxiety and physical well-being. ‘Yes’ answers result in a higher score,
indicating a poorer mental health condition. Cut-off points vary considerably depending on
setting and culture. A cut-off point of 7/8 is widely used (Harpham et al., 2003).
We back-translated the WHO version of SRQ-20 to the local language, Kinyarwanda,
and validated it for the local context in a pilot study. The capacity of the Kinyarwanda
version of the SRQ-20 to identify probable psychopathology proved to be sufficient for
men (AUC=0.74) and women (AUC=0.76). Its reliability was considered to be good
(Cronbach’s a=0.83). In this validation study, cut-off scores for women and men were
≥10 and ≥8, respectively (Scholte, Verduin, Van Lammeren, Rutayisire, & Kamperman,
2011b). We used the validated, Kinyarwanda SRQ-20 for the present study.
In addition to participants’ CMD risk, we considered their suicidal ideation, captured
by a single question in the SRQ-20, question 17: “Has the thought of ending your life
been on your mind?”. While SRQ-20 is intended to capture poor general mental health
status across multiple dimensions, suicidal ideation alone captures a potentially severe
and distinct mental health problem and indicates risk for actual self-harm. For this study,
the SRQ-20 offered two outcome variables: a total score above or below cut-off and the
occurrence of suicidal ideation.

Revised Conflict Tactics Scale, Short version (CTS2S)
We assessed the presence of intimate partner violence with the Revised Conflict Tactics
Scale, Short form (CTS2S). The revised Conflict Tactics Scale (CTS) was developed in
1979 and is the most widely used instrument for measuring IPV (Straus, 2004). The
instrument includes three scales to measure tactics used when there is a conflict in a
relationship: Negotiation, Physical assault and Psychological aggression. In addition,
there are two supplemental scales: Injury form Assault and Sexual Coercion. We made
use of the short version, the CTS2S, that can be administered in three minutes. The
validity of the CTS2S is comparable to the CTS2 (Straus, 2004). The CTS2S consists of
ten items, each of which is first asked concerning the behaviour of the respondent and
then repeated for the behaviour of the respondent’s partner. This permits classifying
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couples into three mutuality types, despite only one partner responding. For example,
using the Physical Assault scale the three mutuality types are 1= male partner only, 2=
female partner only, 3 = both. For this study, the CTS2S was not validated locally, but
adapted to the context in three ways. First, we omitted the questions about sexual violence because we thought it would be inappropriate to ask such questions in this particular setting - relatively short interviews by lay interviewers in a culture where sexuality is
considered a very private matter.
Secondly, we changed the Likert scale of the CTS2S. In its original form it consists of
eight possible options. We narrowed it down to three options, to make it more understandable for our respondents and interviewers (see appendix). Thirdly, the CTS2S asks
about conflicts that happened in the past year. As our version of the CTS2S was used
in a longitudinal design, with more than one measurement in one year, we asked about
conflicts that occurred over the past three months.
For this study all participants were divided into four categories: ‘only victim, ‘victim
and perpetrator‘, ‘only perpetrator’ and ‘no partner violence’. Respondents were considered victims if they scored more than zero on questions 5, 10, 12, 14 and 15 and were
considered perpetrators if they scored more than zero on questions 6, 9, 11, 13, 16 (see
appendix 1). With this in mind, we present IPV as physical violence.

Interviews
The questionnaires were administered by trained interviewers. Eight local interviewers
were recruited; all were sociology students at the ’Institut Polytechnique de Byumba’ in
Gicumbi. Their one-week training addressed the principles of the study design, interviewing techniques and our measuring instruments. They were involved in making the
wording of the questions acceptable and understandable for people in Byumba (Gicumbi)
(Verduin, Scholte, Rutayisire, & Richters, 2010). Informed consent was obtained by use
of an explanatory text, which was read aloud because of the high rate of illiteracy. In
case of refusal, demographic data and reasons for refusal would be requested and documented, but no-one refused.
For determination of SES our interviewers approached respondents of the control
group at or near their homes, and scored respondents’ SES by judging the state of the
houses. Participants of the experimental group, however, were interviewed at the spot of
their meetings, and were asked to describe the state of their houses themselves.

Statistical analysis
For all analyses, we used SPSS, version 18. First, we described the prevalence of IPV and
risk of CMD. Subsequently, we presented bivariate associations between IPV and the two
indicators of mental health - CMD risk and suicidal ideation, with odds ratios. We distinguished three groups within the research population: participants who reported victimization only, participants who reported both victimization and perpetration and those
who reported only perpetration of IPV.
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Lastly, we applied multivariate logistic regressions with total SRQ-20 scores (above/
below cut-off) and suicidal ideation as the outcome measures, and corrected for estimated confounders (age and gender).

Results
Socio-demographics
Table 1 shows that the average age of our research population was 40.2 (SD, ± 12.7).
Almost half of the participants had no formal education and 42.7% had primary school
education only. The majority of the participants were farmers (agriculturalists) (84.6%)
and their SES was poor (71%).

Mental health (CMD)
Thirty-three percent of participants scored above cut-off on the SRQ-20 (so were considered at risk of CMD), see table 2. More women than men scored above cut-off (37% vs.
29%). Of the women, 19.8% reported suicidal ideation, compared to 10% of the men.

Intimate partner violence
Twenty-five percent of the study population reported involvement in IPV in the preceding 3 months, see table 3. Seventeen percent of men and 29.7% of women indicated
they were victims of IPV in the last 3 months. The majority of women who reported IPV
indicated they were only victim, but 12.6% reported victimization and perpetration. No
women indicated perpetration only. Fifteen percent of men said they were victim and
perpetrator. Five men (3.8%) reported perpetration only, while two men (1.5%) reported
being a victim of IPV without perpetrating.

Intimate partner violence and mental health
Table 4 shows the association between IPV and risk of CMD, as well as the association
between IPV and suicidal ideation, as assessed by logistic regression models.
Reporting IPV is associated with CMD (OR 1.85 (p<0.05) [95% CI 1.01-3.37]), corrected
odds ratio 1.7 [95% CI 0.92-3.15]) and suicidal ideation (corrected odds ratio 1.6 [95% CI
0.70-3.53]). For those who state to be only victims of IPV, we find no association with CMD,
(corrected odds ratio 1.01 [95% CI 0.42-2.90]). Those who state to be victim and perpetrator
(corrected odds ratio 1.75 [95% CI 0.82-3.72]), or only perpetrator (corrected odds ratio 3.13
[95% CI 0.49-20.0]), are more likely to have mental health problems, especially more than
people who do not report IPV. However, none of our corrected associations are significant.
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Discussion
This explorative study indicates that reporting IPV may be associated with CMD and suicidal ideation in a post-conflict area such as Rwanda. Those who state to be either perpetrator or both victim and perpetrator, report more mental health problems than victims
and more than people who do not report IPV. Although our study sample is small and we
cannot provide strong evidence, our findings suggest that intimate partner violence may
be associated with adverse mental health outcomes for both victims and perpetrators in
a post-conflict area. The causal direction of this association, however, remains unclear.
Most existing studies concerning the association between IPV and mental health do
not explicitely address the issue of the direction of this association. If any, the assumption seems to have been made that IPV preceded a decline in mental health. Several
studies, most from developed countries, have shown a significant association between
IPV against women and women’s mental health (Campbell, 2002; Ellsberg et al., 2008;
Escriba-Aguir et al., 2010; Ishida et al., 2010; Krug, Mercy, Dahlberg, & Zwi, 2002).
A review in 2002 states that depression and PTSD, conditions which frequently coincide, are the most prevalent mental-health sequelae of IPV (Krug, Mercy, Dahlberg, &
Zwi, 2002). In the WHO’s multi-country study on women’s health and domestic violence, women who reported partner violence at least once in their life reported significantly more emotional distress, suicidal thoughts and suicidal attempts than non-abused
women (Ellsberg et al., 2008; Garcia-Moreno et al., 2006). In a recent study in Australia
among a nationally representative sample of women, gender-based violence was significantly associated with adverse mental health effects such as anxiety, mood disorder,
PTSD and suicide attempts (Rees et al., 2011). A review by Marshall et al. showed that
in veterans, PTSD is an important correlate that largely accounts for the relationship
between combat exposure and IPV perpetration (Marshall, Panuzio, & Taft, 2005).
One may argue, however, that an association in the opposite direction is plausible as
well. Poor mental health could be a risk factor for becoming involved in IPV, either as
victim or perpetrator. A recent study examined partner aggression among male veterans
from the United States who served in Afghanistan or Iraq and compared this aggression to that reported by Vietnam veterans with PTSD. Though only a few comparisons
reached significance, odds ratios suggested that male Iraq and Afghanistan veterans with
PTSD were 1.9 to 3.1 times more likely to perpetrate aggression toward their female partners than veterans without PTSD and Vietnam veterans with PTSD (Teten et al., 2009).
While the direction of the association between IPV and mental disorder has yet to be
clarified, the relation seems to be even more complex in post-conflict settings, as both
IPV and CMD are probably more prevalent after the previous experience of any form of
violence. This includes trauma of recent genocide and war, the impact of HIV/AIDS, poverty, drug abuse and ongoing political turbulence.
It has been suggested that collective violence raises the risk of IPV. In Palestine, Clark
et al have shown increased odds of IPV in a sample of married women whose husbands
had been exposed to political violence (Clark et al., 2010). Findings from studies in civil103

ian populations in Sri Lanka, Afghanistan, Lebanon and the West Bank suggest that
exposure to violent conflict is associated with IPV and other forms of domestic violence
(Al-Krenawi, Graham, & Sehwail, 2007; Catani et al., 2008; Catani, Schauer, & Neuner,
2008; Catani et al., 2009; Haj-Yahia & Abdo-Kaloti, 2003; Usta, Farver, & Zein, 2008).
A study conducted among internally-displaced-persons in post-conflict Uganda produced estimates of IPV in the past year of 51.7% (Stark et al., 2010). Women’s narratives
from a qualitative study in northern Uganda illustrate the multiple levels of violence that
women may experience in war, including violence from an armed group, abuse from
extended family members and IPV (Annan & Brier, 2010).
For the population of post-genocide Rwanda, various studies have shown high rates
of violence and traumas alongside high rates of mental health disorders (Bolton,
Neugebauer, & Ndogoni, 2002; De Jong, Scholte, Koeter, & Hart, 2000; Neugebauer
et al., 2009; Pham, Weinstein, & Longman, 2004; Schaal & Elbert, 2006). Here, the
accumulated experiences of collective violence and IPV may have acted to raise the risk
of CMD. In reverse order, Rwandans suffering from mental health problems, including
PTSD, may be more inclined to perpetrate IPV because of their state of hyperarousal.
Culture-specific factors may impact the generalizability of our findings to other postconflict settings. The attitude of suspicion and distrust which is common within the
Rwandan community may add to the complexity of the association between CMD and
IPV in our study sample (Richters, Rutayisire, & Dekker, 2010). Distrust may impact
intimate partner relations, and induce aggression. Another factor which has recently
been acknowledged as one of the strongest predictors of IPV, is an accepting attitude
towards IPV. In a comparative analysis of data from seventeen Sub-Saharan countries,
Uthman et al (2009) showed that IPV against women was widely accepted under certain circumstances (e.g. a woman goes out without telling her spouse, neglects her child,
argues with her spouse) by men and women in all of the countries studied. Contrary to
expectations, women were more likely to justify IPV than men. In Rwanda, almost 50%
of women ‘accepted’ wife-beating, compared to under 40% of men (Uthman, Lawoko, &
Moradi, 2009).
This study has several limitations. We could not differentiate types of partner violence.
The short version of the Revised Conflict Tactics Scale does not yield information on
emotional partner violence. We have clear information on physical violence only, as after
adapting the instrument as described in the Methods section, sexual violence was left
out completely. However, evidence from different studies shows that when women report
physical violence, it can be expected that a large proportion of them have also experienced sexual violence. Lifetime prevalence data from a national general population survey, the National Violence Against Women Survey (NVAWS), in the United States show
that if a woman is physically assaulted by a partner or spouse, she also faces an increased
risk of being raped (Miller, 2006). Data from Rwanda (Rwanda Demographic and Health
Survey, 2005) show that 29% of married women had been confronted with acts of physical violence on the part of their husband/partner. Twelve percent of married women had
experienced acts of sexual violence.
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A disadvantage of leaving out the questions on sexual violence and changing the
Likert scale and the period from 12 to 3 months, is that our findings are hard to compare to other studies.
The use of interviewers for the administration of the questionnaire enabled clarification of questions to respondents when needed. This, however, may have lead to social
desirability bias. In our experience in Rwanda, questions on poor health and social
problems proved difficult to answer, especially for men (Scholte et al., 2011a, Verduin,
Scholte, Rutayisire, & Richters, 2010). Using a structured questionnaire with closed
questions and limited response options is not optimal to obtain reliable data on the prevalence of IPV, mental health problems and more specifically suicidal ideation. Instead,
an interviewing style which allows for the establishment of trust and openness would be
more suitable. This particularly applies if a study population generally tends to hide problems or vulnerabilities. Given the Rwandan context, the interviews held for our study
may not have met this condition sufficiently. It is possible that we would have found a
stronger association between IPV and mental health if this condition had been met, i.e. if
there would not have been a social desirability bias.

