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ABSTRACT

For over 60 years, Colombia has endured violent civil
conflict forcibly displacing more than 8 million people.
Recent efforts have begun to explore mental health
consequences of these contexts, with an emphasis on
national surveys. To date few Colombian studies explore
mental health and well-being from a lived experience
perspective. Those that do, overlook processes that
enable survival. In response to this gap, we conducted a
life history study of seven internally displaced Colombian
women in the Cundinamarca department, analysing 18
interview sessions and 36 hours of transcripts. A thematic
network analysis, informed by Latin-American perspectives
on gender and critical resilience frameworks, explored
women’s coping strategies in response to conflict-

driven hardships related to mental well-being. Analysis
illuminated that: (1) the gendered impacts of the armed
conflict on women’s emotional well-being work through
exacerbating historical gendered violence and inequality,
intensifying existing emotional health challenges, and

(2) coping strategies reflect women’s ability to mobilise
cognitive, bodied, social, material and symbolic power and
resources. Our findings highlight that the sociopolitical
contexts of women'’s lives are inseparable from their
efforts to achieve mental well-being, and the value of deep
narrative and historical work to capturing the complexity
of women’s experiences within conflict settings. We
suggest the importance of social interventions to support
the mental health of women in conflict settings, in order
to centre the social and political contexts faced by such
marginalised groups within efforts to improve mental
health.

BACKGROUND

Colombia has been in a state of intermittent
internal conflict since the nineteenth century,
primarily due to a divided political system
and socioeconomic disparity.l : Approxi-
mately 262 619 deaths have been registered
to date, and over 8 million people have been
forcibly displaced.3 Internal displacement
in Colombia is unidirectional; individuals
are often displaced for life, and potentially

23 Laura Fonseca,*®

Key questions
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What is already known?

» Existing evidence highlights the mental health
consequences of conflict, and women’s dispropor-
tionate burden of emotional distress, particularly in
Colombia.

» This evidence is largely drawn from epidemiological
studies, overlooking narratives of lived experiences
and women'’s survival.

What are the new findings?

» Women'’s resilience and survival in the face of dis-
tressing environments are driven through action
specifically targeting sociopolitical contexts of their
lives.

» Women leverage various forms of power within their
survival, embodying Latin-American feminist per-
spectives on empowerment.

What do the new findings imply?

» For women in Colombia and similar conflict-affected
settings, mental health responses that foreground
social interventions and build on women’s existing
strengths are ideal.

for generations.1 Displacement as a result of
conflict thus represents a multiple loss experi-
ence including losses of housing, land, social
status, support networks and personal posses-
sions.

Internally displaced people (IDP) face
severe danger and adversities in all phases
of the displacement process: departure,
transit and arrival." Women are at a higher
risk of suffering violence along the pathway
of displacement.* These experiences result
in psychological distress and greater risks for
victimisation, physical ailments and mental
disorders.” For example, a qualitative study
conducted to explore the health needs of
IDP in Colombia, found that as women often
become heads of households, delaying their
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own access to health services was common, as they prior-
itised their role as caregivers and financial providers
over their health, increasing rates of miscarriages and
maternal and infant mortality.®

Mogollén-Pérez and colleagues’ ® also found that
mental health and psychosocial impairments were the
most common challenges reported by women who
were internally displaced in Colombia, across a range
of studies. Furthermore, a meta-analysis exploring the
burden of common mental disorders (anxiety and
depression) and Post-traumatic Stress Disorder (PTSD)
among victims of the armed conflict, showed a high prev-
alence of symptoms, possible cases and confirmed cases
of mental health conditions among the IDP.” ' These
results are consistent with findings from the recent
national mental health survey which reported that 1 in
10 adults in Colombia meet the criteria for a mental
disorder."" Findings also confirmed that the presence of
mental health impairment is higher in conflict-affected
zones and, among women.''

Gender-based violence is one of the clearest markers
of pre-existing gender inequality and discrimination,
and is exacerbated during periods of conflict.”” ' In
non-conflict scenarios, women already face high risks
of sexual abuse and various forms of intimate partner
violence (IPV) during their lifetime, with 35%
of women experiencing physical and/or sexual
violence by an intimate partner or non-partner sexual
violence.'* ' Evidence shows that in conflict-affected
settings this violence escalates significantly leading to
serious psychosocial impairments.'® '’

The complexity of the contexts shaping violence and
related mental health outcomes have led many scholars
to argue for interventions that centre social challenges.
In Colombia, researchers have emphasised the impor-
tance of centring individual, family and community
needs when planning care and reparation."® Moreover,
calls for identification of social and political challenges
as the starting point for intervention development is
widespread.' Scholars from the global south also suggest
the importance of exploring psychological resources;
mechanisms or protective factors available to people
affected by conflict operate when faced with sociocul-
tural adversity."*

However, it has been recognised that many victims of
conflict-driven forced migration do not develop mental
disorders despite being at risk.”' Resilience is a concept
that has been investigated extensively in recent decades to
explore the underlying mechanisms that enable individ-
uals to cope with and overcome adversities.”” Resilience
frameworks allow us to approach women'’s experiences of
conflict from a lens that extends beyond victimhood and
towards coping strategies. However, existing literature in
the Colombian context does not explore resilience and
coping among women who were internally displaced. Our
work contributes to this gap by addressing the following
research question: how do women’s experiences during conflict
luminate struggle and survival at work in their lives? How

does this relate to experiences of distress and opportunities for
good mental health and well-being?

