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Objectives We analyzed the relation between exposure to the armed conflict and violence with mental health disorders in
Colombia and assessed the extent and determinants of socioeconomic inequalities in mental health related to differential
exposure to the conflict and violence.

Methods Regression and decomposition analyses were used in combination with the 2015 nationally representative Mental
Health Survey (N = 10,853). Mental health disorders were assessed using the Self-Reporting Questionnaire (SRQ 20), and
socioeconomic status by a Multidimensional Poverty Index.

Results 3% of adults have been victim of a violent crime and 13% victim of the armed conflict. Victims of the armed
conflict have 1.74 times higher odds (p < .05) of suffering mental health disorders compared to non-victims. Differential
exposure to the armed conflict among lower socioeconomic groups explains 86% of total inequality in mental health
disorders.

Conclusions Interventions that increase quality and access of mental health treatments among victims of the conflict will
not only lead to improvements in mental health among victims but also significantly reduce inequalities in mental health in
Colombia.

Keywords Colombia - Conflict - Inequality - Mental health - Violence

Introduction

The historic peace agreement between the Colombian
government and the FARC (Revolutionary Armed Forces
of Colombia) has brought the end in sight of the longest
civil war in the Western Hemisphere that has already
resulted in over 220,000 deaths and more than seven mil-
lion internally displaced individuals. While the peace
accord has received much praise, there remain daunting
challenges to its success including uncertainty about the
implementation, continuing guerilla activities as well as
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opposition from the center-right. One significant, yet lar-
gely ignored, challenge for the peace process is that mil-
lions of Colombians suffer from mental health disorders as
a direct or indirect consequence of the armed conflict that
lasted more than five decades (Idrobo et al. 2018). On the
one hand, discrimination and stigmatization of victims,
combined with poor job prospects, can fuel the vicious
cycle of mental disorder, poverty and violence (Crisp et al.
2000; Patel and Kleinman 2003). In addition, due to its
disproportionate impact on poor and rural communities and
welfare losses of displaced populations (Ibafiez and Moya
2010a, b) the conflict has also significantly exacerbated
socioeconomic inequalities in mental health. As a result,
the high prevalence of common mental health disorders
[being around 15% according to this study, mainly as a
result of anxiety, depression and post-traumatic stress dis-
order (PTSD) (Palacio Acosta 2016)], in particular among
victims of the conflict, is not only of a concern for victims
but also for the success of the peace process itself, given
that inequality and social exclusion are widely regarded as
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important causes for the conflict that has plagued Colombia
for decades (Gillin 2015). Furthermore, evidence also
shows that inequality may not only be a result of high rates
of poor health, homicides and violence, but also a cause of
the latter (Flores 2014; Wilkinson and Pickett 2017).

Successfully overcoming the legacy of more than half a
century of armed conflict is particularly difficult in a con-
text characterized by continuously high rates of crime,
violence, abuse, poverty and collective trauma (Ribeiro
et al. 2017; Wilkinson and Pickett 2017). Moreover, due to
insufficient mental health and social care services, as in
many Latin American countries, there exists a very large
treatment gap for mental health conditions (Alarcén 2003;
Organization for Economic Co-Operation and Develop-
ment (OECD) 2015; United Nations Office on Drugs and
Crime (UNODC) 2006). This situation is aggravated by the
existence of deep-rooted cultural beliefs related to shame
and guilt with regard to mental illness, poor mental health
literacy, the lack of financial resources and other factors
that prevent individuals from seeking help or treatment
(Garcia-Subirats et al. 2014; Jankovic et al. 2011; Kaltman
et al. 2016; Kantor et al. 2017; Kohn et al. 2004). Although
the peace agreement bounds the Colombian government to
provide adequate mental health treatment for victims,
access and quality of services will likely be modest in poor
rural areas where most of the conflict victims live. Fur-
thermore, appropriate epidemiological information about
the magnitude of mental health disorders, their determi-
nants and distribution is lacking. However, such evidence
is urgently needed to develop and assess programs and
interventions aimed not only at addressing immediate
causes of mental health disorders but also the underlying
social determinants (Alarcén 2003). This is particularly the
case as one of the explicit expectation of the peace process
is that it will help to reduce inequality in Colombia
(Marmot et al. 2008).

Using new data from the nationally representative
Mental Health Survey (ENSM), this study aims to address
this gap by systematically assessing the determinants of
mental health disorders in Colombia, with a particular
focus on factors linked to exposure to conflict and violence.
Furthermore, using a decomposition approach, this study
provides the first evidence on magnitude and determinants
of socioeconomic inequalities in mental health in
Colombia.

