
Posttraumatic stress disorder, trauma, and reconciliation in 
South Sudan

Lauren C. Ng1,2, Belkys López3, Matthew Pritchard4, and David Deng5

1Massachusetts General Hospital, Boston, MA, USA

2Boston University, 720 Harrison Avenue, Suite 915, Boston, MA 02118, USA

3Independent Consultant, Philadelphia, PA, USA

4McGill University, Montreal, Canada

5South Sudan Law Society, Juba, South Sudan

Abstract

Purpose—South Sudan is embroiled in a conflict that erupted in December 2013. This study 

examines what people in South Sudan think is necessary to achieve reconciliation and how trauma 

exposure and PTSD are associated with those beliefs.

Methods—1525 participants (51.0% female) were selected using random and purposive 

sampling in six states and Abyei. Participants reported on traumatic events, PTSD symptoms, and 

attitudes towards reconciliation mechanisms.

Results—Results indicated that 40.7% met symptom criteria for probable PTSD. Most 

participants thought reconciliation was not possible without prosecuting perpetrators or 

compensating victims and did not support amnesty. Participants with probable PTSD were more 

likely to endorse confessions (OR 2.42 [1.75, 3.35]), apologies (OR 2.04 [1.46, 2.83]), and 

amnesty (OR 1.58 [1.21, 2.08]), and to report that compensation (OR 2.32 [1.80, 3.00]) and 

prosecution (OR 1.47 [1.15, 1.89]) were not necessary for reconciliation. The more traumatic 

events people experienced, the more they endorsed criminal punishment for perpetrators (OR 1.07 

[1.04, 1.10]) and the less they endorsed confessions (OR 0.97 [0.95, 0.99]).

Conclusions—People with PTSD may prioritize ending violence via opportunities for 

reconciliation, while those with more trauma exposure may support more punitive mechanisms. 

Policy makers should take mental health treatment and trauma into account when designing 

conflict mitigation, peace building, and justice mechanisms.
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Introduction

The conflict in South Sudan that began in December 2013 continues to rage, despite a peace 

agreement signed in August 2015. All sides have committed human right violations, 

including mass killings, rape, torture, and recruitment of child soldiers [1]. Three million 

people have been displaced, of which approximately two million are internally displaced. As 

the country paves the way toward peace, it will need to tackle underlying problems, 

including a culture of impunity and a legacy of violence from two successive civil wars [2]. 

This study was developed as a platform for citizens to lend their voice to the complex 

process of developing a justice and reconciliation strategy.

The presence of trauma and posttraumatic stress disorder (PTSD) may hinder reconciliation. 

Research in South Sudan prior to the recent conflict found probable PTSD rates of 36–48% 

[3–5], and women with more trauma exposure had less optimistic views of the probability of 

peace [6]. Studies in Rwanda, Uganda, the Democratic Republic of Congo, Kosovo, and 

Cambodia have found that people with PTSD have less positive attitudes toward trials for 

people suspected of atrocities [7], less positive beliefs in a communal or interdependent 

vision of the future [7, 8], more feelings of revenge and hatred and less willingness to 

forgive or reconcile [9–14], less satisfaction with punishment of perpetrators, apologies by 

perpetrators, and remuneration for suffering [13], and are more likely to endorse violent 

means of ending conflict [15]. In contrast, one study in Afghanistan did not find a 

relationship between PTSD symptoms and feelings of hatred [16].

This is a secondary data analysis of a survey conducted by the South Sudan Law Society, in 

partnership with the United Nations Development Programme, on the prevalence of PTSD 

and community perceptions of truth, justice, reconciliation, and healing in South Sudan [17]. 

The primary questions addressed were: (1) what do people in South Sudan think is necessary 

to achieve reconciliation? and (2) how do trauma exposure and PTSD predict what people 

believe is necessary for reconciliation?

Methods

Participants

Eligibility criteria included being aged 18 or older and having South Sudanese nationality. 

Seven people approached for participation declined. In total, 1525 participants were 

interviewed; 51.0% were females (see Table 1 for complete descriptive results). The mean 

age of participants was 36.93 years (SD 13.90, range 18–86). Approximately 80% of 

participants were married and had children. Half had at least some education and were 

literate. Approximately 70% earned less than $1.25 per day, with one-fifth reporting no 

income at all. Almost 95% were Protestant or Catholic. Approximately 90% had been 

displaced, including 41.0% who were currently internally displaced persons (IDPs). Almost 

one in five was a combatant during their lifetime, including 7.5% who were currently 

combatants. Participants did nor receive any compensation.
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Interviewers

The survey was administered by 29 interviewers, a little under half of whom were female. 

All interviewers were South Sudanese nationals, familiar with the local context, proficient in 

English, fluent in languages spoken in survey locations, and with experience collecting 

sensitive data in South Sudan. Interviewers received 5 days of training on the protection of 

human subjects, gender and trauma sensitivity, administering quantitative surveys, and using 

the software and smartphones by BL, MP, and DD. BL supervised the interviewers in the 

field. Most respondents were interviewed by an interviewer of the same sex, though in some 

locations, male interviewers interviewed female respondents when female interviewers were 

not available.

Study design and sampling plan

Data were collected between December 2014 and April 2015, approximately 1 year after the 

start of the most recent conflict. Data were collected on smartphones. Participants were not 

identified by name or code. The nonrandom sample plan was designed to account for limited 

access researchers had to certain areas of the country due to the ongoing conflict, as well as 

the fact that large-scale displacement reduced the potential for a nationally representative 

sample. A five-stage cluster sampling approach combining purposive and random sampling 

techniques was employed to enroll participants from different ethnic groups, socio-economic 

statuses, geographic locations, and exposure to conflict (both historical and recent). 

Researchers sought to interview 100 randomly selected participants in each field site as well 

as participants who were purposively sampled to increase the diversity of the sample.

