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Abstract
Background: During the long-lasting civil war in Colombia, the year 2002 marked a peak of violent
activities displacing thousands of people mainly from rural to urban areas, causing social disruption and
prolonged poverty. In 2015, the Colombian national survey on mental health included a �rst overview of
mental health problems of victimized families. The here presented study aimed at analysing the
traumatic experience many years ago on the current psycho-emotional status of displaced families as
well as the ongoing inequalities regarding displaced and non-displaced populations in one of the most
affected areas by the armed con�ict.

Methods: An interview survey was conducted among 211 displaced families and 181 non-displaced
families in 2 adjacent compounds with several �ve-storey buildings in the outskirts of Valledupar, the
capital of Cesar State in Colombia. The questionnaires were developed together with and applied by staff
of the health and social services of the departmental secretary of health. The 15 interviewers conducted
additionally in-depth interviews and participant observations.

Results: The living conditions of the displaced community were precarious (lack of security, noise, drug
tra�cking, poor public transport). As a consequence of the past traumatic events about 16 to 18 years
ago and current di�cult living conditions, psycho-emotional problems were more frequent among the
displaced compared to the non-displaced neighbourhood. The displaced had experienced more violent
acts (intended murder, threat, murder of a family member and kidnapping) and had subsequently a larger
number of emotional symptoms (fright, headache, nervousness, depression, sleeplessness). Other stress
factors like economic problems, severe disease or death of family members and unemployment prevailed
among displaced persons compared to the non-displaced. The non-displaced lived in a more protected
environment with less exposure to violence and stress, although belonging to a similarly low socio-
economic stratum. Those previously displaced respondents now living in the non-displaced community
still suffered similar emotional symptoms as the displaced respondents living in the displaced
community. It is recommended to take measures for a better protection of the displaced community,
improve their access to the job market, offer different leisure activities (sports club, art, women’s club) and
facilitate public transport.

Background
The international context

Worldwide there are over 50.8 million people living in internal displacement for 2019 [1], most of them
has been displaced due to con�ict, violence and disasters. Forced displacement associated with con�icts
seems to have a profound health and social impact on internally displaced persons (IDPs) [2,3], including
acute and long-terms effects on mental health [4].  Many forced IDPs lack legal status and psychosocial
protection as they are not covered by international refugee laws. They are displaced within nation
boundaries where are commonly marginalized [5]. It has been shown that IDPs are more likely to
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experience poorer mental health indices than refugees or asylum seekers [6-9]. However, little attention
has been paid to their mental health and well-being, and their needs are poorly supported by relief
agencies [10].

Research suggests that IDPs are a high-risk group for mental health disorders [11,12]. Studies among
IDPs report widely varying estimates of mental health disorders, in particular depression, post-traumatic
stress disorder (PTSD) and other anxiety disorders linked to con�ict [13-17]. Many displaced people have
undergone traumatic episodes before and during their displacement and had to cope with long
displacement periods with social and economic adversities [18], making them vulnerable for
psychological disorders, particularly PTSD [19]. Porter & Haslam (2005) suggest that mental disorders
may persist in IDPs for many years and may even increase over time [8]. This increased risk may also be
related –among others- to post-migration socio-economic factors [8,20]. Risk factors include female
gender, household roles, older age, food insecurity, continued trauma exposure, and poor economic
situation [8,21,22]. However, limited evidence is available on how mental health disorders varies within a
post-con�ict setting following prolonged periods of displacement experiences. Thus, understanding the
unique mental health status and possible risk factors for speci�c populations with long-term
displacement is crucial for providing adequate care.

The Colombian context

Civil war is a sad reality of many countries in our contemporary world and Colombia is a prominent
example among them. Colombia with a total population of roughly 50 million inhabitants has suffered an
armed con�ict among different interest groups for several decades, which partially ended in 2016 with
the peace treaty of the government with FARC (Fuerzas Armadas Revolucionarias de Colombia,
Colombian Revolutionary Armed Forces), one of the major guerrilla groups. More than �ve million
Colombian citizens have suffered violence and internal displacement during this time affecting their
mental health and well-being and creating high levels of headache, sadness, nervousness, suicidal
attempts and depression [23]. The situational analysis of the health situation in Colombia has shown
that the internal displacement has generated vulnerability and affected the physical and even more the
mental health of the families involved [24]. According to the national Programme for Attending
Psychosocial and Integral Health among Victims (PAPSIVI) the armed con�ict has generated a
deterioration of living conditions among these groups creating distrust, insecurity and fear [25]. Research
also demonstrated that Colombian IDPs present high prevalence of depression, anxiety, PTSD, and
substance use disorders [26-28], especially women [26,29]. Although, there is an increasing research
interest in the health of con�ict-affected populations in Colombia, there is still a scarcity of information
on mental health issues in IDPs many years after the forced displacement.