Conclusion
Although previous studies have supported the association between IPV and mental illness, the nature of this relationship has not yet been fully clarified. Mental health problems may act as a predictor for IPV, and vice versa. Additionally, this may apply to both
victims and perpetrators of IPV. Here, longitudinal data is needed for further understanding, especially if outcomes may also be related to other forms of violence in respondents’
past. This study shows the relevance of a focus on IPV in future research and mental
health interventions in post-conflict settings. Both men and women, victims and perpetrators, their attitudes towards IPV and other possible culture-specific factors, as well as
previous exposure to violence should be considered.
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Table 1
Socio-demographics
Total (%)
(n=241)
Age
16-20
21-30
31-40
41-50
51+

1
64
75
57
44

Men (%)
(n=130)

(0.4)
(26.6)
(31.1)
(23.7)
(18.3)

0
24
37
37
32

Women (%)
(n=111)

(0)
(18.5)
(28.5)
(28.5)
(24.6)

1
40
38
20
12

(0.9)
(36.0)
(34.2)
(18.0)
(10.8)

Level of education
No education
Primary School
Secondary School 1-3
Secondary School 4-7
Continued education

118 (49.0)
103 (42.7)
14 (5.8)
5 (2.1)
1 (0.4)

63 (48.5)
56 (43.1)
7 (5.4)
3 (2.3)
1 (0.8)

55 (49.5)
47 (42.3)
7 (6.3)
2 (1.8)
0
(0)

Occupation
Farmer
Student
Teacher
Other

204 (84.6)
3 (1.2)
6 (2.5)
28 (11.6)

104 (80.0)
0
(0)
4 (3.1)
22 (16.9)

100 (90.1)
3 (2.7)
2 (1.8)
6 (5.4)

SES
Marginal
Poor
Sufficient

20 (8.3)
92 (70.8)
56 (23.2)

8 (6.2)
92 (70.8)
30 (23.1)

12 (10.8)
73 (65.8)
26 (23.4)

Table 2

Risk of CMD; suicidal ideation
Total
(n=241)

%

Men
(n=130)

%

Women
(n=111)

%

SRQ-20 above cut-off score

79

32.8

38

29.2

41

36.9

≥ 8 (men) and ≥ 10 (women)
Suicidal ideation, q.17

34

4.1

13

10.0

21

18.9
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Table 3

Prevalence Intimate Partner Violence
Total
(n=241)

Only victim
Victim and perpetrator
Only perpetrator
No partner violence

Table 4

21
34
5
181

%

8.7
14.1
2.1
75.1

Men
(n=130)

%

2
20
5
103

Women
(n=111)

1.5
15.4
3.8
79.2

19
14
0
78

%

17.1
12.6
70.3

Percentage risk for CMD, % suicidal ideation, Odds Ratio’s (OR), corrected OR and
confidence intervals (95% CI: corrected for gender and age); *p<0.05
SRQ-20 above cut-off score
N

Reported IPV

%

26 43.3

Suicidal ideation

OR(95% CI)

Corrected
OR(95% CI)

N

1.85*
(1.01-3.37)

1.70
(0.92-3.15)

%

OR(95% CI)

Corrected
OR(95% CI)

11 18.3

1.54
(0.70-3.39)

1.57
(0.70-3.53)

Only victim

8 38.1

1.49
1.01
(0.60 – 3.71) (0.42 – 2.90)

5 23.8

1.74
(0.60 – 3.71)

1.56
(0.50 – 4.82)

Victim and
perpetrator

15 44.1

1.91
1.75
(0.91 – 4.00) (0.82 – 3.72)

6 17.6

1.47
(0.57 – 3.85)

1.61
(0.60 – 4.35)

3 60.0

3.62
3.13
(0.70 – 18.64) (0.49 – 20.0)

0

Only perpetrator

No IPV

110

53 29.3

0

23 12.7

Appendix 1
CTS2S- Rwanda, 2007

How often did this happen?
0: not in the last 3 months
1: 1-10 times in the last 3 months
2: 10-20 times in the last 3 months
3: more than 20 times in the last 3 months
1 I explained my side or suggested a compromise for a disagreement with my partner
2 My partner explained his or her side or suggested a compromise for a disagreement
with me
3 I insulted or swore or shouted or yelled at my partner
4 My partner insulted or swore or shouted or yelled at me
5 I had a sprain, bruise, or small cut, or felt pain the next day because of a fight
with my partner
6 My partner had a sprain, bruise, or small cut or felt pain the next day because of a
fight with me
7 I showed respect for, or showed that I cared about my partner’s feelings about an
issue we disagreed on
8 My partner showed respect for, or showed that he or she cared about my feeling about
an issue we disagreed on
9 I pushed, shoved, or slapped my partner
10 My partner pushed, shoved, or slapped me
11 I punched or kicked or beat-up my partner
12 My partner punched or kicked or beat-me-up
13 I destroyed something belonging to my partner or threatened to hit my partner
14 My partner destroyed something belonging to me or threatened to hit me
15 I went see a doctor (M.D.) or needed to see a doctor because of a fight with my partner
16 My partner went to see a doctor (M.D.) or needed to see a doctor because of a fight
with me
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Abstract
To date, reviews show inconclusive results on the association between social capital and
mental health. Evidence that social capital can intentionally be promoted is also scarce.
It has been suggested that promotion of social capital may impact post-conflict recovery both through increased social cohesion and through better mental health. However,
those few studies on community interventions and social capital have relied on cross-sectional study designs. We present a longitudinal study in northern Rwanda on the effect
of sociotherapy, a community-based psychosocial intervention. Sociotherapy has been
shown to improve mental health. This study looked into which elements of social capital
can be promoted by sociotherapy, and how these are related to mental health. We used
a prospective, quasi-experimental study design with measurement points pre and post
intervention and at eight months follow-up. One hundred adults in the experimental
condition entered the study. We selected a control group of hundred respondents with
similar age, sex and symptom score distribution from a random community sample in
the same region. Mental health was assessed by use of the Self Reporting Questionnaire
(SRQ-20). Social capital was assessed by use of a locally adapted version of the short
Adapted Social Capital Assessment Tool (Short A-SCAT). The instrument measures
three elements of social capital: cognitive social capital, support, and civic participation. Latent growth models were used to examine whether the effects of sociotherapy on
mental health and social capital were related. Both mental health and civic participation
improved over time in the intervention group, but not in the control group. Although
mental health and civic participation were correlated at baseline, linear changes over
time were not significantly correlated. Support and cognitive social capital did not show
consistent changes over time. The intervention promoted both mental health and civic
participation, but these effects were independent within our sample.
Keywords: Social capital, mental health, sociotherapy, latent growth modeling, Rwanda

Introduction
Social capital
Social capital is a concept based on the idea that social networks provide a basis for
social cohesion and cooperation. It has been characterized as ‘the glue that holds societies together’ (McKenzie, 2002). Social capital’s most commonly adopted definition
in health sciences recognizes five characteristics: community networks, civic engagement, civic identity (belonging, solidarity, equality), reciprocity and norms of cooperation, and trust in the community (Putnam, 1993). Within the literature, studies distinguish between individual and collective conceptualizations of social capital (Kawachi &
Subramanian, 2006), but the definition as a community asset is currently “privileged”
over individual definitions.
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Social capital has been divided into two components, ‘structural social capital’ and
‘cognitive social capital’. Structural social capital refers to the existence of relationships, networks, and associations that link members together. Cognitive social capital
is the ‘driving force’; it includes values, norms, civic responsibility, expected reciprocity, charity, altruism, and trust. Structural and cognitive social capital, respectively, can
be characterized as what people ‘do’ and what people ‘feel’ in terms of social relations
(Harpham et al, 2002).
Promotion of social capital

