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Barriers and Facilitators to Implementing aCommunity-Based
Psychosocial Support Intervention Conducted In-Person and
Remotely: A Qualitative Study in Quibdó, Colombia
Diana Carolina Chaparro Buitrago,a,b Michel Rattner,b,c Leah Emily James,d Juan Fernando Botero Garcíae

Key Findings

n Barriers to implementing a community-based
psychosocial support (CB-PSS) group via the in-
person modality included poor attendance and
competing activities and via the remote modality
included issues with poor connectivity, privacy,
and frequent interruptions.

n Including community leaders and lay community
providers helped foster acceptability and tailoring
to cultural norms and values of the Quibdó
population.

n For both in-person and remote modalities, tradi-
tional cultural processes fostered the exchange of
peer support and the development of psychoso-
cial skills.

Key Implications

n Practitioners should consider integrating cultural
practices and norms into CB-PSS groups and
leveraging them through facilitation by community
lay providers.

n Practitioners should consider the potential to utilize
remote modalities to improve access to mental
health and psychosocial support services
(MHPSS). However, more work is needed to
address issues concerning privacy and
confidentiality that may jeopardize participant
engagement, retention, safety, and benefits gained.

n Policymakers should consider using CB-PSS
groups and other task-shifting models to over-
come barriers to accessibility of MHPSS where
the health system does not have adequate
coverage.

ABSTRACT
Community-based psychosocial support group (CB-PSS) interven-
tions using task-shifting approaches are well suited to provide
culturally appropriate services in low- and middle-income coun-
tries. However, contextual barriers and facilitators must be con-
sidered to tailor interventions effectively, particularly considering
the challenges introduced by the COVID-19 pandemic. We ex-
plore the barriers, facilitators, and psychosocial changes associ-
ated with implementing a CB-PSS group intervention delivered
by local lay providers to conflict-affected adults in Quibdó,
Colombia, using both in-person and remote modalities. Data
were analyzed from 25 individual interviews with participants
and a focus group discussion involving staff members, including
7 community psychosocial agent facilitators and 2 mental health
professional supervisors. The analysis used a thematic approach
grounded in a descriptive phenomenology to explore the lived
experiences of participants and staff members during implementa-
tion. Participant attendance in the in-person modality was compro-
mised by factors such as competing work and family responsibilities
and disruption caused by the COVID-19 pandemic. Participants in
the remote modality faced challenges concerning unstable
Internet connectivity, recurrent power outages caused by heavy
rain, distractions, interruptions, and threats to confidentiality
by family and coworkers. Despite these challenges, data revealed
key contextual facilitators, including the community-based knowl-
edge of facilitators and integration of traditional practices, such
as the comadreo (informal talks and gatherings). Respondents
shared that the CB-PSS groups promoted stronger community rela-
tionships and created opportunities for participants to exchange
peer support, practice leadership skills, develop problem-solving
skills based on peers’ experiences, and enhance emotional regula-
tion skills. Differences and similarities across in-person and remote
modalities are discussed, as are key considerations for practi-
tioners and policymakers.

INTRODUCTION

Despite growing evidence supporting the effective-
ness of mental health and psychosocial support

(MHPSS) interventions, low- and middle-income coun-
tries (LMICs) still face significant challenges in ensuring ac-
cess to these services.1 The Sustainable Development Goals
and the World Health Organization’s Comprehensive
Mental Health Action Program have emphasized the ur-
gency of addressing mental health gaps and disparities.2

Nevertheless, evidence suggests that the need for MHPSS
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services still outweighs the capacity of the social ser-
vice and health care system inmany settings.3,4

In Colombia, an armed conflict that has
persisted for over 6 decades has significantly height-
ened risks to mental health and psychosocial well-
being due to serious human rights violations, forced
displacement, exposure to combat, threats, torture,
sexual violence, forced disappearances, and homi-
cides, as attested by more than 900,000 victims
reported in the Victims Unit Registry.5,6 Exposure
to conflict violence has been directly linked to a de-
terioration of social capital and poor mental health,
including anxiety, depression, and post-traumatic
stress disorder (PTSD) among survivors.7,8 As part
of the Colombian peace accord in 2016, a policy
framework prioritizing MHPSS services was devel-
oped to assist victims of the armed conflict.9–11

These efforts encompass culturally sensitive compo-
nents, continuous capacity-strengthening, and in-
terdisciplinary coordination, including integration
of local lay providers to optimize service provi-
sion.12,13 However, despite the Colombian gov-
ernment’s efforts to improve access to MHPSS
services, many challenges remain to translate this
policy framework into reality.14

Barriers to delivery of feasible, acceptable, and
effective MHPSS services are widespread, particu-
larly in vulnerable and conflict-affected regions
marked by high levels of unemployment, poverty,
and limited access to education and health ser-
vices.7,14–16 MHPSS service provision is predomi-
nantly concentrated in major cities, leaving rural
areas significantly underserved.16 Those residing
in remote locations face substantial challenges
due to travel distances and costs.15 The scarcity
of specialized providers in these areas further
exacerbates the situation.16 A mixed-method
study conducted in Chocó14 revealed barriers to
service accessibility (e.g., 20% of municipalities
lack MHPSS services), acceptability (stemming
from stigmatizing beliefs among providers and
the community), and insufficient cultural adapta-
tion of services.

The COVID-19 pandemic worsened these bar-
riers while also intensifying MHPSS needs.17

Measures taken to control the virus, such as lock-
downs, social distancing precautions, andmobility
restrictions, unintentionally exacerbated mental
health outcomes while also impeding access to al-
ready limited services.17 In regions like Quibdó,
these measures further impeded health care ac-
cess, forcing reliance on traditional medicine,
which was not always the most suitable alterna-
tive for treating severe symptoms associated with
COVID-19 infection.18 This situation was further

aggravated in certain areas due to additional mobility
restrictions imposed by armedgroups.Moreover, due
to strict lockdowns, many Afro-Colombians experi-
enced curtailed traditional mourning practices, exac-
erbating emotional distress.18 In Colombia, rates of
anxiety increased by 2.5–2.8 times and depression
by 1.5–1.9 times.19

In response to the unique challenges faced by
LMICs, the World Health Organization20 has pro-
posed using task-shifting models (TSMs) to ad-
dress gaps in health service provision. TSMs entail
training and handing over activities and services
from specialized professionals to paraprofessional
personnel or nonprofessionally trained lay provi-
ders, typically from the community.21 This ap-
proach is now widely implemented in LMICs and
humanitarian settings.22 TSM approaches, such as
the Mental Health Gap Action Program23 and
ProblemManagement Plus (PMþ),24,25 offer low-
cost, evidence-based services. These approaches
enhance cultural appropriateness by involving
nonspecialized health workers and incorporating
contextual healing practices tailored to community
needs. Additionally, digital interventions, in which
services are provided online or by phone, have also
emerged as an alternative to overcome the chal-
lenges of providing safe and accessible in-person
services, especially in the context of the COVID-19
pandemic.26 These strategies have shown promising
results in reducing COVID-19 exposure, saving costs
and travel time, providing scheduling flexibility, and
expanding access.27 However, many questions per-
sist regarding the feasibility and acceptability of
implementing community-based psychosocial sup-
port (CB-PSS) groups using TSMs and digital inter-
ventions, including in Colombia and during the
COVID-19 pandemic.28–30

A mixed-method pilot study31 was conducted
in 2020 in Quibdó, Colombia, delivered by local
community lay providers via in-person, remote,
and hybrid modalities. The findings informed the
design of the current study, which was conducted
as part of a randomized controlled trial (RCT) with
both quantitative (results forthcoming) and quali-
tative elements. The current article describes the
results of qualitative analysis designed to explore
perceived barriers, facilitators, and psychosocial
changes among participants and staff members
(lay providers and mental health supervisors) as-
sociated with a CB-PSS group intervention deliv-
ered via in-person and remote modalities for
conflict-affected adults during the COVID-19 pan-
demic in Quibdó, Colombia. The following ques-
tions guided the study:

Many questions
persist regarding
the feasibility and
acceptability of
implementing
community-based
psychosocial
support groups
using task-shifting
modelsanddigital
interventions,
including in
Colombia and
during the
COVID-19
pandemic.
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� What are the key barriers and facilitators asso-
ciated with implementation of a CB-PSS inter-
vention as perceived by participants and staff
members?