METHODOLOGY

This study was embedded in a larger study exploring the
adaptation processes of IDP in Colombia, with the aim
to support communities in developing mental health
enabling environments,” and was a partnership between
Universidad de La Sabana, The Centro Nacional de
Memoria Histérica, and the second author (RB). The
wider project was a participatory action research (PAR)
project, informed by a conceptual framework centring
action and engagement to support the study commu-
nity in projects of change. According to Burgess and
colleauges, mental health enabling environments are
spaces where the achievement of good mental health is
promoted through creating opportunities for commu-
nities to reflect on meanings, hopes and desires; and
supported action to tackle social issues of importance
to their mental health.** Both approaches are anchored
within a transformative paradigm,25 which views research
and evaluation as a route to challenging the status quo,
acknowledge limitations within deficit-based paradigms®
and seeks study outcomes that change participant lives.
We deployed five stages of thinking and acting with
communities within the PAR method: systematising experi-
ence, collectively analysing and problematising, reflecting on and
choosing action, taking and evaluating action and systematising
learning.® In this paper, we report on data collected as
part of the systematising experience stage; a substudy focused
specifically on life histories of conflict and coping strat-
egies used by women across their journeys of displace-
ment, and its links to emotional distress and well-being.

Patient and public involvement

The PAR study operated at the level of communities of
place, to understand the experiences of potential service
users in an area, in hopes of improving future service
acceptability. Accounts at the heart of this manuscript are
owned by women who are potential users of mental health
services. Beyond this, PAR principles guiding our work?®
meant that participants were in the driving seat for much
of the research process. Though researchers conceived of
the broader research question, methodological choices
ensured that study participants had ownership of data
produced, through use of open participatory and visual
methods, participating in analysis (via member checking
activities), and leading data collection within evaluation
stages of the research, using photovoice methods (see
Burgess and F onseca'’ for full details).

Method: life history

Better understandings of everyday meanings and the
complexity of managing distress under adversity enable
the design of meaningful policy and interventions.** This
is particularly important for the mental health field, as
it faces calls to overcome longstanding erasure of lived
experiences in favour of the pragmatics of care.*” ™
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To combat this silencing, we used life history (LH)
interviews to engage with the intersecting factors that
shape experiences of and responses to distress for inter-
nally displaced women. LH interviews use questioning
to prompt narratives that elaborate on a person’s life
experiences in their own words and across their own
timelines.”’ ** Often conducted over multiple sessions
with continuous reference to instances of change, LH
interviews can explore temporality,”® helping to under-
stand how, why and when people move through periods
of vulnerability and resilience. This method has been
applied in related contexts, including studies of family
trajectories through poverty,” analysing the impacts of
policy on people’s livelihoods™ and subjective perspec-
tives and meanings that people ascribe to community
experiences.” Furthermore, the LH is a narrative method
that has been described as a potential site of transforma-
tion for participants, as they come view themselves in new
ways that centre their strength and survival in their own
stories, and their own words.”’

Study site

This study was conducted with women who resettled in
a municipality of Colombia located in the Department
of Cundinamarca, Sabana Centro Province. This site
(Name withheld to ensure participant anonymity.) has
experienced large economic growth in the past 10 years,
supported primarily by the floriculturist and construction
sectors. This site leads the department in Gross Domestic
Product (GDP) participation with 6.06% and is the
second with the highest degree of municipal economic
importance. Recent studies cite this as the primary draw
to this area'’ and approximately 32% of the IDP who
arrive in the province, settle near there.*®

Sample and recruitment

Participants in the wider study were randomly selected
from the municipality’s official register of displaced
victims from different conflict-affected zones in
Colombia. Sevenwomen agreed to participate in the
LH substudy. At the time of the interviews, participants
had been living at the study site between 3 and 10 years.
Concerns over sample size were alleviated through the
repeated measures approach of LHs, and the depth and
quality of the dialogue in interviews,* which helped satu-
rate the themes and concepts relevant to the larger study.
Online supplemental table 1 provides additional partici-
pant information.

Data collection

The interview guide was informed by preliminary find-
ings from the wider study,'’ developed by RB, and struc-
tured around history (including childhood), adulthood
(with an emphasis on birth of their own children) and
life in their new home (see section 1 of online supple-
mental data). Interviews were completed by MG-G and
another MSc student, and supervised by LF and RB
between August and October 2017. Participants were

contacted via telephone to schedule three different inter-
view sessions.!' Interviews lasted between 1 and 3hours.
Eighteen interview sessions were completed and a total
of 36 hours of conversation transcribed verbatim by the
study team.

Conceptual framework

Following initial readings and preliminary coding of
transcripts, a discussion between the analysis team was
completed. We identified two broad directions of the
data; descriptions of factors driving distress, and survival
strategies. We opted to maintain an analytical focus on
drivers of distress, AND coping strategies for two reasons.
First, LH and narrative theory argue for the preserva-
tion of contexts in making sense of people’s experiences
and practices.” To separate these aspects into multiple
papers or analyses would be to sever the narrative coher-
ence of women'’s stories. Furthermore, as we view drivers
of distress to be in a natural dialogue with coping strat-
egies in real-world settings, this would emerge as what
Tsoukas™ defines as a false separation of context from
action for the purpose of simplifying analytical processes.
Second, maintaining both dimensions in our analysis
also responds to calls to embrace complexity in health
service research, which requires theorising that gener-
ates rich pictures of complex phenomena, values descrip-
tive detail, narrative coherence and focus on real-world
action, to better understand macro social factors and
their local manifestations in people’s lives.**

Our analysis of drivers of women’s distress was fully data
driven. Our analysis of coping was guided by two concep-
tual frameworks. Despite recognition of women’s strug-
gles in conflict, very little literature explores women’s
own narratives of their distress, or their survival and
agency in the context of conflict. As such, we applied a
Latin-American feminist perspective to frame our under-
standings of women’s accounts of coping and survival.
Communitarian feminism originates in indigenous
women’s efforts to decolonise views of feminists as a
‘white, middle-class heterosexual women’.* * According
to the framework, Latin-American women’s struggles
cannot be understood from the individualistic positions
that dominate western feminism, as it separates women
from the community and territory.”” Communitarian
feminists argue that non-hegemonic knowledge present
within social practices underpinning communal organ-
isation are critical to recognising the empowerment
and agency within women’s stories, even within ongoing
contexts of oppression.*® This decision also aligned with
the conceptual framework of the wider PAR study.