Methods
Data

Data for this study came from the 2015 Mental Health
Survey of Colombia (ENSM). ENSM is a cross-sectional
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nationally representative survey representative of all age-
groups and the five main geographic regions of the country
(Presidency of the Republic of Colombian 2016). It
includes information on individual and household socioe-
conomic characteristics, perceptions about individuals’
lives, exposure to the armed conflict and violence, as well
as mental health. The total number of interviewed indi-
viduals aged 18 and above was 10,870. Due to item non-
response, the present study included 10,853 individuals
with complete information.

Measures
Mental health disorders

Prevalence of mental health disorders was assessed through
the Self-Reporting Questionnaire (SRQ 20). SRQ 20 was
developed by the World Health Organization (WHO) to
assess prevalence of common mental disorders, including
major depression, anxiety disorders or suicidality, in
resource-poor settings when diagnoses of specific illnesses
are not required. It has been assessed widely regarding its
validity and reliability in developing countries and also
used in the Colombian context (Goémez-Restrepo et al.
2016). Following standard scoring defined by the WHO to
assess prevalence of depression and anxiety (Harpham
et al. 2004; Husain et al. 2016), each of the 20 items was
scored O or 1, where a score of 1 indicates that the symp-
tom was present in the last 30 days. Subsequently, a
summary score was calculated, ranging from 0 (no symp-
toms are present) to 20. (All symptoms are present.)
Finally, a cutoff score of 7/8 was used to identify indi-
viduals with a clinically significant distress (Beusenberg
et al. 1994).

Socioeconomic status

As measure of socioeconomic status, we used the Mul-
tidimensional Poverty Index (MPI) (van der Westhuizen
et al. 2016). Developed by the Colombian government, the
index applies the so-called Alkire—Foster method (Oxford
Poverty & Human Development Institute (OPHI) 2011) by
counting multiple deprivations that individuals experience
in different dimensions: (1) health (including health
insurance and access to social care services), (2) education
(including literacy and years of education), (3) access to
public utilities and housing conditions (including access to
water, adequate floor and wall materials as well as cover-
age of sewer waste), (4) labor (including long-term
unemployment and access to the formal job market) and (5)
childhood and youth conditions (including children’s
school attendance, access to early childhood care services
and child labor) (Alkire and Foster 2011). For calculating
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the MPI, a weighted count of deprivations is derived, thus
ranging from O (indicating no deprivations) to a maximum
of 11 deprivations.

Determinants of socioeconomic inequalities in mental
health

We included a comprehensive set of variables to assess
their contribution to socioeconomic inequality in depres-
sive disorders that have been previously shown to be
associated with mental health outcomes in Latin America,
as well as exposure to violence and armed conflict (Oxford
Poverty & Human Development Institute (OPHI) 2011):
(a) age-group (18-45, 19-65 and 65 +), (b) gender,
(c) rural versus urban residency and (d) labor market status
(working in the formal sector, working in the informal
sector and out of the labor force). Furthermore, (e) re-
spondents were asked whether they had been victims of the
armed conflict (e.g., through forced displacement, torture,
massacres, armed encounters, kidnapping, personal or
sexual violence or anti-person mines), or (f) of a violent
crime (including robbery or extortion).

Statistical analyses

In a first step, we used logistic regression to assess the
association between prevalence of mental health disorders,
exposure to violence, the armed conflict and covariates. In
a second step, we used decomposition analysis to quantify
overall socioeconomic inequality in mental health as well
as their determinants. For this purpose, we first calculated
the health concentration index (HCI) for depressive disor-
ders according to the MPI. The HCI is a standard method to
measure and describe inequalities in health-related out-
comes (Muntaner et al. 2013; Ortiz-Hernandez et al. 2007,
Puac-Polanco et al. 2015), measuring inequality in one
variable relative to the ranking of another. While it shares
the same basic characteristics with the relative index of
inequality (RII) (Wagstaff et al. 1989), the main advan-
tages of the HCI are that it represents inequality across the
entire socioeconomic distribution and can be decomposed
into its parts. Similar to the Gini coefficient, the HCI is
based on a Lorenz curve that reflects the cumulative share
of a population’s health as a function of the cumulative
share of the population, whereas the population is ranked
from the worst to the best health. A Lorenz curve for a
given health outcome with a 45° slope represents a situa-
tion of perfect equality, where each individual shares the
same health. In most cases, the actual Lorenz curve for a
given health outcome will lie above the 45° line, meaning
that health is unequally distributed within a population.
The HCI then represents deviation from the line of equality
and ranges between — 1 (implying that the health outcome