First, researchers purposively stratified the population of South Sudan at the state, county, 

and payam (administrative districts) levels by ethnicity, socio-economic status, livelihood, 

exposure to conflict, and security of access. Given the impact of large-scale displacement on 

previous population structure, researchers relied primarily on data from grey literature 

(conflict mapping and weekly updates from multiple humanitarian clusters), media 

monitoring, key informants throughout the country, and extensive field experience in South 

Sudan and other conflict zones to conduct the stratification. Eleven sites were selected to 

represent each of these strata. These 11 locations included sites in six of South Sudan’s ten 

states (Central Equatoria, Jonglei, Upper Nile, Western Equatoria, Eastern Equatoria, and 

Lakes) and Abyei, which has a special administration status. Within these locations, 

Protection of Civilian (PoC) sites, Internally Displaced Persons (IDP) camps, and rural and 

urban communities were included. Second, payams within each of the six states and Abyei 

were randomly selected. Third, within each selected payam, individual households were 

selected using a random walk method with a built-in skip pattern [18], such that each day, 

the research team started from a different location within the selected payam and used a 

series of ‘Random Walk’ tables to locate respondent households. Random Walk tables were 

designed using three separate random number generators to select respondent households. 

Fourth, individuals within each randomly selected household were identified using the 

‘Hagan–Collier alternative’ method with 50–50 gender parity [19, 20]. In each selected 

location, 100 participants were randomly sampled to facilitate analysis within and between 

locations. Fifth, randomly selected interviews were followed by a series of purposively 

sampled interviews to overcome issues of over and under-representation caused by forced 
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migration and the inability of research teams to safely access key areas of the country and to 

ensure that participants from varied backgrounds were included. Specifically, researchers 

purposively sampled members of minority and subgroups groups [e.g., smaller ethnic 

groups, sub-ethnic (clan) groups with different conflict experiences, youth, elders, etc] using 

snowball and criterion sampling. Groups were identified by key stakeholders in South Sudan 

including members of civil society, development organizations, and members of a technical 

committee which was composed of representatives from relevant government institutions 

and independent bodies, including the South Sudan National Bureau of Statistics (NBS), 

Ministry of Justice, National Police Service, National Legislative Assembly, Juba University, 

and a Committee on National Healing, Peace, and Reconciliation. When possible, every 

other interview was conducted with a woman to achieve 50% gender parity.

Survey instrument

The survey instrument drew on previous surveys throughout South Sudan [21], ongoing 

research into justice and human rights, as well as truth, justice, and reconciliation studies 

employed in other post-conflict environments [22–24]. The complete survey consisted of 

114 questions including questions about demographics, the peace process, reconciliation, 

remembrance of victims, justice mechanisms and reparations, and trauma and PTSD. The 

survey took approximately 40 min to complete. A preliminary version of the survey 

instrument was pretested with several dozen respondents in Juba to refine questions 

according to the quality of the data collected, comfort and security of participants, and 

length of the survey. The pre-test was accompanied by a stakeholder validation workshop, 

where researchers shared their methodology and select questions with civil society actors 

involved with issues of truth, justice, and reconciliation in South Sudan. The technical 

committee also reviewed and approved the questionnaire. Questionnaires were then 

translated from English into six South Sudanese languages: Classical Arabic, Juba Arabic, 

Dinka, Nuer, Shilluk, and Bari. One professional translator was used for each language. The 

project timeline did not allow for back translation. However, the translations were reviewed 

by the interviewers for errors, style, and the ability to effectively communicate technical 

terms.

Study measures

Demographics—The survey assessed gender, age, marital status, number of children, 

level of education, income, occupation, literacy, religion, ethnicity, combatant status, history 

of displacement, location, and rural, urban, or PoC/IDP camps.

Trauma exposure—The Harvard Trauma Questionnaire-revised (HTQ-R) [25] assessed 

16 traumatic events and how often each event was experienced. The number of events was 

grouped into categories of once = 1, 2 to 5 times = 2, 6 to 10 times = 6, and more than 10 = 

10. Two of the 16 trauma items (“Has a family member disappeared”, “Ill without 

medicine”) were added in the middle of data collection and so were only asked of 1036 and 

722 participants, respectively. These items were not initially included, because they were 

thought to represent stressful but not traumatic events in the target population. They were 

included later to ensure that the complete HTQ-R was administered. Due to these 

discrepancies, total trauma exposure was calculated as the sum score of the number of times 
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the other 14 items were experienced. All participants were assessed for PTSD symptoms 

regardless of their endorsement of trauma exposure.

Probable PTSD—The HTQ-R [25] assessed PTSD symptoms. Although no PTSD 

measures have been validated in South Sudan using standardized diagnostic interviews by 

trained professionals, the HTQ-R has been translated into Classical and Juba Arabic and is 

the most commonly used measure to assess PTSD symptoms in South Sudan and with South 

Sudanese refugees [5, 26–29]. The HTQ-R had good internal reliability with a Cronbach’s 

alpha of 0.89 in this sample.

The items on the HTQ-R correspond to the DSM-IV criteria for PTSD [30]. Participants 

were determined to have reported a symptom of PTSD if they scored a 3 (quite a bit 

affected) or 4 (extremely affected) on a corresponding item, and were determined to have 

met the threshold for probable PTSD if their symptoms met DSM-IV criteria. Although two 

of the five re-experiencing symptoms (intense psychological distress on exposure to cues 

and physiological distress on exposure to cues) were combined into one item on the HTQ-R, 

only one re-experiencing symptom was required to meet the re-experiencing criteria. In 

addition, the HTQ-R assesses symptoms within the past week rather than the past month and 

does not assess associated clinically significant distress or impairment. Due to these 

limitations and the lack of validation in South Sudan, positive PTSD results should be 

interpreted as being indicative of probable rather than definite PTSD.

Preconditions for reconciliation (unity): open-ended—One open-ended question 

asked, “In your view, what is necessary to achieve reconciliation (unity)?” “Unity” was used 

to assist with translation when a language did not have a parallel term for reconciliation. 

Interviewers were trained to group participant responses into common response categories 

that had been developed from earlier unpublished qualitative work on reconciliation and 

healing in South Sudan. The response categories were reviewed by the technical committee. 

These categories were forgiveness, confessions, apologies, a peaceful context, healing/

therapy, traditional ceremonies, compensation/reparations, or prison/criminal punishment. 

Responses could be grouped into more than one category. Two of the categories 

compensation/reparations and prison/criminal punishment were only included as category 

options later in the data collection due to emerging trends from the data, and so data are only 

available for these categories for 702 participants.