� What psychosocial changes were experienced
as a result of intervention participation, as per-
ceived by participants and staff members?

� How did barriers, facilitators, and psychoso-
cial changes differ in in-person and remote
modalities?

METHODS
Project Setting
Quibdó, the capital city of the Chocó department
located on the Colombian Pacific coast, is severely
affected by armed conflict, narcotraffic, corruption,
and poverty.8 According to Colombia’s National
Planning Department, the incidence of poverty in
Quibdó is 64.8% (compared to 39.3%nationally).32

Basic needs are often unmet,with only 25.2%of the
population having access to clean water, 17.8% to
sewer services, and 26.5% living in structural or
space-inadequate or overcrowded households.6,18,32

According to the Internal Displacement Monitoring
Centre, in 2021,Chocówas 1of the 3primary recep-
tors of internally displaced persons, receiving ap-
proximately 213,305 people, of which Quibdó
received 60,136.33 In addition, of the 1.8 million
Venezuelans registered in Colombia’s temporary
protection statute, 2,994 reside in Chocó.34 Many
Venezuelanswhowere forcedly displaced from their
country also suffered direct or indirect effects of the
armed conflict in Colombia, including further dis-
placement, violence, and recruitment by armed
groups who then forced them towork in coca fields,
engage in illegal mining and drug trafficking, and
subject them to sexual exploitation.35 Moreover,
fromApril to June 2021, during the implementation
of this project, the country witnessed its most wide-
spread national strike. Numerous crimes and hu-
man rights transgressions attributed to government
armed forces were reported, and the economic and
material consequences of the strike affected most of
the country, including Quibdó.36

Program Description
The current study builds upon the Association of
Organizations for Emotional Support (ACOPLE)
program funded by the United States Agency for
International Development. From 2010 to 2020,
HeartlandAlliance International (HAI) implemen-
ted ACOPLE, with the support of the National
Association of Displaced Afro-Colombians, the

Institute for Research and Development in the
Prevention of Violence and Promotion of Social
Coexistence, the Universidad del Valle, and Johns
Hopkins University. ACOPLE sought to provide
MHPSS to Afro-Colombian communities on
Colombia’s Pacific Coast in individual37 and
group38,39 formats. The program used a TSM in
which services were delivered by community
psychosocial agents (CPAs) trained as lay provi-
ders and supervised by professionals. Lessons
learned from ACOPLE’s prior studies include in-
corporating culturally based components as part
of intervention protocols.38–41

In recent years, ACOPLE’s CB-PSS groupmodel
evolved based on participant and staff feedback to
increase focus on community problem-solving and
culturally based expressive activities. The current
intervention consists of 8 sessions, including an in-
troductory session and 3 collaborative problem-
solving sessions (informed by PMþ)25 interspersed
with 4 expressive sessions based on cultural prac-
tices such as dance and artwork, designed to foster
emotion identification and regulation (more detail
on intervention content is provided in the pilot
study article).31

Participants and Recruitment
The current study was conducted as part of a
broader RCT (results forthcoming). Adults aged
18 years and older residing in Quibdó and the ru-
ral community of Tutunendo (located approxi-
mately 15 minutes northeast of Quibdó) who
reported exposure to violence associated with the
armed conflict were eligible to participate in the
RCT. Participants of this qualitative study were
purposively selected from the experimental group
of the RCT, with clustering based on groupmodali-
ty to ensure a balanced representation of in-person
and remote modalities, which constitutes the main
focus of the analysis. Additionally, differences in
results according to sociodemographic characteris-
tics, including location (rural and urban areas),
gender, age, employment status, education level,
and nationality, were discussed to capture varia-
tions in study participants’ experiences.

After recruitment, participants could choose to
join either an in-person modality (with sessions
held in community centers adhering to biosecurity
protocols) or a remote modality (with online ses-
sions facilitated via the Zoom platform). In total,
165 participants chose to participate in person
(making up 10 groups), and 103 participants par-
ticipated remotely (making up 8 groups). Each
group had 7 to 10 participants. Participants were
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then randomized to experimental (n¼134) and
waitlist control groups (n¼134).

From these clusters, 25 participants were ran-
domly selected for individual semistructured inter-
views. Table 1 illustrates the sociodemographic
characteristics of the individuals interviewed. All
staff members (n¼10) were invited to participate
in a focus group discussion (FGD). Nine partici-
pated, including 7 CPAs and 2 professional super-
visors (1 psychologist and 1 social worker). Table 2
provides information concerning the sociodemo-
graphic characteristics of staff members in the
FGD. Five participants and 1 CPA could not partic-
ipate due to conflicting activities.

In-person participants received travel funds
sufficient for non-public transport expenses to re-
duce their exposure to the COVID-19 virus. Remote
participants received phone or Internet credit and
could borrow smartphones if needed. Service provi-
ders completed safety planning checklists with re-
mote participants to promote confidentiality (e.g., to
prevent being overheard by household members or
coworkers). Both groups were provided with snacks
and necessary supplies for each group session. For
remote participants, these were delivered to their
homes. Groupswere facilitated by 8 CPAsworking
in pairs with 2 professional supervisors (a psychol-
ogist and a social worker). All facilitators were
members of the target community and had prior
experience implementing ACOPLE programming.

Data Collection and Analysis
One of the coauthors (MR) and another trained
professional psychologist (both of whom were
not involved in group facilitation) conducted
qualitative interviews and the FGD between July
and August 2021. During the pilot study,31 all
interviewing guides and the methodological ana-
lytic design were pretested and adjusted for the
current study. Two instruments for qualitative
data collection were used: (1) an individual semi-
structured interview topic guide of 16 open-ended
questions and (2) an FGD guide consisting of 7 activ-
ities designed to facilitate discussion about staff
experiences during implementation. During the ac-
tivities, participants were divided into 2 groups
where they discussed and created a visual represen-
tation, using a board depicting barriers and facilita-
tors for implementation. Subsequently, each group
presented and integrated points. These toolswere or-
ganized in line with an implementation science
framework to explore recruitment, feasibility, com-
mitment, adaptability, utility, scalability, satisfaction,
and adoption.30,31,42 All activities were conducted in

Spanish, audio-recorded, transcribed verbatim,
and complemented with notes taken by the
interviewers.

