Preprints are preliminary reports that have not undergone peer review.

6 Research Sq uare They should not be considered conclusive, used to inform clinical practice,

or referenced by the media as validated information.

“With mental health and land, we have enough to live”. Social determinants
of mental health in fifteen conflict-affected municipalities of Montes de
Maria, Colombia: an exploratory mixed method study.

Diana Carolina Rubio-Le6n
Pontificia Universidad Javeriana

Laura Cano-Sierra
Pontificia Universidad Javeriana

Maria Juliana Reyes-Rivera
Pontificia Universidad Javeriana

Pablo Abitbol
Universidad Tecnoldgica de Bolivar

Dennys Garcia-Padilla
Pontificia Universidad Javeriana
Sara Lucia Forero-Garcia
Pontificia Universidad Javeriana

Wilson Lépez-Lépez

lopezw@ javeriana.edu,co

Pontificia Universidad Javeriana

Research Article

Keywords: Social Determinants of Health, Mental Health, Armed Conflict, Victims, Colombia, Community, Health services barriers, State abandonment
Posted Date: September 2nd, 2024

DOI: https://doi.org/10.21203/rs.3.rs-4831513/v1

License: @ ® This work is licensed under a Creative Commons Attribution 4.0 International License. Read Full License

Additional Declarations: No competing interests reported.

Page 1/18


https://doi.org/10.21203/rs.3.rs-4831513/v1
https://doi.org/10.21203/rs.3.rs-4831513/v1
https://doi.org/10.21203/rs.3.rs-4831513/v1
https://creativecommons.org/licenses/by/4.0/

Abstract
Background

Armed conflicts affect mental health. In Colombia, many communities have been victims of armed conflict and multiple social inequalities and
injustices for more than six decades. Our research explored the social determinants of mental health in fifteen municipalities affected by the armed
conflict in Montes de Maria, Colombia.

Methods

We used a convergent parallel mixed-method design involving leaders and community members of Montes de Maria in Colombia, a region deeply
affected by the armed conflict. We assessed mental health (PHQ-4 and DASS-21), social support (Medical Outcomes Study Social Support Survey -
MOS), and sense of community (Brief Sense of Community Scale - BSCS) in a sample of 134 leaders and community members. Concurrently, we held
35 focus groups and 2 regional meetings with 167 leaders to further explore the social determinants of mental health in the region. Both quantitative
and qualitative analyses were conducted, triangulating the information to ensure comprehensive and robust findings.

Results

The quantitative data analysis showed significative relations among different social determinants of health (SDH) and the mental health variables of
anxiety, depression and stress. Social support and sense of community appear to be protective factors for mental health. Qualitative data revealed that
armed conflict, state abandonment, economic issues, lack of opportunities, social capital, social cohesion and barriers to access mental health
services are SDH that have impacted the current mental health of the community.

Conclusions

The results suggest social determinants of health impact the mental health of conflict-affected communities. Both quantitative and qualitative findings
highlight the region's challenges, their capacity for resilience, and the urgent need for more effective policies and robust support to address mental
health and socioeconomic issues in Montes de Maria.

Background

The Colombian armed conflict spans more than six decades and has resulted in more than 9.5 million victims, of which around 80% have been forcibly
displaced and have survived other types of victimization (1), causing numerous health impacts, especially regarding Mental Health (MH) (2). Multiple
efforts to transition to peace have led to the development of transitional justice, which includes psychosocial reparation; however, the conditions of
other rights violations, especially in rural populations, have remained constant. Armed groups continue to exist and exert violence, which has an impact
on the health, well-being, and quality of life of people exposed directly and indirectly to violence (1).

In contexts of armed conflict, health is affected in multiple and complex ways (3). The extensive literature on MH in armed conflict contexts
demonstrates that increased exposure to armed conflict constitutes a predictive, risk, and precipitating factor for MH problems (4, 5). Prominent MH
issues identified include mood disorders, particularly post-traumatic stress disorder, depression, and anxiety (6-10). To a lesser extent, eating
disorders (9), psychoticism and dissociation (6), oppositional defiant disorder, conduct disorder, attention deficit disorder, bipolar disorder (8)
avoidance of social events, and cognitive difficulties (10) have been reported.

Adverse conditions that are exacerbated or directly caused by the armed conflict can be understood through the WHO framework of Social
Determinants of Health (SDH) (11, 12) referred to the conditions in which individuals are born, grow, live, work, and age, influenced by the distribution of
money, power, and resources at global, national, and local levels. These factors shape health inequalities, impacting individuals, groups, and
populations through income, wealth, education, access to healthcare services, and social and community networks (13, 14).

In contexts of armed conflict, the SDH framework encompasses economic, cultural, historical, environmental, and political dimensions that shape the
living conditions of individuals and communities, thereby affecting their health status (14). In Colombia, the ramifications of armed conflict on health
indicators have been documented (15) including externally caused injuries, child health, vector-borne diseases, infectious diseases, chronic diseases,
reproductive health, vaccination, lack access to health services (16), and perception of health (17).

Recognizing the adverse effects of armed conflict on health, Colombia has adopted the SDH in its public health plan including armed conflict as one of
the structural determinants of health inequalities and views being a victim or having other roles within the conflict as one of the structural axes of
inequality impacting specific health determinants of the population's health status (18).

