Psychiatric Morbidity Associated With Human Rights Abuses in East Timor
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ABSTRACT 

Context


Since the beginning of the United Nations mission in East Timor in August 1999, few objective data have been available on the prevalence of mental health in East Timor. The mental health consequences of the conflict in this population are not known.     

Objective


To establish a reliable estimate of prevalence of psychiatric morbidity associated with the violence and human rights abuses in East Timor. 

Design, Setting, and Participants


Cross-sectional survey of a clinic population was conducted between July 10 and August 15, 2000 at Bairo-pite Clinic, a primary health-care clinic in Dili, Capital of East Timor. One hundred and two adults aged 18 years or older who consented to participate were selected by systematic random sampling of patients presenting to the clinic (mean age 36.6 years, 45% male). 
 

Main Outcome Measures


Culturally validated measures for depression and post-traumatic stress disorder (PTSD) included the Hopkins Symptoms Checklist-25 and the Harvard Trauma Questionnaire. 
Results


Majority of subjects had experienced some type of trauma event (Mean number of trauma events 25.2, SD 5.4).  The most commonly reported events were being in a combat situation (76.5%), lack of food (75.5%), ill health without access to a doctor (65.7%), and lack of shelter (65.7%).  Suffocation, drowning, and loss of consciousness resulting from trauma were reported by 10.8, 18.6 and 10.8% of subjects respectively.  Ninety percent of subjects rated their present health as average to poor.   Approximately 42% met DSMIV-R criteria for depression, while 7% met criteria for post-traumatic stress disorder (PTSD).  Intensity of trauma event (self experiencing vs. witnessing or hearing about), symptomotology for PTSD, lack of shelter, near death experiences, separation from family, and being a victim of kidnapping were positively associated with presence of depression.  Association of self-experienced trauma was stronger in males compared to females.  In multivariable logistic regression, only having a near death experience was significant for depression. 

Conclusions 


The high prevalence of depression and post-traumatic stress disorder (PTSD) in a clinic population suggests a great need for implementation of mental health programs in East Timor. The mental health of East Timorese adults should be monitored.
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INTRODUCTION
On 30 August 1999, after more than 24 years of Indonesian occupation, 446,953 East Timorese cast their ballots in an act of self-determination, choosing between integration or independence from Indonesia. The United Nations Mission in East Timor  (UNAMET) organized and conducted the popular consultation, determining that 78.5% of East Timorese had voted for independence1. Following the election, UNAMET forces left.  Subsequently, violence erupted and the pro-integration militias, with support from Indonesian security forces, launched a campaign of terror, looting, burning, and killing throughout the entire Territory 2,3.  As a result of the mass violence, thousands of East Timorese fled to the mountains. In the capital of Dili, the police and militia rounded up those who had not fled to the hills and forced them to leave for West Timor while they continued the campaign of violence and destruction of homes, health clinics, businesses, and schools4.  In the aftermath of this frenzy, an estimated 250,000 people became refugees in the neighboring Indonesian territory, West Timor.1,5,6.

Under pressure from the international community, the government of Indonesia agreed to accept intervention from a UN multinational peacekeeping force on September 12, and the Indonesian forces began to withdraw. As the UN re-established its headquarters in Dili and began efforts to restore security and peace, thousands of refugees returned to East Timor. By July 2000, 165,000 East Timorese who had fled as a result of the violence had returned home1. Upon their return, like many other refugees and internally displaced people, the East Timorese had to come to terms with the destruction of their homes, the loss of family members and the traumatic experience of human rights abuses5,7,8. 

Although the East Timorese have widely suffered from serious trauma similar to other studied populations9-18, no studies to date have documented the types of trauma and the prevalence and severity of psychiatric illness among the population living in East Timor. A recent investigation of 21 East Timorese asylum seekers in Australia reported a high prevalence of ill health without access to medical care, exposure to violence, human rights abuse, posttraumatic stress disorder (91%) and major depression (58%)19.  In another Australian based study, fifty East Timorese asylum seekers evaluated by a psychiatric service in Melbourne were noted to suffer from suicidal ideation, major depression, and PTSD 20.