Fifteen face-to-face interviews were held with
participants in the in-person modality and 10 on-
line interviews with participants in the remote
modality, each lasting approximately 1 hour. The
sample size for eachmodality in this study was de-
termined based on the recommended number for
phenomenological design, from 7 to 10 participants
per condition, to capture the in-depth experiences of
participants.43 Six additional in-person interviews
were conducted with participants from the rural
community of Tutunendo to explore unique ele-
ments of the intervention within this context. The
FGD with staff members was conducted in person
and lasted approximately 3 hours. To ensure partici-
pants’ confidentiality, all the activities were con-
ducted exclusively in the presence of interviewers
and participants. All participants were read an in-
formed consent script stating they could withdraw
at any pointwithout explanations or penalties or de-
cline to answer any question. All participants pro-
vided oral informed consent. No names were
collected, and all transcripts were identified with an
alphanumeric code number to guarantee confiden-
tiality. The study’s findings were shared with the
community, stakeholders, and policymakers.

All activities were analyzed using NVivo v.12
software. Two coders conducted the analysis follow-
ing a thematic analysis approachbasedondescriptive
phenomenology.44 In the initial round of codifica-
tion,we followed the implementation science frame-
work to organize participants’ experiences into
specific categories (Table 3). Subsequently, these de-
scriptive categories were inductively recodified to
uncover underlying meanings and patterns within
participants’ experiences, resulting in the develop-
ment of analytical themes and subthemes.44 Finally,
these themes were revised, refined, and updated
according to emerging meanings and codes. The
data analysis was conducted in Spanish, and the
presented quotes were translated into English
and reported according to group modality (i.e.,
in-person or remote).

Ethical Approval
The Institutional Review Boards of HAI and
Universidad de Los Andes approved the study
protocol.

RESULTS
From the implementation science initial descriptive
categories, 4 main themes emerged: (1) contextual
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barriers, (2) contextual facilitators, (3) support strat-
egies, and (4) psychosocial skills changes and satis-
faction (Table 4). We present the results according
to the emergent analytical themes and their respec-
tive subthemes.

Despite exploring the rural and urban partici-
pants’ experiences, this study did not identify
significant differences between the 2 contexts.
Nevertheless, some nuanced differences in socio-
demographic characteristics, including gender,

TABLE 1. Sociodemographic Distribution of Community-Based Psychosocial Support Group Participants
Interviewed, Quibdó, Colombia

Variables
In-Person, No. (%)

(n515)
Remote, No. (%)

(n510)

Gender

Men 5 (33.3) 2 (20)

Women 10 (66.7) 8 (80)

Age, median (SD; range), years 56.1 (16.2; 22–75) 34.8 (12.8; 18–63)

Ethnicity

Afro-Colombian 13 (86.7) 6 (60)

Indigenous 0 (0) 1 (10)

Other 2 (13.3) 3 (30)

Nationality

Colombian 12 (48) 7 (28)

Venezuelan 2 (8) 3 (12)

Dual citizenship (Colombian and Venezuelan) 1 (4) 0 (0)

Location

Urban 11 (73.3) 8 (80)

Rural 4 (26.7) 2 (20)

Education level

Primary school or less 9 (60.0) 1 (10)

Middle to high school 4 (26.7) 4 (40)

Undergraduate degree or higher 2 (13.3) 5 (50)

Marital status

Single 3 (20) 4 (40)

Married/in a relationship 11 (73.3) 6 (60)

Widowed 1 (6.7) 0

Employment status

Formal 0 (0) 1 (10)

Informal 9 (60) 3 (30)

Work at home 1 (6.7) 5 (50)

Student 0 (0) 1 (10)

Unemployed 5 (33.3) 0 (0)

Internally displaced

Yes 10 (66.7) 8 (80)

No 5 (33.3) 2 (20)

Traumatic events, median (SD; range) (7 max) 2.07 (1.6; 0– 7) 1.60 (1.4; 0–7)

Abbreviation: SD, standard deviation.
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age, employment status, education level, and na-
tionality, were presented.

Contextual Barriers
Respondents identified contextual factors that
limited accessibility, engagement, and retention
in both modalities.

Participants’ Competing Responsibilities, COVID-
19 Infection, and National Strike
In the in-person modality, predominantly male
participants highlighted the challenge of traveling

a considerable distance from their homes or work-
places to the group venues that interfered with
their participation in scheduled activities. Many
participants, particularly women, from this mo-
dality recalled missing sessions due to COVID-19
infection, household chores, and taking care of
their children and relatives. Both female and male
participants cited missing sessions due to medical
appointments, travel to other areas, academic com-
mitments, and last-minute work commitments,
which is particularly important given that a signifi-
cant proportion of participants reported informal
employment or unemployment.

We must work hard here, so there were times when I
had to work, and couldn’t attend [the session]. Also, I
got COVID and got very sick. While I was at home with
COVID, I thought, “Oh, but I need the meetings.”—In-
person participant

According to participants, the national strike
was not a determining factor limiting them to at-
tend the activities.

Access to Technological Devices and Connectivity
In the remote modality, participants shared that
they faced limited access to technological devices
in their daily lives. The project provided access to
a smartphone library, but unexpected technologi-
cal challenges persisted due to unstable Internet
connectivity and power outages caused by heavy
rain. Consequently, reconnecting often took a
considerable amount of time, leading to frustra-
tion and a loss of interest.

You were about to answer the question, and felt that
urge to participate, but the [Internet] connectivity made
it hard to understand. So, that discouraged me a lot be-
cause there are important things that make you feel in-
spired, and I don’t know, you have your time to talk
about the topic.—Remote participant

Furthermore, an elderly female participant
highlighted challenges related to technological lit-
eracy, attributing them to a lack of formal educa-
tion and proficiency in using the Internet. To
overcome this obstacle, the participant required
assistance from a family member and the CPAs,
who guided her through the connection process,
ultimately facilitating her participation in the
sessions.

Well, since I do not know how to read, my daughter-in-
law was the one who helped me connect and dial the
phone number. I do not know; she helped me a lot, and
so did the CPAs.—Remote participant

TABLE 2. Sociodemographic Characteristics of
Focus Group Discussion With Staff Members,
Quibdó, Colombia

Variables No. (%)

Gender

Woman 9 (100)

Age, years

30–39 5 (56)

40–49 4 (44)

Ethnicity

Afro-descendant 9 (100)

Education

High school 2 (22)

Technician 4 (44)

Undergraduate 1 (11)

Graduate 2 (22)

Marital status

Married/cohabitation 6 (67)

Single 3 (33)

Job position

Community psychosocial agent 7 (78)

Psychologist 1 (11)

Social worker 1 (11)

Experience in Heartland Alliance
International, years

1–3 1 (11)

4–6 3 (33)

7–9 5 (56)

Victim of armed conflict

Yes 7 (78)

No 2 (22)

In the remote
modality,
participants
shared that they
faced limited
access to
technological
devices in their
daily lives.
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TABLE 3. Implementation Science Initial Descriptive Categories of Participants’ and Staff Members’
Experiences in CB-PSS Groups

Category Description

Commitment Factors that contributed to participants’ motivation and engagement in the CB-PSS

Feasibility Factors that facilitate or limit participants attendance to the CB-PSS

Adaptability Cultural adaptability of the CB-PSS groups

Utility Effectiveness of the CB-PSS groups to address participants’ psychosocial needs

Scalability Potential conditions for scaling up the CB-PSS to other demographic populations

Satisfaction Participants’ satisfaction with the implementation of the CB-PSS

Adoption (only staff members) Willingness of staff members to adopt the model of the CB-PSS

Abbreviation: CB-PSS, community-based psychosocial support.