Acknowledging the severity of MH problems, the WHO proposed the Social Determinants of Mental Health (SDMH) (19), which goes beyond genetic
predisposition and individual circumstances, asserting that psychological well-being, MH, and many mental disorders in individuals and communities
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are significantly determined by the social, economic, and physical conditions in which they live. Thus, MH is understood within the framework of
inequalities and social justice, especially for groups that are victims of various forms of violence, marginalization, and poverty. These groups require
differential interventions throughout life at the community and national levels (20, 21). These interventions should take into account factors such as
distribution of opportunities, employment, housing, infrastructure, access to health services, food security, community organization, cultural values,
social norms, poverty, family stress, abuse, adverse childhood experiences, stress management, parenting practices, gender, ethnicity, sexuality,
education, and, among others (22, 23), and should be articulated with the achievement of the Sustainable Development Goals (SDGs) (24).

In consideration of this context, it is necessary to address the MH issues experienced by communities who have been victims of armed conflict and
multiple social inequalities and injustices. The region of Montes de Maria, located between the Colombian provinces of Bolivar and Sucre, has been
battered by the conflict given its location and geographic features that make it home to strategic corridors for illicit markets such as drugs, arms, and
illegal mining. With the addition of co-optation of state institutions by armed actors, the region has been subjected to multiple forms of violence and
experiences heightened negative health consequences.

In such cases, identifying SDMH is essential and relevant for analyses and intervention proposals. Few studies have addressed MH from this
perspective in the context of Colombia's armed conflict. Other groups have studied other contexts (25) or the Colombian context in general (26), but not
specifically in the municipalities of Montes de Maria. Therefore, the objective of this mixed-method research is to explore with a broader perspective
the MH and the SDMH in fifteen municipalities affected by the armed conflict in Montes de Maria, Colombia, with the aim of recognizing context-
specific characteristics pertinent to designing targeted MH interventions for this population.

Methods
Study design and setting

This exploratory study used a convergent parallel mixed-method design (27) based on community-based participatory research (CBPR) (28), which
involves collecting and analyzing quantitative and qualitative data concurrently but separately, followed by triangulation (29, 30).

The study was conducted in Montes de Maria in Colombia, a region consisting of fifteen municipalities from the departments of Bolivar (Marialabaja, El
Guamo, San Juan Nepomuceno, San Jacinto, El Carmen de Bolivar, Zambrano, and Cérdoba Tet6n) and Sucre (San Onofre, Toluviejo, San Antonio de
Palmito, Morroa, Los Palmitos, Ovejas, Colosd, and Chaléan) characterized by armed conflict, poverty, state capture, extractive economies and
adaptative structures of macro-criminality (31, 32) .

During the research project design, conversations were held with community leaders to ensure the study's relevance to the communities. Data
collection was conducted in the fifteen municipalities between August and December 2021 and April and December 2023 at different times,
considering the challenges imposed by the armed conflict.

The study was approved by the Psychology IRB at Pontificia Universidad Javeriana in Bogota and conducted in accordance with the Declaration of
Helsinki. Written informed consent was obtained by all the participants.

Participants

Through convenience and snowball sampling, starting from prior contact with leaders and community members of the fifteen municipalities of Montes
de Maria involving a sample of participants from 92 social organizations afro-descendant, indigenous, farmers, LGBTQ+, and youth who have been
victims of threats, sexual abuse, forced displacement, kidnapping, and the murder of loved ones, among other forms of violence.

Qualitative data collection and analysis

Thirty-five focus groups were conducted with the participation of 167 leaders. These sessions were led by experts from the research team using a
question guide about MH, SDH, effects of the armed conflict, adverse experiences, stressors, community support, community relations, and
interactions with MH services. The focus groups were audio-recorded, transcribed, and analyzed using NVivo 14.

A content analysis was conducted, with concurrent data analysis and collection and three phases of coding: open, axial, and selective (29). In the open
coding phase, a meticulous line-by-line coding approach was employed, leading to the development of a preliminary codebook. This codebook

underwent continuous scrutiny and refinement by the researchers. Axial coding facilitated the aggregation of data into broader categories, establishing
interconnections among them. Selective coding enabled the formulation of overarching categories that elucidated the SDMH within the municipalities.

The analysis adhered to the criterion of saturation (33). To ensure methodological rigor (34), the principles of credibility and transferability were
carefully upheld. This was achieved through prolonged engagement in the municipalities over several years, fostering an in-depth comprehension of
contextual intricacies. The validity of the analyses was further reinforced by presenting the findings to participants during two regional meetings.
Throughout the research process, the researchers engaged in a continuous reflexive exercise.

Quantitative measurements, data collection and analysis

Several questionnaires were administered to 134 leaders and community members, to characterize the participants and to evaluate MH, social support,
and sense of community.
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Sociodemographic Characteristics

A comprehensive set of sociodemographic variables, corresponding to the axes of inequality within the SDH (12), were included in the study. These
variables were age, sex, gender, department, group affiliation, income, educational level, religion, and history of receiving psychosocial care.

Mental Health Assessment

Two validated questionnaires were employed to assess MH: a) a Colombian validation (35) of the Patient Health Questionnaire (PHQ-4) (36), consisting
of four items with response options ranging from "not at all" (0 points) to "almost every day" (3 points), reflecting the frequency of symptoms over the
past two weeks; b) the Colombian validation (37) of the Depression-Anxiety-Stress Scale (DASS-21) (38), which consists of 21 items ranging from 0
("Did not apply to me at all") to 3 ("Applied to me very much, or most of the time"), reflecting symptoms over the past week.

Social Support Assessment

Acknowledging social cohesion as a critical SDMH, we used the Medical Outcomes Study Social Support Survey (MOS) which consists of 20 5-option
Likert items that evaluate social network, emotional/informational support, instrumental support, positive social interaction, and affectionate support.
Higher scores indicate greater perceived social support (39) We used a version validated for Colombia (40).