Until recently, the few existing studies on community interventions aiming to improve
social capital, tended to rely on cross-sectional study designs. This implies that their
ability to draw causal inferences has been limited (Macinko & Starfield, 2001; de Silva et
al, 2005). Only very few longitudinal studies evidence that social capital can be fostered
by interventions. Coletta and Cullen (2000) discussed changes in social capital resulting from violent conflict in their study of four conflict-affected countries (Cambodia,
Rwanda, Guatemala, and Somalia); they provide clear examples of how governments
and international actors promote decentralization, civic participation, social inclusion,
empowerment, and the strengthening of grassroots movements. A study by Michael and
colleagues (2008) showed social support and self-rated health improved, while depressive symptoms decreased, after a community-based participatory research intervention,
which employed Community Health Workers who used popular education to identify
and address health disparities in Latino and African American communities in a metropolitan area in the United States.
Brune and Bossert (2009) performed a longitudinal study in Nicaragua, showing that
systematic interventions promoting management and leadership development were effective in improving some aspects of social capital, in particular the cognitive attitudes of
trust in the communities. Interventions were also linked to higher levels of civic participation in governance processes. As in other empirical studies, they also found that
higher levels of social capital were significantly associated with some positive health
behaviours.
Pronyk and colleagues (2009) conducted an intervention in rural South-Africa that
combined group-based microfinance with participatory gender and HIV training in an
attempt to catalyze changes in solidarity, reciprocity and social group membership as a
means to reduce women’s vulnerability to intimate partner violence and HIV. After two
years, adjusted effect estimates indicated higher levels of structural and cognitive social
capital in the intervention group than the comparison group, although confidence intervals were wide.
Social capital and mental health
Social capital may play a role in the incidence and prevalence of mental illness
(McKenzie et al, 2002). The assumed relevance of social capital for mental health has
been underscored by national and international policies to develop social capital in disaster- or war-affected communities (Hobfoll et al, 2007; Norris et al, 2008). Over the last
decade literature on the salutary association between social capital and mental health is
growing (Kawachi & Berkman, 2001; Almedom, 2005; De Silva et al, 2005; Engström
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et al, 2008; Berry & Welsh, 2010; Hamano et al, 2010; Suzuki et al, 2010; Wind et al,
2011). However, systematic reviews of quantitative studies examining the association
between social capital and mental illness have shown inconclusive results (De Silva et al,
2005; Islam et al, 2006). Especially studies that conceptualized social capital as a community asset (as opposed to an individual asset) found ambiguous associations with
individual mental health outcomes (De Silva et al, 2005; Eriksson, 2011). There has been
little empirical research to assess whether social capital at community level is associated
with individual mental health (Hamano, 2010). At the individual level, several studies
have observed positive associations with better mental health (Veenstra 2000, 2002; De
Silva et al, 2005; Whitley & McKenzie, 2005; Almedom, 2005; Irwin et al, 2008; Patel,
2010). Various scholars (Wang et al, 2009; Nakhaie & Arnold, 2010; Wind & Komproe,
2012) assert that the time has come to shed more light on possible associations between
mental health and social capital, and which specific starting points are most important
for interventions.
The present study
The study presented here was performed within the framework of a psycho-social community intervention (community based sociotherapy) aimed to enhance social bonding
(Richters et al, 2005). Sociotherapy has been shown to establish a significant improvement in mental health in Byumba, Rwanda (Scholte et al, 2011a).
Byumba province is located in the north of Rwanda, bordering Uganda. The invasion
by the Rwanda Patriotic Front (RPF) from Uganda into Rwanda on 1st October 1990
started a civil war in the north of the country. The RPF went into Rwanda as an army of
liberation but was perceived by the majority of the population as an army of occupation.
Low intensity fighting was interrupted by several massacres, including one in Byumba.
During the 1994 genocide, social capital atrophied as the country, communities and
families fell prey to hatred and violence (Colleta & Cullen, 2000). The war (1990-1994)
and genocide (1994) related problems affected men and women of all ages. The population experienced atrocities like killings, sexual violence, torture, intimidation, robbery,
destruction of property, and social rejection, leaving the community in a state of trauma.
A relatively large part of the population came to consist of widows, widowers, orphans,
physically handicapped, prisoners and ex-prisoners (Richters et al, 2005; Richters et al,
2008).
Clearly, after years of war and genocide, Rwanda is a context where social fabric has
been seriously damaged, which implies low social capital. Before the genocide, potential
bridging social capital existed in the form of exchange, mutual assistance and reciprocity (Colleta & Cullen, 2000). The ‘success’ of the genocide depended in part on civilians’ sense of civic duty and on the historical strength of the central government. Vertical
social capital, manifested in almost absolute state power, had historically penetrated
Rwandan society so deeply as to supersede horizontal relations or loyalties. The violent
conflict destroyed whatever broad-based forms of social capital had existed.
To our knowledge, this is the first study aiming to establish possible links between
social capital and mental health by use of a longitudinal design. We measured social
capital at the individual level, and looked into what elements of social capital were promoted by the community-based sociotherapy program in Rwanda, and if these elements
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were salutary for mental health. First, we performed a factor analysis of the scores on the
instrument used to measure social capital, in order to distinguish the relevant elements
of social capital. Then we explored the change over time in these elements, and examined the relationship between the changes in mental health and social capital. Latent
growth models (LGM) were used to examine whether the effects of sociotherapy on mental health were related to the effects of sociotherapy on social capital.

Methods
Data were collected at the start of the intervention (October 2007: T0), directly after
( January 2008: T1), and at eight months follow-up (September 2008: T2). Demographic
data (sex, age, education level and socio-economic status) were documented.

Intervention
The sociotherapy programme was set up in collaboration with the Episcopal Church of
Rwanda (ECR), funded by the development organization Cordaid and technically supported by the Dutch agency Equator Foundation. Approval was given by regional and
national authorities in Rwanda. Wide support on community level was gained through
public acclamation by the ECR (Richters et al, 2008). Sociotherapy is a therapeutic group
intervention aiming at social bonding and mental health recovery (Scholte et al, 2011b).
The programme was open to any adult (≥16 years old) wanting to participate. Groups
contained ten to twenty participants and were mostly mixed: both sexes, various ethnic backgrounds, wide age distribution. Forty-five groups ran simultaneously, having
weekly meetings over a period of fifteen weeks, lasting three hours each. Group leaders
were local people, familiar with the region’s history and current living situation; they had
received a three months’ training from Equator staff and were regularly supervised. They
were allowed to attune the working methods to the characteristics of their groups (e.g.,
degree of trust, nature of problems) and to their own affinity and experience, putting different emphases on elements like rules, role plays, and spirituality.

Instruments
Mental health
To measure mental health we used the Self Reporting Questionnaire (SRQ-20), an
instrument developed by the World Health Organization (WHO) for screening for common mental disorders in primary health care settings. It consists of twenty yes/no
questions about mood, thinking capacity, feelings of anxiety and physical well-being.
‘Yes’ answers result in a higher score, meaning a poorer mental health condition. Cutoff points vary considerably depending on setting and culture. A cut-off point of 7/8 is
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widely used (Harpham et al, 2003). We (back-) translated the SRQ-20 to the local language, Kinyarwanda, and validated it for the actual context (Verduin et al, 2010). The
capacity of the SRQ-20 to identify probable psychopathology proved to be sufficient
for men (AUC=0.74) and women (AUC=0.76). Reliability was considered to be good
(Cronbach’s a=0.83). The optimal cut-off point was 7/8 for men and 9/10 for women.
We also validated the SRQ-20 for its capacity to assess change in symptom severity over
time. The instruments factor structure proved to be time invariant; the number of factors, factor loadings and covariances of factors remained equal over time (Scholte et al,
2011b).
Social capital
There is a large variety in the elements of social capital studied in the various research
projects published, depending on which distinction or element of social capital is considered most important. We chose to make use of the short version of the Adapted Social
Capital Assessment Tool, (Short A-SCAT; Tuan et al, 2005), because of its proven validity in various contexts, its limited length and the presumed relevance of its items for the
Byumba context. Items of the Short A-SCAT address received support from groups or
individuals, whether and how people connect with leaders, how they feel connected to
others in their living area and how they get along.
The Short A-SCAT has been extensively validated in two resource-poor settings
(Vietnam, Peru). Due to time and financial constraints, we could not validate our
Rwandan version in the same scrupulous way. However, before we used the Short
A-SCAT, it was discussed in focus groups, tested and discussed with our interviewers.
There was overall agreement on the changes to be made in the phrasing of items in order
to capture the intended meaning in an easy to understand way for local respondents. For
example: the word ‘community’ was changed to ‘area, neighbourhood or hill’; the word
‘majority’ was changed to ‘many people’, as the term had been contaminated during
ethnic polarisation; in the question ‘are you an active member of any group?’ the word
‘active’ was discarded because it appeared to be too ambiguous and would probably bias
responders towards answering ‘yes’.
After a pilot study, we added some new items in order to raise the instrument’s psychometric qualities, providing more response options for giving and receiving support
and for manifestations of civic participation. Also, Likert scales were used instead of yes/
no options, which allowed for a more differentiated response (see Annex) (Verduin et al,
2010).

Participants
Experimental group
Out of forty-five sociotherapy groups simultaneously starting sessions, ten groups which
in total contained an equal number of men and women, were selected in rural as well as
urban areas. We then formed our experimental study group by randomly selecting 100
out of the total of 133 participants of these ten groups.
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Control group

We applied the following procedure to compose a control group that was equivalent at
baseline with regard to our main outcome measure, the SRQ-20 score. During our pilot
study, 2.5 times more respondents in the experimental group had baseline scores above
cut-off than in the control group (Scholte et al, 2011a). For this study we therefore aimed
to interview 2.5 times (n=250) more respondents than in the experimental group, to
later select 100 out of these to compose a control group. We identified regions within
Byumba district where the programme was not or had not been running so far, or for
practical reasons would not start over the upcoming eight months. Here, we selected
respondents through convenience sampling; 251 respondents were interviewed. After
analysis of the data collected, we selected a group of 100 out of these for which the distribution of SRQ-20 scores matched that of the intervention group. For this purpose we
used eight clusters of scores (0-1, 2-3, 4-5, 6-7, 8-9, 10-12, 13-15, 16-20) and from each
cluster randomly selected a number of respondents equal to the corresponding cluster
in the experimental group. This final selection of 100 constituted our definite control
group.

Interviews
Eight local interviewers were recruited; all were sociology students at the ’Institut
Polytechnique de Byumba’ in Byumba. Their one-week training addressed the principles
of a longitudinal study design, interviewing techniques and our measuring instrument
(Verduin et al, 2010; Scholte et al, 2011a). Informed consent was obtained from respondents by use of an explanatory text, which because of the high illiteracy rate was read
aloud. In case of refusal, demographic data and reasons for refusal would be requested
and documented, but no-one refused.

Statistical analysis
All psychometric and validation analyses were performed using SPSS 18. AMOS was
used to conduct latent growth modelling.
Before descriptive analysis (means, SD, t-tests, chi square tests, correlations), data
were screened for normality in distribution; skewness and kurtosis values were between
-2 and 2. Missing values were handled using full information maximum likelihood
(FIML) estimation (N=200 for all analyses). It has been shown that under ignorable
missing data conditions, FIML estimates are unbiased (Enders & Bandalos, 2001).
Factor analysis
Factor analysis was performed to distinguish which elements of social capital were measured by the Short A-SCAT in our Rwandan context. Principal component analysis was
done to derive independent subscales. A scree plot and eigen values over 1 were considered to determine the optimum number of factors representing the different domains of
social capital.
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Descriptive analyses

We used descriptive analyses (means, SD, correlations) to evaluate possible changes over
time in elements of social capital
Latent growth modeling

We applied latent growth models to variables that showed possible changes over time.
LGM models can be extended to include structural parameters as predictors (Duncan
et al, 2006). Thus, we examined the relationship between predictor variables (i.e., sociotherapy), baseline level, and linear change in each variable separately. We then examined
the association of components of social capital and mental health over time using associative LGMs. Associative LGMs allow researchers to examine the correlations among
development parameters for pairs of behaviors. We added sociotherapy as a predictor
variable to the associative LGM to examine the effects of sociotherapy on mental health
and civic participation simultaneously. We evaluated model fit using the discrepancy
2, comparative fit index (CFI), non-normed fit index (NNFI / TLI), root-mean-square
error of approximation (RMSEA), and Akaike information criterion (AIC). Models that fit
very well [adequately] are indicated by CFIs and NNFIs ≥ .95[≥ .90] and RMSEAs ≤ .06
[≤ .08] (Hu & Bentler, 1999).