Preconditions for reconciliation (unity): close-ended—To specifically assess 

participant attitudes towards prosecution, compensation/reparations, and forgiveness/

amnesty, three closed-ended (yes/no) questions were asked: “Can there be reconciliation 

(unity) without prosecuting the perpetrators of conflict-related abuses?” “Do you think 

reconciliation is possible without compensating victims for their loss?” and “Should people 

who have committed serious abuses be forgiven and not prosecuted (amnesty)?” To facilitate 

translation and to make the question more accessible to respondents who might not be 

familiar with the technical term, researchers used the terminology “forgiven and not 

prosecuted” as a simplified formulation of the more technical term “amnesty”.
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Statistical analyses

Descriptive analyses were run for all study variables. To assess whether PTSD and trauma 

exposure predicted attitudes towards reconciliation, each reconciliation outcome was 

predicted by PTSD and trauma exposure using multiple logistic regressions. To identify 

possible confounding demographic variables, the “change-in-estimate” approach was used 

[31]. This approach compares the odds ratio of PTSD and trauma exposure predicting each 

outcome controlling for one potentially confounding variable. If the effect estimate changes 

by more than 10%, the confounding variable is included in the final multiple logistic 

regression. Sex and age were included as confounding variables, regardless of whether they 

met the above criteria. In addition, since data were sampled by location, location was 

included as a covariate in all regressions. Multiple imputation using 20 imputed data sets 

was used to account for missing data. Given the use of 11 primary outcomes, to reduce 

Type-I error, a Bonferroni-corrected significance level at α < 0.005 was calculated by 

dividing the conventional alpha level of 0.05 by the number of study outcomes. To assist 

with interpretation of results, marginal effects for PTSD and trauma that were significant in 

the multiple regressions using the imputed data were calculated from complete cases. All 

analyses were conducted using Stata version 14 [32].

Results

Traumatic events

Participants reported experiencing an average of 7.62 (SD 7.55) traumatic events (range 0–

63) during their lifetime, and 89.4% of participants reported experiencing at least one of the 

14 trauma events asked of all participants (see Table 2). More than 40% reported having 

their home or property destroyed, having a close family member killed or witnessing a close 

family member or friend be killed, and witnessing war-related fighting. Many participants 

experienced the same type of traumatic event repeatedly. More than one quarter of 

participants reported experiencing traumatic events, since the recent conflict began in 2013.

Probable PTSD

Results indicated that 40.7% participants met criteria for probable PTSD (see Table 1). 

Exposure to traumatic events positively predicted increased risk of PTSD (rpb = 0.15, p < .

001; OR 1.03, p = .003). The relative risk of PTSD for each reported traumatic event was 

1.018 (95% CI 1.01, 1.02). Therefore, for each additional traumatic event, the rate of 

probable PTSD increased by 1.8%. Participants who reported experiencing 7–8 events (the 

mean number of reported traumatic events) had a PTSD rate of 36.1%, and those who 

reported experiencing 15 traumatic events (one SD above the mean) had a PTSD rate of 

39.3%.

Logistic regressions (adjusted for gender and location) indicated that probable PTSD was 

more prevalent in men, older people, those who were married and widowed, parents, those 

with at least some income, and those who reported no religion (see Table 1 for detailed 

results). Compared to people living in rural areas, people in urban areas were more likely to 

have probable PTSD, while those living in PoCs and IDP were less likely. PTSD rates were 

similar across ethnic groups. Location predicted probable PTSD rates, with people in Bor 
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PoC, Mvolo, Malakal, and Bor reporting higher rates of probable PTSD, and people in 

Abyei, Juba PoC, and Rumbek reporting lower rates. Education, employment, displacement 

history, and combatant status were not significantly associated with rates of probable PTSD.

Preconditions for reconciliation by probable PTSD and trauma exposure

See Table 3 for complete results. The most frequently reported open-ended preconditions for 

reconciliation were forgiveness (40.3%), confessions (33.3%), apologies (25.2%), criminal 

punishment (19.0%), and a peaceful context (18.2%). Compensation (10.8%) and healing/

therapy (8.5%) were reported less frequently. Only 2.6% of participants endorsed the need 

for traditional ceremonies. Given the low level of endorsement, multiple regression was not 

run for this outcome. When asked close-ended questions of whether (1) reconciliation was 

possible without prosecuting perpetrators of conflict-related abuses or (2) compensating 

victims for their losses, less than half of participants said yes (40.9 and 41.8%, respectively) 

(see Table 3). Similarly, when asked a close-ended question whether people who have 

committed abuses should be granted amnesty, only 41.3% said yes.

Results of multiple logistic regressions assessing the ability of probable PTSD and trauma 

exposure to predict preconditions for reconciliation after adjusting for potential confounders 

are presented in Table 4. Using a conservative Bonferroni-corrected alpha of 0.005, results 

indicated that participants with probable PTSD were more likely to spontaneously report 

that confessions (41.2 vs. 28.3%; OR 2.42, p < .001) and apologies (32.3 vs. 23.7%; OR 

2.04, p < .001) are necessary for reconciliation. In response to close-ended questions, people 

with probable PTSD were more likely to state that reconciliation was possible without 

compensating victims for their losses (52.1 vs. 34.4%; OR 2.32, p < .001) or prosecuting 

perpetrators (46.3 vs. 37.7%; OR 1.47, p = .003), and were more likely to support amnesty 

(46.8 vs. 37.9%; OR 1.58, p < .001). In contrast, the more traumatic events people 

experienced, the more likely they were to spontaneously report that criminal punishment is 

necessary for reconciliation [zero events (one SD below the mean) = 13.7%, seven events 

(mean) = 17.8%, 16 events (one SD above the mean) = 24.4%; OR 1.07, p < .002] and the 

less likely they were to report the need for confessions (zero events = 37.0%, seven events = 

34.1%, 16 events = 30.4%; OR 0.97, p < .001).

Discussion

The study provided a platform for South Sudanese citizens who have been directly impacted 

by violence to voice their opinions on justice and reconciliation. Study participation was 

extremely high, although participants did not receive compensation. Anecdotal evidence 

from the field suggested that people were eager to participate to share their experiences, as 

there are not many other opportunities to do so. Many participants wanted their stories 

recorded and several pleaded for their names to be included. The strong desire to participate 

in this study suggests that citizens in South Sudan want their voices and opinions to be heard 

and acted upon.