Our second analytical framework was informed by the
wider study’s interest in elevating narratives of everyday
survival within conflict and reconstruction settings, to
counter western hegemonic ideas of individual resil-
ience which lead to victim blame*” or obscure political
and social dynamics of life.* For women this is partic-
ularly important, given that prolonged displacement
and continued adversity have been shown to negatively
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impact on survival.* Other critical scholars argue that
the dominance of resilience research in populations
from the Global North do not appropriately account
for cultural specificities of the Global South that frame
capacities for resilience.”” As such, we applied Skovdal
and Daniel’s” resilience framework that views capac-
ities for resilience as embedded to political economy,
community-based networks and the households where
everyday coping strategies create pathways to resilience.”
Analysing women’s stories through these lenses allowed
us to disrupt the dominant paradigm of mental health
sciences that has been charged with erasure and simplifi-
cation of women'’s lived experiences.*

Data analysis

Interviews were analysed in their original language. Extracts
for team analysis and content selected for inclusion in the
report was translated to English. In addition, specific quotes
were discussed with three independent native Spanish-
speaking researchers to verify the accuracy of the interpreta-
tion.” Analysis applied thematic network analysis, involving
an iterative process with multiple readings of the data and
refining of themes and networks.”* NVivo V.12 software
was used to help organise data. After the first reading of
half the transcripts, an initial coding framework parsed the
data into two broad categories: experiences of distress and
survival strategies. The initial framework that included broad
thematic categories linked to drivers and coping (ie, violence,
pregnancy, survival) was devised by EZ-M and discussed with
RB and RK.

The full sample was then revisited using the coding frame-
work to develop more detailed basic and organising themes
in line with Attride-Stirling’s process.” Saturation was deter-
mined when identification of new themes ended. Basic

Transition anc
adaptation

Search fora Muiticausat
safer habitat displacement

Women's continuous anc \/
mulficausal

pathuay af )

Procipialing evon
nnnnnnn tof
departure.
Threats and
winacabilty in tha
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High-risk
pregnancy cue to

armed conflict

1PV exacerbatec
during motherhood

L7 Natmiond
[ chalienges are mace
mora hazaidous by gender |
violenos and the confict

Mancatory motherhood

themes were then grouped into seven organising themes.
Organising themes were reviewed, paying close attention
to context, and structured into two global themes. Global
themes are depicted as web-like nets to remove any notion of
hierarchy and emphasising the interconnectivity of themes.”*
See figures 1 and 2, along with a full coding framework (see
online supplemental data) for full details of the analysis.

FINDINGS

Our global themes describe women’s realities, the
conflict’s relationship to mental health and well-being
and survival. Pseudonyms are used throughout and some
details have been changed in quotes where required to
ensure anonymity.

Global theme 1: armed conflict and its gendered
consequences on women’s emotional well-being

This thematic network explores how women’s life stories
were shaped by the gendered nature of armed conflict. Four
organising themes illuminate experiences which were identi-
fied as leading to the deterioration of women’s mental health
and emotional well-being: (1) adverse childhood experi-
ences shaped by conflict and gender; (2) multicausal and
continuous pathways of displacement and (3) challenging
experiences during motherhood created by the conflict.

Adverse childhood experiences shaped by armed conflict and
gender

Women’s childhood stories reflected adverse experi-
ences driven by the armed conflict, socioeconomic status
and gender starting early in life. For instance, a father’s
absence or abandonment due to conflict-related violence
was common in nearly every woman’s life story. This was

Daprivation of childhood
due to gender

Instability and Abuse during
migralion

childhood
\/ Advorso chidhood
( expetiences shapec by
| armed confict and gender

Absent parents

Education restiiction
cue to gender

Emational distress
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Interganorational
‘ emotonal dstress
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behaviours to cope.

R Emotonal dstrass
Mother higure // Intargenerational \ ‘assoriated vith armed
to siblings 4 gender violence } conflict
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mothers ‘armed conflict y

1PV towards their
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Figure 1

1PV towards
themsalvas

Global theme 1: armed conflict and its gendered consequences on women’s emotional Well-being
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Coping Strategies
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Figure 2 Coping strategies co-occur with female empowerment.

directly linked to experiences of distress by their mothers,
who had assumed sole responsibility of raising the chil-
dren and financially supporting the household:

Well, my mom had eight children and sadly I was the 5th,
and I didn’t have my father’s support. [....] My mother
practically raised us all by herself. She suffered a lot, poor
her. (Maria)

My mom had it really hard. Imagine, with the minimum
wage having to pay rent, do grocery shopping, school, uni-
forms, school supplies, everything. [...] I don’t know how
my mom managed to make ends meet. (Dora)