Results
Baseline characteristics

The two study groups matched on SRQ-20 score distribution, sex and age at baseline
(see Table 1). We compared study participants who completed all three assessments with
those who dropped out after the first or second assessment on all variables assessed at
T0.
Drop out did not differ significantly between the experimental and the control group
(p=0.79). Drop-outs at T1 or T2 from either study group did not differ significantly in
sex, age or level of education. Neither was there a difference in sex, age, level of education, SRQ-20 scores and scores on Short A-SCAT between actual respondents and dropouts at T1 and T2. We concluded that there were no indications of meaningful nonresponse bias.
Reliability and factor analysis of the Short A-SCAT

Our adapted version of the Short A-SCAT had reasonable psychometric qualities. Using
the total sample at baseline and after reversing question 19, Cronbach’s alpha was 0.75
for the instrument as a whole; it did not improve if any item was deleted. Earlier factor
analyses of the Short A-SCAT in Peru and Vietnam (by de Silva and colleagues) yielded
three factors: cognitive social capital, group membership/(social) support and citizenship
(Harpham, 2002; Tuan et al, 2005; de Silva et al, 2005).
From principal component analysis item 1 was omitted because it had a different
response format (yes/no question) and therefore did not load on one factor specifically.
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Our version of the Short A-SCAT fell apart into similar components as described above:
– Cognitive social capital (items 11 and 14, 15, 16, 17, 18, 19; Cronbach’s alpha = 0.86);
– Support (items 2, 3, 4, 5, 6, 7, 8; Cronbach’s alpha = 0.68);
– Civic participation: items 9, 10, 12, 13. Cronbach’s alpha = 0.63).
These three factors accounted for 44.8% of the total variance. The items can be categorized in three sections; cognitive social capital and two elements of structural social
capital: support manifestations and civic participation. The term support represents distinct manifestations of received support; help from groups or individuals in comforting/
encouraging in good or bad situations, in improving one’s economic situation and in
knowing and doing things (see Annex). We prefer the term civic participation over citizenship (De Silva et al, 2005), as it entails an active attitude towards one’s community.
The items in our scale of civic participation address joining elections and actively discussing and solving problems with local leaders or in groups, respectively (see Annex).
Descriptive analyses of mental health and social capital
Table 2 shows mean scores, standard deviations, and bivariate correlations of the three
measurements of mental health (SRQ-20 scores), cognitive social capital, support and
civic participation, for both the experimental and the control group. Mean scores did not
appear to change consistently over time, except mental health and civic participation in
the experimental group.
LGM results
Table 3 shows model fit indices of subsequent LGMs. Each individual model showed a
good fit. Results of the final associative LGM of mental health and civic participation
with sociotherapy group membership as a predictor variable are reported in Figure 1 and
Table 4. The results showed a significant effect of sociotherapy on both linear change
in mental health and civic participation. In addition, civic participation at baseline was
lower in the sociotherapy group than in the control group. Although mental health and
civic participation were correlated at baseline, linear changes in mental health and civic
participation over time were not significantly correlated.

Discussion
This study aimed to establish the effects of a sociotherapy program in Rwanda on both
mental health and social capital, and whether these effects were correlated. We measured
three elements of social capital: cognitive social capital, support, and civic participation.
We found a positive effect of the intervention on mental health and civic participation;
support and cognitive social capital did not change over time. No correlation was found
between over time changes in mental health and civic participation.
Civic participation refers to an active attitude towards one’s community, and to participating in collective actions within that community. The concept is easily linked to that
of collective efficacy, which Sampson and colleagues (1997) defined as ‘social cohesion
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among neighbors combined with their willingness to intervene on behalf of the common
good’. They added that whereas social capital embodies the resource potential of social
networks, it should not be overlooked that the process of activating or converting social
ties to achieve desired outcomes is particularly salutary. Collective efficacy refers to a community’s capacity to deal adequately with environmental demands and to achieve goals
through its social organization that cannot be achieved by individuals alone. De Silva and
colleagues (2007) hypothesised that through collective actions community members can
increase control over their lives and environment, and that this increased control over
post-disaster demands may in turn mitigate individual mental health problems.
Wind and colleagues (2011, 2012) found that high social capital may foster collective
efficacy and decrease the employment of coping strategies and social support by individuals, and that social capital exerts its effect on mental health outcomes via collective efficacy. In our study a positive effect of the intervention was found on both mental health
and civic participation, a concept akin to collective efficacy. We could not show a correlation between these effects, which was contrary to what might be expected considering
the findings of Wind and colleagues. This may be because our analyses did not include
respondents’ individual appraisal of current and past experiences or their coping behavior, both of which may mediate the association beween social capital and mental health
(Wind et al, 2011).
The intervention may also just have raised civic participation without affecting the
other elements of social capital we measured: cognitive social capital and support. In
their study on the promotion of social capital in Nicaragua, Brune and Bossert (2009)
already pointed to indications that in non-western cultures cognitive and structural
components may be disconnected. In the highly complex sociocultural setting of postgenocide Rwanda, elements of cognitive social capital like trust, sense of belonging and
solidarity are not easily discussed openly. Therefore, items of our questionnaire addressing such sensitive issues may not have elicited valid responses. Especially men tend not
to trust others easily and to keep problems inside. Qualitative information consistently
pointed out that men in Rwanda generally do not share and seek support for emotional
problems (Richters et al, 2005; Richters et al, 2008a; Richters, 2010; Verduin et al, 2010).
In turn, lack of trust may impact mutual support. The use of credit in exchanges
was common in preconflict Rwanda (Colleta & Cullen, 2000). This practice has diminished over time, in part due to decreased levels of trust as a consequence of war, but
also because of increasing poverty and the value placed on money and individualism. In
general, people have become more reluctant to give gifts, for they are less confident that
these acts will be reciprocated. This should be taken into consideration when addressing the issue of support in countries as poor as Rwanda (Verduin et al, 2010). In our
study, scores on items of the Short A-SCAT addressing support were not consistent,
and no change over time was established. This may be due to insufficient validity of the
items concerned. A systematic cognitive validation of the instrument’s version used in
this study, performed in accordance with a method described by De Silva and colleagues
(2006), revealed that responders did not seem to differentiate between the various kinds
of support mentioned in the respective items: comforting, encouraging, or economic support (Verduin et al, 2010). In this very poor region, all support seemed to be expressed
in material forms. If no goods were received or given, no comfort or encouragement was
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experienced or provided. De Silva and colleagues (2006) describe similar misunderstandings in respondents’ interpretation of items addressing support when using the
A-SCAT in Peru and Vietnam.
This study has some potential limitations. First, a larger sample might have increased
the validity of the multilevel models. Second, investigating individual factors like
appraisal and coping behavior and including these in our analyses might have led to a
clearer understanding of the relation between mental health and social capital. Finally,
the use of categories to record answers may mask nuances in definitions and understanding of complex concepts. Even though qualitative research and extensive validation of the Short A-SCAT was performed in various countries, and despite our adaptation
of the instrument to the local context, responders may not have interpreted all items in
their intended meaning.
Further research is required to confirm the sensitivity of the Short A-SCAT as a
measure of social capital in complex sociocultural settings like Rwanda. In particular,
the validity of items addressing structural social capital and support needs attention
(Verduin, 2010). Future studies also need tot determine which specific elements of social
capital can intentionally be promoted in different settings, and what is the nature of possible links with mental health.

Conclusion
This study suggests that indeed it is possible to promote social capital through a community intervention. The same intervention was shown to improve mental health. Although
no indication was found that both outcomes were related, earlier studies indicate that
links between social capital and mental health may exist. Whether or not this is the
case, from our work it may be concluded that community interventions aiming to raise
the level of social capital may also positively impact mental health, and therefore be most
appropriate to implement in post-conflict situations.
The intervention studied here impacted one element of social capital in particular:
civic participation. If social capital and mental health would solely be linked through
civic participation, the latter might serve as the specific target of choice for future interventions. Such a possible one-off relation, however, has to be established by further
research. As yet, it may be appropriate in any post-conflict setting to identify the elements of social capital which correlate with mental health, and subsequently target community interventions particularly at these elements.
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Annex: Short A-SCAT, readapted version for Rwanda
Scholte &Verduin (2007), adapted from Tuan, Harpham et al. (2005)
1

Are you a member of any group?
1.Yes 2. No

2

In the last 12 months did you receive from the group(s) any help in comforting/encouraging you?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often

3

In the last 12 months did you receive from the group(s) any help in improving your economic situation?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often

4

In the last 12 months did you receive from the group(s) any help in knowing and doing things?
1. No 2.Yes, once; 3.Yes, a few times 4.Yes, often

The following questions have nothing to do with any group.
5a

In the last 12 months did you receive any help or support from any one, in the sense of comforting
when something bad happened? (e.g.: losing a loved one)
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often
If no, go to question 6a.

5b
If yes, from whom? You can tick more than one option.
	O	Family members
	O	Neighbours
	O	Friends
	O	Religious people
	O	Leaders
	O	Others
6a

In the last 12 months did you receive any help or support from any one, in the sense of encouraging
when something good happened? (e.g.: a wedding)
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often
If no, go to question 7a.

6b
If yes, from whom? You can tick more than one option.
	O	Family members
	O	Neighbours
	O	Friends
	O	Religious people
	O	Leaders
	O	Others
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7a

In the last 12 months did you receive any help or support from any one, in the sense of improving
your economic situation?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often
If no, go to question 8a.

7b
If yes, from whom?
	O	You can tick more than one option.
	O	Family members
	O	Neighbours
	O	Friends
	O	Religious people
	O	Leaders
	O	Others
8a

In the last 12 months did you receive any help or support from any one, in the sense of any help in
knowing and doing things?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often

	If no, go to question 9.
8b
If yes, from whom?
	O	You can tick more than one option.
	O	Family members
	O	Neighbours
	O	Friends
	O	Religious people
	O	Leaders
	O	Others
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9

In the last 12 months have you joined together with other people of your area/ neighbourhood to
address a common problem/issue?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often

10

In the last 12 months have you talked with or informed leaders about problems in this area/
neighbourhood you live in?
1. No 2.Yes, once 3.Yes, a few times 4.Yes, often

11

In general, are many people in this area/neighbourhood satisfied with local leaders?
1. Not at all 2. A little 3. Most of the time 4. Completely

12

In the last 12 months have you joined others in choosing your local leaders?
1. Not at all 2. A little 3. Most of the time 4. Completely

13

In general do you join others in attending meetings called by local leaders?
1. Not at all 2. A little 3. Most of the time 4. Completely

14

In general, can many people in this area/neighbourhood be trusted?
1. Not at all 2. A little 3. Most of the time 4. Completely

15

In general, do many people in this area/neighbourhood get along with each other?
1. Not at all 2. A little; 3. Most of the time 4. Completely

16

Do you really feel part of this area/neighbourhood?
1. Not at all 2. A little; 3. Most of the time 4. Completely

17

In general, do you feel safe in this area?
1. Not at all 2. A little; 3. Most of the time; 4. Completely

18

In your area/neighbourhood do people have a culture of visiting each other?
1. Not at all/ no one 2. Only few people 3. Most of the people; 4. Everyone/All

19

Do you think that many people in your area/neighbourhood would try to take advantage of you if they
got the chance?
1. No one 2. Only few people 3. Many people; 4. Everyone
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Table 1

Socio-demographic characteristics of experimental and control group at baseline
Experimental group
n=100

Gender
Male
	Female

Control group
n=100

Tests
Indep. T-tests/ Chi²

45 (45%)
55 (55%)

47 (47%)
53 (53%)

n.s.

34.9 (16-76)
Sd 15.8

38.5 (16-73)
	Sd 14.1

n.s.

Education
	Nil
	Primary
	Secondary 1-3
	Secondary 4-7

48 (48%)
42 (42%)
9 (9%)
1 (1%)

54 (54%)
34 (34%)
9 (9%)
3 (3%)

n.s.

SES
Marginal
	Poor
	Sufficient

6 (6%)
83 (83%)
11 (11%)

13 (13%)
66 (66%)
21 (21%)

²(2)= 0.022

8.41
Sd 5.05

8.26
Sd 4.83

Mean Age
(min-max)
	Standard deviation

Mean SRQ-20
score

n.s.

131

132
3

0.66 *** 0.47 ***

-0.02

0.01

-0.20 *

-0.14

-0.15

-0.16

-0.16

-0.13

3 Mental Health T2

4 Cognitive T0

5 Cognitive T1

6 Cognitive T2

7 Support T0

8 Support T1

9 Support T2

10 Civic Participation T0 -0.07

(5.05)

SD

(4.64)

7.28
(3.91)

6.31
(4.35)

12.55

0.07

0.15

0.25 *

0.15

0.06

-0.04

0.33 **

0.36 **

b	Numbers

	Sociotherapy group: below diagonal; control group: above diagonal.
represent correlations unless otherwise indicated.