Participant views on reconciliation were diverse and varied substantially by location. No 

particular approach was endorsed by the majority of participants. However, when presented 

with options, most participants reported that reconciliation would not be possible without 
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prosecution or compensation, and less than half supported amnesty. These findings suggest 

that there is a significant demand for justice among some populations and that if a practical 

and effective mechanism for holding people criminally accountable were proposed, it could 

receive wide support. However, the diversity of opinion may also reflect that respondents 

view of prosecution and compensation to be necessary, but not sufficient for reconciliation 

and that policy makers should consider a holistic approach to justice and reconciliation that 

adopts a variety of strategies, including but not limited to criminal and reparative 

mechanisms.

The results also confirmed previous findings regarding widespread human rights violations 

and traumatic events in South Sudan and very high rates of PTSD symptoms, with 40.7% of 

participants endorsing symptoms consistent with a probable diagnosis of PTSD. Moreover, 

trauma exposure and probable PTSD were associated with attitudes towards reconciliation. 

Overall, greater trauma exposure predicted support of more punitive and less forgiving 

justice mechanisms. This finding parallels results of studies in other countries and suggests 

that trauma exposure itself is associated with increased desire for punishment of perpetrators 

[7, 9, 13].

However, in contrast to previous studies, participants with probable PTSD were less likely to 

require punitive or reparative justice mechanisms and were more likely to favor 

opportunities for confessions and apologies. This may reflect the environment in which the 

current study was conducted. Unlike previous studies that were done years after the fighting, 

this investigation took place as South Sudan was embroiled in war. Perhaps people with 

PTSD, while in the midst of conflict, prioritize ending violence via opportunities for 

reconciliation over more punitive justice mechanisms. It is also possible that this finding 

reflects a disconnect between a desire for retribution and the reality that judicial mechanisms 

in South Sudan are severely underdeveloped and out of reach for many in the country due to 

such factors as geographic inaccessibility or cost. The inaccessibility of justice services, 

especially for crimes of the magnitude that the country has witnessed during the current 

conflict, may partly explain why respondents do not emphasize criminal punishment above 

other approaches as necessary preconditions for reconciliation.

One limitation of the survey is the use of a convenience sample, because attaining a 

nationally representative sample was not possible during the war. Therefore, results may not 

be representative of the broader South Sudanese population. In addition, only self-reported 

assessments were used, which can lead to bias or underreporting, particularly of sensitive 

information. Reconciliation and justice mechanisms were also only assessed through single-

item responses and open-ended questions were grouped in the field by interviewers. While 

this introduces bias and may limit reliability and validity, it was the most efficient approach 

given limited funds, time, and a high conflict environment. Despite this limitation, results 

from the open-ended and closed-ended questions produced parallel results. Moreover, we 

believe that the open-ended questions strengthened the study, because they allowed 

participants to generate their own responses to questions, which was particularly critical 

given the lack of data available on community attitudes towards justice and reconciliation in 

South Sudan. In addition, the participation of local stakeholders helped ground the research 
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in the current context and South Sudan Law Society’s strong background in justice and 

reconciliation research strengthened the study.

An additional limitation was the inability to conduct a thorough validation of the finalized 

survey instrument and translations due to funding and time constraints. However, the 

questionnaire was refined through survey pretesting and a stakeholder workshop and the 

HTQ-R had excellent internal reliability. Although the HTQ-R has not been updated to 

reflect the changes in the DSM-5 [33], it was selected, because it has been used in the 

majority of the studies investigating PTSD conducted in South Sudan, Sudan, or with 

Sudanese refugees [3, 5, 27–29] and has performed well in this population.

Conflict in South Sudan has devastated populations throughout the country and exposure to 

trauma plays a significant role in determining how people perceive solutions to the crisis. 

Thus, trauma healing should be integrated into conflict-transformation strategies. Policy 

makers should take note of how PTSD and mental health issues affect the way people 

perceive solutions to conflict and how those perceptions might change over time. By 

engaging populations on an ongoing basis, the evolution of perceptions can be captured and 

incorporated into the design of policies and programs. The findings support the idea that 

South Sudan should invest efforts into developing a holistic approach to justice and 

reconciliation that pursues multiple goals simultaneously by creating space for forgiveness 

and social healing while also promoting accountability and remedying the harms that people 

have suffered.

Ethical review

This study was conducted by researchers from the South Sudan Law Society. All 

participants gave informed consent. Verbal rather than written consent was given by all 

participants due to the high rate of illiteracy. Due to insecurity and instability in South Sudan 

during the study, the South Sudan Research Ethics Committee was inaccessible. However, 

the technical committee worked with team leaders to ensure the protection of human 

subjects, vet the research methods and survey instrument, and validate research findings and 

recommendations. The NBS was consulted on the methodology to help determine the 

optimal approach in the current context. These analyses were conducted on the previously 

collected de-identified data. The secondary analyses were reviewed by the Institutional 

Review Board of Partners Healthcare and were deemed not human subjects.

References

1. AU Commission of Inquiry on South Sudan. Final report of the African Union Commission of 
inquiry on South Sudan Conflict in South Sudan: a human rights report. United Nations mission in 
the Republic of South Sudan (UNMISS); Addis Ababa: 2015. 

2. Johnson, DH. The root causes of Sudan’s civil wars. Vol. 5. Taylor & Francis; London: 2003. 

3. Ayazi T, Lien L, Eide AH, Ruom MM, Hauff E. What are the risk factors for the comorbidity of 
posttraumatic stress disorder and depression in a war-affected population? A cross-sectional 
community study in South Sudan. BMC Psychiatry. 2012; 12:175.doi: 10.1186/1471-244x-12-175 
[PubMed: 23083301] 

4. Karunakara UK, Neuner F, Schauer M, Singh K, Hill K, Elbert T, Burnha G. Traumatic events and 
symptoms of post-traumatic stress disorder amongst Sudanese nationals, refugees and Ugandans in 
the West Nile. Afr Health Sci. 2004; 4(2):83–93. [PubMed: 15477186] 

Ng et al. Page 9

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2018 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



5. Roberts B, Damundu EY, Lomoro O, Sondorp E. Post-conflict mental health needs: a cross-
sectional survey of trauma, depression and associated factors in Juba, Southern Sudan. BMC 
Psychiatry. 2009; 9:7.doi: 10.1186/1471-244x-9-7 [PubMed: 19261192] 