Other adverse experiences such as physical and psycho-
logical abuse perpetrated by their mothers as forms of
discipline were described as a common practice. When
asked about the disciplinary practices used by their
mothers, Maria suggested a relationship between the
mother—daughter bond and the severity of the physical
abuse:

Sometimes she was very rough, sometimes we would cross
the line [...] and she hit us [hard], she was very rough,
mostly with me and the third [referring to the third sib-
ling]. [...] She would hit harder the ones who had more of
a bond with her. (Maria)

Adverse experiences during childhood and adoles-
cence were also shaped by an oppressive and exploitative
patriarchy. The conflict necessitated that as older women
took over men’s roles in managing the house, younger
women stepped in to fill in their mothers absence. A
recurring theme throughout the interviews was the inter-
ruption of studies to do housework and care for siblings.
This emerged at very early ages and it was recognised by
some women as a distressing experience that deprived
them of their childhood:

Many times, I couldn’t go school because there was no one
to look after my siblings [...] it was hard [...] I had to take
the responsibility of taking care of my brother, and that
made me a bit angry, because a [12-year old] child doesn’t

understand [...] She [her mother] says that she is sorry
because I had to lose my childhood to commit to my sib-
lings, to take care of them, to do things that she would do.
(Dora)

Many participantslived through displacement by the
conflict since early on in their lives. For these partici-
pants, it was clear how conflict disrupted typical develop-
mental milestones and experiences. Rigoberta was 7years
old when her family was forcibly displaced, and the
resulting interruption to education was a difficult experi-
ence shaping her childhood:

I was very young, I barely understood things [...] I saw they
would run from one place to another[...], yes, it was hard
[...] I had to switch schools and I was very behind [...].
There were many times where they took me out of school
because of that [the armed conflict] so I had to retake the
same school year again and again. (Rigoberta)

Participants also reported experiencing abuse from
members of armed groups including objectification and
sexualisation of women’s bodies, even during childhood.
Their sharing of these experiences revealed long histo-
ries of emotional distress:

One time a group of men came at like 9.30pm [...] they
told my aunt: ‘could we borrow the girls, we are having a
party’, and we were already sleeping but my aunt said: ‘go,
go, what if they shoot the house down’. At that time every-
one had one or two guns. [...] When we arrived, we were
seven women dancing with so many men. [...] I'was getting
increasingly nervous [...] I'looked at one of the corners of
the place and there was an [big] armament. I started to cry,
asking if we could leave [...] we left, but that was so scary,
what fear, what a terror I felt. (Maria)

Women'’s internal displacement pathway is continuous and
multicausal

Women’s narratives of internal displacement revealed
multicausal and continuous pathways without a culmi-
nation point. Participants described multiple causes for

Zamora-Moncayo E, et al. BMJ Global Health 2021;6:€005770. doi:10.1136/bmjgh-2021-005770 5

"yBuAdoa Aq pa1osioid 1sanb Aq TZ0zZ ‘2T 1240190 uo jwod fwqg yby//:dny wol papeojumoq ‘TZ0Z 1970120 / Uo 0//500-1202-Ublwa/9cTT 0T Se paysiignd 1s11 :yijeaH qo|o rINg


http://gh.bmj.com/

BMJ Global Health 8

displacement associated to conflict, at different times in
their lives:

Because of the conflict we had to flee Valledupar, then we
left Barranquilla, then la Guajira, later Zipaquird, and now
I came by myself here [site’s name]. (Sara)

We grew up in San Jacinto, we were displaced by the armed
conflict, my childhood has hard, my mom felt obligated to
sell the house for very little, we went to my grandparents’
house. (Lucia)

To fully appreciate the complexity of displacement,
we explore Maria’s narrative in detail, who serves as an
emblematic case that illuminates threads shared by all
the women in our sample.

Maria’s first displacement revolved involved fleeing
her home in fear of being pulled into sex trafficking.
Her experience highlights the shared theme of women’s
bodies as spaces where power relations characterised
by objectification and repression were interwoven
throughout the conflict experience.

... At that time there were these trucks that would pick up
5 or 10 men, and there they would make misdeeds [sexual
activity], so they were looking for my sister and I [...] We
had to leave to another town. (Maria)

Maria’s second forced displacement was also common
within our sample, and one of the most reported causes
of women’s displacement in the country,”” °® namely her
partner being threatened by the guerrillas. This narra-
tive of displacement reflects the intersectional violences
linked to the conflict, where social, financial and human
capital losses compound and intersect.

They told him to leave because they [the guerrillas] were
looking for all the workers [...] to kill them, so he was
practically threatened. It was horrible, you were walking,
and you would have the feeling that someone was going
to shoot you from behind [...] We lost so much. (Maria)

Stories of displacement also intersected with familial
issues that reflect other complex social problems. For
instance, Maria described that her third displacement was
to avoid family conflict related to drug selling. Drug cartels
boomed during the most difficult years of the conflict,
leading to many vulnerable groups becoming wrapped up
in the production, sale and trafficking of drugs:

We left [town’s name] again because [her husband’s] older
daughter married a shit man, and we had to leave, so tech-
nically we were displaced twice but not for the same reason,
this time it was to avoid problems with my son in law[...] he
was a drug dealer. (Maria)

Challenges with motherhood are made more hazardous by
intersecting violence(s)

As noted by Dora earlier, most of the women in our
sample linked their first motherhood experiences to
taking on the caregiver role for siblings in the absence of
parents during childhood. This requirement was part of

a wider acknowledgement motherhood as an inescapable
obligation, as further supported below:

If one is getting married at 30 years old, one has to have a
child immediately. (Maria)