Sense of Community Assessment

As part of social cohesion, we used the Brief Sense of Community Scale (BSCS) that evaluates four dimensions: needs fulfilment, group membership,
influence, and emotional connection, each represented by two items, totaling eight items in a 5-point Likert scale ranging from "Strongly agree" to
"Strongly disagree" (41). The Colombian validated version was used (42).

We used descriptive statistics and subgroup analyses on sociodemographic variables. The continuous variables were non-normal per the Kolmogorov-
Smirnov test, so results are presented as medians and interquartile range [IQR]. Categorical data are reported as absolute frequencies and
percentages. Non-parametric statistical significance tests were conducted in two forms: a) bivariate analyses between sociodemographic variable and
MH variables, social support, and sense of community (Mann-Whitney and Kruskal-Wallis tests as appropriate), and b) stratified analysis of MH, social
support and sense of community variables by sociodemographic variables with the Spearman's correlation test. All analyses were performed with a
95% confidence level using SPSS version 26.

Results
Quantitative results
Social determinants of health

The primary characteristics of SDH among 134 leaders from the fifteen municipalities of Montes de Maria are presented in Table 1. Participants were
predominantly Afro-Colombian, rural farmers, and indigenous individuals. Additionally, members of the LGBTIQ + community and 35 participants from
other demographic groups, particularly young individuals, were also included. Most participants were women (59%). The age range of the participants
was between 18 and 68 years, with a median age of 31 [25-48] for women and 37 [26-47] for men. In terms of socioeconomic status 71% of the
participants earned less than the minimum monthly wage (USD 268), and 41.1% earned less than USD 115.61, a significant percentage given that the
poverty line in Colombia for 2023 was set at USD 108. Six participants had no formal education, and eleven had only completed elementary education.
The predominant religion among participants was Catholicism. Furthermore, 64.2% had received psychosocial care.
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Table 1
Bivariate analysis between social determinants and mental health, social support, and sense of community variables

Sexn (%)b
Man

Woman

Gender n (%)c
Male

Female

Trans man
Trans woman

Other

Bolivar

Sucre

Group n (%)c
Afrocolombian
Farmer
Indigenous
LGBTIQ+
Other

Income n (%)c

usD

usD

‘ 1. PHQ-4: Depression (median = 2; IQR: 1-2), Anxiety (median = 1; IQR: 0-2)
‘ 2. DASS-21: Depression (median = 3; IQR: 1.75-6), Anxiety (median = 3; IQR: 1-6), Stress (median = 3; IQR: 2-7)

Sociodemographic variables

Age Median (IQR)a

Less than 46,24 USD
Between 46,24 and 115.61

Between 115.61 and 231,21

Total,n=
134

34,5 (25-
47)

55 (41%)
79 (59%)

49 (36,6%)
75 (56%)
2 (1,5%)

4 (3,0%)
4(3,0%)

Department n (%)b

60 (51,5%)
65 (48,5%)

37 (27,6%)
37 (27,6%)
16 (11,9%)
9 (6,7%)

35 (36,1%)

25 (18,7%)
30 (22,4%)

40 (29,9%)

PHQ-4"

Anxiety

Depression

Anxiety

Depression

Anxiety

Depression

Anxiety

Depression

Anxiety

Depression

Anxiety

Depression

0,01;
r=-0,214**
0,34

0,94
0,48

0,40
0,41

0,23
0,42

0,41
0,04*

0,13
0,54

DASS-212

Anxiety

Depression

Stress

Anxiety
Depression

Stress

Anxiety
Depression

Stress

Anxiety
Depression

Stress

Anxiety
Depression

Stress

Anxiety
Depression

Stress

0,484

0,086

0,02;
r=-0,177*

0,82
0,84
0,99

0,75
0,72
0,60

0,59
0,92
0,34

0,27
0,09
0,22

0,07
0,85
0,14

Mos
Median =74
(IQR: 57-86)
ES 0,073
TS 0,04;r=
0,155*
Sl 0,36
AS 0,1
0SS 0,07
ES 0,17
TS 0,39
Sl 0,37
AS 0,15
0SS 0,23
ES 0,63
TS 0,92
Sl 0,78
AS 0,8
0SS 0,79
AE 0,47
AM 0,65
RS 0,19
AA 0,70
IGAS 0,46
AE 0,40
AM 0,88
RS 0,59
AA 0,94
IGAS 0,66
AE 0,35
AM 0,95
RS 0,36
AA 0,83

BSCS
Median =4
(IQR: 3,10 - 4,63)

NF 0,03;r=
0,167*

GM 0,16
0,01;r=
0,206**

EC 0,02;r=
0,174*

SOC 0,01;r=
0,194*

NF 0,80

GM 013

| 0,10

EC 0,21

SOC 0,22

NF 0,81

GM 028

| 0,48

EC 0,88

sSoC 0,73

NF 0,31

GM 0,47

I 0,81

EC 0,88

SOC 0,61

NF 0,83

GM 0,04*

I 0,08

EC 0,05*

SoC 015

NF 0,35

GM 0,75

| 0,91

EC 0,49
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Sociodemographic variables '{g‘zal, n= PHQ-4" DASS-212 MOs BSCS