6. Lopez, B., Spears, H. Stabilizing Abyei: trauma and the economic challenges to peace. KUSH Inc.; 
Juba: 2013. 

7. Pham P, Weinstein HM, Longman T. Trauma and PTSD symptoms in Rwanda: implications for 
attitudes toward justice and reconciliation. JAMA. 2004; 292(5):602–612. DOI: 10.1001/jama.
292.5.602 [PubMed: 15292086] 

8. Mukashema I, Mullet E. Reconciliation sentiment among victims of genocide in Rwanda: 
conceptualizations, and relationships with mental health. Soc Indic Res. 2010; 99(1):25–39. DOI: 
10.1007/s11205-009-9563-1

9. Bayer CP, Klasen F, Adam H. Association of trauma and PTSD symptoms with openness to 
reconciliation and feelings of revenge among former Ugandan and Congolese child soldiers. JAMA. 
2007; 298(5):555–559. DOI: 10.1001/jama.298.5.555 [PubMed: 17666676] 

10. Schaal S, Weierstall R, Dusingizemungu JP, Elbert T. Mental health 15 years after the killings in 
Rwanda: imprisoned perpetrators of the genocide against the Tutsi versus a community sample of 
survivors. J Trauma Stress. 2012; 25(4):446–453. DOI: 10.1002/jts.21728 [PubMed: 22865747] 

11. Field NP, Chhim S. Desire for revenge and attitudes toward the Khmer Rouge tribunal among 
Cambodians. J Loss Trauma. 2008; 13(4):352–372. DOI: 10.1080/15325020701742086

12. Heim L, Schaal S. Rates and predictors of mental stress in Rwanda: investigating the impact of 
gender, persecution, readiness to reconcile and religiosity via a structural equation model. Int J 
Ment Health Syst. 2014; 8:37.doi: 10.1186/1752-4458-8-37 [PubMed: 25926870] 

13. Sonis J, Gibson JL, de Jong JT, Field NP, Hean S, Komproe I. Probable posttraumatic stress 
disorder and disability in Cambodia: associations with perceived justice, desire for revenge, and 
attitudes toward the Khmer Rouge trials. JAMA. 2009; 302(5):527–536. DOI: 10.1001/jama.
2009.1085 [PubMed: 19654387] 

14. Lopes Cardozo B, Kaiser R, Gotway CA, Agani F. Mental health, social functioning, and feelings 
of hatred and revenge of Kosovar Albanians one year after the war in Kosovo. J Trauma Stress. 
2003; 16(4):351–360. DOI: 10.1023/a:1024413918346 [PubMed: 12895018] 

15. Vinck P, Pham PN, Stover E, Weinstein HM. Exposure to war crimes and implications for peace 
building in northern Uganda. JAMA. 2007; 298(5):543–554. DOI: 10.1001/jama.298.5.543 
[PubMed: 17666675] 

16. Cardozo BL, Bilukha OO, Crawford CA, Shaikh I, Wolfe MI, Gerber ML, Anderson M. Mental 
health, social functioning, and disability in postwar Afghanistan. JAMA. 2004; 292(5):575–584. 
DOI: 10.1001/jama.292.5.575 [PubMed: 15292083] 

17. Deng, DK., Lopez, B., Pritchard, M., Ng, LC. Search for a new beginning: perceptions of truth, 
justice, reconciliation and healing in South Sudan. South Sudan Law Society; Juba: 2015. 

18. Coghlan B, Brennan RJ, Ngoy P, Dofara D, Otto B, Clements M, Stewart T. Mortality in the 
Democratic Republic of Congo: a nationwide survey. Lancet. 2006; 367(9504):44–51. DOI: 
10.1016/s0140-6736(06)67923-3 [PubMed: 16399152] 

19. Hagan DE, Collier CM. Must respondent selection procedures for telephone surveys be invasive? 
Public Opin Q. 1983; 47(4):547–556. DOI: 10.1086/268811

20. Haer R, Becher I. A methodological note on quantitative field research in conflict zones: get your 
hands dirty. Int J Soc Res Methodol. 2012; 15(1):1–13. DOI: 10.1080/13645579.2011.597654

21. Deng, DK. Challenges of accountability: an assessment of dispute resolution processes in rural 
South Sudan. South Sudan Law Society (SSLS); Juba: 2013. 

22. Bratton M, Coulibaly M, Dulani B. Malians want a united country, post-conflict justice. 
Afrobarometer (Policy Paper 13). 2014

23. Pham, P., Vinck, P., Wierda, M., Stover, E., di Giovanni, A. Forgotten voices: a population-based 
survey of attitudes about peace and justice in Northern Uganda. International Center for 
Transitional Justice and the Human Rights Center, University of California; Berkeley: 2005. 

24. Harvard Humanitarian Initiative PeacebuildingDataorg. http://www.peacebuildingdata.org. 
Accessed 14 Mar 2015

Ng et al. Page 10

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2018 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.peacebuildingdata.org


25. Mollica R, Caspi-Yavin Y, Lavelle J. The Harvard trauma questionnaire (HTQ) manual: 
Cambodian, Laotian, and Vietnamese versions. Torture Q J Rehabil Torture Vict Prev Torture. 
1996; 6(Suppl 1):19–42.

26. Ayazi T, Lien L, Eide AH, Jenkins R, Albino RA, Hauff E. Disability associated with exposure to 
traumatic events: results from a cross-sectional community survey in South Sudan. BMC Public 
Health. 2013; 13:469.doi: 10.1186/1471-2458-13-469 [PubMed: 23672785] 

27. Badri A, Crutzen R, Van den Borne HW. Exposures to war-related traumatic events and post-
traumatic stress disorder symptoms among displaced Darfuri female university students: an 
exploratory study. BMC Public Health. 2012; 12:603.doi: 10.1186/1471-2458-12-603 [PubMed: 
22863107] 

28. Meffert SM, Musalo K, Abdo AO, Alla OA, Elmakki YO, Omer AA, Yousif S, Metzler TJ, 
Marmar CR. Feelings of betrayal by the United Nations High Commissioner for refugees and 
emotionally distressed Sudanese refugees in Cairo. Med Confl Surviv. 2010; 26(2):160–172. DOI: 
10.1080/13623699.2010.491395 [PubMed: 20718287] 

29. Schweitzer R, Melville F, Steel Z, Lacherez P. Trauma, post-migration living difficulties, and social 
support as predictors of psychological adjustment in resettled Sudanese refugees. Aust N Z J 
Psychiatry. 2006; 40(2):179–187. DOI: 10.1111/j.1440-1614.2006.01766.x [PubMed: 16476137] 

30. American Psychiatric Association. Diagnostic and statistical manual of mental disorders (DSM). 
American Psychiatric Association; Washington, DC: 1994. 