 
East Timor's environment of fear and instability has significantly contributed to people's vulnerability to mental illness5,8,21.  Only nine months after major violence had been perpetrated in August-September 1999, this study attempted to investigate mental health and trauma within East Timor.  To estimate the prevalence of psychiatric morbidity and traumatic events, the Griffin Center for Health and Human Rights conducted a mental health survey in the Bairo-pite Clinic in Dili, East Timor.

METHODS

Survey Design

Assuming a prevalence of 26% of mental health related problems in refugee population16,22, we estimated that a minimum of 48 patients would be required for a  95% confidence interval to detect  prevalence between 21% and 31%.  Due to logistical difficulties in finding a representative population, a cross-section of the patients visiting the Bairo-pite Clinic in Dili, East Timor was chosen as the study population.  Established in 1998, the clinic offers a wide range of services to patients from various districts and cities in East Timor and is visited by approximately 250 patients per day.  

Each morning, every 15th person presenting to the clinic was approached for participation in the study.  Due to the high rate of illiteracy, a nurse-translator verbally explained the nature of the study.  Each subject was read the study’s informed consent in his/her preferred language (Tetum, Portuguese, or Bahasa-Indonesian), which indicated the voluntary nature of participation and guaranteed strict confidentiality of responses.  If the subject agreed to continue with the study, a number was assigned to each participant, and he/she was taken to a private exam room for the interview.  A brief intake form was then administered, consisting of demographic information including name, date, age, marital status, address, pregnancy status, sex, alcohol consumption, employment, chief complaint, and number in household.  Next, the translator and interviewer orally administered the questionnaire and two additional health questions.  Each interview lasted approximately sixty to ninety minutes, depending on the subject.  Approximately five interviews were conducted per day.   At the end of the interview, all subjects were informed that they could see a psychiatric professional for further evaluation if they felt the interview was upsetting.  In addition, if the interviewer felt the subject needed further psychiatric evaluation, they were referred promptly.  The study was approved by both Griffin Institutional Review Board and Yale University Human Investigation Committee.  

Screening Tools

Both instruments used in this study, the Harvard Trauma Questionnaire and the Hopkins System Checklist-25, were selected because they were previously validated, self-report questionnaires 23-26.  Due to a high percentage of illiteracy, both questionnaires were read aloud to each participant by the interviewer.  The Harvard Trauma Questionnaire investigates trauma symptoms experienced, witnessed, or heard (Part I) and head trauma (Part III).  It also investigates post-traumatic stress disorder symptomatology based on DSMIII-R criteria (Part IV).  An open-ended question also allows each subject to talk about the worst event that ever happened in his/her life (Part II).  

The Hopkins System Checklist-25 was administered to determine levels of psychiatric functioning regarding depression and anxiety.  Extensive studies have already established its validity as an accurate measure of psychiatric functioning when compared to DSMIII-R criteria for mental illness 23,24.  We selected these instruments to obtain information on psychiatric morbidity as well as posttraumatic stress disorder (PTSD), and to estimate the frequency and extent of human rights abuses in this population. 

To assess the effects of demographic characteristics on mental health status, we collected demographic information. In order to better understand how the recent violence had affected the East Timorese perception of their own general health, two additional questions were asked.  The first inquired about subjects’ perceptions of their general health at the present time, and the second inquired about subjects’ perceptions of their general health compared to one year ago, when major violence occurred in East Timor. 

All questionnaires were translated into Tetum, Portuguese, and Bahasa-Indonesian by an East Timorese trauma survivor living in the United States for approximately ten years.  The instruments were back translated and modified during a one week trial period in Dili, East Timor, with the collaboration of two East Timorese translators, two East Timorese medical students, and one English speaking American doctor fluent in Tetum.  

Data Analysis

The data was entered into Microsoft Excel, version 97, and checked against the written surveys to ensure accuracy.  All data analyses were conducted using SAS (Statistical Analysis System version 6.12. Carey, NC).  Simple frequencies were generated to assess accuracy of data.  Bivariate analyses used Pearson correlations among continuous variables and chi-square or Wilcoxon analyses among categorical variables.  An alpha level of 0.05 was used for all analyses. 