Median =74 Median =4
(IQR: 57-86) (IQR: 3,10 - 4,63)
Lngtlsl\leen 231,21 and 346,82 18 (13,4%) IGAS 0,59 SOC 0,59
Between 346,82 and 462,43 12 (9,0%)
usD
More than 462,43 USD 9(6,7%)
Level of education n (%)c Anxiety 0,15 Anxiety 0,20 AE 0,35 NF 0,07
None 6 (4,5%) Depression 0,43 Depression 0,23 AM 0,50 GM 0,58
Elementary school 11 (8,2%) Stress 0,04* RS 0,23 | 0,58
Secundary school 49 (36,6%) AA 0,50 EC 0,78
Technical studies 31 (23,1%) IGAS 0,33 SOC 0,64
Technological studies 16 (11,9%)
Universitary 18 (13,4%)
Postgraduate 2 (2,2%)
Religion n (%)c Anxiety 0,25 Anxiety 0,32 AE 0,70 NF 0,63
Catholic 61 (45,5%) Depression 0,77 Depression 0,32 AM 0,83 GM 0,92
Christian 25(18,7%) Stress 0,01* RS 0,74 I 0,85
Evangelic 10 (7,5%) AA 0,70 EC 0,92
None 38(28,4%) IGAS 0,76 SOC 093
Psychosocial care beneficiary n (%)b Anxiety 0,80 Anxiety 0,65 AE 0,88 NF 0,04*
Yes 86 (64,2%) Depression 0,34 Depression 0,09 AM 0,21 GM 0,31
No 48 (35,8%) Stress 0,59 RS 0,51 | 0,04*
AA 0,43 EC 0,04*
IGAS 0,06 SOC  0,04*

1. PHQ-4: Depression (median = 2; IQR: 1-2), Anxiety (median = 1; IQR: 0-2)

2. DASS-21: Depression (median = 3; IQR: 1.75-6), Anxiety (median = 3; IQR: 1-6), Stress (median = 3; IQR: 2-7)

IQR, Interquartile range; ES, Emotional/informational support; TS, Tangible support; Sl, Positive social interaction; AS, Affectionate support; OSS, Overall
social support; NF, Needs fulfillment; GM, Group membership; EC, Emotional connection; SOC, Sense of community; a, Spearman correlation; b, Test
Mann Whitney; ¢, Test Kruskall Wallis; * p < .05; ** p < .01
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Correlation analysis between mental health variables, social support, and sense of community, segmenting the groups according to social

Table 2

determinants.

Sociodemographic Variables
n=134
Sex Men

n: 55 (41%)

Women

n: 79 (59%)

Department Bolivar

n: 69 (51,5%)

Sucre

n: 65 (48,5%)

Group Afro
Colombian

n: 37 (27,6%)
Farmer

n: 37 (27,6%)

Indigenous

n:16(11,9%)

Mental
health
variables

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Anxiety

DASS
Stress

PHQ
Anxiety

DASS
Anxiety

DASS
Stress

PHQ
Anxiety

DASS
Depression

DASS
Anxiety

DASS
Stress

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Anxiety

DASS
Stress

DASS
Depression

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Anxiety

DASS
Stress

PHQ
Anxiety

DASS
Stress

MOSS
ES

- 41%

- 46%*

- .60**

- 37**

-.21*

- .28%

- 24*

- 292%

- 20%

— .32**

— .33**

- 51**

- .38**

-.28*

- 46%*

— 45%*

BSCS
TS Sl AS 0SS NF GM [ EC
-22¢ - 25k -23% - .371* - 30
- 29%
- 25% - 34k - 356 - 3ekk - 34xk - 430k - 98k - 34k
- 37 - ATR - 4% - A4k - 38Rk - 0% - 29
- 46%% - 57% - 5% - BQWk - Bgwk - 35kk - Dgk - 37
- 35%k - gk - 2Bk - 35k - 34k - 1% - 23k - D5
-22%  -20% - 27
- 20% - 20%
- 26%  -.32% - 21% - 20k - 35k - 20% - .26*
_ oo
-26%  -.23% -5 -5 -25k -26% 016  -.31%
-20%  -.22%  -22%  -23% - 30%
- 34 -26% - 31R - 20wk - 25% - 25k
- .28*
- 21 -29% - 27* - 24
- 21% -27%  -26% - 27%  -21% - 20
e < Y T < I Y LY v
- 41 - 29% - .37%
- 30%
- 33 - 31
- 53 - 36k - 45 - 4pkk - 37+ - 4%
- 46%% - 36% - A1%¢ - 43k - 3w
.
.
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SOC

.32%*

.26%

AQ**

.36%*

AT**

.28%*

21*

.28*

.25*

.30%*

27*

.28*

AQ**

.36*

31*

A5*




Monthly
family
income

LGBTIQ +
n: 9 (6,7%)

Other
n: 35 (26,1%)

Less than
46,24 USD

n: 25 (18,7%)

Between
115,61 and
231,21 USD

n: 40 (29,9%)

Between
231,21 and
346,82 USD

n: 18 (13,4%)

Between
346,82 and
462,43 USD

n:12(9,0%)

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Anxiety

DASS
Stress

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Anxiety

DASS
Stress

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Anxiety

DASS
Stress

PHQ
Anxiety

DASS
Anxiery

DASS
Stress

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Anxiety

DASS
Stress

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Anxiety

DASS
Stress

.82%*

.63*

.93**

54

A0

A5**

.61%*

.34*

.36*

A48**

A40*

.52%*

.30*

.63*

.67**

.61*

.65*

.67*

64%*

.34*

.33

S1x*

.38*

.38*

27*

.69**

A5*

51*

87**

— 58**

-.30*

- 45w

— 54**

Rk

- 41*

- 38*

— .85%%

-.58*

-.64*
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.65*

72*

.52%*

.33*

37*

.52%*

A9*

84

.54*

.56*

T1x*

.61*

72*

.61**

.34*

A4

.61x*

.39*

A4*

37

A9x*

.28*

.28*

A48*

4%

.86**

.56*

.53*

.61*

.80**

.61*

.63**

31*

.33*

.39%*

A9

.69**

A8*

A1

44

- 61*

79%*

.83**

A3

.35*%

.35*%

.52*

.68**

76%*

.55%*

.93**

.60*

76%*

A7

.29%

.35*%

.34*

37*

57**

A46*

A48*

A46*

.52*

-.65*%

-.68*

— .30%%

-.29*

-.32*%

-.52*

- .48*

- . 70**

-.58*

-.68*

- .83%*

-.65*%

— 55%*

-.37*

- .33*

- 31

- 64

- .48*

- 61%

-.53*

- .63**

- 61




Level of
education

Religion

More than
462,43 USD

n:9 (6,7%)