*a p<.05, ** p<.01, *** p<.001

8.41

-0.07

12 Civic Participation T2 -0.19

-0.08

-0.24 *

-0.16

-0.21

-0.20

-0.11

-0.27 *

-0.14

-0.16

-0.25 *

-0.19

5

-0.07

-0.06

6

0.19

-0.09

0.17

0.01

(4.45)

12.33

0.09

(4.08)

13.80

0.01

0.40 *** 0.19

0.22 *

0.16

-0.14

0.01

0.24 *

0.32 *

0.41 *** 0.36 **

-0.34 ** -0.34 ** -0.25 *

0.73 *** -0.25 *

11 Civic Participation T1 -0.29 ** -0.11

-0.06

-0.08

-0.03

-0.06

-0.01

0.61 ***

M

4

0.67 *** 0.64 *** -0.16

2

2 Mental Health T1

1

(3.02)

3.05

0.11

0.31 **

0.08

0.01

0.23 *

0.15

0.29 **

0.08

-0.12

-0.05

-0.06

7

Descriptive analyses of mental health and three elements of social capital a,b

1 Mental Health T0

Table 2
9

10

(4.10)

3.86

0.08

0.14

0.05

-0.01

0.15

0.06

0.14

0.02

0.03

0.13

(4.02)

4.05

0.05

0.12

0.16

0.13

0.09

-0.14

0.12

-0.05

-0.08

-0.13

(2.99)

6.59

0.36 **

0.49 ***

-0.08

0.19

0.30 **

0.21

0.18

0.15

-0.13

-0.10

0.08 ** -0.05 ** -0.18

8

12

(2.96)

7.12

0.47 ***

0.31 **

0.19

0.12

0.22 *

-0.04

0.34 **

0.13

13.09

13.61

7.27

8.15

8.26

M

(1.82)

7.78

0.30 *

0.37 **

0.11

0.17

0.00

8.03

7.67

7.74

4.26

3.47

3.09

0.32 ** 14.71

0.25 *

0.25 *

-0.40 ** -0.38 **

-0.30 ** -0.37 **

-0.35 ** -0.14

11

(2.39)

(2.76)

(2.37)

(4.29)

(4.03)

(3.48)

(4.25)

(4.13)

(4.03)

(4.86)

(5.69)

(4.84)

SD

Table 3

Model Fit Indices
df

Model 1
Model 2
Model 3
Model 4
Model 5

Civic Participation LGM
Civic Participation LGM with predictor
Mental Health LGM
Mental Health LGM with predictor
Mental Health Civic Participation
Associative LGM
Model 6 Mental Health Civic Participation
Associative LGM with predictor

p

RMSEA

CFI

NNFI

AIC

1 0.03
2 0.39
1 0.14
2 0.61
8 14.79

.859
.824
.711
.736
.063

0.00
0.00
0.00
0.00
0.07

1.00
1.00
1.00
1.00
0.97

1.10
1.13
1.03
1.04
0.93

16.03
24.39
16.14
24.61
52.79

9 14.51

.105

0.06

0.98

0.94 66.51

²

Table 4 Mental Health and Civic Participation: Effects of Sociotherapy

Sociotherapy group

 Control group

Mean

S.E.

Mean

S.E.

P

Baseline Level
Linear Change a

8.33
-0.28

(0.48)
(0.05) ***

8.28
-0.09

(0.48)
(0.05)

0.942
0.013

Baseline Level
Linear Change a

6.61
0.13

(0.26)
(0.04) ***

7.70
0.03

(0.26)
(0.04)

0.003
0.035

Mental Health

Civic Participation

*** p<.001
a

Linear change estimates are per month.
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134

.00

-.26*

Baseline
Level

1

-.45

3

Mental Health
T1

Linear
Change

.57

.01

1

.14

-.38*

8

Mental Health
T2

.73

Sociotherapy

-.04

-.05

-.28**

1

.08

.41*

.37

1

-.71

3

-.21

.41

1

.16

8

Civic Participation
T2

Linear
Change

Civic Participation
T1

Baseline
Level

Civic Participation
T0

.49

For the model: ²(9)=14.51, p=.105, RMSEA=.06, CFI=.98, NNFI=.94, AIC=66.51.
Observed variables are shown as rectangles, factors as ovals. Covariances are shown as dotted lines with correlations.
Paths are shown as arrows with standardized regression coefficients or fixed regression weights (without decimal places).
Endogenous variables are shown with R². * p<.05, ** p<.01

1

.73

Associative LGM involving Sociotherapy As A Predictor of Change

Mental Health
T0

Figure 1

Chapter 8

Summary & General Discussion
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introduction
This thesis presents different aspects of a quasi-experimental, longitudinal study on a
psychosocial intervention (sociotherapy) in northern Rwanda, combining measurements
on mental health, social functioning, intimate partner violence and social capital.
Firstly, this chapter offers a summary of our findings, secondly, it reflects on these
results and lastly, it will discuss scientific research in post-conflict settings in general.

Summary of findings
The objectives of this thesis were to assess whether sociotherapy impacts mental health,
social functioning and social capital. To this end we tried to establish valid methods and
suitable instruments. Chapters 2, 3 and 4 describe work on the adaptation and validation of our instruments. Chapter 5 then presents the effect of the sociotherapy intervention on mental health. Chapter 6 presents data on partner violence and its associations
with mental health. Chapter 7 addresses the relation between change in social capital
and change in mental health.
Chapter 2 describes qualitative research methods used to enable and improve the measurements used in the quantitative study. A theoretical background is given, explaining
psychometric and cognitive validity of measures/instruments in general and describing
steps for translation. More specifically, it describes how qualitative information was collected and presents how we adapted and validated our three main outcome measures for
use within the local context. Psychological wellbeing was measured by use of the Self
Reporting Questionnaire (SRQ-20), social functioning by use of a locally designed questionnaire, the Byumba Social Functioning Questionnaire (BSFQ), and social capital by
use of an adapted version of the Social Capital Assessment Tool (Short A-SCAT).
Specifically the work on the Short A-SCAT indicated how, in a complex socio-cultural setting, seemingly straightforward and clear concepts can be quite ambiguous and
understood in a variety of ways. Our experiences underline that for any mental health
or psychosocial study, a substantial contribution from qualitative research is essential to
adapt research instruments to the local context.
Chapter 3 evaluates the reliability and criterion validity of the locally composed instrument to measure social functioning in Rwanda. The instrument, the Byumba Social
Functioning Questionnaire (BSFQ), was composed in concordance with a well-described
method for culture-specific and sex-specific function assessment. To ascertain criterion validity our respondents were not only assessed by use of the BSFQ, but also by
use of four scales of the Medical Outcomes Study’s 36-item Short-Form (SF-36). These
four scales comprise 19 items covering domains of social functioning comparable to the
BSFQ, and show strong internal consistency. The 19-item instrument was named the
SF-19, and was adapted for use in the local context.
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The BSFQ ‘s internal consistency appeared to be just acceptable for women but questionable for men, versus good to excellent values for the SF-19. BSFQ total scores showed
a strong floor effect, thereby proving incapable of showing variation at the bottom of the
scale. The SF-19 showed more variation in total score distribution. These results indicate that the BSFQ did not perform as well as we expected, and appeared not to be suitable for measuring social functioning in the study context. It may measure limitations
in practical activities of daily living rather than in social participation. Although possible
differences in the roles of men and women in low-income countries are not acknowledged in the SF-19, the wording of its items prove to be appropriate for both sexes. This
chapter therefore suggests that re-wording the SF-19 items seems to sufficiently compensate for its possible cultural inadequacy in the Rwandan context.

Impact of sociotherapy on social functioning
One of our main research questions was whether sociotherapy changed participants’
social functioning. We measured social functioning with the above mentioned instruments: the BSFQ, as well as the SF-19. Chapter 3 describes the validity of these instruments, but does not answer our main research question, as to whether sociotherapy
affected participants’ social functioning. We therefore carried out additional analyses to
answer that question. Contrary to our expectations, we did not see a significant effect of
sociotherapy on social functioning (see tables below). The SF-19 performed better than
the BSFQ and showed more variation in scores, but it still did not measure a change
in social functioning of respondents. We present the mean scores of the BSFQ and the
SF-19 at three measurement points to illustrate the lack of significant change over time
for social functioning, using the matched selection of participants who were interviewed
3 times (experimental group versus control group). In tables 1 and 2, the scores are presented seperately for men and women, because the BSFQ is different for each gender.
The tables show some variety in scores over time, for both men and women and for both
instruments. However, none of the changes in scores was significant, not between T0
and T1, nor between T1 and T2.
There are two possible explanations for this study outcome. One is that sociotherapy
has in fact had an effect, but that the instruments used to measure this effect performed
sub-optimally. Secondly, the intervention period may have been too short; three months
of sociotherapy may not have sufficed to change participants’ direct social relations and
ability to perform daily activities in this particular context. One other manifestation of
social functioning, partner violence, is addressed in chapter 6.
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Table 1

Social functioning measured with the BSFQ 					
(Low score = good social functioning, min 0, max 40. Sd = standard deviation)
Experimental group (N=33)
Mean
4.91
2.82
5.00

T0
T1
T2
Mean score BSFQ for women

sd
(3.29)
(5.44)
(5.35)
(N=37)

sd
(6.79)
(5.03)
(4.46)

Mean
3.84
3.57
5.40

sd
(4.80)
(4.54)
(5.72)

Social functioning measured with the SF-19 					
(High score = good social functioning, min 0, max 400. Sd = standard deviation)

T0
T1
T2

Experimental group (N=33)
Mean
266.89
288.21
277.68

Mean score SF-19 for women

sd
(105.32)
(123.93)
(109.66)

Control group (N=40)
Mean
274.85
265.71
254.80

(N=43)
Mean
210.06
206.03
256.63

sd
(102.56)
(107.56)
(100.77)

sd
(97.22)
(101.44)
(102.82)
(N=37)

Mean
196.17
195.34
221.55

sd
(124.91)
(115.84)
(122.56)

No significant changes over time. No significant
differences between groups.

Mean score SF-19 for men

T0
T1
T2

Mean
3.42
3.89
5.10

(N=43)
Mean
5.98
4.21
3.70

T0
T1
T2

Table 2

sd
(4.19)
(4.66)
(5.09)

Control group (N=40)

No significant changes over time. No significant
differences between groups.