According to the Central Register of Victims, the State of Cesar is one of the most affected States
(departamentos) by the armed con�ict in the country [30]. According to this source, the State has more
than 300,000 victims, 85% of them being displaced. In Valledupar, the capital of the State, 132.294
victims were registered in July 2018 mainly living in neighbourhoods with high insecurity levels and
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crime. In spite of these problems, no detailed information is available which could help to plan a better
future for these communities and the information from the National Mental Health Survey is much to
general to provide concrete guidance for what needs to be done.  Health and social workers operating in
these neighbourhoods are aware of problems but do not have concrete information about the real
dimension of human suffering which can directly lead to action.

In order to understand the magnitude (prevalence) of the psycho-social challenges among displaced
families or those subject to other forms of violence by the armed con�ict, the here presented study was
set up jointly by the State Health Services in Cesar and universities in Colombia (Instituto de Salud
Pública de la Ponti�cia Universidad Javeriana) and Germany (Freiburg University, Centre for Medicine and
Society) supported by the German Academic Exchange Service (DAAD). The objectives were i) to quantify
the prevalence of mental health issues (mainly emotional distress) among displaced and victimised
persons in comparison with non-displaced persons of a similar socio-economic status living in the same
environment and ii) to analyse if the cause of the expected increased distress among the displaced is
more due to the traumatic experience many years ago or to the current precarious living conditions of the
displaced. The overall aim was to provide recommendations for designing  programmes for improving
the situation.

Methods
Study communities

Both displaced and non-displaced study communities were located next to each other in a suburb of
Valledupar. The displaced families were all registered as victims of the armed con�ict with RUV.

Displaced community: The neighbourhood of Hernando Marín was constructed in the outskirts of
Valledupar by the national Government as part of a social programme to provide shelter to poor
displaced families (belonging to stratum 1 to 2 in the Colombian socio-economic classi�cation system
where stratum 5 represents the highest level). Six blocks of �ve-storey buildings with a total of 1900
departments were built, each apartment having a surface area of 45.6 m2 (see Fig. 1).  The families can
live there for free and have only to pay for water, electricity, gas, and administration.

Non-displaced community:  The neighbourhood Leandro Diaz was part of a governmental housing
programme for employees of the lower socio-economic level (stratum 2). It has three blocks, each with six
�ve-storey buildings, in total 1300 apartments. A fence secures the buildings and a security guard
controls the entrance (see Fig. 1). The families must pay a subsidized rent plus expenses for basic
services (water, electricity, gas, administration).

Method of approach

A mixed method approach was applied with quantitative elements (questionnaire survey) and qualitative
elements (observational study with in-depth interviews).
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Questionnaire survey

The interview survey was conducted among 211 displaced families and 181 non-displaced families living
in two adjacent compounds. The survey was only applied to adults who provided information related to
the purpose of this study. No child or adolescent below the age of 18 was interviewed in this study.
Special care was devoted in the interviewer training to the emotional part of an interview setting. Our 15
interviewers (14 of them women) were familiar with social and mental health challenges of poor families.
The way of showing compassion and understanding was discussed in the training and practices. The
interviews should be conducted in a quiet place for which reason quiet afternoon hours were preferred for
the interviews. Frequently interviewers had to come back the following day when the levels of noise were
lower. The questionnaires were developed together with 15 staff members of the health and social
services of the State Secretary of Health. The questions were a selection of the most relevant questions
used in the national survey on mental health [23], except for the introductory questions for the
characterization of the study populations. The ENSM included nationally and internationally validated
instruments such as la Gran Encuesta Integrada de Hogares 2013-the Great Integrated Household Survey
2013 [31]; the Self Report Questionnaire (SRQ-)[32] and the Family APGAR [33] of which only< the SRQ
was relevant for our study. The selected groups of questions were directly related to our speci�c study
topic such as personal and family experience with violence, mental health symptoms and disorders and
mental health services. 15 staff members of the health and social services of the State Secretary of
Health were trained by our research team in a 3-days workshop which included theoretical and practical
components as well as a �eld visit.