Primary
school

n: 11 (8,2%)
Secondary
school

n: 49 (36,6%)

Technical
Studies

n:31(23,1%)
Technological
Studies

n:16 (11,9%)

University

n: 18 (13,4%)

None

n: 6 (4,5%)
Catholic

n: 61 (45,5%)

Christian
n: 25 (18,7%)
None

n: 38 (28,4%)

PHQ
Anxiety

PHQ
Anxiety

DASS
Anxiety

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Anxiety

DASS
Stress

PHQ
Anxiety

DASS
Anxiety

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Stress

PHQ
Anxiety

DASS
Stress

PHQ
Anxiety

PHQ
Anxiety

PHQ
Depression

DASS
Depression

DASS
Anxiety

DASS
Stress

PHQ
Anxiety

PHQ
Anxiety

DASS
Depression

DASS
Anxiety

DASS
Stress

.60*

.25%

.39%*

.53**

.58**

.50*

.59**

.29*%

31

AQ**

A0*

.36*

27*

.28*

31*

.50**

- 26*

- 32*

- .50**

- .52**

- A7

- .66**

.89**

- 34wk

.20*

- .30**

- 37%*

- 37%*

-.32*

-.25%

- 28*

— 40%**

- 46**

.53*

- .p5**

.88*

— .37**

-.27*

— 35%%

- 37**

-.36*
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- 20%

- 41**

- _48**

— 75%*

- 44

- .30**

- .33%*

- 40%

- .38%*

-.28*

-.26*

- .36**

- .52**

- 57%*

-.38*

- 47*

- 67**

.83*

— '36**

— 32%*

— .30%*

- 41**

- .34*

- A3**

76**

.65*

27*

31*

.38

A5*

A49*

.28*

32%*

.30%*

.50**

.31*

A0**

A

.29%

.28*

.39%

A40*

A3*

.56*

AT*

.33*%*

31

31

A2x*

A

.25%

21*

.26*

.36*

27*

.28*

27*

.35%*

.35*%

.30*

.50*

.35%

.26*

.22*%

.39%*

.24*

.30*

27*

.29*

.63*

.25*

.30*

.38*

.34*

.33**

.24*

.24*

37**

.28*

A

.39%*

.33*




Psychosocial Yes PHQ -.27%* - .20*% -.23* -.20* -.26%* - .30%* -.25% -.24*
care Anxiety
beneficiary n: 86 (64,2%)
DASS -.26%% - .21% -.20* -.23% - 27%* - .23*% -.24* -.23*
Anxiety
DASS -.36%* - 32% - 26% - 31** -36%* -.36% -.19*% -.21* -.26%*
Stress
No PHQ -.30* - 43%* - 20% -.28* -.35% - 35%* -.33* -.29* -.36%**
Anxiety
n: 48 (35,8%)
PHQ -.28* - .40** - 33* -.28* - .34%* - .24* -.28* -.33* -.32*
Depression
DASS - .40%* - 33*% -.38%* - 37F* - 30%*
Depression
DASS -.29* -.29% -.27* -.29* -.29% -.28* -.33* -.33* -.37%* - .36%*
Anxiety
DASS -.34%* - 26% -.28* -.33* -.31* -.31*
Stress

ES, Emotional/informational support; TS, Tangible support; SI, Positive social interaction; AS, Affectionate support; 0SS, Overall social support; NF,
Needs fulfillment; GM, Group membership; EC, Emotional connection; SOC, Sense of community; * p < .05; ** p < .01

Mental health assessment

Regarding MH outcomes, on the PHQ-4 depression scale 21% (14 men and 14 women) had scores indicating the presence of depressive symptoms. On
the PHQ-4 anxiety scale 11% (10 women and 5 men) had scores indicating the presence of anxiety symptoms. Regarding the DASS-21, on the
depression scale 62% (n = 83) did not have scores indicative of depression, while 38% had depressive symptoms (mild = 25; moderate = 17; severe = 4;
extremely severe = 4). On the anxiety scale 62.7% (n = 84) did not show anxiety symptoms, while 37.3% did (mild = 4; moderate = 24; severe = 7,
extremely severe = 11). The stress scale showed that 82% (n = 110) did not have stress, while 18% had stress symptoms (mild = 10; moderate = 10;
severe = 3; extremely severe = 1).

Social support and sense of community assessment

Regarding the assessment of social support, the MOS indicated that 23.1% (n = 31) of the participants scored below the established mean for this
instrument, while 76.9% (n = 103) scored above the mean. Similarly, the BSCS revealed that 21.6% (n = 29) had a low sense of community, 19.4% (n =
26) had a moderate sense of community, and 59% (n = 79) exhibited a high sense of community.

Relationships between mental health, social determinants, social support, and sense
of community

In the bivariate analyses conducted (Table 1), negative correlations were observed between age and PHQ-4 anxiety and stress. Additionally, age
positively correlated with the MOS tangible support scale, needs fulfillment, influence, emotional connection of the BSCS, and the overall index of the
sense of community of the BSCS.