The variable for occupation was categorized into employed and non-employed persons (the latter included students).  Marital status was categorized into two groups:  married or living as couple vs. single/divorced/widowed/separated.  A physician evaluated all patients attending the clinic.  Subject’s health-related symptoms were classified as specific, if a known diagnosis existed e.g. fever in the context of Tuberculosis; or non-specific, if no known diagnosis was made e.g. abdominal pain of uncertain etiology.  

Symptoms of trauma were obtained using The Harvard Trauma Questionnaire (HTQ), as adapted for Southeast Asia 13,25.  Each question could be answered by one of four responses: “not at all”=1; “a little”=2; “quite a bit” =3; and  “extremely”=4.  To calculate the ‘Total Score,” the score for each of the 30 variables in HTQ trauma symptoms was summed for every subject.  To calculate a post-traumatic stress disorder (PTSD) score, the scores for the first 16 variables in the HTQ were summed.  The total HTQ score was divided by 30 and the PTSD score by 16 respectively to derive the Total Score index and the PTSD index.   The presence of PTSD was defined according to DSM-III R criteria.  A PTSD diagnosis was suggested with a PTSD index or total score index of >2.5. 

The Hopkins System Checklist-25 (HSCL-25) was used to derive a total HSCL-25 score and a depression score similar to the methods mentioned above for the HTQ survey.  Adding the scores for all variables for each individual generated a total HSCL-25 score.  To calculate an HSCL-25 index, the total HSCL-25 score was divided by 25.  The total depression score (variables 11-25 in the HSCL-25) was divided by 15 to calculate the depression index.   Depression was suggested with a depression index or an HSCL-25 index of ( 1.75 23,24.

 
The total number of trauma events was calculated by summing all the ‘yes’ responses to the HTQ trauma events section for ‘experienced’, ‘witnessed’, and ‘heard about’ categories.  The total and the mean number of trauma events were developed as continuous variables in the analysis by giving an equal weight to any of the three. Experiencing trauma was considered more severe than witnessing a traumatic event, and witnessing an event, in turn, was considered more severe than simply hearing about such an event. Therefore, according to the guidelines provided by HTQ25, we created an ordinal scale by assigning the following scores to each combination of trauma types as follows: “heard about”=1; “witnessed”=2;  “heard and witnessed”=3; “experienced”=4; “heard and experienced”=5; “witnessed and experienced”=6; and “heard + witnessed + experienced” an event =7.  Total and mean scores were generated and used in the analysis as continuous variables.  

                 For the purpose of logistic regression, presence or absence of depression by DSM-IVR criteria was used as a dichotomous variable. Trauma variables, which showed significant correlation with depression by chi-square analysis (lack of shelter, near death experience, separation, and kidnapping), were entered into logistic regression. Variables, which were found to have significant correlation with the outcome of interest (depression), were entered into logistic regression analysis.   Age and gender were forced into the analysis. A backward elimination process with an alpha of 0.2 was used to conduct analysis.

RESULTS

Characteristics of Survey Participants

A total of 102 subjects completed the survey.  The characteristics of the study subjects are given in Table 1.   Mean age, employment rates, number of trauma events, and weighted trauma event scores were higher in males, while females had significantly higher depression scores.   

Trauma Events

The trauma experiences of the study subjects are summarized in Table 2.  As responses to the Harvard Trauma Questionnaire indicated the most frequently experienced trauma events were combat situation (76.5%), lack of food (75.5%), ill health without access to a doctor (65.7%) and lack of shelter (65.7%). Other frequently reported traumas were head beating (18.6%), and near death experience (13.7%). 

Mental Health and Trauma


Table 3 shows the number and types of symptoms, trauma events and related means and scores, for the entire group by sex.  Women were more likely to meet the criteria for PTSD, but a similar proportion of men and women met the criteria for depression. The findings that depression was more common than PTSD, is consistent with of other investigators 12,16.