Sample size calculation and sampling procedure

The sample size was calculated using data from the national mental health survey on the difference of
proportions of major mental health issues in displaced families compared to the non-displaced. With a
con�dence level of 95%, a power of 80% and a cumulative prevalence of major emotional problems
among the displaced versus non-displaced populations of 55% versus 30% respectively, a minimum
simple size of 170 families per study arm was calculated, but �nally 211 displaced and 181 non-
displaced families were interviewed. Using systematic sampling with a random start (using a die), the
sampling interval in the displaced families was nine (every ninth family to be interviewed) and in non-
displaced it was eight (every eighth family to be interviewed). 

Survey procedures and non-response

After pre-testing the questionnaire, the leaders of both communities were informed and consulted in
separate meetings and their consent was obtained as well as their willingness to inform the community.
Then the 15 interviewers (the same staff members as mentioned above) used mainly their free weekends
or afternoon hours to conduct the interviews in the assigned buildings. The team leader conducted
several control interviews and checked the sampling interval. The non-response rate (rejection to
participate or absence) was 6% among the displaced sample and 8% in the non-displaced sample.
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Observational study with in-depth interviews

During and after the interview additional in-depth interviews were done with the interview partners and the
same interviewers conducted participant observations.  They were recorded in a �eld diary and later on
ordered in thematic topics and analysed. When reading the interviewer �eld diaries and listening to the
interviewers` passionate discussions regarding the translation of research �ndings into policy and
practice, we as a research team were con�dent that we had selected the right interviewers who had been
able to get reliable information from our study populations.

Data management and analysis

Interview answers were entered into the computer and analysed using Excel and SPSS software. Results
were tabulated and different bar charts developed. A comparative analysis examining the sample
characteristics and metal health issues of the two study communities was conducted.

Results
The study populations

In the displaced community, 211 families (845 individuals) were interviewed and in the non-displaced
population 181 families (732 individuals), showing four persons per family in both groups. The direct
respondents to the interview were in both communities mainly women at the age of 30 to 50 years,
almost all of them with school education. However, in the displaced community, 9.6% (81) did not comply
with the de�nition of displacement (i.e. were not registered with RUV) and in the non-displaced
community, 12.4% (91) of families were in fact displaced according to the registration with RUV (Central
Colombian Register for Victims).

The demographic characteristics of both communities were similar: slight excess of females (female to
male ratio 1.04 in the displaced community and 1.1 in the non-displaced) and slight excess of young
adults among the displaced compared to the non-displaced (38.7% of all ages versus 31.6%, p= 0.018).
The proportion of children <15 years old was higher among the displaced compared to the non-displaced.
With respect to ethnicity, in both groups the mestizo-population (ethnic mixture) was   predominant
(53.3% of all families) while the afro-descendants and indigenous people had suffered more frequently
from displacement: 28.0% afro-descendants among the displaced families and 20.4% among the non-
displaced, 5.7% of indigenous people among the displaced and 2.2% among non-displaced (p= 0.052).
The educational level of persons above 12 years of age including quali�ed technicians was clearly higher
in the non-displaced group (35.6% of all educational levels) compared to the displaced group (only 15.7%
of all; p=0.000).

History of displacement

The peak of the violence in Colombia occurred from 2002 to 2004, which means about 18 years before
our survey when our mostly female respondents were about 20 years old. Therefore 55.5% of the
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displaced families reported that the event of displacement has happened between 16 to 20 years ago.
Only a smaller proportion (19.0%) had been displaced 11 to 15 years ago and only 9.5% during the
preceding 10 years. However, the in-depth interviews showed that the traumatic experience of
displacement and victimization had still a profound emotional effect on the displaced in present times
(tears, profound breathing, lifting the voice) and that the fear of going back and receiving bad News from
their place of origin kept the memory of those days of life.

Peoples` perception of the current situation (qualitative study)

In the displaced community, the government subsidizes the apartments and the inhabitants did not have
to pay a rent. However, there was a continuous feeling of insecurity -as mentioned by most respondents-
due to the open access to the premises, and the existence of gangs of young adults as well as of drug
users. The interviewers could witness this; particularly when they arrived in the late afternoon, they saw
groups of youngsters and perceived the smell of marihuana. Another problem was the noise which was
always present, either loud music or intra-familiar �ghts or aggression between families. The elected
community leaders did not seem to have much authority, as they did not want to accompany the
interviewers (mostly females) or introduce them to the families. Taxi drivers could hardly be convinced to
enter the compound and bring the interviewers to the buildings because of the bad access road and the
feeling of insecurity. In general, families were happy to answer the interview questions.