TABLE 4. Analytical Themes and Subthemes That Emerged From Analysis of Participants’ and Staff Members’ Experiences in CB-PSS
Groups

Themes and Description Subthemes Description

Contextual barriers: Barriers
within the local context that
hindered the implementation of
the CB-PSS groups.

Participants’ competing responsibilities,
COVID-19 infection, and national strike

Participants’ conflicting responsibilities (job, household chores,
and academic commitments), as well as the COVID-19 infec-
tion, hindered the in-person attendance. None of the partici-
pants reported being affected by the national strike.

Access to technological devices and
connectivity

Participants’ limited access to technological devices and
connectivity challenges.

Confidentiality concerns Factors that compromised confidentiality.

Acculturation challenges among
Venezuelans

Adaptation challenges for Venezuelans.

Contextual facilitators: Factors
within the context that facilitated
the implementation of the CB-PSS
groups.

Community organizations and leaders Local community organizations, local leaders, official insti-
tutions demonstrate openness to networking, space facilita-
tion, and promoting the CB-PSS.

Integration of cultural practices Incorporation of cultural practices to facilitate the imple-
mentation of the intervention.

Support strategies: Strategies
implemented by the project man-
agers to mitigate contextual chal-
lenges and capitalize on contextual
facilitators.

Participant engagement and retention
strategies

Strategies implemented by the staff members to foster par-
ticipants’ engagement and retention.

Strategies to support facilitators Strategies implemented by project managers to mitigate
staff members’ burnout and facilitate peers’ exchange of
experiences, resources, and information.

Use of local knowledge and multicultural
perspectives

Community psychosocial agents’ local expertise and cultur-
al openness to integrate diverse participants’ backgrounds.

Psychosocial skill changes and
satisfaction: Perceived psychoso-
cial skills changes facilitated by the
CB-PSS groups.

Community-building skills Community support skills are cultivated within the groups
and exhibited by participants in group sessions and daily
lived experiences.

Problem-solving Participants enhance skills when discussing problems, sug-
gesting solutions, and implementing them daily.

Emotional regulation Participants’ ability to understand, manage, and modify
emotions to adapt to different situations and social contexts.

Satisfaction Participants’ and staff satisfaction with the implementation
of the CB-PSS group activities.

Abbreviation: CB-PSS, community-based psychosocial support.
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In addition, some participants reported that
they connected while at work or commuting back
home on public transportation, resulting in joining
late, distractions, and disconnections. Participants
also described distractions due to family members’
intrusions, social media, and other factors.

Sometimes, during the meetings, your child might start
crying, or well, you become distracted; perhaps your cell
phone rings or something, and you find yourself check-
ing yourWhatsAppmessages, and everyone is like, “bla-
blabla,” and before you realize it, you have missed the
whole meeting.—Remote participant

Confidentiality Concerns
The CPAs raised concerns regarding confidentiali-
ty and security in the remote modality due to po-
tential for the group content to be overheard by
others in the vicinity. Despite CPAs instructing
participants to join calls from a private space, not
all participants followed these instructions. The
CPAs explained that, for comfort and bandwidth
reasons, they had given participants the choice to
keep their cameras on or off, making monitoring
their engagement and surroundings difficult, in-
cluding whether they were alone during the ses-
sions or if others could overhear them. This
sentiment was echoed by a participant who men-
tioned joining sessions from their workplace.

Even my boss, where I work, asked me if she could join
the sessions. I asked why she was interested, and she
explained that she liked the talks. There were times
when I was [at work], and she was listening [to the ses-
sions].—Remote participant

As a result, some participants felt uncomfort-
able sharing information because they did not
knowwhomight be listening. Ultimately, this dis-
couraged participation, as a CPA noticed during
the FGD.

Also, you are worried about safety in some areas, as you
never knewwhowas listening. . . issues concerning secu-
rity, so people cannot talk.—Staff, FGD

In addition, a common dilemma in both mo-
dalities was the presence of family and acquain-
tances within the same group. Although some
participants welcomed the idea of including family
members in the CB-PSS groups to strengthen
community bonds and foster a sense of belonging,
the CPAs referred other participants’ concerns
about feeling uncomfortable, intimidated, or wor-
ried about the potential to jeopardize privacy,
heightening stigma and causing disputes and
violence.

[. . .] Not the same family members, but from the same
community. So that stops some people from talking be-
cause of confidentiality issues; they may feel that some-
thing they say might get repeated outside the group.
—Staff, FGD

Acculturation Challenges Among Venezuelans
In addition, Venezuelan participants mentioned
challenges related to understanding Colombian
cultural practices, codes, and dynamics.

You are aware that I come from a different culture. It is a
culture very distinct from this one, and, of course, there
are things I cannot even grasp, like their sayings, and
what they talk about – do you follow me? Everything
here is entirely different. It takes some time to adjust to
their ways.—Remote participant

Contextual Facilitators
Despite these challenges, important facilitators
helped to increase accessibility, engagement, and
retention.

Community Organizations and Leaders
Staff and participants shared that local organiza-
tions and community leaders were instrumental
in supporting the implementation of the interven-
tion. Official entities, such as clinics, schools, com-
munity centers, and leadership community groups
tailored to specific collectives (e.g., Venezuelan as-
sociation, youth, mental health support, victims’
groups, and WhatsApp community groups), were
open to and enthusiastic about connecting commu-
nitymembers to services. These organizations facil-
itated contact, maintained participant engagement,
and provided referrals. One Venezuelan participant
mentioned the support received from their organi-
zation in accessing CB-PSS groups.

Through the Venezuelan Association in Quibdó, they
chose 40 people to help them, that is, to offer [mental
health] support.—Remote participant

Integration of Cultural Practices
A salient contextual opportunity facilitating par-
ticipant engagement and retention was the use
of traditional practices (e.g., diverse forms of tradi-
tional healing, medicinal plants, sharing of culturally
valued food, adherence to community customs, and
respect for cultural codes). A specific traditional com-
munity practice known as comadreo was integrated
into the groups and identified as especially impor-
tant. This practice refers to informal community

A common
dilemma in both
modalities was
the presence of
family and
acquaintances
within the same
group.
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gatherings where people, often women, come to-
gether to engage in conversations, share their daily
life experiences, and nurture bonds between com-
munitymembers. The staff shared that incorporating
this fundamental component of community life into
the groups played a crucial role in helping partici-
pants understand and “buy in” to the value of psy-
chosocial support and increasing their willingness to
express and share their experiences with their group
members.

[. . .] People had the opportunity to speak as they do in
the comadreo. Comadreo is a traditional practice in
which people sometimes find solutions to their problems.
The term comes from when neighbors gather at a place,
and they are washing and talking, for example, “Oh,
comadre [neighbor], this and that happened.” And
that is like a way of venting by talking about things, for
me, it seems that traditional practices are considered
since people had the opportunity to talk to each other
about difficult situations.—Staff, FGD

Support Strategies
Participant Engagement and Retention Strategies
In both modalities, the CPAs’ follow-up phone
calls or text messages were crucial in ensuring par-
ticipants’motivation and keeping them informed.
The CPAs used these communication strategies to
remind participants about upcoming sessions, pro-
vide support when needed, and follow up with
those who had not attended sessions. Several parti-
cipants expressed their appreciation for this indi-
vidualized support from the CPAs.