Mean score BSFQ for men

139

Chapter 4 addresses the validation process of the Self Reporting Questionnaire (SRQ-20)
for local use in Rwanda. The SRQ-20 is an instrument developed by the WHO to screen
for possible mental health problems. We aimed to use the SRQ-20 to measure the effect
of sociotherapy (see Chapter 5) on mental health. Therefore, its translated version had to
meet the criteria for culture-specific use. Besides, the instrument needed to have longitudinal validity in order to be used for effect measurement; the SRQ-20 had never been
tested with regards to this quality before. Our results support both the cultural and the
longitudinal validity of the Rwandan translation of the SRQ-20. Establishment of the
instrument’s longitudinal validity has relevance beyond our particular effect study: Effect
studies of mental health interventions are mostly done by measuring symptoms of specific psychiatric disorders (posttraumatic stress disorder or depression mostly), while by
now there seems to be consensus about the debatable meaning of psychiatric diagnoses
in post-conflict contexts. Professionals world-wide have become aware that in post-conflict regions, symptoms as established through epidemiological studies may not indicate
the presence of psychiatric disorders.
Our study showed that mental health intervention outcomes can also be established
by use of a measure for general psychological well-being: the SRQ-20, an instrument
used in numerous settings.
Chapter 5 describes our study to establish the effect on mental health of the communitybased sociotherapy program in northern Rwanda, by use of the now validated SRQ-20.
We used a controlled study design, with three measurement moments: right before and
directly after the series of group sessions, and at eight months follow-up. The control
group comprised inhabitants of the region who did not participate in sociotherapy. The
intervention was shown to have a significant positive effect on mental health: the experimental group’s mean SRQ-20 scores decreased by 2.3 points (p=0.033). This effect
continued at follow-up after eight months. Women in the experimental group scoring
above the locally established cut-off at baseline improved with 4.8 points to below cutoff (p<0.001), a clinically relevant outcome. To our knowledge, this is the first controlled
study in history on the effect of a large scale community level psychosocial intervention
in a post-conflict setting.
Chapter 6 sheds light on intimate partner violence (IPV) in post-genocide Rwanda.
Several studies have shown a significant association between IPV against women and
mental health in both developed and in low- and middle-income countries. In post-conflict settings, the relationship between IPV and mental health is likely to be more complex, given the high levels of violence experienced by the population as a whole. In this
cross-sectional study (all married respondents at baseline) we explore the association
between IPV and common mental disorders (CMD), and more specifically, suicidal ideation, among inhabitants of Byumba province. We use the concept of “mutual partner
violence” thereby exploring the association between IPV and CMD in victims, perpetrators, and those who state they are both. Symptoms suggestive of CMD were established
by use of the Self-Reporting Questionnaire (SRQ-20), and physical intimate partner violence was measured using the Conflict Tactics Scale, Short Version (CTS2S). The study
findings suggest that reported IPV is associated with CMD and suicidal ideation. Those
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who state to be both victim and perpetrator, or only perpetrator, seem more likely to
report mental health problems than victims and people who do not report IPV. In a postconflict situation, perpetrators of IPV may suffer from mental health problems as much
as, or even more than, victims. Longitudinal data are needed to clarify the complex
relationship between CMD and IPV, especially if outcomes may also be related to other
forms of violence experienced in the past.
Chapter 7 presents the search for links between social capital and mental health in our
study population. To date, reviews show inconclusive results on the association between
community social capital and mental health. Evidence that social capital can intentionally be promoted is also scarce, while it is increasingly considered an important construct
in social policy and health. It has been suggested that promotion of social capital may
impact post-conflict recovery both through increased social cohesion and through better
mental health. However, those few studies on community interventions and social capital have tended to rely on cross-sectional study designs. This longitudinal study assesses
whether elements of social capital can be promoted by sociotherapy, and which of these
elements are salutary for mental health. Mental health was assessed by use of the SRQ20 and to measure social capital we used the short version of the Adapted Social Capital
Assessment Tool (Short A-SCAT), and adapted this version further for local use. Latent
growth models were used to examine whether the effects of sociotherapy on mental
health and social capital were related.
We consider three elements of social capital; cognitive social capital (sense of belonging, trust, safety), support (received from groups or individuals), and civic participation
(collaboration within own neighbourhood, communication with leaders). Both mental health and civic participation improved over time in the intervention group, but not
in the control group. Although mental health and civic participation were correlated at
baseline, linear changes over time were not significantly correlated. Support and cognitive social capital did not show consistent changes over time. In conclusion, the intervention promoted both mental health and one specific element of social capital, namely civic
participation, but these effects were independent within our sample.

Discussion
In this section, we will discuss several aspects of the context and the intervention that
we studied, as well as the methodology that we applied. More specifically, we will discuss, firstly, the possible influence of the complex context of Rwanda on our outcomes.
Secondly, we will discuss whether the intervention appropriately suited the context.
Thirdly, a consideration of the details and working elements of sociotherapy will be discussed; and finally, we discuss some methodological issues and limitations.
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Context
The Rwandan context plays an important role in understanding and evaluating our
research design and the effect of sociotherapy. Rwanda, in many aspects, still can be
characterised as a post-civil war area and is therefore highly complex in terms of the
socio-cultural setting. In Rwanda people are generally very poor; more than 60% of the
population lives below the poverty line. Additionally, 3% of the population is HIV positive1. A pertinent question then is: does a psychosocial group approach really change a
participant’s life, when she is a poor widow, HIV-positive, taking care of several children,
having witnessed the murder of her husband and other family members during the genocide? A recent study from 2008 shows that 14 years after the genocide, posttraumatic
stress disorder (PTSD) remained a significant public health problem in Rwanda, with
prevalence estimated at 26.1%. Participants who fulfilled diagnostic criteria for PTSD
scored significantly lower on the social functioning scales (SF-36 scales)2. The population
of Rwanda is young: an estimated 42.7% are under the age of 15, and 97.5% are under
653. Our study was directed at respondents aged over 15, leaving out a substantial part
of the population.

Intervention
We assumed the sociotherapy group approach fitted well into the context of Byumba,
as there was a strong Christian community related to the ECR (Episcopal Church of
Rwanda, since 2007 Anglican Church of Rwanda) and the programme was rolled out
by the Diocese. Rwanda historically has a culture of groups, with a family or compound
(rugo) being the basic unit of social life4,5,6. Interestingly, our colleagues who performed
most of the qualitative research sometimes witnessed how participants of the sociotherapy group became more autonomous during the sessions, and that they started speaking in the first person, while they were not accustomed to doing that in the beginning of
the group (personal communication ThR). Rwandans tend to speak using examples and
metaphores, not statements on what they think or would like. It seemed some participants gained a sense of individuality and autonomy within the group, where democratic
rules and equality between members applied. It was not further explored as such, but it
might explain our outcomes on cognitive social capital: the level of cognitive social capital (trust, belongingness) did not change in participants. Contrary to feeling more connected and more part of a community, participants might have felt more separate.
Another thought then arises, about the ‘dark side of social capital’7. What is the effect
of forming groups in a context like Byumba? It offers the possibility of excluding others
who are not part of the group, causing a split between participants and non-participants.
Bonding on the one hand, can lead to exclusion on the other.
Observations like the one above about starting to speak in the first person come
from observations of one or two sociotherapy groups. We do not know which elements
within the group were most influential. It may have been the combination of particular participants, or the activities that were most applied within the group (songs, role
plays, games). The effect was not dependent on which facilitator led the group. Our study
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(chapter 5) showed that the effect we found in the 10 groups studied, could be extrapolated to future groups with other facilitators.
Our research shows the intervention had an effect on mental health and civic participation, especially for women, but it leaves many questions still unanswered. We do not
know which elements of this complex intervention were most effective, or what underlying mechanisms caused the noted change.
The sociotherapy program in Rwanda, running from late 2005 onwards, was open to
all inhabitants of Byumba experiencing psychosocial needs. While it primarily aimed at
social bonding and did not target specific mental health symptoms, our effect study suggests that it did have significant mental health effects. Apparently, it promoted mental
health, well-being or recovery for most participants, even though no mental health professionals were involved as group facilitators. The intervention model may serve as an
example for community-based (carried out by local people for local people) psychosocial
interventions for survivors of collective violence at the community level. It proved to have
the capacity to reach thousands of beneficiaries within years with modest funding and
relatively little training of facilitators. It is in line with intervention models as suggested
in the literature,8 and with the Inter-Agency Standing Committee (IASC) Guidelines on
Mental Health and Psychosocial Support in Emergency Settings, a consensus document
endorsed by all relevant players.9 In the ‘IASC pyramid’, the model would be classed at
the level of interventions strengthening community and family supports, but it would
easily allow the addition of focused, non-specialized supports or specialized services for
those for whom the program would not suffice. In Rwanda, specialized care could have
complemented the programme for those still experiencing serious mental health problems after participation. Unfortunately, this has not been accomplished due to lack of
resources.
A psychosocial intervention like sociotherapy aspires to influence more than illness,
it aims to impact social determinants as well. The social determinants of health10 are the
circumstances in which people are born, grow up, live, work, and age, as well as the systems put in place to deal with illness. These circumstances are in turn shaped by a wider
set of forces: economics, social policies, and politics. Sociotherapy aspired to reach more
than the individuals in the group and to extend the effect to people surrounding them.
Some examples of the qualitative research by our colleagues show that this was certainly
possible11-14. Some of the sociotherapy groups continued after the programme ended; the
participants continued meeting each other and most of these groups started income generating activities (an activity of which the main purpose is to generate a financial profit).
A group started by buying one goat together, for milk and for offspring. Another group
payed for fixing a roof of a different member each month. This suggests that microcredit
approaches or management and leadership projects15,16 might be an effective addition to
a psychosocial approach; possibly a combination of these would achieve more effect. The
addition of a microcredit approach to sociotherapy, meaning every group would also start
a small microcredit project, could be a great combined intervention.
In a recent review of hundred and sixty mental health and psychosocial support activities in humanitarian settings which were reported from 2007 to 2010,18 only four interventions classed in the ‘IASC pyramid’ level of ‘strengthening community and family
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structures’ concerned controlled studies.9 Three of these were programs for children and
adolescents, and only one was targeting adults.19 The authors of the review in question,
however, point at methodological weakness of the latter study. While to date there seems
to be consensus on the way mental health and psychosocial support should be provided
in post-conflict settings, there is hardly any evidence yet for such programs targeting
adults. This illustrates the relevance of the data yielded by our study. In future, sociotherapy tailored to children or a different group approach specifically directed at children
could be a great addition to the programme18,20,21.

Methodological issues
Our study meets the standards according to the new Medical Research Council guidance
on developing and evaluating complex interventions17. These guidelines include: early
phase piloting, integration of process and outcome evaluation, experimental designs are
preferred to observational designs, recognition that complex interventions may work best
if they are tailored to local contexts. Sociotherapy is a complex intervention; it requires
a range of behaviours by facilitators as well as participants, it has several outcome variables and a high degree of tailoring the intervention was permitted. Our evaluation took
place alongside the implementation of the sociotherapy programme started in 2005: the
respondents for the pilot study were the first participants of sociotherapy. We assessed
the feasibility of the group approach during our pilot study, and found the approach to
be acceptable within the context; the group leaders and participants were compliant. We
used the information from the pilot study to improve the actual study.
We applied an experimental design, a design as near to a randomized controlled trial
as we could achieve: a quasi-experimental design, composing a control group equivalent to the experimental group with regard to our main outcome measure and to sex
and age. We adapted and validated our instruments as advised by the MRC guidance. Unfortunately, there was more drop out of respondents in the actual study, than
expected from our experience during the pilot study.
In our study several limitations can be noted. In general, the picture evoked in a quantitative study is already constrained by the structured way of interviewing and the use of
closed questions and restricted response options, now there were even more constraints
in Rwanda. Our respondents may have been willing to open up and provide valid
answers if they were not asked about issues directly linked to social relations. Questions
addressing the build-up of one’s social environment and one’s position in it may not have
elicited a reliable picture of reality. Before entering the field, we had been told repeatedly
that people in Rwanda do not easily show their true face nor speak explicitly on topics
in these domains. Our results may have been influenced by this difficulty to open up, as
well as by our quantitative approach. Possibly our questionnaire was too long, as it contained many items covering various areas of functioning. Likert scales and dichotomous
response options might not suit the Rwandan way of communicating, especially when
asking about problems and more specifically when interviewing men. Our study suggests
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that men did not benefit from the intervention like women did; our measuring instrument, however, may not have yielded reliable data from men. It seems we should have
tested the validity of all the instruments for men and women separately, as an instrument
is not valid if men systematically do not answer the questions in a reliable way.
Additionally, our adapted instruments for social functioning turned out to be less suitable than expected. We may have achieved better results and our effect may be underestimated because of these constraints in the instruments used. After all adaptations, it
seems that validity of the resulting instruments needs to be tested in every new context.
Still, our longitudinal study achieved to underscore the need for psycho-social interventions at community level, it showed the importance of choosing, testing and validating
instruments in the local context and it helped unravel the concept of social capital and
its relation to mental health. The on-going close and comradely collaboration with our
counterparts and interviewers, and our efforts to feed valid qualitative information into
our study at all stages, may have helped to overcome some of the above constraints.