31. Greenland S. Modeling and variable selection in epidemiologic analysis. Am J Public Health. 
1989; 79(3):340–349. DOI: 10.2105/AJPH.79.3.340 [PubMed: 2916724] 

32. Stata statistical software: release. StataCorp; StataCorp LP.; College Station: 2015. p. 14

33. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th. 
American Psychiatric Association; Washington, DC.: 2013. 

Ng et al. Page 11

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2018 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ng et al. Page 12

Ta
b

le
 1

D
em

og
ra

ph
ic

 v
ar

ia
bl

es
 b

y 
pr

ob
ab

le
 P

T
SD

 d
ia

gn
os

is

D
em

og
ra

ph
ic

 v
ar

ia
bl

es
To

ta
l

P
ro

ba
bl

e 
P

T
SD

nb
%

n
%

O
R

95
%

 C
I

PT
SD

 (
n 

=
 1

52
0)

a
61

8
40

.6
6

–
–

–
–

Fe
m

al
e

77
8

51
.0

2
28

0
45

.3
1

0.
67

**
*

[0
.5

4,
 0

.8
5]

A
ge

 (
n 

=
 1

50
6)

; m
ea

n 
(S

D
)

36
.9

3
13

.7
8

–
–

1.
01

**
[1

.0
04

, 1
.0

2]

 
18

–2
4

32
4

21
.5

1
80

13
.1

8
R

ef

 
25

–3
4

40
4

26
.8

3
16

4
27

.0
2

1.
76

**
[1

.2
4,

 2
.5

0]

 
35

–4
7

41
4

27
.4

9
18

5
30

.4
8

1.
73

**
[1

.2
2,

 2
.4

6]

 
48

 a
nd

 o
ld

er
36

4
24

.1
7

17
8

29
.3

2
2.

00
4*

**
[1

.4
1,

 2
.8

5]

M
ar

ita
l s

ta
tu

s 
(n

 =
 1

52
3)

 
N

ev
er

 m
ar

ri
ed

25
9

17
.0

1
68

11
.0

2
R

ef

 
M

ar
ri

ed
97

9
64

.2
8

42
0

68
.0

7
1.

55
**

[1
.1

1,
 2

.1
6]

 
Po

ly
ga

m
ou

s
23

8
15

.6
3

10
5

17
.0

2
1.

94
**

*
[1

.2
9,

 2
.9

1]

 
D

iv
or

ce
d

21
1.

38
7

1.
13

1.
21

[0
.4

5,
 3

.2
8]

 
W

id
ow

ed
/a

ba
nd

on
ed

26
1.

71
17

2.
76

3.
46

*
[1

.2
6,

 9
.5

1]

Pa
re

nt
 (

n 
=

 1
48

8)
12

55
84

.3
4

54
8

90
.5

8
1.

94
**

*
[1

.3
8,

 2
.7

3]

L
ite

ra
te

 (
n 

=
 1

52
5)

72
7

47
.6

7
28

7
46

.4
4

1.
16

[0
.8

9,
 1

.5
0]

E
du

ca
tio

n 
(n

 =
 1

49
7)

 
N

on
e

71
6

47
.8

3
30

7
50

.8
3

R
ef

 
Pr

im
ar

y
32

1
21

.4
4

12
4

20
.5

3
0.

94
[0

.6
8,

 1
.3

0]

 
Se

co
nd

ar
y

31
8

21
.2

4
12

2
20

.2
0.

89
[0

.6
3,

 1
.2

6]

 
U

ni
ve

rs
ity

14
2

9.
49

51
8.

44
0.

84
[0

.5
2,

 1
.3

5]

E
m

pl
oy

ed
 (

n 
=

 1
52

3)
92

7
60

.8
7

36
1

58
.5

1
1.

01
[0

.7
9,

 1
.3

0]

D
ai

ly
 in

co
m

e 
(n

 =
 1

52
0)

; m
ea

n 
(S

D
),

 in
 S

ou
th

 S
ud

an
es

e 
po

un
ds

 (
SS

D
)

10
.1

8
23

.6
2

–
–

1
[0

.9
98

, 1
.0

08
]

 
Z

er
o

31
5

20
.7

2
18

8
30

.5
7

R
ef

 
$0

–$
1.

24
75

2
49

.4
7

24
3

39
.5

1
0.

47
**

*
[0

.3
3,

 0
.6

8]

 
≥$

1.
25

45
3

29
.8

18
4

29
.9

2
0.

65
*

[0
.4

3,
 0

.9
9]

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2018 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ng et al. Page 13

D
em

og
ra

ph
ic

 v
ar

ia
bl

es
To

ta
l

P
ro

ba
bl

e 
P

T
SD

nb
%

n
%

O
R

95
%

 C
I

D
is

pl
ac

em
en

t (
n 

=
 1

50
9)

 
N

ev
er

 d
is

pl
ac

ed
33

2
22

12
2

19
.8

1
R

ef

 
Pr

ev
io

us
ly

 d
is

pl
ac

ed
55

8
36

.9
8

21
3

34
.5

8
0.

94
[0

.6
8,

 1
.3

0]

 
C

ur
re

nt
ly

 a
n 

ID
P

61
9

41
.0

2
28

1
45

.6
2

0.
81

[0
.5

4,
 1

.1
9]

L
oc

at
io

n 
(N

 =
 1

52
5)

 
Ju

ba
 to

w
n

29
7

19
.4

8
10

1
16

.3
4

R
ef

 
Ju

ba
 P

oC
98

6.
43

13
2.

1
0.

29
**

*
[0

.1
5,

 0
.5

4]

 
N

im
ul

e
94

6.
16

41
6.