In the in-person modality, participants high-
lighted the importance of biosecurity measures in
supporting retention. The implemented protocols,
including social distancing, face masks, and hand-
washing, were consistently followed,making parti-
cipants feel secure. Notably, 2 elderly participants,
1 female and 1 male, highlighted the substantial
impact of being fully vaccinated and the adherence
to biosecurity protocols on their perceived safety
against potential contagion. This emerged as a cru-
cial factor in maintaining their motivation and en-
suring attendance, as 1 participant expressed.

[. . .] Well, I am vaccinated. I do not know if they [group
members] are vaccinated, but I am vaccinated. So, I took
my distance as the [CPAs] told us. —In-person
participant

Additionally, participants expressed apprecia-
tion for receiving transportation stipends and
refreshments during sessions because many lived
far from where the activities took place.

For the remote modality, participants appreci-
ated that CPAs consulted with the group to deter-
mine the best times to hold themeetings and were
generally flexible with scheduling. Additionally,
participants highlighted that providing mobile
data to ensure Internet connectivity and the op-
tion to borrow phones from the organization
allowed them to attend the sessions.

[. . .] I didn’t have a phone with enough capacity for
Zoom, so they gave me a phone, and in the end, I was
able to attend, I think I missed the first 2 sessions . . . be-
cause of the phone. But they gave me one, and I was able
to complete the process.—Remote participant

In contrast, some strategies implemented by
the teamwere either not mentioned or were iden-
tified as unhelpful. For example, initially, there
was a policy to reschedule sessions if fewer than
half of the participants attended. This approach
resulted in frustration for those participants who
did attend, and as a result, some decided not to
return.

[CPA quoting a participant] “It turns out that I go 2, 3,
or 4 sessions, and they sendme back homewithout doing
anything.” So, at the fifth session, it turns out that the
participant was no longer interested, saying, “I do not
want to go, or I do not feel like it anymore, or I do not
have time.”—Staff, FGD

Consequently, the policy was revised so that
group sessions were no longer rescheduled re-
gardless of attendance.

Moreover, the team also anticipated confiden-
tiality and privacy concerns in remote groups and
conducted a safety planning checklist before the
groups started. However, neither participants nor
CPAs mentioned its utility. Nevertheless, partici-
pants did recall an ongoing emphasis on the im-
portance of confidentiality.

At the beginning of the sessions, there were some rules:
to have the mobile muted, not share information with
outsiders, avoid external hearers, remain in a secure
place as your own room, and well. . . do not tell anyone
else what was discussed; everything remains within the
group.—Remote participant

Strategies to Support Facilitators
The CPAs expressed experiencing burnout due to
ongoing challenges such as keeping participants
engaged, making decisions about canceling ses-
sions, and tracking participants’ attendance. They
shared the importance of regular group supervision
sessions and access to HAI’s staff care resources,

Inbothmodalities,
the CPAs’ follow-
up phone calls or
textmessages
were crucial in
ensuring
participants’
motivation and
keeping them
informed.
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which included individual counseling sessionswith
external psychologists facilitated by the organiza-
tion and online peer support sessions. These
resources proved to support their professional
capacities and alleviate the emotional distress re-
lated to the activities. Additionally, theweekly su-
pervision and team planning sessions were vital
spaces for knowledge exchange, sharing experi-
ences, and addressing questions and doubts.

I believe that the most important training occurred dur-
ing our weekly planning sessions because that is where
we prepared for the day’s session, like role-play [. . .] We
do not carry the burden alone; we talk about it, and for-
tunately, since we have a team and a group, we know
how to support each other even when facing difficulties.
—Staff, FGD

Use of Local Knowledge and Multicultural
Perspectives
Respondents also noted that the CPAs’ experience
as local leaders enabled them to harness commu-
nity opportunities and to effectively adapt CB-
PSS activities to meet the participants’ needs and
priorities.

[. . .] we are aware that, not everyone understands
[some concepts], so we have to communicate in a way
that people understand easily, but since we know how
to do it, we know with whom we are going to work,
how to speak to them; then we employ the same dialogue
because we are not going to change it, but we try to ac-
commodate it so that the person understands. —Staff,
FGD

Likewise, another CPA shared that her previ-
ous experience in providing MHPSS services
equipped her with the knowledge and tools
needed to overcome obstacles in group facilita-
tion. In practice, the CPAs combined the theoret-
ical and evidence-based psychosocial support
skills gained through their training sessions with
HAI’s MHPSS technical team during the ACOPLE
program’s implementation, along with their own
work experience within the communities.

Our previous experience helped us a lot because a new
person may not have the same skills and strategies we
do because we learned things at ACOPLE that were use-
ful in our current work.—Staff, FGD

Furthermore, CPAs facilitated the empower-
ment of Venezuelan participants, allowing them
toassert their voices andpromoting themulticultural
integration of traditional practices and customswith-
in the group. One Venezuelan participant recalled

the opportunity to share their cultural practices, em-
phasizing the importance of these contributions in
fostering community bonds and a sense of belonging
within the groups.

Yes, indeed. Even 3 Venezuelan women participated,
and we discussed traditions, foods, and typical dishes.
Everyone contributed to the conversation on these topics.
[. . .] This helped us express ourselves, and it is wonder-
ful because it fosters sharing, closer relationships, and
a stronger sense of camaraderie within the group.
—Remote participant

Psychosocial Skill Changes and Satisfaction
Community-Building Skills
Respondents shared that across both modalities,
group activities helped participants cultivate relation-
ships, foster community resources, and translate
learning into their interactions with their families
and community. Notably, for the in-personmodality,
participants expressed their appreciation for creating
a collaborative environment that fostered a sense of
belonging, overcomingmental health stigma, finding
support, and amore profoundmeaning derived from
helping others.

In a community, for example, there are many people,
among them, some may be in greater need than others.
If I can help someone in solving a problem, something
that someone needs, then I am doing something good
for the community [. . .]—In-person participant

Likewise, participants in the remote modality
also valued building friendship ties and exchange
of peer support, as indicated by 1 participant.

No one ever imagines discussing infidelity, but I felt se-
cure, and I talked about my situation, and the other girl
did too. We all understood each other; what happened to
me . . . I supported my peer, and she supported another
one, and so on.—Remote participant

These views were echoed by a CPA, who
highlighted that in both modalities, the CB-PSS
groups facilitated the development of stronger
relationships and mutual respect among commu-
nity members.

The relationship that we have managed to forge in the
community since we have found groups where there
are people who, despite living in the same community,
do not have that friendly interaction with their neigh-
bors. But sometimes there are conflicts and things like
that; they begin to have new friends or strengthen their
relationships, or at least, they begin to respect others or
see them as people who have problems too and that have
suffered, as has happened to me.—Staff, FGD

Inbothmodalities,
the CB-PSS groups
facilitated the
development of
stronger
relationships and
mutual respect
among community
members.
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A community leader participant shared that
the groups provided an opportunity to improve
their leadership skills. As such, the groups helped
him acquire new knowledge and apply it to bene-
fit his community, thus increasing community
ownership of the CB-PSS groups and contributing
to their scale-up.