It was found that Afro-Colombians and the LGBTIQ + community had significantly higher median scores in PHQ-4 anxiety (p = 0.04). Farmers and
indigenous people exhibited significantly higher median scores in the group belonging dimension of the BSCS (p = 0.04); furthermore, farmers
demonstrated a significantly higher median in the emotional connection dimension of the BSCS (p = 0.05) (Table 1).

Significantly higher median scores for stress were identified in the group with a technological education level and among those practicing the Christian
religion (Table 1). Conversely, the group that received psychosocial support achieved a significantly higher median in the needs fulfillment dimension,
influence, emotional connection, and the overall index of the sense of community of the BSCS.

Upon examining the correlations between MH and the variables of social support and sense of community for groups established according to
sociodemographic variables corresponding to the SDH axes (Table 2), the most pertinent results for gender indicate that social support and sense of
community are more relevant factors for men. The negative associations with MH suggest that these may serve as protective factors. The role of social
support varied between the leaders of Bolivar and Sucre, and the sense of community did not relate to the depression of Bolivar's leaders.

Social support and sense of community did not show an association with the MH of Afro-Colombian or indigenous leaders (Table 2), however, exhibited
significant associations with the MH of the group comprising mostly young individuals and the LGBTIQ + community. Social support negatively
correlated with the MH indicators of farmers. The MH of those with lower income was significantly associated with social support, while the MH of
those earning between USD 231,21 and USD 346,82 was significantly associated with the sense of community.

Most leaders had completed secondary education, and in this group, MH was significantly associated with social support and sense of community.
Among the predominantly Catholic leaders, social support and sense of community showed significant associations. For those practicing any religion,
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social support and sense of community were significantly related to stress. For participants who had not received psychosocial attention, social
support and sense of community had significant associations with depression, which were not observed in the group that had received psychosocial
support (Table 2).

Qualitative results
Social determinants of mental health

The understanding of MH by the leaders of Montes de Maria comes from a contextual and community perspective, that goes beyond the individual and
pathological perception of MH: "With mental health and land, we have enough to live". Consequently, they identified the following elements play an
important part in their mental well-being:

"Mental health is that it is the balance of trust a person has in their social context. It is the security that allows them to move freely, the trust and
security that lets them enter their land without worrying about mines, the balance that lets them eat food without fearing it's stolen, that allows them to
leave their house at any hour of the night without thinking that a thief is waiting for you. It is that balance, that trust in their context, the guarantee that
being next to that man will not result in a punch;, that trust a man has in a woman because he knows she won't be waiting with a machete in hand, that
emotional balance.”

Armed conflict
Armed conflict is one of the factors most strongly related to the current MH issues in their communities:

"The most difficult event, the hardest, | think for everyone in Zambrano, was the armed conflict, were we suddenly had to live through a war that wasn't
ours, where there was family disintegration, deaths, selective killings, homicides, massacres, where there was displacement, forced disappearances,
and many other situations, fear and terror that took over the municipalities.”

Each one of these victimizing events had individual psychological impacts that are still present in the ones who experienced them. However, a
widespread effect that was felt by every member of the Montes de Maria community, even if they weren't a direct victim of the armed groups, was the
fragmentation of the social fabric and the loss of trust in others. This is greatly contrasted with the environment that existed before the armed conflict,
described as a free, peaceful, united and supportive community, where the resources were shared, and nothing was lacking:

"In the land where we lived in peace, what we considered peace, even though my family was one of the poorest in the town, we lived in peace, because
for us, peace was living freely in our municipalities and having just the minimum, and our territory was a paradise.”

As aresult, an entire generation has been affected, which in turn impacts the new generations. This creates an intergenerational effect, which is related
to the continuation and normalization of violence as a part of the culture, demonstrated by the rise in family-violence cases in the region: "Everything
happened during the armed conflict. Domestic violence goes beyond that, and sometimes we inherit these patterns from generation to generation,
patterns that define us, especially in dysfunctional homes", as well as other social issues such as “a lot of drug addiction, a lot of prostitution. These
patterns leave their mark and are the aftermath, right? The aftermath of the impact of violence, and today it's even more pronounced.”

There was also a constant reminder by the participants that this violence has yet to cease in the region, as many armed groups have returned, bringing
back fears, worries, and restrictions that were common during the worst periods of the armed conflict. It has also limited the possibility of the
communities to rescue the traditions lost during the conflict. This fear and insecurity are experienced especially by the leaders, who risk their lives while
working for the rights of their communities, which in turn affects their well-being.

State abandonment

There is a noticeable lack of action from the public forces, which enables the continuation of problems such as drug use, which is a severe issue in the
region:

"There is a corridor (...) and since it's a bridle path, as they used to call it, there is no one to control it. There are no police, nothing around there, people
can do whatever they want"

They have also recognized negligence in the form of problems with infrastructure in education, healthcare, road systems, and adequate housing, which
hinders access to basic needs such as electricity and water. The state's abandonment is particularly evident among victims of the armed conflict, as
the reparations plans and the restoration of their rights, including land restitution, have not been fully implemented:

"(in my family) | have two direct victims of armed conflict, and | haven't been compensated, five or six years ago, they sent me a document saying that |
was in the process of being compensated.”