Well yes, it is a blessing [having children], because some of
them would come to cheer up the home. It was hard for me
[motherhood], but I had to. (Sara, emphasis added)

This ‘mandatory motherhood’ (maternidad obliga-
toria) is described by communitarian feminists, as the
recognition that motherhood is inherent to women’s
nature, restricting their agency on their bodies. Women
also described experiences of unwanted pregnancies as
unpleasant, and consistently associated with the exac-
erbation of gender violence. Some women reported
being abandoned by their partners, having to take all the
responsibility of the childcare and the household:

I became pregnant, we took the decision of having the
child, but let’s say that he didn’t care about that period
(cries), [...] he decided to do what many men do, don’t
care about anything. (Rigoberta)

The armed conflict had direct consequences on their
experience of motherhood. In addition to the distress
linked to forced migration with their children after
the loss of their partners, women identified emotional
distress linked to conflict and displacement affecting
their pregnancies. Dora, who experienced five displace-
ments notes:

[...] the stress and everything I lived [...] affects one’s
pregnancy a lot. I had contractions and I was all the time
at the E.R. They put me on medication to keep [the baby]
because I wanted him to be born. (Dora)

Or, Maria, who shared a story of a family member who
lost a pregnancy because of exposure to violence:

Horrible! [referring to the pregnancy] I almost lost the
pregnancy when I was three months pregnant. [...] My sis-
ter did lose her child [...] she saw that they killed a man in
front of her house, and she filled with nerves.

Armed conflict was only one form of violence linked to
deterioration of emotional well-being. Structural violence
(economic insecurity), IPV and family drug abuse were
identified as causes of their distress. For example, partic-
ipants highlighted that emotional distress experienced
by women in their families impacted on their well-being,
as noted by Josefina, who experienced IPV linked to the
conflict, and drug use, during different stages of her life:

The father of my child called me, he told me that he ac-
cepted me with the child, and that he was going to change,
and I, as a fool, went back to him [...] he almost killed me
from a beating. I didn’t report him because I was so afraid
of him, I spent 3 days hospitalized [...] I remember telling
him that I had my parent’s support and that I could leave
anytime and that’s when the problems started.

With all the problems that I had, I distract[ed] myself. [...]
Sometimes I solved the problems by drinking. I didn’t like
arriving home, One time because I was so tired, I took like
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30 pills. It was hard, and the worst part was that my two
brothers [consumed drugs] too, because my mom was
never able to stop doing drugs, for her it was very hard to
quit. That is why she took her life away. (Josefina)

Global theme 2: responding to the emotional consequences of
violence—coping strategies and female empowerment

Our second network explores women’s coping strategies
that respond to the challenges described in the previous
section. Two broad survival processes were drawn out from
women’s stories (1) efforts to draw on social enablers in
wider environments and (2) drawing on forms of power
to mobilise for change.

Social enablers from different social environments

Our analysis suggests that women’s social enablement
drew on social and emotional resources provided at one
of the following levels: (1) the household, which involved
drawing on family members emotional support and phys-
ical assets and resources; (2) the community, which refers
to transformative social spaces and relationships outside
the family and (3) ‘wider society’, which refers to the
opportunities that government provision of health and
welfare services offer people to cope with hardship, or
political economy.”

For example, women described the importance of
accessing material and relational resources within their
household. Family support, especially from female
members, during pregnancies, early motherhood and
when experiencing IPV was considered a key resource to
enable survival:

He told me to get an abortion, I had already 2 months of
pregnancy, and he told me to get an abortion...... I was so
afraid of him so I told him that I was going to do it [...] but
my parents told me that I was not the first woman to be by
herself with her child, and they told me they were going
to support me.... So, I felt a support, I didn’t feel alone
(Josefina)

Participants explicitly described the importance of
these material resources as part of the settlement process
following displacement. This included housing, or
income:

[...] I first arrived to my sister’s house, to lean on her [...]
We [her daughter and herself] lived there for about 6
months. (Rigoberta)

Women referred to the fracturing of families due to
displacement as a difficult experience, noting the value
that family connection and support has in their lives and
the role this played in resilience.

[...]It could have been different, one living there, we would
be close to our family, they would be so helpful, his family
and mine, like everything would be different, it’s hard, this
is also hard, very hard. (Miriam)

Relationships with neighbours or other members in
their communities of place were identified as impor-
tant sources of social support and solidarity, providing

specific forms of social enablement. For example, women
described how access to relational and material resources
helped them to cope with adversity by providing connec-
tions to basic amenities such as electricity, or employment
opportunities. The below quotes exemplify the positive
potential of these community relationships:

The house didn’t have electricity anymore, so the mam
[neighbour] gave us electricity through a cable, and [we]
put the light bulb inside the little room where we used to
sleep [...] They are good neighbours [...] they are there
for anything [...] I would run into them at the park or any-
where, [...] and when I saw them [...] my heart would fill
with joy. (Sara)

She [her neighbour and friend] told me: ‘Let’s go to [site’s
name], my brother needs someone to work at the farm’, I
told her I didn’t have the money, she told me ‘don’t be silly,
I'll lend you the money, but let’s go’. (Rigoberta)

Women also highlighted several forms of government
aid that enabled their management of hardship. The
IDP status was identified as an enabler, allowing them to
access resources. This governmental recognition is part
of measures taken by the Colombian state to compensate
the victims for the losses and consequences of the armed
conflict.”® Women also identified economic aid, mater-
nity programmes, housing restitution, and preferential
access to training and technical education as some of the
opportunities that enabled coping:

Well my mom received the ‘family-nation’ subsidy, and with
that she provided for my brothers [...] The family-nation
is a help that one receives every twomonths, for studies,
growth and development [...] I've been receiving it for
twoyears. (Josefina)

So, after I finished [to validate] my high school diploma,
I started to study the technical training on children’s edu-
cation and psychology, that is why I work now. (Rigoberta)

We go a lot to the park or to the library [...] she [her
daughter] loves to read, and they have a lot of didactic
games. [...] we didn’t have parks for children and all those
things [...] That joy, for example, of taking the children to
the library, or that she can go to school in peace, they don’t
have to live all those things that we had to. (Lucia)

However, implementation of these polices was labelled
as slow and incomplete. As Sara notes

We receive very little help, the economic reparation hasn’t
arrived [...] it has been 17 years, we’ll have to wait and see.