I wasmotivated because truth be told, I am a community
leader, and with each meeting, each session, I gain more
knowledge to continue contributing to the community
[. . .] So, it is no longer only you are working [HAI],
but other than you, each of us . . . that is why I empha-
sized community work. That the community can take
the initiative to start working in its own space. —In-
person participant

Problem-Solving
In both modalities, participants also reported that
CB-PSS groups allowed them a platform to openly
discuss their problems and collaborate on finding
solutions. Some participants emphasized that dis-
cussing sensitive issues was initially challenging,
but the groups eventually came to be viewed as
nonjudgmental environments where they could
share their emotional burdens. Participants in the
in-personmodality appreciated the opportunity to
learn from others who had faced similar problems.
They also noted that the emotional regulation,
communication, and conflict-resolution skills they
acquired in the groups helped them address pro-
blems and improve their relationships within their
families and communities.

Participants in the remote modality, particu-
larly women, also valued the opportunity to vent
and exchange problem-solving strategies.

[. . .] it does help a lot, you know, to vent and have some-
one listen to you, not just get back from work and get
home to sleep, but it was a space where you could talk
about your problems. It may not solve your financial
problems, but at least [the CPAs and group members]
provided ideas and helped you calm down while explor-
ing alternative solutions.— Remote participant

Emotional Regulation
Across modalities, participants stated that the
groups helped them recognize their emotions and
learn strategies to regulate them (e.g., relaxation
techniques, venting, and expression). In practice,
their ability to manage their emotions resulted in
improved moods and feeling more relaxed, calm,
and positive. These emotional changes were asso-
ciated with flexible and focused thinking (being

mindful, realistic, and task-oriented). Participants
in both modalities shared that they learned how
to calm themselves down, reducing the likelihood
of making impulsive, emotion-driven decisions,
which, in turn, facilitated adaptive problem-
solving.

I start reflecting, “If I am about to yell, do not yell, relax,
count to 10, and meditate” and so on [. . .] Well, let us
take things calmly and think before saying anything;
we must think before we act and not act before we think.
Because thinking before we act leads to better outcomes.
—Remote participant

Satisfaction
Overall, participants expressed high satisfaction
with the CB-PSS groups in both modalities.
Specifically, the work and support provided by
the CPAs were identified as a critical element that
contributed to participants’ satisfactionwith imple-
menting the activities. In addition, sharing with
peers and CPAs helped to foster community bonds
that enhance satisfaction. Similarly, CPAs empha-
sized that witnessing positive changes in partici-
pants was their primary source of gratification.
They noted that several participants expressed grat-
itude, highlighting the reciprocal, friendly, kind,
and empathetic bond fostered with participants.
The CPAs were also satisfied with the activities,
training, and supervision processes.

DISCUSSION
The current study explores contextual barriers and
facilitators and perceived psychosocial changes as-
sociated with implementation of a CB-PSS group
intervention delivered via in-person and remote
modalities for conflict-affected adults during the
COVID-19 pandemic in Quibdó, Colombia.

Barriers
It is widely held that the success of a groupMHPSS
intervention is largely dependent on creating co-
hesiveness and ensuring safety and privacy among
members, which can be highly impacted by attri-
tion, inconsistency in attendance, and confidenti-
ality threats.45,46 Competing activities, including
cancellation due to last-minute work shifts,
errands, or family demands in the in-person mo-
dality, and divided attention due to attending
groups while doing other activities and limited
digital literacy, especially among older generations
in the remote modality, compromised perceived
consistency, cohesiveness, and sense of security
for group members. These findings are consistent
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with other work in LMICs, showing that high
participant attrition rates, varying job opportu-
nities, and personal and familial demands, such
as women often positioned as caregivers within
the household, are primary barriers to imple-
menting mental health services and ensuring
retention. 41,47–49

Several strategies to overcome attendance bar-
riers were implemented in the present study, in-
cluding scheduling adjustments, sending phone
and text message reminders, providing instruc-
tions for connecting to Zoom, and offering trans-
port and data stipends, in line with strategies used
in other research.46 However, attempts to mitigate
these barriers failed inmany instances due to contex-
tual factors (i.e., informal jobs or thedifficulty of find-
ing suitable childcare arrangements). Attendance
barriers became a primary source of staff burnout.
These findings echo other research conducted in the
region,38,39 highlighting the sociocontextual chal-
lenges in implementing sustainable approaches that
may compete with the target population’s unstable
work-related opportunities and responsibilities.

Moreover, concerns regarding privacy and con-
fidentiality posed additional barriers, especially in
light of mental health stigma.49 Previous studies in
the region demonstrate that people may experi-
ence shame, guilt, and even trauma if their enroll-
ment inmental health services becomes public.38,50

Strategies, such as establishing group rules to en-
sure confidentiality and privacy and regularly recal-
ling those rules in every session, were implemented
in theCB-PSS groups.46Moreover, a safety planning
protocol and checklist were usedwith remote group
members to identify private spaces for joining ses-
sions. Nevertheless, respondents reported instances
of breacheswhere family, neighbors, and coworkers
intruded on or overheard sessions, compromising
the development of a perceived safe space and parti-
cipants’ willingness to disclose personal informa-
tion.48,51 More work is needed to develop effective
protocols for remote modality to ensure digital liter-
acy, especially for older generations52 or those with
limited educational levels, and to promote private
participation in remote sessions, particularly in set-
tings where crowded living conditions may make
this problematic. This is particularly critical for
MHPSS interventions inwhich participantsmay dis-
close sensitive content.53

Relatedly, some participants perceived at-
tending groups with family or community mem-
bers as a threat to confidentiality, while others
found it to be a source of support for cultivating
stronger relationships and a sense of belonging.
Questions around facilitation of groups that

include acquaintances present a dilemma for
community-based MHPSS interventions. Including
known community members in the same group
may compromise privacy and safety and impede
participant sharing of sensitive information.
However, if groups do not include community
members who live in the same vicinity, partici-
pants may not access potential benefits, such as
sustainable improvement in community efficacy
and cohesion.54 Still, to ensure participant safety
and comfort, providers may consider offering ac-
cess to individual services for those who prefer
them.