Depression

About 42% of the survey respondents were categorized as having clinical depression by DSM-IVR criteria 26(Table 3).  Characteristics of subjects with and without depression are given in Table 4.   Depression was more frequent if the subjects were single, widowed or divorced (77.5% vs. 70.9% p-value 0.047).  Subjects with depression had a slightly but significantly lower total number of trauma events overall, but the mean weighted score was higher in those with depression, suggesting that the intensity of the experiences was more important that the total number. Experiencing lack of shelter, having a near-death experience, separation from family members, and being kidnapped were the only variables significantly associated with having depression by DSM-IVR criteria (Table 2).   Similarly, having a near-death experience and being kidnapped were associated with significantly higher mean depression score by student t-test.  Depression was also associated with higher mean PTSD and mean total HSCL-25 scores.

Post Traumatic Stress Disorder (PTSD)

           By applying DSM-IVR criteria, only 7 subjects met criteria for PTSD, and of these, all were also depressed (Table 3).  The study subjects with PTSD were significantly younger than were those without PTSD (mean age 23.6 years vs. 37.6 years, p=0.0018).  Experiencing rape, having near-death experiences, and being kidnapped were also significantly associated with higher mean PTSD scores.  Six out of 7 subjects with PTSD were female and unemployed and 5/7 were single.  Due to limitations of the sample size no further group analysis was performed. 

Table 5 shows Pearson correlations for depression scores (calculated from HSCL-25) and various demographic and trauma experience scores.  The number of experienced trauma events was positively associated with higher depression scores.  This relationship was much stronger among males than females.  The strongest correlation of depression score was with the PTSD score (r= 0.719), the total HTQ score (r=0.789), and the anxiety score (0.821).   Having a near-death experience (r=0.251), being a kidnap victim of kidnap (r=0.263), and separation from family (r=0.224) had moderate associations with the depression score.     

General Health

Subjects were asked to rate their general health at the time of the interview.  On a scale of 1-5, 1=excellent and 5=poor, 90.1% of subjects rated their present health in the average to poor range

 (Table 6). Subjects were then asked to rate their present general health compared to one year ago, during the period of unrest and violence surrounding the 1999 elections.  94% rated their health as much better to about the same as one year before.  In fact 40% rated their present health to be much better than one year ago.    

Multivariable Analysis

         In order to understand the relative impact of different experiences on the presence or absence of depression according to DSM-IVR criteria, logistic regression was done using the presence or absence of depression as the dependent variable.  The independent variables included age and gender.  The four experience variables that had the greatest impact on bivariate analysis included: having a near death experience, separation from friends and family, being kidnapped, and lack of shelter.  The analysis was done by stepwise backward elimination with alpha set at 0.2.  Only having a near-death experience remained in the model as a statistically significant predictor of depression (odds ratio = 6.67, 95% C.I. = 1.45 – 30.64).

COMMENTS

Political violence, cultural conflict, changing value systems, urbanization, war, and lack of support are known contributors to emotional stress and mental illness 27,28.  Many studies have documented the effects of such trauma on mental health, especially in refugee and soldier populations. Psychiatric disorders, especially depression, are associated with physical impairment, social role impairment, and loss of productivity 12,29. 

Recent studies have also shown that psychiatric illness associated with mass violence in refugee and civilian populations is increased when compared with non-traumatized communities 30.  To date, research has consistently described high levels of trauma exposure amongst refugee populations with corresponding backgrounds to the East Timorese9-18,34.  A cross-sectional survey in 1996 of Bosnian refugee adults living in a Croatian camp, observed that approximately one-third of subjects reported symptoms of depression12.  A similar study among 50 Cambodian refugees resettled in the US, found that a majority met revised criteria for DSM-III-R Post-traumatic stress disorder17.  Other studies have reported a significant prevalence of mental health disorders such as emotional disturbance and PTSD both among the Vietnamese refugees in Japan, and Southeast Asian refugees 13,18. 

The Timorese have been subject to numerous traumatic events during the twenty-five years of Indonesian occupation.  The Indonesian government blocked willing and able medical providers and non-governmental organizations from working to alleviate shortages in health care 4,31.  Militarization of clinics and health facilities along with intimidation of patients and doctors lead to a severe decline in adequate medical facilities.  Many remaining hospitals were also looted, burned, or destroyed by the Indonesian militia.  Food stocks and medical supplies were often destroyed or stolen.  Such practices led to widespread threats of malnutrition and epidemics due to malaria and tuberculosis4,31.  