Drawing on power to exercise change

Our positionalities as feminist and critical scholars,
with an interest in illuminating the agency of oppressed
persons, drove a desire to explicitly explore how power
was at work within women’s coping strategies. Some
women spoke of doing things independently or ‘solita’,
however, they did not explicitly identify or label them-
selves, or their individual and collective acts of persever-
ance as a form of power. Critical scholars such as Paulo
Freire” and Frantz Fanon® have noted this as reflecting
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processes of internalised oppression, where marginalised
actors internalise negative selfsscripts, or overlook the
strengths embodied in their everyday acts of survival. The
Latin-American feminist framework described previously
enabled a reflection on collective modalities of power,
which further embeds our discussions of coping within
a more indigenous system of knowledge and praxis.
Coping strategies reflected five forms of power discussed
in the work of Latin-American feminists®®: cognitive
power, bodied power, social power, material power and symbolic
power. We also noted a redistribution of gendered work,
linked to Rubio’s analysis of female empowerment in
Latin America.*

Cognitive power consists of the acquisition of knowl-
edge and wisdom that contributes to a process of libera-
tion from structures that limit women'’s social, intellectual
and political participation.*® Women in our study specifi-
cally referred to education as an opportunity to improve
their sense of self-worth and participate in the economic
market. Training courses were also described as enjoy-
able experiences.

I would like to do something productive, that makes me
feel like I am doing something with my life [....] T would
like [to study] teaching or children education, and recently
I’'ve been wanting to start to study English, I am now look-
ing to get a scholarship to go to study far abroad. (Lucia)

We are currently taking two courses, gastronomy and entre-
preneurship. It is very cool. (Maria)

Bodied power includes decisions taken by women to
boost their bodies’ joy, pleasure and vitality,* and also
involves rejection of oppression and violence towards
females’ bodies by others.”” Women mentioned many
circumstances in which they exercised bodied power to
face the violence perpetrated by their intimate partners.

I arrived that evening and started packing. He asked me
what has happened. I answered fiercely: ‘Well I'm leaving,
I'm leaving you here. I can leave whenever I want. Don’t
you see I already have my things packed’. I told him that. I
bought the ticket at 8pm and left. (Rigoberta)

Social power is defined as the development and
strengthening of friendships and social networks that
bridge individual and community forms of empower-
ment, with the potential to achieve wider social change.*’
In our sample, the exertion of bodied power by women
often overlapped with social power, as the family and the
community held wider roles in supporting women’s deci-
sions to breaking cycles of IPV.

And my mother always supported me, she always loved my
child. When I told her, I was going to split up [with my
husband], she told me that it was fine, that I should do it,
so I took the decision, and If I had to be alone, well I'd stay
with my child, but living a life like that [suffering physical
IPV] No! So, I split up. (Josefina)

Women in our sample also supported other women
facing abandonment or gender violence, highlighting
the bidirectional and gendered nature of social power:

She is very nice [a friend], she watched over me when I
was pregnant [...] she was like: ‘what are you doing there
all alone and bored, come here so that we can chat’ [...]
We would cook together, I taught her what I know [...] and
yes, she also teaches me to do things. (Dora)

That man [her brother in law] left to work in [site’s name]
and my sister was suffering a lot. He would come back and
beat her up, and so I told her to come live with me [...] She
came, brought her children and she put them at school.
(Sofia)

Access to and control of natural and economic
resources reflects material power.*® Women’s experiences
of earning money varied. Some spoke about leaving
formal work when they became pregnant, and some
never returned after giving birth to their first child.

What I liked was to work and live well. But not in the kitch-
en. (Sara)

I stopped working when I became pregnant [...] I couldn’t
do it with my belly, so I didn’t work again. (Josefina)

Five of the seven women reported engaging in informal
commercial activities throughout their lives, typically
selling food or cosmetic products. This was particularly
the case for women without partners:

My brother-in-law started to bring avocados [...] so, I would
take a little basket and sell the avocados. (Rigoberta)

However, women including Miriam, spoke about having
to accept poor working conditions linked to precarious
employment due to the lack of other opportunities and
necessity for economic means:

Sometimes one gets sick. At least me, I got all these spots
from working there, too many chemicals, sometimes I'm
cutting and fumigating, and I can’t even leave the block, I
get allergies, but I have to do it, [....] there’s nothing else
to do. (Miriam)

Women disliked being economically dependent on
their partners, and so a recurrent theme in the interviews
was that work was a source of self-realisation—connecting
cognitive power to the decision to seek economic
independence.