is more prevalent among individuals at the lower end of the
socioeconomic distribution) and 1 (implying that the health
outcome is more prevalent among individuals at the higher
end of the socioeconomic distribution). Empirically, the
HCI can be estimated by linear regression in cases where
the health outcome is continuous (Koolman and Van
Doorslaer 2004). However, since our health outcome is
binary, we follow the literature in estimating the HCI using
a probit model (Wagstaff et al. 2007). The overall
inequality in health can be decomposed into the contribu-
tions of different factors, whereas each respective contri-
bution reflects the strength of the association between each
variable and the health outcome, as well as the extend of
socioeconomic inequality within the same variable
(Yiengprugsawan et al. 2010).

Results
Descriptive statistics

Table 1 presents an unweighted descriptive overview of
the sample (N = 10,853). As the table shows, prevalence of

Table 1 Sample overview: Colombia, 2015

n %
Mental health disorders (yes) 1076 9.92
Multidimensional Poverty Index (MPI) Mean =2.49 SD = 1.78
Covariates
Women 6474 59.66
Men 4378 40.34
Aged 18-44 5878 54.17
Age 45-64 3623 33.39
Aged 65+ 1351 12.45
No minority 8864 81.68
Minority 1988 18.32
Urban 8262 76.13
Rural 2590 23.87
Working (formal) 2145 19.77
Working (informal) 3255 29.99
Out of the labor force 5381 49.59
Victim of violent crime 351 3.23
Victim of armed conflict 1440 13.27
N 10,853

Information derived from the 2015 Colombian Mental Health Survey.
Mental health disorders were assessed using the Self-Reporting
Questionnaire (SRQ 20). The Multidimensional Poverty Index mea-
sures the number of (weighted) deprivations on the level of the
household. All information in the table is unweighted

N number of cases, SD standard deviation
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mental health disorders in the total adult population is
approximately 10%. However, among victims of the con-
flict, it is nearly 15% (results not shown in table). Around
13% of the sample report having been victim of displace-
ment or violence as result of the armed conflict, and more
than 3% of respondents have been victim of a violent
crime. Around 24% suffer from four or more material or
social deprivations, representing the official definition of
poverty in Colombia.

Exposure to the armed conflict or violence
and mental health disorders

In the first step, we assessed associations between socio-
demographic variables, exposure to armed conflict and
violence with mental health disorders. As Table 2 (Panel
A) shows, men are 49% less likely to suffer from mental
health disorders (OR = 0.51, 95% CI 0.43-0.60) than

women. Compared to those aged between 18 and 44 years,
individuals aged 45-64 years are about 52% more likely to
suffer from a mental health disorder (OR = 1.52, 95% CI
1.32-1.75), while individuals older than 65 years are 38%
more likely (OR = 1.38, 95% CI 1.13-1.67). Members of
minority ethnic groups or those living in rural areas are not
significantly more likely to suffer from mental health dis-
orders. Compared to individuals having a formal job, those
working in the informal sector (OR = 1.99, 95% CI
1.54-2.56) or not currently employed (OR = 3.07, 95% CI
2.42-3.89) are significantly more likely to suffer from a
mental health disorder.

Turning to the variables associated with exposure to
violence and armed conflict, Table 2 (Panel A) shows that
having been victim of a violent crime is associated with a
82% greater risk of reporting a mental health disorder
(OR = 1.82, 95% CI 1.35-2.46). Finally, individuals that
have been victim of forceful displacement of violence

Table 2 Determinants of mental health disorders and inequality: Colombia, 2015

Variable Panel A: multivariate regression analysis Panel B: decomposition analysis
OR? 95% CI P value Concentration index (CI)° Contribution (%)°
Women 1 1 1
Men 0.51 (0.43-0.60) < .05 — 0.01 —39.2
Age 18-44 1 1 1
Age 45-64 1.52 (1.32-1.75) < .05 0.01 — 125
Aged 65+ 1.38 (1.13-1.67) < .05 —0.11 30.8
No minority 1 1 1
Minority 0.95 (0.80-1.13) 0.56 —0.18 —13.0
Urban 1 1 1
Rural 1.02 (0.88-1.18) 0.83 —0.35 11.7
Working in formal sector 1 1 1
Working in informal sector 1.99 (1.54-2.56) < .05 —0.21 35.6
Out of the labor force 3.07 (2.42-3.89) < .05 —0.10 46.1
Victim of violent crime 1.82 (1.35-2.46) < .05 0.03 — 5.7
Victim of armed conflict 1.74 (1.47-2.05) < .05 —0.15 85.7