To our knowledge, this is the first study to investigate the consequences of widespread human rights violations during the referendum on mental health in East Timor.  We found a high prevalence of trauma (Table 2), such as lack of food, shelter, ill health, and combat situation.  Exposure to trauma was expectedly high based on the region’s recent history and pattern of political violence.  

Our study documents a high prevalence of clinical depression (42%), which is particularly striking since one would expect a stronger sense of hope and safety among the Timorese in light of the newly gained independence and UN intervention. Having a higher weighted score of trauma events, being single, divorced or widowed all were significant risk factors for development of clinical depression.  This suggests the importance of social support systems in the emotional adaptation to trauma even in the setting of widespread political violence.  

It is not surprising that our predominant finding is depression and not PTSD.  Previous data suggests that depression is the predominant presentation when victims are exposed to trauma chronically16,32.  Other important factors in the presentation of depression as opposed to PTSD include strong group identity and the victim’s sense of self-righteousness. The Indonesian violation of human rights in East Timor dates back to 1975.  It can be hypothesized that since the Timorese suffered from these violations over an extended span of time, and they vehemently believed in the importance of preserving their separate identity and considered independence as a legitimate goal, they are likely to present with symptoms of major depression( ). 

Although this study is different from many others due to its cross-sectional sampling of a clinic population, similar results for depression have been reported in a number of recent studies investigating trauma events and related psychiatric morbidity 11,13.   The high prevalence of depression in the clinic setting clearly demonstrates an urgent need for further psychiatric intervention in East Timor. Though seven times higher than the general population, the 6.9% prevalence of PTSD is lower than that reported in similar studies for other refugees exposed to widespread human rights abuses 11,16,13.  However, the time frame for manifestation of PTSD in this study was much shorter than in previous studies.  We studied PTSD only eight months after the major violence of 1999 had occurred, whereas most other investigators studied PTSD years after the period of major violence 11,15,16.  Our study has found that those recovering from a near death experience, kidnapping, and separation from family are at a higher risk for depression.  Single, unemployed women are at higher risk for PTSD, and those experiencing the highest level of trauma are at increased risk for both PTSD and depression.  These findings are consistent with descriptions of people at high risk for psychiatric morbidity 33.  

In addition, the great majority of East Timorese subjects perceive their health to be below average to poor, although they report to be much better than one year ago during the referendum upheaval.  This demonstrates that as the human rights conditions of the Timorese improved with the UN intervention, so did the perception of their overall health. However, in spite of reports of their improved health, the subjects are aware that their overall health continues to be poor. 

Care should be taken in generalizing the results of our survey of a clinic population to the entire population.  Due to forced migration and massive resettlement of the East Timorese population, a representative sample of the population could not be accurately obtained and the study was conducted in a general health clinic in Dili instead.  Moreover, during the time of this study, an estimated 100,000 East Timorese 1 were still being held against their will in West Timor.  There are many disconcerting reports about the human rights abuses that this population is enduring under the militia’s free reign.  The psychiatric morbidity of this group may, in fact, be much higher.  We recommend that further studies should be undertaken within East Timor to extensively assess the particular groups at high risk for mental health problems secondary to trauma. 

 CONCLUSIONS

For the first time since post-election violence in 1999, our study has established 42% prevalence of depression and 7% prevalence of PTSD within a clinic population in the Independent East Timor.  Single subjects recovering from a near death experience, kidnapping, and separation from family are at a higher risk for depression, while single, unemployed women are at higher risk for PTSD.  Those experiencing the highest level of trauma are at increased risk for both PTSD and depression.  

When this study was conducted, the United Nations was effectively governing the country with relative peace and stability.  However, the wounds of recent violence remained fresh.  The country is still devastated by the systematic campaign of destruction that had taken place before the UN intervention, and a significant number of East Timorese were in forced exile.  The high rate of poor mental health status amongst those who have returned to a country secured by the United Nations raises concern for the mental health of those who still remain under the control of militia in West Timor.      