In the adjacent buildings of the non-displaced community, the situation was different. The �ats were
partially subsidized by the government, but the residents had to pay a rent. The residential area was
closed for outsiders by a fence and a special permission was required to enter. There was an
administrator of the compound who looked over the security and order and controlled entering unknown
people. However, the risk of leaving the compound and being attacked on the street was also mentioned.
Although the families belonged to the second lowest socio-economic stratum, they felt superior to the
adjacent displaced community. Some of them did not want to answer the interview questions due to
mistrust.

Experience with violence

When asked for their exposure to violence, signi�cantly more displaced families had experienced such
events (n= 64.0%) compared to non-displaced families (n= 25.4%; p=0.000) (Fig. 2, table 2). The
responses show that in all categories (intended murder, theft, threat, murder of a family member,
kidnapping and sexual violence) the displaced families had to suffer much more frequently than the non-
displaced ones.  Also, the non-displaced had suffered, although to a less extent, particularly of theft and
to less extent of intended murder. Once a violent event has happened, both groups suffered equally of
emotional disturbance.
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In addition, the intra-familiar violence was clearly more frequent in the displaced community (victims of
insults, physical aggression, and armed attacks) compared to the non-displaced community (p=0.001,
0.035, and 0.001, respectively; Fig. 3, table 3). Other causes of human suffering were important life or
vital events such as economic problems (affecting 72.5% of the displaced families compared to 43.1% of
the non-displaced; p=0.000). Also severe disease or death of a family member as well as unemployment
and severe health problems were more frequent among the displaced families compared to the non-
displaced ones (Fig. 4, table 4).
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Current psycho-emotional status of displaced and non-displaced respondents (Self Reporting
Questionnaire, SRQ)

There were  22 different emotional symptoms mentioned: frequent headaches, loss of appetite,
sleeplessness, fright, trembling of hands, tension/nervousness, mal-digestion, lack of clear thinking,
sadness, does not enjoy daily activities, di�culty to take decisions, di�culty to work, incapable of doing
something useful, loss of interest, feels to be useless, suicidal thoughts, feels tired all the time, has
unpleasant feelings in the stomach, gets easily tired, feels that somebody has tried to wound her, feels
that she is more important than other people think. 

46.4% of the displaced interviewees and only 20.4% of the non-displaced suffered seven or more
symptoms (p=0.000). Only 6.6% of the displaced had no symptom at all while among the non-displaced
interviewees this was 20.4% (p=0.000, Fig. 5, table 5).
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More than half of the 211 displaced respondents felt symptoms like “get easily frightened” (62.1%) and
“frequent headache” (59.7%), “feels nervous or tense” (54.0%), all of them being much rarer than among
the 181 non-displaced respondents (35.9%, 43.6% and 30.4% respectively; p=0.000, 0.001 and 0.000
respectively). Other frequent emotional disorders among the displaced interviewees was “feels
depressed” (47.9%), “cannot sleep” (43.6%) or “cannot think well” (40.8%) in contrast to the non-displaced
participants (28.2%, 22.1% and 32.0% respectively; p= 0.000, 0.000 and 0.074 respectively). There were
three additional questions on psychotic symptoms (“hears strange voices”, “has strange interferences in
her thoughts”, “has epileptic seizures”) but these were rare in both groups although marginally more
frequent among the displaced respondents.

Current psycho-emotional status of displaced respondents living in the non-displaced community

This analysis was done to better understand if the emotional problems among displaced respondents are
more due to the displacement or due to the current living conditions, 40.9% of the 91 respondents
belonging to the “displaced living among the non-displaced” reported more than seven symptoms in the
SRQ and showed a pattern of emotional distress similar to the displaced group rather than to the non-
displaced suggesting that the traumatic experience of the armed con�ict with displacement and
victimization long ago still impacts on the emotional status of displaced individuals and their families.

Use of mental health services

Mental health services in local hospitals and ambulatory care were equally available for the displaced
and non-displaced persons. However, they were rarely used during the preceding 12 months, both by
displaced families (16.6%) and even less by non-displaced families (6.1%; p=0.000). Hospitalizations for
mental health problems “once in their lives” were rare exceptions (4.7% among the displaced and 0.6%
among the non-displaced; p=0.012) keeping in mind that the relative frequency of mental health issues
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was higher among the displaced compared to the non-displaced populations. The main reason for not
using mental health services during the last 12 months were “was not necessary” (39.1% among the
displaced and 71.6% among the non-displaced; p=0.000). Other major reasons for not attending mental
health services particularly among the displaced families were, service far away, no time, no money,
unawareness of my rights, bureaucratic hurdles, distrust.