Analyses are based on the 2015 Colombian Mental Health Survey. Mental health disorders were assessed using the Self-Reporting Questionnaire
(SRQ 20). The Multidimensional Poverty Index (MPI) measures the number of (weighted) deprivations on the level of the household. The overall
HCI was — 0.12 (95% CI — 0.10, — 0.15)

OR odds ratio, CI confidence interval

“The OR refers to the association between each variable and the risk of suffering from a mental health disorder derived from a multivariate
logistic regression model. In order to be included in the decomposition analysis, variables do not necessarily have to be associated significantly
with the outcome (e.g., as in the case of rural vs. urban residency). Rather, they only have to be associated to some degree with the outcome,
meaning that the association should not equal zero

"The health concentration index (HCI) measures inequality in mental health disorders according to the MPIL. The HCI ranges between — 1 and 1.
A negative sign indicates that mental health disorders are more concentrated among poorer individuals (i.e., with a lower MPI), and a positive
sign indicates that mental health disorders are more concentrated among more affluent individuals (i.e., with a higher MPI)

“The contribution (%) indicates the share by which total inequality in mental health disorders according to the MPI would be reduced if
socioeconomic inequality within a given dimension would be entirely reduced. Rather, they only have to be associated with some degree with the
outcome, meaning that the association should not equal zero. It should be noted that the overall contribution of all variables together to inequality
can be larger than 100%, as the contribution only refers to each individual variable, independently from the others
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Men - -
Age 45-64 years - ——
Age >=65 ——
Ethnic ninority 4 ——
Rural 4 ——
Working in informal sector R ——
Currently not working —
Victim of violent crime —
Victim of armed conflict ——
0 1 2 3 4
Odds Ratio

Fig. 1 Association between Exposure to Violence and the Armed
Conflict with Mental Health Disorders: Colombia, 2015. Note:
Information derived from the 2015 Colombian Mental Health Survey.
Odds ratios and 95% confidence intervals are based on logistic
regression analyses assessing the relation between mental health
disorders and each covariate as shown in Table 2 (Panel A).
Prevalence of mental health disorders was assessed using the Self-
Reporting Questionnaire (SRQ 20). The Invisible Wounds of Five
Decades of Armed Conflict: Inequalities in Mental Health and their
Determinants in Colombia, 2019

related to the conflict are 74% more likely to suffer from a
mental health disorder compared to those that have not
directly been exposed to conflict (OR = 1.74, 95% CI
1.47-2.05). Figure 1 graphically shows odds ratios asso-
ciated with the association between socio-demographic
variables, exposure to armed conflict and violence with
mental health problems.

Decomposition of socioeconomic inequality
in mental health disorders

Overall inequality, as measured by the HCI, was — 0.12
(95% CI — 0.10, — 0.15), thus indicating that poorer
individuals share a disproportionally larger burden of
mental health disorders compared to richer ones. Figure 2
shows the concentration curve graphically illustrating that
mental health disorders are more concentrated among
poorer individuals.

Table 2 (Panel B) shows results of the decomposition
analysis. The value of the concentration index (HCI)
indicates the magnitude of socioeconomic inequality
within each variable (on the scale from — 1 to 1), as well as
whether prevalence is more concentrated among the poorer
(negative sign) or richer (positive sign) individuals. For
example, there were more individuals with a higher number
of deprivations according to the MPI in rural areas com-
pared to urban ones (HCI = — 0.35). Overall, the socioe-
conomic inequality between rural and urban areas

Ranked by Mental Health
5
.

Cumulative Proportion of Population

0 A 2 3 4 5 6 7 8 9 1
Cumulative Proportion of Population Ranked by MPI

Lorenz/concentration curve
Line of equality

Fig. 2 Socioeconomic Inequality in Mental Health Disorders: Colom-
bia, 2015. Note: The figure shows the Lorenz curve for mental health
disorders as a a 45-degree line representing a situation of perfect
equality, where each individual shares the same health, and b the
estimated concentration curve indicating that mental health disorders
are disproportionally concentrated among poor individuals. The
Invisible Wounds of Five Decades of Armed Conflict: Inequalities
in Mental Health and their Determinants in Colombia, 2019

accounted for 11.7% of measured inequality in mental
health disorders. In other words, if socioeconomic
inequality between rural and urban areas would be com-
pletely reduced—and only if the effect of rural residence
on mental health would be causal—overall inequality in
mental health disorders in Colombia could be 11.7% lower.