I don’t like doing nothing, I don’t like him to support me
financially. So, [when I was working] I felt like I was finally
helping. (Dora)

Women referred to religion as a source of spirituality
and support during the displacement process, as well as
during motherhood, which has been argued as a source
of cognitive and social power:

My beautiful God is the one who has helped my children,
my family and me to move forward. (Sara)

However, complexity of drawing on this power source
was identified, given that religion was referred to as also
reinforcing women’s oppression by promoting more
traditional gender roles. As noted by Maria: ‘The Bible
gives way more emphasis and importance to the father...the
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father is the one that is supposed to guarantee and sustain the
home’ .

Redistribution of gendered work

Redistribution of gendered work, or ‘the care of life’
(el cuidado de la vida) has been described as critical to
female empowerment.*® We identified several instances
in all women'’s stories where they challenged gender in
order to overcome limiting social, economic contexts
they faced.

I do nothing on Sundays, I don’t cook, don’t shower the
kids, he has to do everything. (Lucia)

One has to teach them [men] [to do the house chores]
since they are little kids [...] Men have to help! But if one
doesn’t teach them, they get used to being macho, to not
help. (Dora)

When asked about how their lives would have been
without the conflict, one participant suggested a posi-
tive outcome of migration—it released them from their
housework and childcare responsibilities, and gave them
the chance o become the household providers, for eman-
cipation in some regards:

Maybe if I stayed there, I would have been the typical ‘I'm
the one that does everything’ wife, I'm the one that does
the ironing, the washing. [instead] I go here and there.
Yes, maybe it would have been a sedentary life. (Rigoberta)

DISCUSSION

Through an analysis of detailed LHs, this study high-
lighted the gendered and temporal dynamics of drivers of
emotional distress faced by a group of women internally
displaced by the armed conflict. However, in exploring
women’s non-hegemonic and embodied knowledge
through regional feminist and critical resilience frame-
works, the power mobilised within women’s everyday
strategies for survival were centred. In the face of complex
forms of social oppression deepened by conflict-related
factors, women offered clear resistance to their victimi-
sation, which has meaningful lessons for how we work to
promote their mental health and well-being.

Our findings align with others in the country which
suggest the permanence of displacement." However, we
also note that displacement is multicausal and contin-
uous; women noted multiple migrations across their
lifetimes. This often linked to specific gendered vulner-
abilities; threats of violence to them, or male heads of
households. This continual instability had impacts on
their emotional well-being, deepening distress estab-
lished by other structural contexts and challenges. To our
knowledge, our study is the first to identify this take and
suggests the need for further work in this area.

Themes identified as drivers of distress by women are
also shared with other patriarchal societies that do not
experience active conflict.”® However, the gendered
physical, structural and intergenerational dynamics of
their lives were exacerbated by the dynamics of conflict.

Women'’s accounts of sexual harassment and abuse perpe-
trated by armed combatants resonate with literature docu-
menting high rates of sexual violence in conflict-affected
zones.” ® Many traditional responsibilities forced on
women are compounded during conflict—an outcome
reported by all our participants. For communitarian femi-
nists, this implies exploitation of women’s unpaid labour,
that privileges men with more free time, greater income
and opportunities for sociopolitical representation and
power.”® In the Colombian context, it could be argued
that enduring conflict is partially enabled by a culturally
embedded knowledge and awareness that women will
step in and fulfil the absence of men in the household.

The burdens of motherhood on mental health are well
known. However, we highlighted the emotional distress
connected to the burden of mandatory motherhood, that
continues under the strain of conflict and displacement.
Latin-American feminists argue that motherhood is not
a choice for several reasons: (1)abortion in most Latin-
American countries is penalised; (2) sex education
programmes lack a comprehensive approach, contrib-
uting to unwanted and teenage pregnancies and (3)
women’s lives are validated only through motherhood
roles,” % the latter particularly resonated with women
in our sample.

Beyond the distress caused by conflict and structural
violence, women also noted the impact that familial
mental health challenges had on their own mental well-
being. This suggests the importance of intergenerational
dynamics to mental health in this context. This could
be shaped by interlinking phenomena. First, that the
entrenched conflictacross generations, means that gener-
ations of families would experience similar challenges,
with similar emotional consequences. The second, points
to the intergenerational nature of trauma itself, which has
been associated to mental health in families, particularly
around how traumatic experiences of the mother influ-
ence the mental health of children later in life."~* For
example Giladi and Bell®” argue that families affected by
historical traumas can display residual effects of distress
and emotional and psychosocial disorders even three
generations after the traumatic events. The majority of
literature in this area explores cultural and historical
traumas in populations of holocaust survivors and indig-
enous peoples.” Evidence suggests that traumatic effects
can become embedded in collective, cultural memory
and passed on by the same mechanisms through which
culture itself is transmitted.”” Given the importance of
family to women in this study and to processes of mental
health recovery more widely'’ it is worth exploring these
dynamics in future studies.

Women'’s accounts highlighted their ability to leverage
various forms of power in overcoming adversity. Criti-
cally, women did not identify or describe themselves as
‘powerful’. Our analysis sought to counter this epistemic
self-silencing, through explicitly mapping their actions
onto a framework and paradigm sensitive to women’s
power at work. In doing so, we illuminated the complexity
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of power and oppression in their lives and disrupt the
dominant narrative that focuses on deficits and victim-
hood of women in conflict. For example, while armed
conflict reinforced an oppressive patriarchy, it simulta-
neously created opportunities for women to progress in
some areas of their economic and social lives. Examples
included opportunities for participation in the market
economy and strengthening informal networks which
resulted from the exercise of their material and social
power. This aligns with researchers in the wider field
of conflict studies, who note that these gains are only
possible given the fluctuation of gender roles that occur
in the time of conflict.”'