Most patients attending mental health services went there 3 times or less (12.3% among displaced
persons and 5.0% among non-displaced; p=0.001). Patients in both groups went for treatment mainly to
hospitals or clinics (56.3% both groups), but some of them to pharmacies (mainly the non-displaced) or
to friends and family members including alternative medicine. Additional consultations for mental health
problems were mainly sought by non-displaced patients (28.9%) and less by the displaced (17.8%;
p=0.157). The treatment costs for displaced patients were mainly borne by the subsidized insurance
companies for the displaced patients (48.9%) while the treatment of non-displaced patients was mainly
�nanced by the pre-paid insurance companies (21.1%) and often through out-of-pocket payment.

Discussion
The civil war in Colombia –as a prominent example of similar con�icts in our current world- with its peak
of violence in the early years of our century is o�cially over with the peace treaty signed by the
government and the most important rebel group FARC in 2016. At the climax of the con�ict around 2002,
many particularly rural families had to leave their homes and farms due to the threat by major parties of
the armed con�ict, mainly paramilitary groups in Cesar State. They generally �ed to the capital of their
State (department) where they �nally found a place where to stay, often in a multi-family building
provided by the government.

The national survey on mental health in Colombia [23] had shown an overall picture of the mental health
status of the nation, distinguishing in some parts of the report between the general and the displaced
population.  Some but in general not very strong differences have been elucidated between the two
groups but naturally at a “macro” level and without adjusting for socio-economic differences. Our study
was able to give more detailed insights into the mental health status of two populations with a similar
socio-economic status living close to each other but with the distinctive characteristic to belong to the
displaced community as against the non-displaced community. Although the event of displacement has
happened almost two decades ago, there were still important differences regarding mental health status
and associated factors. These will be summarized in the following:

Context and circumstances

Displaced and non-displaced belonged to the lower socio-economic population strata so that in our
comparative analysis “socio-economic status” may not be an important confounding variable (although
persons older than 12 years had in the non-displaced population 2.3 times more frequently a secondary
education compared with the displaced one).
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The main traumatizing event (displacement or another violent act) occurred 16 to 20 years before the
study but had, according to the in-depth interviews among the displaced a long lasting effect on peoples`
emotional status fuelled by the impossibility to return to their rural homes because of the continuing
insecurity. This is in line with the literature on post-traumatic stress disorder (PTSD) in displaced people
by war [34,35]. The proportionally most affected groups were Afro-descendants and indigenous people
(1.4 times and 3 times higher proportion Afro-Descendant and Indigenous descendants in the displaced
compared to the non-displaced population).

Mental health status (outcome variable)

Signi�cant differences between displaced and non-displaced families were:

Currently more frequent emotional problems among displaced persons: higher number of symptoms,
particularly frequent being fear, headache, and nervousness but also sleeplessness, problems to
think with clarity and other depression-like symptoms

The use of mental health services (mainly hospitals and clinics) was slightly higher by displaced
than by non-displaced families (16.6% versus 6.1%) but did not re�ect the much higher disease
burden in the displaced community

Determinants

Experience of violence and other stress factor:

More family members in the displaced community had experienced some form of violence (64.0%)
compared to the non-displaced community (25.4%)

Different forms of violence were more frequently reported by displaced families such as intended
murder, threat, murder of a family member and kidnapping (NB. Questions on alcohol or substance
abuse could not be asked, as they were perceived to be insensitive according to the pilot tests).

Threatening life events as stress factors were more frequent in the displaced community: economic
problems, severe disease or death of family members, unemployment, or severe diseases

Living conditions of the displaced community showed a number of stress factors:

Open access to the premises allowing anybody to enter

Weak leaders lacking authority

Youth gangs often involved in drug trade or drug use

Frequent unemployment

Noisy neighbours (music, aggressions)

Poor access road and poor connection with public transport

In contrast, the non-displaced community could live more in peace:
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Closed and protected premises

Strong authority controlling the access and order

Better maintenance of the buildings

Higher employment rates of both men and women

Other challenges for the non-displaced community were:

Poor access road and poor connection with public transport

Mistrust and social distancing from the neighbouring displaced community

Fear of being attacked on the access road

In view of these determinants, it is not surprising that the displaced community living under precarious
circumstances continues to be exposed to elevated mental health risks [18]. Additional factors such as
the presence of gestational diabetes mellitus and other chronic diseases may worsen the mental health
of those displaced populations as well as the lack of physical activity [36,37]. In contrast, the
neighbouring non-displaced population can enjoy some basic commodities such as physical protection
by a fence, a strong authority that is able to keep order, better maintenance of the building.  However, the
previous trauma of displacement seems also to persist among displaced families living in the more
protected environment of non-displaced families as 40.9% of the individuals interviewed suffered from
more than seven emotional symptoms -which is similar to the displaced respondents living in an unsafer
environment (46.4% with more than seven symptoms). This long term persistence of mental health
issues after displacement has also been observed in Sri Lanka and Germany [4,34,35]. The low use of
mental health services in our study compared with the national average (33%) [38] con�rms that
vulnerable groups do not use them as much as they could and that cultural barriers are important. The
main reason for not using mental health services was “not necessary” (39.1% among the displaced and
71.6% among the non-displaced); this is consistent with the national survey where 47% to 56% of people
with mental health issues considered that they did not need any consultation [23]. Attitudinal barriers
towards resorting to mental health services have been frequently associated with the stigma generated
by mental illness [39, 40].

Recommendations

Recommendations for the improvement of the living conditions particularly of the displaced population
were developed by the State public health and social services based on the �ndings of the study. To these
belong:

Increase security: Protective fence around the buildings of the displaced community; security guards
(watchmen), promote a police station in the area

Reduce violence: Provide opportunities for sport, artwork, dancing, youth clubs, women’s` clubs
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Promote advanced education and employment: Provide incentives for entering higher education;
encourage reading competition for children or storytelling for adults

Offer training on productive work (urban gardening, preparation of food, bakery etc.) to complement the
family income.

Strengthen primary mental care in the community through psychologists and social workers in order to
overcome the traumatic experiences of the past and face the problems of the current conditions (also
recommended by Anaya Mercado and Romero Perez (2019) [41].

Other recommendations include:

Special effort to involve those committing violent acts in community activities

Repeat the survey after 3 years to see if changes have taken place.

Limitations of the study

Mental health questions are sensitive and special care must be applied regarding the wording of the
questions, interviewer behaviour and interview setting in order to get reliable answers. The 2015 National
Mental Health Survey from where the questions were taken has been carefully validated and previously
adjusted to current social and economic conditions in the country [42].  In order to get information on the
most prevalent psycho-emotional problems among our study groups, the Self Report Questionnaire by
Beusenberg and Orley (1994) as an internationally renowned instrument was applied [32]. Previous
studies have con�rmed the potential of this instrument for the screening of psychological distress in poor
settings [43-45].

The majority of respondents was happy to answer the interview questions, but there was a small number
of families who did not want to participate or were absent during the interview. Some response bias was
probably due to mistrust and fear. Other contextual factors before and during the displacement process –
including disruption of social networks- could not be evaluated in depth.  However, in spite of these
limitations we are con�dent that our study results re�ect the reality of previously traumatized people
living in quite precarious circumstances compared to others who did not have such a traumatic
experience and can live in a more peaceful environment.

Limitations regarding our second objective (to better understand if the distress of displaced people is
mainly due to their traumatic experiences in the past or to their current precarious living conditions) were
more serious as the multiple factors in�uencing over the years the displaced families could not be sorted
out retrospectively. However, the fact that those displaced respondents now living in the safer
environment of the non-displaced community suffered from a similar distress as the displaced living in
the insecure environment of the displaced community is a strong indicator recon�rming what has been
observed in the in-depth interviews and reported in the literature (see above), that displaced individuals
and families continue to suffer from their traumatic past.
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Conclusions
Sixteen to eighteen years after the peak of violence and displacement in Colombia, the victims are still
suffering mental hardships (compared to non-victimized persons) which adds to their current precarious
living conditions and requires new policies and programs to alleviate human suffering of vulnerable
population groups.
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Figures

Figure 1

Compound of displaced families (left) and non-displaced families (right)

Figure 2

Victims of violence in displaced and non-displaced families.
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Figure 3

Intra-family violence among displaced and non-displaced families.

Figure 4

Life events among displaced and non-displaced families
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Figure 5

Number of emotional symptoms reported in the SRQ by formerly displaced and non-displaced individuals
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