While around 3% of the adult population has been
victim of violent crimes, exposure to violent crimes is more
prevalent among individuals with fewer deprivations
(HCI = 0.03). Despite the significant and strong associa-
tion between exposure to violence and mental health dis-
orders, because overall prevalence is relatively low (3.3%)
with only a relatively small degree of socioeconomic
inequality to disadvantage of better-off individuals
(HCT = 0.03), the contribution to overall inequality is only
— 5.7%. In contrast, exposure to the armed conflict in
terms of displacement and violence is disproportionally
concentrated among poorer individuals (HCI = — 0.15).
While around 14% of the sample has been victim of the
armed conflict, reducing socioeconomic inequalities
between victims and non-victims could reduce overall
inequality in mental health by 86%, if the association
between armed conflict exposure and mental health would
be causal.

As Table 2 (Panel B) also shows, very large inequality
exists between those working in the formal sector of the
economy and those working in the informal sector
(HCI = — 0.45) or those out of the labor market
(HCI = — 0.62).
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Discussion
Summary

Using recent nationally representative data for Colombia,
this study assessed the relationship between exposures to
violence, armed conflict and mental health disorders, as
well as the contribution of those factors to socioeconomic
inequality in mental health. The results show that victims
of violent crimes or the armed conflict are substantially
more likely to suffer from mental health disorders com-
pared to non-victims. Furthermore, reducing inequality
between individuals that have been victims of conflict and
those that have not may lead to a significant reduction in
overall inequality in mental health disorders.

Interpretation

Results show that exposure to violent crimes or the armed
conflict is associated with a considerably increased risk of
mental health disorder is in line with several studies in
Latin American countries (Wagstaff et al. 2007). For
example, a recent study found that victims of violence
during the civil war in Guatemala were around four times
as likely to suffer a mental health disorder compared to
non-victims (Murthy and Lakshminarayana 2006; Puac-
Polanco et al. 2015). The association between exposure to
violence during Guatemala’s civil war and mental health
disorders appears to be much larger compared to findings
for Colombia. Yet, an important difference and advantage
of this study over many related studies are that the
Colombian Mental Health Survey asks specifically about
violence related to armed conflict, thus making it possible
to differentiate the latter from other forms of violent
crimes.

A key contribution of this study is assessing the role of
exposure to the armed conflict in explaining inequalities in
mental health. The strong association between direct
exposure to conflict and mental health disorders, as well as
the large share of inequality explained by the latter, likely
stems from the economic and social hardships that this
population has suffered. Internally displaced people (IDP)
in Colombia suffered reductions in around half their labor
income and one-third in consumption (Puac-Polanco et al.
2015). Most of the displacement in Colombia has been
from poor rural to urban areas, often ending up in the most
poorest areas of those cities (Ibafiez and Moya 2010a), thus
exacerbating regional inequalities in Colombia. Moreover,
IDPs face a myriad of barriers in recovering their socioe-
conomic well-being in subsequent years due to diminished
opportunities to generate income (Franco et al. 2006) and
due to potential behavioral poverty traps caused by trauma
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(Ibafiez and Moya 2010a). Despite the formal end of the
conflict, forced displacement continues due to clashes
between FARC dissidents, other armed groups and narco-
traffickers (Moya 2018).

The previous studies reveal victims of the conflict
experience a higher prevalence of mental health symptoms,
mostly related to PTSD, depression and social phobia
(Norwegian Refugee Council (NRC) 2017) as direct or
indirect consequence of discrimination, disruption of social
and family networks or physical and sexual abuse (Tamayo
Martinez et al. 2016). Violence caused by armed conflicts
has been associated, specifically also in Colombia, with
poor mental health outcomes such as relational, social and
occupational impairment, persistent painful memories and
impairment in their ability to work or look for a job (Franco
et al. 2006). Additionally, victims of conflict are likely to
have symptomatology associated with mostly mild and
moderate PTSD, depression and anxiety because of their
personal experiences of threats and violence (Richards
et al. 2011). Exposure to armed conflict may not only
directly affect mental health but also indirectly through
disruptions of medical supplies and health care in affected
areas, including direct attacks against medical facilities
(Richards et al. 2011; Shultz et al. 2014). Our findings
suggest that reductions in inequality between conflict vic-
tims and non-victims could potentially be associated with
substantial reductions in socioeconomic inequality in
mental health in Colombia.