We recommend that further studies be undertaken within East Timor to extensively assess the particular groups at high risk for mental health problems secondary to trauma.  Unfortunately, violence still continues in East Timor 3.  Recently, young Timorese adults have begun attacking each other, possibly out of frustration due to the nation’s desperate economic and social conditions. Unemployment is rampant and many Timorese students who had been studying in Indonesian universities face threats if they ever return.  The University of East Timor recently re-opened its gates to staggering deficiencies in educators, books, and facilities.  A formalized medical system has yet to be established.  In addition, most clinics outside Dili are grossly understaffed in the face of widespread, persistent problems like malaria and tuberculosis.  Lastly, there continues to be a covert militia presence infiltrating across the border from West Timor to East Timor.  All these persisting problems are likely to create greater barriers to studying and addressing the mental health morbidity of East Timor in the near future.
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Table 1.   Demographic information of study subjects, East Timor 2000. 

	
	
	All subjects

N=102
	Males

N=46 (45%)
	Females N=56(55%)
	p-value

	Mean Age(years)
	
	36.6 (SD 13.8)
	40.1(SD 15.2)
	33.7(SD 11.8)
	0.01

	Mean household size
	
	7.3 (SD 3.7)
	7.7 (SD 3.5)
	7.1 (SD  3.8)
	0.38

	Marital Status
	Single/ widow/ divorced
	26.3 %(25)
	28.2% (11)
	25% (14)
	0.72

	
	Married or living as couple
	73.7% (70)
	71.8% (28)
	75% (42)
	

	Occupation
	Employed 
	20.6 % (21)
	 30.4% (14)
	12.5% (7)
	0.02


Table 2.  Self-reported trauma experiences of East Timorese by type of experience, East Timor 2000, N=102

	 
	Self-Experienced

%
	Witnessed %
	Heard %

	Lack of Food
	75.5
	91.2
	99

	Ill Health
	65.7
	84.3
	98

	Lack of Shelter1
	65.7
	94.1
	100

	Imprisonment
	5.9
	34.3
	90.2

	Serious Injury
	5.9
	51
	83.3

	Combat
	76.5
	93.1
	99

	Brainwashing
	6.9
	7.8
	52

	Rape2,3
	2
	9.8
	86.3

	Forced Isolation
	11.8
	32.4
	82.4

	Near Death1,2,3
	13.7
	46.1
	86.3

	Separation from family3
	11.8
	50
	92.2

	Murder of Family Member
	8.8
	30.4
	94.1

	Unnatural death
	4.9
	31.4
	86.3

	Murder of Stranger
	2.9
	14.7
	87.3

	Lost/kidnapped1,2,3
	6.9
	24.5
	86.3

	Torture
	12.7
	34.3
	91.2

	Drowning
	2
	-
	-


Cont….

	Suffocation
	10.8
	-
	-

	Beating to Head
	18.6
	-
	-

	Loss of Consciousness
	10.8
	-
	-


The type of Trauma is based on 16 items on the Harvard Trauma Questionnaire, part I.

1 Experiencing trauma was significantly associated with having depression by HSCL-25 by chi-square analysis.   

2 Experiencing these trauma events compared to witnessing or hearing about had significantly higher mean depression score on HSCL-25 by student T-test.  

3 Experiencing these trauma events compared to witnessing or hearing about had significantly higher mean PTSD score on HTQ by student T-test.

Table 3.  Clinical information from study subjects, East Timor, Sept.  2000. 

	
	
	All subjects

N=102
	Males

N=46 (45%)
	Females 

N=56

(55%)
	p-value

	MEAN number of presenting clinical symptoms
	None
	22.5% (23) 
	19.6 (9)  
	25.0 (14)
	0.79

	
	One-two
	55.9 (57)
	58.7 (27)
	53.6 (30)
	

	
	> two
	21.6 %(22)
	21.7 (10)
	21.4 (12)
	

	Type of symptoms
	Specific 
	34.3 (35)
	28.3% (13)
	39.3 (22) 
	0.24

	
	Non-specific
	65.7 (67)
	71.7% (33)
	60.7 (34)
	

	MEAN number of trauma events (SD)
	