63
1.

45
[0

.9
0,

 2
.3

4]

 
Te

re
ke

ka
21

2
13

.9
85

13
.7

5
1.

27
[0

.8
8,

 1
.8

3]

 
B

or
10

6
6.

95
52

8.
41

1.
85

**
[1

.1
8,

 2
.9

1]

 
B

or
 P

oC
10

4
6.

82
10

3
16

.6
7

20
2.

01
**

*
[2

7.
76

, 1
47

0.
16

]

 
M

al
ak

al
99

6.
49

52
8.

41
2.

12
**

[1
.3

3,
 3

.3
7]

 
A

by
ei

11
5

7.
54

6
0.

97
0.

11
**

*
[0

.0
5,

 0
.2

6]

 
A

w
er

ia
l

10
0

6.
56

29
4.

69
0.

77
[0

.4
7,

 1
.2

7]

 
R

um
be

k
10

0
6.

56
22

3.
56

0.
53

*
[0

.3
1,

 0
.9

1]

 
M

vo
lo

20
0

13
.1

1
11

4
18

.4
5

2.
59

**
*

[1
.7

8,
 3

.7
5]

Se
tti

ng
 (

n 
=

 1
52

5)

 
R

ur
al

75
5

49
.5

1
32

5
52

.5
9

R
ef

 
U

rb
an

53
8

35
.2

8
16

7
27

.0
2

1.
64

*
[1

.0
2,

 2
.6

6]

 
Po

C
/I

D
P 

ca
m

p
23

2
15

.2
1

12
6

20
.3

9
0.

29
**

[0
.1

3,
 0

.6
4]

R
el

ig
io

n 
(n

 =
 1

50
7)

 
Pr

ot
es

ta
nt

78
8

52
.2

9
34

1
55

.4
5

R
ef

 
T

ra
di

tio
na

l A
fr

ic
an

 r
el

ig
io

n
11

0.
73

6
0.

98
6.

34
[0

.5
9,

 6
8.

75
]

 
C

at
ho

lic
63

8
42

.3
4

24
0

39
.0

2
1.

1
[0

.8
4,

 1
.4

5]

 
M

us
lim

35
2.

32
14

2.
28

0.
99

[0
.4

7,
 2

.0
8]

 
N

o 
re

lig
io

n
35

2.
32

14
2.

28
2.

95
*

[1
.1

0,
 7

.9
0]

E
th

ni
ci

ty
 (

n 
=

 1
52

5)

 
D

in
ka

46
1

30
.2

3
12

4
20

.0
6

R
ef

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2018 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ng et al. Page 14

D
em

og
ra

ph
ic

 v
ar

ia
bl

es
To

ta
l

P
ro

ba
bl

e 
P

T
SD

nb
%

n
%

O
R

95
%

 C
I

 
B

ar
i

73
4.

79
20

3.
24

0.
65

[0
.2

9,
 1

.4
2]

 
M

ad
i

98
6.

43
43

6.
96

1.
11

[0
.5

0,
 2

.4
6]

 
M

un
da

ri
21

1
13

.8
4

87
14

.0
8

1.
19

[0
.4

8,
 2

.9
3]

 
N

ue
r

20
4

13
.3

8
11

5
18

.6
1

1.
11

[0
.2

7,
 4

.5
0]

 
Sh

ill
uk

11
2

7.
34

58
9.

39
1.

41
[0

.4
3,

 4
.6

0]

 
Ju

r
14

2
9.

31
93

15
.0

5
2.

77
*

[1
.1

7,
 6

.5
5]

 
O

th
er

22
4

14
.6

9
78

12
.6

2
0.

88
[0

.4
6,

 1
.6

8]

C
om

ba
ta

nt
 (

n 
=

 1
50

9)

 
N

ev
er

 c
om

ba
ta

nt
12

34
81

.7
8

51
2

83
.2

5
R

ef

 
Pa

st
, b

ut
 n

ot
 p

re
se

nt
 c

om
ba

ta
nt

16
2

10
.7

4
53

8.
62

0.
68

[0
.4

6,
 1

.0
1]

 
Pr

es
en

t c
om

ba
ta

nt
11

3
7.

49
50

8.
13

1.
1

[0
.7

1,
 1

.6
9]

T
ra

um
at

ic
 e

ve
nt

s 
(n

 =
 1

52
5)

, m
ea

n 
(S

D
)

7.
62

−
7.

55
–

–
1.

03
**

[1
.0

1,
 1

.0
4]

A
ll 

lo
gi

st
ic

 r
eg

re
ss

io
ns

 p
re

di
ct

in
g 

pr
ob

ab
le

 P
T

SD
 w

er
e 

ad
ju

st
ed

 f
or

 g
en

de
r 

an
d 

lo
ca

tio
n 

Po
C

/I
D

P 
Pr

ot
ec

tio
n 

of
 c

iv
ili

an
/in

te
rn

al
ly

 d
is

pl
ac

ed
 p

er
so

ns
, P

T
SD

 p
os

ttr
au

m
at

ic
 s

tr
es

s 
di

so
rd

er

* p 
<

 .0
5,

**
p 

<
 .0

1,

**
* p 

<
 .0

01

a N
um

be
r 

of
 p

ar
tic

ip
an

ts
 w

ith
 c

om
pl

et
e 

da
ta

 f
or

 e
ac

h 
ite

m

b N
um

be
r 

of
 p

ar
tic

ip
an

ts
 e

nd
or

si
ng

 th
e 

ca
te

go
ry

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2018 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ng et al. Page 15

Ta
b

le
 2

R
ep

or
te

d 
ex

po
su

re
 to

 tr
au

m
at

ic
 e

ve
nt

s

T
ra

um
at

ic
 e

ve
nt

E
ve

r 
ha

pp
en

ed
Si

nc
e 

D
ec

 2
01

3
O

nc
e

2–
5 

ti
m

es
6–

10
 t

im
es

>1
0 

ti
m

es

To
ta

l
N

%
N

%
N

%
N

%
N

%
N

%

A
ny

 tr
au

m
at

ic
 e

ve
nt

a
15

25
13

63
89

.3
8

A
bd

uc
te

d
15

17
  1

56
10

.2
8

   
 1

9
1.