Finally, barriers such as communication inter-
ruptions (unstable Internet connectivity) and fre-
quent power outages (blackouts) associated with
heavy rain disrupted the continuity of remote
groups. Although participants were given data
stipends and allowed to borrow smartphones, in-
frastructural problems in Quibdó significantly
impeded implementation. As a result of the
COVID-19 emergency, researchers have advo-
cated for mandating governments to prioritize
Internet access as a basic need and human right
to ensure public access to telehealth services.55

While the Colombian government made efforts
to improve connectivity in Chocó during the
pandemic and access to devices increased during
this period, stable Internet connectivity remains
a significant challenge in this region.56 These
barriers continue to challenge equitable imple-
mentation of remote services in Colombia and
other LMICs and must be considered when plan-
ning and implementing interventions in this and
similar contexts.57–59

Facilitators and Support Strategies
Analyses revealed that community leaders and
organizations played a key role in fostering accept-
ability and supporting recruitment and retention
of participants, which is consistent with previous
research studies.53,60 Moreover, involving CPAs
with training and experience providing MHPSS
services as facilitators allowed for adaptation to
community needs and cultural practices while
also maintaining fidelity to the model.6,53,61 As a
result, the intervention effectively blended cultur-
al codes and practices with evidence-based com-
ponents (i.e., PMþ). A notable example of this
integration is the incorporation of the comadreo
practice, which fostered community support and
bonding among group members, creating a space
for the inclusion of multicultural elements, such as
input from Venezuelan participants. The CB-PSS

Attempts to
mitigate
attendance
barriers failed in
many instances
due to contextual
factors.
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components.
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groups harnessed this familiar concept to enhance
participants’ understanding of the value of psycho-
social intervention andwillingness to engage in ex-
change of peer support, fostering alliances, trust,
and respect among group members. This practice
resonates with prior research that emphasizes the
significance of Afro-Colombians’ traditional collec-
tive practices for recovering social identity, rebuild-
ing networks and relationships, and ultimately
alleviating mental health conditions such as anxi-
ety, depression, and PTSD resulting from vio-
lence.6,39–41 Furthermore, it aligns with a broader
body of literature that underscores the ability of
lay community workers to integrate cultural
values, practices, and preferences into MHPSS
interventions.22,54 For example, in a series of stud-
ies conducted with Latina survivors of intimate
partner violence,62–64 trained communityworkers
incorporated the use of common values, cultural
codes, shared experiences, and sense of connect-
edness among members as key elements for col-
lectively restoring ownership of life goals and
healing from trauma.54,62–64

As in many LMICs, the COVID-19 pandemic
significantly impacted the accessibility of services
in Colombia, and consequently, promotion of cre-
ative means to ensure equitable access, especially
among vulnerable populations, is considered a
critical component of ethical and feasible imple-
mentation.27 Results suggested that providing the
option to participate remotely with an Internet sti-
pend and an in-person optionwith a transportation
stipend and biosecurity protocols were highly val-
ued and interpreted as indicative of a caring and ac-
commodating attitude from the implementation
team and the organization to overcome challenges
such as the national strike. Moreover, frequent
follow-up from the CPAs, including phone calls
and text message reminders, scheduling adjust-
ments, follow-upwith participantswhomissed ses-
sions, and providing referrals to specialized mental
health services for those who required them,
played a crucial role in maintaining engagement,
developing trust, addressing challenges to reten-
tion, and ensuring satisfaction with the interven-
tion, especially given the competing daily life
pressures.

However, staff did report experiencing symp-
toms of burnout, especially associated with partic-
ipant attendance challenges. These findings align
with other research showing that providers fre-
quently grappled with high work demands, emo-
tional exhaustion, loss of perceived self-efficacy,
and a reduced sense of personal accomplishments
during the pandemic.65 The CPAs shared that

weekly group supervision sessions were valuable
for knowledge exchange and preparation for up-
coming sessions. These sessions also served as a
platform for team building, offering a safe space
for venting, exchanging mutual support, and col-
laboratively addressing the distress caused by
work activities, which resonates with previous re-
search stressing the significance of promoting
learning through collective efforts.66 Staff appreci-
ated this space to collaboratively develop solutions
to problems and enhance their team’s cohesive-
ness. This approach aligns with an apprenticeship
model of supportive supervision,67 where super-
visors provide weekly in-person and remote su-
pervision and provide constructive debriefing of
sessions to support both program quality and staff
well-being. Some staff members also highlighted
the importance of additional staff well-being sup-
port provided by the organization, such as indi-
vidual sessions facilitated by external providers.
The importance of these supports is echoed by
other studies,65,68 demonstrating the benefits of
promoting emotional awareness, self-care prac-
tices, team and organizational support, and indi-
vidual mental health services and supportive
supervision to prevent burnout and promote
well-being among community health care provi-
ders in humanitarian settings.

Psychosocial Skills Changes
Participants and staff reported that the CB-PSS
groups promoted the cultivation of community-
building skills among participants, as well as bene-
fits in problem-solving and emotional regulation
skills. Participants’ collective knowledge facili-
tated the creation of shared approaches tailored
to their experiences. These findings align with re-
search using PMþ interventions among conflict-
affected individuals and vulnerable adults, delivered
by lay providers and professionals in individual69 and
community24 formats. Although research has dem-
onstrated the effectiveness of PMþ in mitigating
PTSD, anxiety, and depression and improving well-
being and social support in several LMICs,24,69 chal-
lenges arise in achieving similar results in settings
where building community skills is challenging. For
instance, a PMþ intervention in a community group
formatwith Syrian refugees in Jordan camps70 failed
to demonstrate sustainable improvements in mental
health symptoms. The authors hypothesized that
the difficult conditions in the camp environment
hindered the development of sustainable com-
munity support, problem-solving resources, and
emotional regulation skills to cope with adversity.

Participants and
staff reported that
CB-PSS groups
promoted the
cultivation of
community-
building skills
among
participants, as
well as benefits in
problem-solving
and emotional
regulation skills.
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The contrasting findings demonstrated the founda-
tional value of community support in grounding
the development of other skills (e.g., emotional
regulation and problem-solving) within the group
formats.

Participants of this study reported that group dis-
cussions focused on emotional coping helped them
validate and normalize emotional reactions. This, in
turn, strengthened their emotional regulation skills,
reducing the likelihood of acting out, improving
decision-making processes, and coping when faced
with challenging situations. Furthermore, interven-
tions in trauma-affected settings, grounded in solid
common elements (i.e., hope and expectancy for
change, confidentiality, giving praise, psychoeduca-
tion, rapport building, empathy, copingmechanisms,
and collaborative goal setting),71 have demonstrated
the value of promoting common underlying emo-
tional regulation skills to overcomemultidimensional
mental health consequences.72,73

Comparative Findings With Partnered
Studies
The findings presented here can be considered
alongside the results of a pilot study31 conducted
before the current study. While many results are
consistent, in the pilot study, respondents identi-
fied a more “collaborative style” in in-person
groups than in remote groups. In the current
study, a collaborative, peer-support dynamic was
identified in both remote and in-person modali-
ties. It is possible that CPAs improved their facilita-
tion skills and were thus better able to encourage
peer support in remote groups during the current
study or that, by this later stage of the pandemic,
there was more familiarity, openness, andwilling-
ness to engagewith peers using remotemodalities,
including discussion of sensitive mental health
concerns in these settings.

Additionally, quantitative results of the parent
RCT (forthcoming) are also important to consider
when interpreting these results. Quantitative
analyses revealed significant reductions in mental
health outcomes (i.e., symptoms of depression,
anxiety, and PTSD) for participants in in-person
groups but not remote groups (results unpub-
lished). Barriers to implementation in the remote
modality, such as connectivity issues, privacy
constraints, and power shortages, might help to
explain the lack of effectiveness despite the
psychosocial skills changes (i.e., community-
building, problem-solving, and emotional regula-
tion) reported by participants in both modalities
in the current study. Numerous studies suggest

that, while digital interventions present a promising
approach to MHPSS service delivery, more work is
needed to evaluate effectiveness and identify and
address the barriers that may impede feasibility, ac-
ceptability, effectiveness, and scalability.29,59,74–76

Recommendations for Integrating
Community-Based Psychosocial Support
Groups Into Routine Mental Health Care
Services
This research reveals several key strategies for the
integration of the CB-PSS groups into routine
health care and social services in Colombia and
similar contexts, where mental health services
are challenging to provide.27

Strengthen Training and Supervision of
Community Psychosocial Agents
CPAs play a pivotal role in enhancing community
awareness, integrating cultural codes to foster ac-
ceptance of mental health care services, and reduc-
ing stigma.22 As a result, they emerge as key agents
in establishing a bidirectional route, connecting
with community members, and informing special-
ized health providers about the cultural appropri-
ateness of integration into their practices.4,14,77,78

� Provide comprehensive training for CPAs in
evidence-based protocols, such as PMþ.