Exposure to violence has been repeatedly identified as a
predictor of poor mental health in Latin America, partic-
ularly among individuals of lower socioeconomic status
(Franco et al. 2006). Studies also found that people
exposed to various forms of violence such as physical and
sexual abuse during childhood and/or adulthood have a
higher prevalence of poor mental health (Muntaner et al.
2013; Ortiz-Hernandez et al. 2007). Furthermore, research
has consistently found that direct victimization to violent
acts is associated with mental disorders, a relationship that
is more evidently seen in women, since they are more
likely to be victims of domestic violence and abuse than
men (Cutajar et al. 2010). These topics are particularly
important in contemporary Colombia, when the de-esca-
lation of the civil conflict has been accompanied by
increments in urban-related crimes, such as personal inju-
ries and violent theft to people (Oram et al. 2017).
Although on the individual level being a victim of a violent
crime is significantly associated with increased risk of
suffering mental health disorders, our findings based on the
decomposition approach suggest that reducing inequality
between victims of violence and non-victims would likely
not lead to a substantial reduction in overall inequality. The
latter is due to the circumstance that exposure to violent
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crimes is comparatively rare and affects a nearly equal
proportion of poorer as well as more affluent individuals.

Besides exposure to violence and armed conflict, in
particular, labor market disadvantage in the form of
informal working conditions is strongly associated with
mental health disorders and explains a substantial share of
inequality therein. Whereas informal work has been shown
to be associated with lower levels of well-being in
Colombia (Mejia et al. 2015), exposure to armed conflict
likely also has detrimental consequences on mental health
by its adverse effects on working conditions. Although the
interaction between mental health and labor market status
is complex, poor mental health conditions among a large
share of the population can present a significant hurdle to
post-conflict recovery, social integration (Hurtado et al.
2016) as well as reducing inequality. Mental health limi-
tations may also lead to poverty and in turn to a higher risk
of exposure to conflict (Lund et al. 2011).

Strengths and limitations

This study is the first to analyze determinants of mental
health inequalities in a Latin American country using a
decomposition approach. While other studies have previ-
ously shown that civilians in conflict-affected areas of
Colombia in are more likely to suffer from mental health
problems (Ekblad et al. 2004; Muscat 2011), this is the first
nationally representative study to quantify the risk of
mental health disorders associated with armed conflict in
Colombia. An additional strength of the present study is
that it includes explicit questions about the exposure to the
armed conflict, allowing distinguishing the latter from
other forms of violence. A limitation associated with most
cross-sectional studies is that reverse causation and omitted
variables cannot be ruled out. In consequence, the results
have no causal interpretation. A limitation of the decom-
position approach used in this paper is that it is based on a
nonadditive regression model that does not account for
multimorbidity in a way that other methods do (e.g.,
Nusselder et al. 2018; Palazzo et al. 2014). Furthermore,
the measure used to assess mental disorders is self-re-
ported, which may cause measurement biases. However,
the SRQ 20 has been previously validated in several con-
texts including Colombia, thus reducing this concern (Bell
et al. 2012; Londofio et al. 2012). Unfortunately, however,
we are unable to assess the association between exposure to
conflict and violence with specific disorders. Although the
survey is based on a nationally representative sample that
uses as its base the entirety of individuals registered with
the healthcare system (representing around 98% of the
population), unfortunately sampling weights or detailed
information about the construction of sampling units was

inaccessible. In consequence, prevalence estimates pre-
sented in this study may be imprecise.

Conclusions

Classified as a middle-income country, Colombia remains
one of the most unequal countries in the world with con-
tinuously high rates of homicides, crimes and violence
(Harpham et al. 2004; Husain et al. 2016). Over five dec-
ades of internal armed conflict have led to widespread
trauma, among not only victims, and one of the highest
numbers of internally displaced people worldwide.
Whereas around 10% of adults suffer from mental health
disorders, victims of violence and the conflict bear the
highest burden. To move from an era of civil conflict to a
time of sustainable peace, psychological scars among vic-
tims will have to be addressed. Interventions that, for
example, increase quality and access of mental health
treatments among victims of the conflict and also increased
access to formal work will not only lead to improvements
in mental health among victims but also significantly
reduce inequalities in mental health in Colombia.
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