25
  1

03
66

.4
5

   
 4

4
28

.3
9

   
   

7
4.

52
   

   
1

0.
65

H
ad

 a
 c

hi
ld

 a
bd

uc
te

d
15

09
  2

66
17

.6
3

   
 5

3
3.

51
  1

22
45

.8
6

  1
03

38
.7

2
   

 1
6

6.
02

   
 2

5
9.

40

H
ad

 a
 f

am
ily

 m
em

be
r 

di
sa

pp
ea

r
10

36
  3

37
32

.5
3

   
 1

1
1.

06
  1

94
40

.7
6

  2
37

49
.7

9
   

 3
2

6.
72

   
 1

3
2.

73

Im
pr

is
on

ed
15

14
  2

22
14

.6
6

   
 4

1
2.

71
  1

50
67

.8
7

   
 6

5
29

.4
1

   
   

4
1.

81
   

   
2

0.
90

W
itn

es
se

d 
w

ar
-r

el
at

ed
 f

ig
ht

in
g

15
22

  6
47

42
.5

1
   

 8
3

5.
45

  2
47

38
.4

7
  3

37
52

.4
9

   
 3

9
6.

07
   

 1
9

2.
96

W
itn

es
se

d 
fr

ie
nd

 o
r 

fa
m

ily
 m

em
be

r 
ki

lle
d

15
19

  6
25

41
.1

5
   

 8
2

5.
40

  2
52

40
.6

5
  3

05
49

.1
9

   
 4

0
6.

45
   

 2
3

3.
71

C
lo

se
 f

am
ily

 m
em

be
r 

ki
lle

d
15

21
  9

65
63

.4
5

  1
31

8.
61

  3
70

38
.5

8
  4

78
49

.8
4

   
 7

0
7.

30
   

 4
1

4.
28

T
hr

ea
te

ne
d 

w
ith

 d
ea

th
15

18
  4

63
30

.5
0

   
 6

2
4.

08
  2

54
54

.9
8

  1
61

34
.8

5
   

 1
7

3.
68

   
 3

0
6.

49

Se
ri

ou
sl

y 
in

ju
re

d
15

20
  1

98
13

.0
3

   
 3

0
1.

97
  1

36
68

.6
9

   
 6

1
30

.8
1

   
   

1
0.

51
   

   
0

0.
00

R
ap

ed
15

11
   

 5
9

3.
90

   
   

4
0.

26
   

 3
8

66
.6

7
   

 1
9

33
.3

3
   

   
0

0.
00

   
   

0
0.

00

Fa
m

ily
 m

em
be

r 
ra

pe
d

14
75

  1
70

11
.5

3
   

 1
5

1.
02

   
 9

9
58

.5
8

   
 5

9
34

.9
1

   
   

8
4.

73
   

   
3

1.
78

W
itn

es
se

d 
ra

pe
15

11
  1

34
8.

87
   

 1
1

0.
73

   
 8

7
64

.9
3

   
 4

1
30

.6
0

   
   

4
2.

99
   

   
2

1.
49

To
rt

ur
ed

15
13

  2
17

14
.3

4
   

 2
7

1.
78

  1
21

56
.2

8
   

 8
0

37
.2

1
   

   
5

2.
33

   
   

9
4.

19

H
ou

se
 d

es
tr

oy
ed

15
17

  8
41

55
.4

4
  1

08
7.

12
  4

69
55

.8
3

  3
29

39
.1

7
   

 3
4

4.
05

   
   

8
0.

95

Pr
op

er
ty

 d
es

tr
oy

ed
15

17
  9

67
63

.7
4

  2
62

17
.2

7
  4

74
49

.1
7

  4
44

46
.0

6
   

 2
5

2.
59

   
 2

1
2.

18

Il
l w

ith
ou

t m
ed

ic
in

e
  7

22
  3

45
47

.6
5

  1
21

16
.7

6
  1

47
42

.8
6

  1
59

46
.3

6
   

 1
3

3.
79

   
 2

4
7.

00

a N
ot

 in
cl

ud
in

g 
ha

vi
ng

 a
 f

am
ily

 m
em

be
r 

di
sa

pp
ea

r 
an

d 
be

in
g 

ill
 w

ith
ou

t m
ed

ic
in

e

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2018 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ng et al. Page 16

Table 3

Preconditions for reconciliation

Total

n %

Preconditions (N = 1525)

 Forgiveness 614 40.26

 Confessions 508 33.31

 Apologies 384 25.18

 Peaceful context 278 18.23

 Healing/therapy 129 8.46

 Traditional ceremonies   40 2.62

 Compensation (N = 702)   76 10.83

 Criminal punishment (N = 702) 133 18.95

Reconciliation w/o prosecution (N = 1437) 588 40.92

Reconciliation w/o compensation (N = 1497) 626 41.82

Amnesty (N = 1466) 606 41.34
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Table 4

Multiple logistic regressions predicting preconditions for reconciliation

Probable PTSD Trauma

OR 95% CI OR 95% CI

Open-ended responses

 Forgivenessa 1.25 [0.90, 1.74] 0.98* [0.96, 1.00]

 Confessionsa 2.42*** [1.75, 3.35] 0.97*** [0.95, 0.99]

 Apologiesa 2.04*** [1.46, 2.83] 0.98 [0.96, 1.00]

 Peaceful contexta 0.68* [0.49, 0.95] 1.02* [1.00, 1.04]

 Compensationb 0.81 [0.45, 1.47] 1.01 [0.97, 1.06]

 Criminal punishmentc 1.01 [0.63, 1.64] 1.07*** [1.04, 1.10]

Closed-ended responses

 Unity is possible without compensationa 2.32*** [1.80, 3.00] 1.01 [0.99, 1.02]

 Unity is possible without prosecutiond 1.47** [1.15, 1.89] 1.02 [1.00, 1.03]

 People should be forgiven and not prosecuted (amnesty)c 1.58*** [1.21, 2.08] 1.00 [0.98, 1.01]

*
p < .05,

**
p < .01,

***
p < .001

a
Adjusted for sex, age, location, ethnicity, and urban/rural/PoC setting

b
Adjusted for sex, age, location, ethnicity, and displacement status

c
Adjusted for sex, age, location, and ethnicity

d
Adjusted for sex, age, and location
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