Recommendations for future research
Our experiences underline that for any mental health or psychosocial study, a substantial contribution from qualitative research is an unconditional requirement. In particular, it is crucial to use qualitative information to design instruments with local validity.
Qualitative information also serves to inform researchers and facilitators which elements
or components of the group approach seem to trigger change. We would recommend
intensive qualitative research to inform and adapt instruments and very direct collaboration between qualitative and quantitative researchers, continuously during the study, in
order to interpret given responses and intermediate/interim analyses.
Our findings urge replication of our study. Similar outcomes would have implications for
future use of the approach in question. In future studies we would aim at larger groups
of respondents, and ask less questions in one interview (selective selection of instruments). The validity of the instruments needs to be tested in every new context.

Conclusions
This thesis presents different aspects of a quantitative longitudinal study regarding a
sociotherapeutic intervention in a post-conflict setting. A lot of effort was spent to target
the intervention, as well as the measures of evaluation, to the local context.
From this work, two main conclusions can be drawn.
Firstly, sociotherapy has been shown to improve the mental health of participants of
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sociotherapy. We have demonstrated that in Rwanda it is feasible and culturally adequate
to implement a large scale psychosocial intervention which primarily aims at social reintegration, rather than focusing at recovery from psychiatric disorder. However, we find
a clear effect for women, not for men. This may mean the intervention did not reach
men, or the way intervention outcomes were measured were not adequate for men, or
both. Possibly, in a context like Rwanda (where they are known to keep their problems
and feelings inside), men need a different approach. Future studies should explore the
suitability of this intervention for men and women separately, taking differences between
both genders into account.
Secondly, we have added to the body of research on the concept of social capital and its
relation to mental health. Qualitative information is in full support of the salutary effect
of the intervention on social capital12,13. Our quantitive data indicate a positive impact of
sociotherapy on one specific element of social capital, namely civic participation.
Although no indication was found that the outcomes on mental health and civic participation were related, earlier studies indicate that links between social capital and mental
health may exist. Whether or not this is the case, from our work it may be concluded
that community interventions aiming to raise the level of social capital may also positively impact mental health, and therefore be most appropriate to implement in post-conflict situations.
As yet, it may be appropriate in any post-conflict setting to identify the elements of
social capital which correlate with mental health, and subsequently target community
interventions particularly at these elements.
The sociotherapy program in Rwanda may serve as an example of a succesful psychosocial intervention; it is the first such intervention reaching thousands of beneficiaries,
with proven effectiveness on mental health and social capital. These outcomes may have
major implications for future mental health policy making and program planning in postconflict situations.
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Hoofdstuk 9

Samenvatting
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Inleiding
Dit proefschrift gaat over verschillende aspecten van een quasi-experimentele, longitudinale studie van een psychosociale groepsaanpak (sociotherapie) in Byumba, NoordRwanda. Hierbij is gekeken naar mentale gezondheid, sociaal functioneren, partner
geweld en ‘sociaal kapitaal’, een begrip dat de mate uitdrukt van onderlinge verbondenheid binnen en tussen gemeenschappen, en dat mogelijk van belang is voor zowel
maatschappelijk als mentaal herstel na grootschalig geweld.

Sociotherapie
Sociotherapie is een therapeutische groepsbenadering die, sinds de jaren zeventig in
Nederland in de geestelijke gezondheidszorg wordt toegepast. De principes die bij sociotherapie horen, zijn interesse, democratie, gelijkheid, deelname, verantwoordelijkheid,
leren door te doen en een oriëntatie op het hier en nu. De methodiek van sociotherapie
is vanuit Equator Foundation specifiek toegespitst op overlevenden van systematisch
geweld. Bij hen is bij uitstek het gevoel van eigenwaarde en het vertrouwen in de medemens in het algemeen ernstig ondermijnd. De sociotherapie richt zich dan ook specifiek
op veiligheid, respectvolle omgang, betrouwbaarheid en zorgzaamheid. In de groepsgewijze gesprekken ligt er geen nadruk op de ervaren trauma’s, maar ze kunnen wel ter
sprake komen.
Deze vorm van sociotherapie is door Equator Foundation in Byumba als groepsinterventie geïmplementeerd. Dit gebeurde op verzoek van een kerkelijke organisatie aldaar
(ECR: Episcopal Church Rwanda, sinds 2007 Anglican Church of Rwanda) en kon worden uitgevoerd met financiering van CORDAID.

Rwanda
Het onbeschrijfelijke geweld en het uiteenvallen van de gemeenschap gedurende de vierjarige oorlog (’90-’94) en 100 dagen genocide in Rwanda is traumatisch geweest. Na de
genocide kwamen veel vluchtelingen terug. Hoewel de mensen dezelfde taal spreken, verliep (en verloopt) de integratie uitermate gecompliceerd. Slachtoffers van oorlogsgeweld
lijden emotioneel onder een intens gevoel van verlies, vooral van basale veiligheid en
vertrouwen. Om verdere schade in sociale relaties te voorkomen, moet men een manier
vinden om met dergelijk verlies om te gaan. Als mensen hun vertrouwen, sociale rol en
zelfrespect hervinden, kunnen ook sociale structuren zich herstellen. Daarnaast is het op
individueel niveau van belang om klachten als slapeloosheid, nachtmerries en verlies van
controle te boven te komen.
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De doelen van onze studies waren om het effect van sociotherapie in Byumba op mentale gezondheid, sociaal functioneren en sociaal kapitaal te meten. Om dit te bereiken,
hebben we gepoogd valide methoden en geschikte meetinstrumenten vast te stellen.
Hoofdstukken 2, 3 en 4 beschrijven het werk om de instrumenten aan te passen en te
valideren. Hoofdstuk 5 laat het effect zien van sociotherapie op mentale gezondheid.
Hoofdstuk 6 gaat over partnergeweld en de relatie tot mentale gezondheid. Hoofdstuk
7 behandelt de relatie tussen (de verandering in) sociaal kapitaal en (de verandering in)
mentale gezondheid.
Hoofdstuk 2 beschrijft de kwalitatieve methoden die wij gebruikten om de kwantitatieve
instrumenten geschikt te maken voor ons onderzoek in Rwanda en na de eerste pilot
studie te verbeteren. Eerst worden de begrippen ‘psychometrische’ en ‘cognitieve validiteit’ van meetinstrumenten uitgelegd en worden de verschillende stappen, noodzakelijk
voor het vertalen van instrumenten, beschreven. Vervolgens wordt beschreven hoe wij
kwalitatieve informatie verzamelden, hoe wij dit gebruikten om onze meetinstrumenten
aan te passen aan de lokale context en hoe wij drie van onze instrumenten hebben
gevalideerd. Psychisch welbevinden werd gemeten met de Self Reporting Questionnaire
(SRQ-20), sociaal functioneren met een lokaal ontwikkelde vragenlijst, de Byumba Social
Functioning Questionnaire (BSFQ), en sociaal kapitaal hebben we gemeten met een
aangepaste versie van de verkorte Social Capital Assessment Tool (Short A-SCAT).
Vooral het werk aan de Short A-SCAT geeft aan hoe, in een complexe socio-culturele
setting als Rwanda, ogenschijnlijk voor de hand liggende en duidelijke concepten kunnen leiden tot verwarring en op verschillende manieren begrepen kunnen worden. Onze
ervaring leert dat substantieel kwalitatief onderzoek essentieel is voor elke psychosociale
of gezondheidsstudie, met name om instrumenten geschikt te maken voor een andere
context dan waarvoor ze gemaakt zijn.
Hoofdstuk 3 evalueert de betrouwbaarheid en criteriumvaliditeit (criterion validity) van
het lokaal ontworpen instrument om sociaal functioneren te meten in Rwanda. Het
instrument, de Byumba Social Functioning Questionnaire (BSFQ), werd vormgegeven
volgens een goed beschreven methode voor cultuur-specifieke en sekse-specifieke vaststelling van functioneren. Om de criteriumvaliditeit vast te stellen, werd bij respondenten niet alleen de BSFQ afgenomen, maar ook vier schalen van de bekende Medical
Outcomes Study’s 36-item Short-Form (SF-36). Deze vier schalen bevatten samen 19
items die vergelijkbare domeinen van sociaal functioneren bevragen als de BSFQ, en ze
laten sterke interne samenhang zien (internal consistency). Dit 19 items tellende instrument werd de SF-19 genoemd en werd ook vertaald en aangepast voor gebruik in de
lokale context.
De interne consistentie van de BSFQ bleek net acceptabel voor vrouwen en twijfelachtig voor mannen, terwijl de waarden voor de SF-19 goed tot uitmuntend waren. De
uitkomsten (totaal scores) van de BSFQ lieten een sterk ‘floor effect’ zien, wat betekent
dat er weinig variatie in lage scores was (veel mensen scoorden 0). De SF-19 liet meer
variatie zien in de hele verdeling van scores. Deze resultaten geven aan dat de BSFQ niet
zo goed functioneerde als verwacht en dat het niet zo’n geschikt instrument bleek om in
onze context sociaal functioneren te meten. Mogelijk meet het beperkingen in dagelijkse
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praktische activiteiten, maar niet de beperkingen die iemand kan hebben in de sociale
betrokkenheid/deelname. En, terwijl mogelijke verschillen in sekse-specifieke rollen in
ontwikkelingslanden als Rwanda niet worden erkend in de vragen van de SF-19, lijken
alle items toepasselijk voor beide seksen. Dit hoofdstuk suggereert daarom dat het aanpassen van de formuleringen in de 19 items voldoende compensatie kan bieden voor
eventuele culturele ontoereikendheid voor de Rwandese context.