There is also a perceived lack of commitment from institutions and their officials due to the absence of continuous actions or failure to meet their
commitments to the territory, which hinders the development of the necessary trust to report victimizing events. This is related to a belief that the
government is not going to be able to protect and guarantee the communities’ safety, which creates a constant state of fear. Another reason to mistrust
the institutions is related to corruption in the territory. The community perceives a possible association between the outlaw groups with government
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entities, which is why there is a perception that reporting any victimizing act won't work or could even have negative consequences. There is also
nepotism in the hiring of government employees, in which people are being hired based on political connections rather than the necessary
qualifications, which ultimately affects the provision of services in the area. This is especially problematic with MH practitioners since hiring unqualified
professionals often leads to harmful interventions.

Economic issues and lack of opportunities

Another common problem is the lack of resources, unemployment, and lack of opportunities in the region, which worsened after COVID-19 and is
closely related to feelings of sadness, hopelessness, frustration and stress, and physical symptoms such as sleep issues, headaches, and tachycardia,
often due to not seeing a way out of the situation.

This particularly affects young people, who have few opportunities for higher education or employment to generate income, leading to unclear life
goals, many dropping out from school or having to move to other parts of the country to search for those opportunities. It is also related to young
people making problematic decisions such as drug abuse, prostitution, suicide, or joining armed groups that offer a higher income than they could earn
legally:

"Young people in our territories, when they leave school, don't even have the opportunity to enter a university. Most of them end up staying there,
working as motorbike taxi drivers because there are no companies, no job opportunities, and no way to generate income. A young person who finishes
high school doesn’t have the means to go to a university, even in the municipality or the departmental center, because there is no work available to
provide the economic resources needed.”

Additionally, this problem extends to adults who find a lack of resources to support and develop projects, associations, and organizations working in
the territory. There is also a lack of guarantees for farmers, who are forced to sell their lands and products at lower prices, leading to economic
hardship and constant worry and stress.

Social capital and social cohesion

Despite all the victimizing events, several community members have found the strength to move forward and have organized, creating community
initiatives to recover what was lost, such as forming community action boards, sports teams, youth groups, and bringing back artistic and cultural
practices. This has allowed the communities to integrate and restore relationships.

However, this progress was hindered by the social isolation measures imposed due to COVID-19, which limited community gathering spaces and
traditional practices in the region, such as mourning rituals and ancestral practices of indigenous and afro-descendant communities.

"The confinement made us go out to the fields less, where there were, perhaps, those trees and animals. We used to sometimes gather leaves from
certain plants for rituals, protection, or healing. We stopped doing this because we were confined inside a house that wasn't the right place for us to
carry out our spiritual cleansing practices. So, as ethnic communities, we did suffer in that regard.”

This made it harder to cope with the emotional challenges of the pandemic, as community spaces and interactions were identified within the
community as crucial tools in these processes.

Barriers to access mental health services

There are severe barriers to access MH services for the inhabitants of the region. The leaders recognize that the impacts of armed conflict on their MH
should have been addressed soon after the victimizing events, and the fact that this didn't happen has worsened the MH outcomes:

"From us leaders, who were not attended to in time and are now the result of almost everything that happens in Montes de Maria, you can imagine the
survivors of sexual violence. Some women have not even received a single psychosocial consultation, these women have given birth, and the aftermath
they speak of is a sequel (...) We have survived and have built barriers; today we are leaders, but we have issues that were not addressed and are still
not being addressed.”

Nevertheless, some participants referred that, even at the moment of the focus groups, they had never been offered MH or psychosocial support. Some
had received psychosocial support from government programs, however, these programs have been highly criticized by the communities, with many
people having negative experiences, as on many occasions, the support they are given worsens the wounds that the conflict has left or creates new
wounds. There is also a common feeling that government MH programs are mostly focused in achieving goals and metrics, rather than offering a high-
quality attention to the people they are working with. Additional problems with these programs include an insufficient number of sessions, infrequent
attentions, unfinished processes and only implementing group interventions, instead of giving the possibility of having individual interventions when
needed.

Besides the programs, other of the main barriers to ensure MH identified by the leaders is the non-existence, inadequate functioning, and/or lack of
awareness of MH care pathways. The MH care pathways are even less clear in the rural areas, where people must travel extensive distances and time
to access any services. As well as public policies that are not being correctly implemented or are insufficient to deal with all the MH struggles of the
community. All these barriers have made community members less likely to seek psychological support. When they are finally able to access MH
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services, they frequently find poorly trained providers, who sometimes lack sensibility and are likely to make more harmful actions out of unfamiliarity
with the population, the issues they are experiencing, and unawareness of their specific needs. The leaders also insisted on the importance of
articulating them in the institutional processes, training them to be able to identify alarming symptoms and refer people to the correct institutions,
recognizing that usually the leaders are the first point of contact for issues related to MH.

Discussion

For over six decades, the armed conflict has profoundly marked the lives of Colombia's populations, particularly those residing in rural areas that serve
as strategic corridors for armed groups and criminal structures. The various forms of violence to which nearly 9,737,008 individuals have been
subjected to have perpetuated structural violence, social injustices, and economic inequalities (43).

These factors translate into limited access to healthcare, education, employment, and a fulfilling life, manifesting as harm, deprivation, and inequities
that, as SDH, affect the MH of individuals, groups, and populations (18). Numerous studies in Colombia address this issue through the application of
quantitative instruments that identify symptoms, problems, and disorders (44), focusing predominantly on the individual level and thus lacking
sufficient contextual consideration (45).

Acknowledging the necessity of understanding MH as a socially determined phenomenon (19) requires an approach extending beyond individual-level
diagnosis of problems. This project adopted a mixed-methods study grounded in CBPR, engaging in dialogue with communities to identify the social
determinants of their MH. The aim was to translate this contextualized relevant understanding into MH care practices that align with the needs and
potential of the communities of Montes de Maria.