	25.2     

(5.4)
	26.5     

(6.2)
	24.1    

(4.5)
	0.03

	Mean weighted Trauma score (SD)*
	
	41.6    

(11.7
	44.2 

(11.0)
	39.5 

(9.9)
	0.04

	Mean number of trauma events experienced (SD)
	
	3.8     (1.9)
	4.3    (2.32)


	3.3    (1.56)
	0.01

	Mean number of  trauma events witnessed (SD)
	
	3.6     (2.5)
	3.7    (2.4)


	3.4    (2.6)
	0.5

	Mean number of trauma events heard about (SD)
	
	6.8     (3.3)
	6.2    (3.3)


	7.4    (3.2)
	0.06

	Mean Depression score (SD)
	
	25.6 

(8.7)
	23.7 

(6.9)
	27.2 

(9.6)
	0.04


Cont…..

	Mean PTSD score (SD)
	
	26.4 

(7.8)
	24.8

(6.5)
	27.7 

(9.6)
	0.067

	Mean HSCL-25 score (SD)
	
	42.5 

(14.4)
	39.7 

(11.0)
	44.7 

(16.4)
	0.08

	% with PTSD 
	
	6.9% (7)
	2.2 (1)
	10.7 (6)
	0.09

	% Depressed 
	
	42.2 (43)
	41.3 (19)
	42.9 (24)
	0.84


*weighted Trauma score- see methods for explanation

SD- standard deviation.

Table 4.   Characteristics of Depressed and Non-depressed subjects, East Timor 2000. 

	
	
	All subjects

N=102
	Depressed

N=43 (42.2%)
	Non-depressed N=59 (57.8%)
	p-value

	Mean Age in years (SD)
	
	36.6 (13.7)
	36.3 (14.4)
	36.8 (13.3)
	0.85

	Mean household size (SD)
	
	7.3 (3.6)
	7.0 (4.1)
	7.6 (3.3)
	0.50

	Gender
	% Female
	55%
	43%
	57%
	0.87

	Marital Status (n)
	Single/ widow/ divorced %
	26.3 %(25)
	77.5% (31)
	70.9 (39)
	0.047

	
	Married or living as a couple %
	73.7% (70)
	22.5 (9)
	29.0 (16)
	

	Occupation (n)
	Employed  % 
	20.6 % (21)
	33.3 (7)
	66.7 (14)
	0.35

	Number of presenting clinical symptoms (n)
	None
	22.5% (23) 
	18.6 (8)
	25.4 (15)
	0.37

	
	One-two
	55.9 (57)
	53.5 (23)
	57.7 (34)
	

	
	> two
	21.6 %(22)
	27.9 (12)
	16.9 (10)
	

	Type of symptoms (n)
	Specific 
	34.3 (35)
	37.2 (16)
	32.2 (19)
	0.59

	
	Non-specific
	65.7 (67)
	62.8 (27)
	67.8 (40)
	


Cont……

	Mean Number of trauma events (SD)
	
	25.2  (5.4)
	24.3 (5.7) 
	26.5  (4.9)
	0.04

	Mean Weighted Trauma score (SD)
	
	41.6 (1.7)
	44.9 (10.7)
	39.3 (11.9)
	0.01

	Trauma events experienced (SD)
	
	3.8  (1.9)
	3.4 (1.9)

 
	4.3 (1.9)
	0.02

	Trauma events witnessed (SD)
	
	3.6  (2.5)
	3.5 (2.5)


	3.7 (2.5)
	0.69

	Heard about trauma events (SD)
	
	6.8  (3.3)
	7.2 (3.3)

 
	6.3 (3.3)
	0.13

	Mean Depression score (SD)
	
	25.6 (8.7)
	33.6 (7.3)
	19.7 (2.9)
	0.0001

	Mean PTSD score (SD)
	
	26.4 (7.8)
	31.6 (7.9)
	22.5 (4.8)
	0.0001

	Mean HSCL-25 score (SD)
	
	42.5 (14.4)
	55.7 (12.0)
	32.4 (4.4)
	0.0001

	PTSD % (n)
	
	6.9% (7)
	16 (7) 
	0%
	0.001


Number in each categories do not add up to total due to missing values. 