Impact van sociotherapie op sociaal functioneren
Een van de hoofdvragen van dit onderzoek was of sociotherapie effect had op het sociaal
functioneren van de deelnemers. Zoals hierboven beschreven werd sociaal functioneren
gemeten met de BSFQ en de SF-19. Hoofdstuk 3 beschrijft de validiteit van deze instrumenten, maar beantwoordt niet de vraag of sociotherapie effect had op sociaal functioneren. Daartoe hebben we aanvullende analyses gedaan en in tegenstelling tot onze verwachting blijkt er geen significant effect van sociotherapie op sociaal functioneren vast
te stellen te zijn (zie tabellen 1 en 2 in Hoofdstuk 8, Summary & Discussion). De SF-19
deed het beter dan de BSFQ en liet meer variatie zien in totaalscores, maar toch kon ook
dit instrument geen verandering in sociaal functioneren van respondenten meten. In de
tabellen presenteren we de gemiddelde scores van de BSFQ en de SF-19 op de drie meetmomenten van alle respondenten die drie keer geinterviewd zijn (experimentele groep
versus controle groep), om te illustreren dat er geen significante verandering over de tijd
te zien is voor sociaal functioneren. We laten de scores voor mannen en vrouwen apart
zien, omdat de BSFQ verschilt voor mannen en vrouwen. In de tabellen is voor beide
instrumenten en voor beide seksen wel enige variatie in de scores over de tijd te zien,
maar geen van de veranderingen waren significant, noch tussen de eerste twee meetmomenten (T0) en (T1), noch tussen de laatste meetmomenten (T1) en (T2).
Er zijn twee mogelijke verklaringen voor deze uitkomsten. De eerste is dat sociotherapie
wel degelijk effect had op sociaal functioneren, maar dat de meetinstrumenten die we
gebruikt hebben niet voldoende presteerden om dit effect te meten. De tweede is dat de
interventie duur niet lang genoeg was. Mogelijk is drie maanden deelname aan sociotherapie niet voldoende om directe relaties met anderen in de omgeving te veranderen en
zijn in deze context de mogelijkheden tot beïnvloeding van een deelnemer in zijn/haar
dagelijkse activiteiten beperkt.
In hoofdstuk 6 wordt een andere uitdrukking van sociaal functioneren, namelijk partner geweld, behandeld.
Hoofdstuk 4 betreft de validering van de Self Reporting Questionnaire (SRQ-20) voor
gebruik in Rwanda. De SRQ-20 is een door de WHO ontwikkeld instrument om op
gemeenschapsniveau te screenen op mogelijke psychische problematiek. Wij wilden de
SRQ-20 gebruiken om het effect van sociotherapie (zie hoofdstuk 5) op mentale gezondheid te meten. Daartoe moest de vertaling voldoen aan de validiteitscriteria voor cultuurspecifiek gebruik. Bovendien moest het instrument longitudinale validiteit tonen om het
voor effectmeting te kunnen gebruiken, iets wat voor de SRQ-20 nog nooit eerder was
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vastgesteld. Wij toonden zowel de culturele als de longitudinale validiteit van de SRQ20 in de Rwandese taal aan. De aangetoonde longitudinale validiteit van het instrument
heeft naast onze voorgenomen effect studie een algemeen belang: interventie-effecten
worden meestal vastgesteld door symptomen te meten van specifieke psychiatrische
diagnosen, terwijl er wereldwijd consensus ontstaan is dat deze, in post-conflict contexten, slechts van relatieve betekenis zijn. Effecten blijken nu ook gemeten te kunnen
worden met een instrument dat de meer algemene psychische toestand vastlegt, de veel
gebruikte SRQ-20.
Hoofdstuk 5 beschrijft onze studie om, met behulp van de nu lokaal gevalideerde SRQ-20,
in noordelijk Rwanda het effect vast te stellen van sociotherapie op mentale gezondheid.
Het betrof een gecontroleerde studie, met drie meetmomenten: voorafgaand aan en direct
na deelname aan de serie groepsbijeenkomsten, en bij follow-up na acht maanden. De
controlegroep bestond uit inwoners van de regio die niét deelnamen aan sociotherapie.
Ondanks dat sociotherapie primair gericht is op sociale binding, bleek er ook een significant gunstig effect te zijn op de psychische toestand: de gemiddelde SRQ-20 score van de
experimentele groep daalde met 2.3 punten (p=0.033). Dit effect zette zich voort bij follow-up na acht maanden. De gemiddelde score van vrouwen in de experimentele groep
die bij de nul-meting boven het plaatselijk vastgestelde cut-off punt scoorden, daalde
met 4.8 punten naar onder cut-off (p<0.001), een klinisch relevante bevinding. Dit is de
eerste gecontroleerde studie in de geschiedenis naar het effect van een grootschalige psychosociale interventie op gemeenschapsniveau in een post-conflict gebied.
Hoofdstuk 6 geeft informatie over partnergeweld (intimate partner violence (IPV)) in
Rwanda na de genocide. Verschillende studies in westerse, maar ook in niet-westerse
landen, hebben een significant verband laten zien tussen IPV gericht tegen vrouwen en
hun mentale gezondheid. In post-conflict gebieden ligt deze relatie tussen IPV and mentale gezondheid waarschijnlijk wat ingewikkelder, omdat de gehele populatie al zoveel
geweld heeft meegemaakt. In deze cross-sectionele studie (d.w.z.: met een eenmalige
meting) onder bewoners van Byumba (alle getrouwde respondenten aan het begin van
de studie) onderzochten we het verband tussen IPV en veel voorkomende psychische
problemen (common mental disorders (CMD)); specifieker keken we ook naar gedachten
aan suïcide. We gebruikten het concept "wederzijds partner geweld” waarbij we keken
naar het verband tussen IPV en CMD bij slachtoffers van partnergeweld, daders en zij die
aangaven beide te zijn. Symptomen die wijzen op CMD werden vastgelegd met de SelfReporting Questionnaire (SRQ-20); fysiek partner geweld werd gemeten met de Conflict
Tactics Scale, Short Version (CTS2S). Onze bevindingen suggereren dat gerapporteerd
IPV verband houdt met CMD en gedachten aan suïcide. Mensen die aangaven dader èn
slachtoffer te zijn van partnergeweld, of alleen dader, leken meer psychische problemen
te melden dan slachtoffers en zij die helemaal geen IPV meldden. In een post-conflict
situatie zouden daders van partner geweld dus evenveel of zelfs meer psychische problemen kunnen ervaren dan slachtoffers. Om de complexe relatie tussen mentale gezondheid en partnergeweld te verhelderen is longitudinaal onderzoek nodig, vooral wanneer
de bevindingen ook verband kunnen houden met andere vormen van geweld die men in
het verleden heeft meegemaakt.
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Hoofdstuk 7 beschrijft de zoektocht naar verbanden tussen sociaal kapitaal en mentale
gezondheid in onze onderzoekspopulatie. Tot op heden laten reviews niet afdoende
resultaten zien over de relatie tussen sociaal kapitaal en mentale gezondheid. Bewijs dat
sociaal kapitaal doelbewust bevorderd kan worden is schaars, terwijl het concept veelal
wel een belangrijke plaats inneemt in het sociale- en gezondheidsbeleid. Er wordt gesuggereerd dat stimuleren van het sociaal kapitaal in post-conflict gebieden herstel van de
samenleving kan beinvloeden, zowel via het vergroten van de sociale samenhang als
door het verbeteren van de mentale gezondheid. Echter, de weinige onderzoeken die zich
richten op ‘community’ interventies en sociaal kapitaal hebben zich verlaten op crosssectionele studies. Onze longitudinale studie onderzocht of sociotherapie elementen van
sociaal kapitaal bevordert, en welke van deze elementen heilzaam/belangrijk zijn voor
mentale gezondheid. Mentale gezondheid werd gemeten met de SRQ-20, en om sociaal
kapitaal te meten werd de verkorte versie van de Adapted Social Capital Assessment Tool
(Short A-SCAT) gebruikt. Deze werd verder aangepast voor lokaal gebruik. We maakten
gebruik van een moderne statistische analysemethode, een latent groeimodel (lgm), om
te bekijken of de effecten van sociotherapie op mentale gezondheid en op sociaal kapitaal samenhingen. We richtten de aandacht op drie elementen van sociaal kapitaal, nl.
cognitief sociaal kapitaal (gevoel erbij te horen/thuis voelen, vertrouwen en veiligheid),
steun (ontvangen van groepen of van individuen), en actief burgerschap (civic participation) (samenwerking met mensen uit eigen omgeving, communiceren met lokale leiders,
deelname aan verkiezingen). Zowel mentale gezondheid als actief burgerschap verbeterden over de tijd in de interventiegroep, maar niet in de controle groep. Terwijl er bij de
beginmeting wel een correlatie was tussen mentale gezondheid en actief burgerschap,
bleken de veranderingen over de tijd niet significant samen te hangen. Cognitief sociaal
kapitaal en steun lieten geen consistente verandering zien. Concluderend bevorderde
sociotherapie zowel de mentale gezondheid als één element van sociaal kapitaal, namelijk
actief burgerschap, maar in onze onderzoeksgroep leken beide effecten onafhankelijk van
elkaar op te treden.

Conclusies
Dit proefschrift beschrijft maten (meetinstrumenten) en uitkomsten van een kwantitatief, longitudinaal onderzoek naar sociotherapie, uitgevoerd in Byumba (Gicumbi), een
noordelijke provincie in Rwanda. Er werd veel tijd en aandacht besteed aan het passend
maken van de interventie en de meetinstrumenten aan de lokale context.
Dit onderzoek in Byumba vormt een toevoeging aan het wetenschappelijke bewijs
onder psychosociale interventies voor niet-westerse overlevenden van systematisch
geweld. Tot nu toe lag de nadruk van wetenschappelijke studies naar het mentale welzijn van oorlogsgetroffen populaties op diagnoses als posttraumatische stressstoornis en
depressie, en waren desbetreffende interventies steeds gericht op dergelijke specifieke
aspecten van mentale gezondheid. Dit project is grensverleggend omdat het de effecten
van een aanpak onderzoekt die primair gericht is op sociale verbondenheid en tegelijker155

tijd beoogt het psychisch welzijn te vergroten. De aanpak, sociotherapie, richt zich op
sociale en gedragsmatige aspecten, niet op individuele ziektebeelden.
Er kunnen twee belangrijke conclusies uit dit werk worden getrokken. Ten eerste is
gebleken dat sociotherapie de mentale gezondheid van deelnemers gunstig beïnvloedt.
We hebben laten zien dat het mogelijk en cultureel passend is om in Rwanda een grootschalige psychosociale interventie in te voeren, die primair sociale re-integratie als doel
heeft, en niet gericht is op het herstel van psychiatrische stoornissen. Echter, we vinden een duidelijk effect voor vrouwen, niet voor mannen. Dit zou kunnen betekenen dat
de interventie mannen niet bereikte, of dat de uitkomsten voor mannen niet adequaat
gemeten konden worden, of allebei. Mogelijk hebben mannen een andere aanpak nodig
in een context als Rwanda, waar het bekend is dat mannen hun problemen en gevoelens
meestal binnen houden. In toekomstige studies zou rekening moeten worden gehouden
met dergelijke verschillen tussen mannen en vrouwen, en zou de geschiktheid van interventies voor beide seksen apart moeten worden vastgesteld.
Ten tweede hebben we een bijdrage geleverd aan de bestaande kennis over sociaal
kapitaal en de relatie daarvan met mentale gezondheid. Kwalitatief onderzoek stelt
ondubbelzinnig een heilzaam effect vast van de interventie op sociaal kapitaal. Onze
kwantitatieve data wijzen eveneens op een positief effect, en wel van één specifiek element van sociaal kapitaal, namelijk actief burgerschap (civic participation).
Ook al hebben we geen indicatie dat de uitkomsten op mentale gezondheid en actief
burgerschap verband met elkaar houden, eerdere studies suggereren zo’n verband wel.
Of dit nu wel of niet zo is, uit ons werk kan worden geconcludeerd dat interventies in en
door de gemeenschap die als doel hebben sociaal kapitaal te verhogen, mogelijk ook de
mentale gezondheid positief beinvloeden, en daarom heel geschikt zijn om in post-conflict situaties in te zetten. Voorlopig zal men in elke post-conflict setting dié elementen
van sociaal kapitaal moeten identificieren die samenhangen met mentaal welzijn, waarna
vervolgens een interventie in de gemeenschap specifiek op die elementen kan worden
gericht.
Het sociotherapie programma in Rwanda kan als voorbeeld dienen van een succesvolle
psychosociale interventie; het is de eerste dergelijke interventie die duizenden begunstigden heeft bereikt, met bewezen effectiviteit op de mentale gezondheid en op sociaal kapitaal. Deze uitkomsten kunnen grote implicaties hebben voor toekomstig beleid en programma’s in post-conflict gebieden.
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