The integration of the three central categories of analysis—MH, armed conflict, and SDH—constitutes a significant contribution to the research on the
effects of armed conflict on MH. This approach is innovative in its explicit application of SDH to MH through a mixed-methods study, wherein
quantitative and qualitative findings mutually reinforce each other, thus facilitating a more comprehensive understanding of the phenomenon. The
evidence indicates that the impacts of armed conflict on MH are extensive (10, 26, 46) and they were further accentuated by COVID-19 (47, 48).

Colombia exhibits significant indicators of MH issues within the general population (49), which arise within the context of the social and economic
inequities and injustices affecting a substantial segment of the population. Within this framework, the significant adverse impacts on MH attributable
to the armed conflict have been documented in previous research (50) as well as the specific impacts on population groups that highlight the role of
socioeconomic status and social class, gender, ethnicity, education, occupation, social cohesion and capital, and access to quality healthcare services
(12).

The socioeconomic status in Montes de Maria is characterized by poverty and precariousness. The lack of access to education and employment
restricts their developmental prospects and renders them highly vulnerable to social injustices. The association between low income and
unemployment with adverse MH outcomes has been established (51), this situation is further aggravated by the armed conflict which impacts rural
inhabitants and indigenous communities (52). These results align with the arguments that emphasize the intricate intersection of historical legacies of
violence and resistance within the region (32).

Younger participants exhibited higher levels of anxiety and stress, alongside lower levels of social support and sense of community. Young leaders
indicated that, despite not having directly experienced victimizing events, they have faced adverse effects on their MH, which is consistent with prior
research involving children and adolescents (53, 54). This may be related to the lack of educational and employment opportunities, which leads young
individuals to experience the effects of social inequities that coexist with armed conflict (55).

This study included a group of leaders from the LGBTIQ + community, which allowed for the identification of specific MH impacts and the potential
protective role of social support and sense of community. This underscores the importance of conducting specific and in-depth studies with this
demographic group.

It is common for MH studies to address gender and sex variables with a predominant focus on women (56-58). In this study, there was a significant
presence of female leaders who, daily, attend to the MH needs of their communities in the absence of trained professionals. Additionally, the
involvement of male leaders throughout the study is noteworthy. Their participation transcended the cultural role of women as primary caregivers and
facilitated an initial exploration of their own MH challenges. Their specific MH needs are reflected in the quantitative analyses, where social support
and sense of community could be considered protective factors.

Regarding social cohesion and social capital, it was found that most respondents reported social support levels above the average and a strong sense
of community. This suggests that despite the fractures in social fabric caused by victimizing events and isolation during COVID-19, the efforts made to
restore community relationships have had positive effects in the region. These effects are particularly evident in cultural and artistic practices that have
strengthened the sense of community (59). The aforementioned factors emerge as protective elements within the region, given the identified negative
associations with MH issues, which aligns with other studies that have identified social capital as a predictor of MH (12). Furthermore, this study found
associations between religion and MH that corroborate previous findings (60).

The diverse manifestations of victimization attributable to the armed conflict have had profound effects on MH that coexist with other forms of daily
violence reported by the participants, such as gender-based violence and substance abuse. Experiencing continuous violence throughout one's life is
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associated with significant MH disorders and an increased likelihood of perpetrating violence toward others (61). The findings are linked to the cycle of
violence identified by the participants as a direct consequence of armed conflict. Additionally, it was observed that individuals who had engaged in
violent behavior encountered challenges related to employment and limited income (61). Consistent with this study, substance abuse has previously
been recognized as one of the most prevalent issues among populations impacted by armed conflict (8). This issue is notably problematic among
young people and is exacerbated by the region’s geographical location and the resurgence of armed groups.

Studies have highlighted that in Colombia there is a significant disparity in access to MH services. This inequity is particularly pronounced among
populations affected by armed conflict (62). The leaders indicated that the programs and policies implemented thus far have been insufficient to
address the community's MH needs and identified multiple barriers to accessing these services. These findings underscore the challenges in building
peace in Colombia concerning the SDGs (24), this aligns with the WHO's call to strengthen the healthcare response to MH needs (63).

This study has significant implications for the training and practice of MH care in these regions. It is essential to address the specific contextual needs
and to understand how the intricate interplay of SDH influences MH outcomes (64, 65). In this sense, it is imperative to follow a multidimensional
perspective while working with populations immerse in conflict and peace dynamics (66, 67). The primary strength of the study was the establishment
of trust-based relationships with the leaders, enabling a comprehensive understanding of MH within the specific contexts of Montes de Maria.
However, the study faced several limitations, influenced by the region’s security, economic and climatic issues.

Conclusions

The findings of this research reveal a complex situation in Montes de Maria, characterized by profound socioeconomic and demographic inequalities.
Participants were rural, Afro-Colombian, indigenous and farmers victims of the armed conflict violent dynamics, most of them having low incomes and
limited educational opportunities, conditions that perpetuate social and economic exclusion. All, in a context which still denounces the presence of
armed groups, an absence or ineffective responses from state, and significant barriers to access quality MH services.

Furthermore, participants evidenced important levels of mental health problems, which behaved differently in relation to age, sex, social group, level of
education, or religion. However, most participants demonstrated a strong sense of community and social support, which have become essential pillars
for the recovery and psychological well-being of the communities; though, this relation varied according to different sociodemographic conditions.

This research provides compelling evidence of the inherent relations between SDH and MH in communities affected by armed conflict. This
emphasizes the urgent need for a complex and multidimensional comprehension of MH and peace related processes, in which future research and
policies directed to MH have to be thought considering the socioeconomic issues in the municipalities, thereby ensuring a sustainable recovery and
development of the populations.
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