Table 5.   Correlation matrix of depression score on HSCL-25 with demographic and trauma characteristics, by gender, East Timor, Sept.  2000. 

	
	All subjects

N=102

R-value (p-value)
	Males

N=46 (45%)

R-value (p-value)
	Females 

N=56 (55%)

R-value (p-value)

	Age(years)
	-0.138 (0.16)
	0.0438 (0.775)
	-0.2054 (0.128)

	Household size
	-0.064 (0.16)
	-0.3473 (0.019)
	0.1110 (0.415)

	Number of all Trauma events
	0.2023 (0.042)
	0.3517 (0.018)
	0.2078 (0.124)

	Weighted trauma events score 
	0.279 (0.004)
	0.3856 (0.009)
	0.3236 (0.015)

	Number of Trauma events self-experienced1
	0.2562 (0.009)
	0.4211 (0.004)
	0.2819 (0.035)

	Number of trauma events witnessed2
	0.0591 (0.557)
	-0.0728 (0.635)
	0.1552 (0.253)

	Number of trauma events heard3
	-0.2165 (0.029)
	-0.1368 (0.370)
	-0.1197 (0.379)

	PTSD score
	0.7189 (0.0001)
	0.6761 (0.0001)
	0.7224 (0.0001)

	Total HTQ score
	0.789 (0.0001)
	0.702 (0.0001)
	0.8174 (0.0001)

	Anxiety score
	0.8211 (0.0001)
	0.7434 (0.0001)
	0.8524 (0.0001)

	Type of  Trauma4
	
	
	


Cont……

	Lack of Food
	0.1938 (0.052)
	0.2133 (0.159)
	0.1531 (0.259)

	Ill Health
	0.0732 (0.467)
	0.0393 (0.798)
	0.1008 (0.459)

	Lack of Shelter
	0.1609 (0.108)
	0.1104 (0.47)
	0.1739 (0.199)

	Imprisonment
	0.0736 (0.465)
	0.1433 (0.348)
	0.1681 (0.216)

	Serious Injury
	0.0327 (0.745)
	0.1548 (0.31)
	0.0114 (0.934)

	Combat
	-0.1151 (0.252)
	0.1142 (0.455)
	-0.1896 (0.162)

	Brainwashing
	-0.0122 (0.903)
	-0.0633 (0.679)
	0.1575 (0.246)

	Rape
	0.1822 (0.068)
	0.4332 (0.003)
	0.0709 (0.604)

	Forced Isolation
	0.0621 (0.538)
	0.2039 (0.179)
	0.0455 (0.739)

	Near Death
	0.2511 (0.011)
	0.1794 (0.238)
	0.3796 (0.004)

	Separation from family
	0.2246 (0.024)
	0.1997 (0.188)
	0.3360 (0.011)

	Murder of Family Member
	0.1903 (0.057)
	0.1627 (0.286)
	0.2448 (0.069)

	Unnatural death
	0.1782 (0.075)
	0.1953 (0.198)
	0.2271 (0.092)

	Murder of Stranger
	0.0688 (0.494)
	0.3039 (0.042)
	-0.0649 (0.634)

	Lost/kidnapped
	0.2632 (0.008)
	0.4365 (0.003)
	0.1470 (0.279)

	Torture
	0.0189 (0.851)
	0.3196 (0.032)
	-0.1571 (0.248)


1self-experienced trauma events, does not exclude other modes of experiencing trauma such as witnessing and hearing about trauma events

2witnessed trauma events, does not exclude other modes of experiencing trauma such as self-experience and hearing about trauma events

3hearing about trauma events, does not exclude other modes of experiencing trauma such as witnessing and experiencing about trauma events
4trauma event scores are weighted (see methods)

Table 6.  Self-rated health status among East Timorese subjects. 

	Health Today Compared To 1 Year Ago
	Much better today
	Better today


	About the same 
	Worse today


	Much worse today

	% of total 
	41
	39
	14
	4
	3



	Self-Rated Health at Present
	Excellent


	Very Good


	Average


	Fair


	Poor



	% of total
	4
	5.9
	48.5
	19.8
	21.8
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