� Emphasize the importance of CPAs’ regular su-
pervision to enhance their capabilities and pre-
vent burnout to ensure quality and sustainable
services.

� Encourage CPAs to inform specialized health
providers about cultural appropriateness inte-
gration into their practices.

� Focus on capacity-building for supervisors to
provide effective oversight.

Integrate Mental Health Care Services With
Existing Primary Care Services
Collaborating within existing primary health care
services, such as community service posts, tele-
health, and outreach services, offers a pathway
for integrating access to and adherence to special-
ized care when needed (e.g., psychologists, social
workers, psychiatrists).14,77 To support such inter-
ventions, local and international nonprofit organi-
zations can assist in coordination with local
governmental institutions and providers. It is cru-
cial to devise a plan to gradually hand over activi-
ties, promoting community ownership and long-
term sustainability.22

CPAs play a
pivotal role in
enhancing
community
awareness,
integrating
cultural codes to
foster acceptance
of mental health
care services, and
reducing stigma.
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� Integrate CB-PSS services into existing primary
public health facilities that operate within com-
munity service posts, telehealth, or as part of
mobile outreach services.

� Strengthen CPAs’ skills to effectively connect
with community members, fostering aware-
ness and reducing stigma to promote greater
acceptance of mental health care services.

� Facilitate effective communication between
community members and service providers for
referrals to specialized care when needed (e.g.,
psychologists, social workers, and psychiatrists).

Coordinate Local Partnerships
A coordinated partnership network involving rele-
vant actors (e.g., local governmental institutions,
the private sector, nongovernmental organizations,
community associations, and local leaders) operating
in such contexts represents potential opportunities to
advance the appropriate transition in legislation, pol-
icy, and programming. This transition should aim to
establish an inclusive, equitable, and culturally ap-
propriate mental health local system.79,80

� Coordinate partnerships with local govern-
mental organizations, local institutions (non-
governmental organizations and community
associations), and the private sector to guaran-
tee progressive transference of the CB-PSS
interventions to promote community owner-
ship and sustainability.

Lessons Learned for Practitioners
� CB-PSS groups and TSMs represent a practical

approach to improve access to psychosocial
support services in vulnerable communities
where professionals are scarce; however, train-
ing and supervision, including peer supervision,
are key to enhancing the potential and protect-
ing the well-being of community lay providers.

� Consider opportunities to integrate traditional
community practices, such as the comadreo, to
facilitate community buy-in to psychosocial
support services.

� Practitioners should partner with participants,
community leaders, and lay providers to design
and pilot strategies to overcome contextual chal-
lenges and capitalize on contextual facilitators to
promote participant engagement and retention.

� Particular attention should be paid to determin-
ing if and how to ensure incentives are provided
to allow participants to effectively utilize remote

modalities (e.g., technological access and
Internet connectivity) and in-person modali-
ties (e.g., transportation stipends) while allow-
ing for feasible scale-up and sustainability of
CB-PSS interventions.

� Morework is needed to explore the potential of
implementing hybrid modalities (combining
in-person and remote modalities).

Lessons Learned for Policymakers
� Establish funding opportunities and dissemina-

tion spaces to encourage and share research on
strategies and interventions for implementing
CB-PSS services.

� Promote collaboration between local and
scientific communities to develop evidence-
based and culturally sensitive policies for peo-
ple affected by violence, displacement, and
life-challenging conditions.

� Support policies that promote access to the
Internet and technological devices to increase
the viability of implementing remote psychoso-
cial support services interventions for all com-
munities, including in rural and low-resource
settings.

� Advocate for policies that integrate community-
based services into the routine mental health
care services and system to ensure the bidirec-
tional translation of evidence-based approaches
and cultural codes into care provision.

Limitations of the Intervention and Future
Research
The present study has limitations that need ac-
knowledgment. The current study did not identify
differential factors and dynamics between rural
and urban areas in Quibdó that influenced the im-
plementation and outcomes of the CB-PSS interven-
tion. To drawcomparisons between these 2 contexts,
further studies should aim to replicate this and other
interventions previously implemented in the re-
gion,37,39 specifically within rural areas. In addition,
the current study reported the intensive utilization
of incentives, such as transportation and Internet sti-
pends, aswell as participantmeals, during the imple-
mentation of the intervention. While these supports
were deemed necessary to ensure safe participation
amid the COVID-19 pandemic, they also prompt in-
quiries regarding the feasibility of scaling up and sus-
taining this intervention by community actors,
especially in an LMIC settingwhere costly incentives
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may not be feasible in the long term. Moreover,
the training and supervision demanded substan-
tial resources, posing challenges for sustainabili-
ty. Further studies should evaluate the feasibility
of implementing interventions like the CB-PSS
with less intensive incentives. Optimization of
supervision and training resources should be ex-
plored through utilizing national or regional
online training and supervision teams. This is
particularly pertinent under less favorable condi-
tions, such as those imposed by the COVID-19
pandemic and the national strike contingencies.

As a first step, following the conclusion of this
study, the results were shared with governmental
agencies and partner organizations, and facilita-
tors trained by HAI were equipped to implement
the model in various settings as part of other pro-
jects, with necessary adaptations for the post-
pandemic context, including a reduction in the
provision of incentives. An initial phase involv-
ing 14 community groups was implemented in
Baudó, Chocó, with 308 participants. During
the 8 sessions, only refreshments were provid-
ed, yet attendance remained stable, indicating
sustained engagement (all participants who be-
gan the intervention completed it). However,
additional community-based research is needed
to understand the impact of incentives often used
to increase participation in interventions, espe-
cially those implemented by international organi-
zations within communities. This research should
ensure that these incentives are fair, noncoercive,
and responsive to communities’ needs while also
being sustainable. This aspect is important for fos-
tering community ownership and autonomy,
thereby enhancing the potential for scaling up
the interventions in diverse settings.81,82

CONCLUSIONS
This article examines qualitative data from a re-
search study on a CB-PSS group intervention con-
ducted in Quibdó, Colombia, during the COVID-19
pandemic. The CB-PSS group approach presents a
unique opportunity to align with the Colombian
policy framework for implementing Colombia’s
Peace Accords and potential for integration into
routine mental health care services. While this
model is tailored to the MHPSS needs and cultural
characteristics of the Quibdó population, it also
demonstrates the potential for adaptation and
scale-up to other communities. The data suggest
promising results and opportunities for implement-
ing CB-PSS groups in remote and in-personmodal-
ities. However, results also emphasize the need for

attention to contextual barriers that can impede
participant engagement and retention, especially
in remote modalities. Future work is needed to
develop and test innovative, culturally tailored
approaches to address the barriers highlighted in
this intervention and harness and capitalize on
contextual opportunities.
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