Furthermore, while all women noted the importance of
formal education in their lives as key to their change, they
did not identify their own cultural or embodied knowl-
edges as meaningful to, or contributing to their processes
of change and action. This form of critical consciousness
about one’s capacity to wield individual power is crucial to
change, but its importance is often under acknowledged.
Black feminist and other subaltern scholarship, such as
Audre Lorde, note that women’s selves are often hidden
from them through a lack of opportunity to encounter
indigenous knowledges.”® For example, recent work with
marginalised women exposed to everyday violence(s) in
South Africa highlighted the ability of narrative inter-
ventions which re-story women’s lives through reflecting
on their strengths, within cultural framings of wellness

(Ubuntu principles) significantly reduced symptoms
of depression.” Pathways to developing a more critical
awareness of women’s bodied and cultural power within
the spaces of interventions are worth exploring within
future studies.

There are natural limits to resilience in the face of the
entrenched systemic social challenges women face. This
has important implications for the nature of women’s
mental health interventions, as traditional approaches
tend to overlook the relationship between personal
distress and social oppression. In our previous work
with IDP communities, we proposed specific pathways
to enable mental health promotion and recovery in
Colombia (see Burgess and Fonseca'’). In Table 1, we
revisit these recommendations with specific suggestions
for women affected by conflict, anchored to a compe-
tency approach that builds on women’s existing strengths
and efforts to tackle problematic social contexts in their
lives, as the thrust of treatment and support aims.

Our work highlights the interplay of two main contexts
of violence within Colombia that impacts on women’s
well-being and resilience: cultural and political. Our
recommendations work at those contextual levels, iden-
tifying methodologies—often social interventions—that
would promote mental health competencies among
women who work atlevels of treatment and social change.
For example, beyond the narrative therapy approaches
suggested previously, given women’s connections to

Table 1
competencies

Proposed social interventions to address contexts of women’s mental distress in conflict and promote mental health

Community mental
health competencies

(Burgess 20127, Sample social interventions and strategies to
Burgess et al 201 723) Local definition and contexts tackled develop competency
Knowledge Knowledge about mental health-related services, Group-based narrative therapy, combined with social

when they should be accessed (including support

with substance use)

interventions/support’

Promoting knowledge about indigenous practices
and systems of healing; and organisations that

work with survivors of IPV
(Cultural and Political contexts)

Safe spaces and

dialogue consciousness to explore how structural issues,
particularly the patriarchy, link to mental health
experiences
Work to challenge wider public discourses that
enable gender-based violence
(Cultural and political contexts)

Solidarity and

identification of local existing capacities in order to establish long-term

strengths local efforts to deal with structural violence (Cultural

Economic and political contexts)

Partnerships with

external agencies
stable economic and social development
(Economic, and political contexts)

Spaces to promote the development of critical

Opportunities to establish links to public and
private sector agents to support efforts to ensure

Community conversations Emphasis on
intergenerational approach (conversations between
women and their female lineage)

Community radio and other media projects (film,
storytelling, performance art, photography)”®®’

Spaces to identify and build on local strengths and Group-based approaches such as women’s circles

which are augmented with microfinance or livelihood
projects®

Training for victim support advisor to support
establishing networks between social and economic
organisations and communities

Appropriate funding mechanisms for women’s
development programming

IPV, intimate partner violence.
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other women within families and communities, we
suggest a community conversations approach to deepen
solidarity and strengths and lay the foundations for social
action on contexts of distress. For example, when used in
a study related to improving maternal and child health
in Zambia, women’s conversation groups developed
activities linked to community sensitisation and building
new infrastructure (toilets, health posts) to reduce poor
health outcomes.”* The approach has also been used
within mental health-related work among historically
marginalised groups, such as Black African and Black
Caribbean communities in the UK.”

The primary limitation to our study is its small sample
size. However, this was overcome in two ways. First, through
ensuring our sample and analysis was geared towards gener-
ating sufficient informational power™” to support our claims.
The focused sample (all available women from our wider
sample participated) and repeated interview sessions with
each woman (two or more) meant that we have confidence
that our themes are appropriately powered within this anal-
ysis. Second qualitative research has interests in generalisa-
tion that differ to quantitative research, namely through its
ability to communicate alternative voices and truths, and
overcome silencing within existing bodies of literature.”® As
such, our work seeks to generalise as a form of problema-
tisation, to make visible the knowledge of women’s survival
through conflict, and its celebration of power and agency
at work— confronting the cognitive empire of Eurocentric
scholarship in this area, that often focuses on challenges
people face, rather than the solutions already at work in
their lives.” Future studies should continue to explore these
themes.

CONCLUSION

Our work suggests that women are active leaders of their
own lives, but also impacted by intersecting violence(s) and
restrictive political economies that have gendered pathways
to impact. Public mental health and government support
programmes should be strength-based and build on women’s
existing coping strategies, to ensure that programmes work
alongside women’s own projects and hopes of survival.
Interventions to improve mental health should particu-
larly emphasise opportunities to promote redistribution
of domestic work and childcare burden within families, as
well promoting opportunities for the income generation
alongside therapies. For women in situations of conflict
mental health interventions which balance structural and
relational supports should be mandatory, to overcome the
false dichotomy between psychological and structural deter-
minants of poor mental health.

Author affiliations

'Escuela de Psicologia, Universidad de Las Americas Facultad de Ciencias de la
Salud, Quito, Pichincha, Ecuador

Znstitute for Global Health, UCL, London, UK

®Department of Social Work, University of Johannesburg, Auckland Park, South
Africa

*Facultad de Psicologia, Universidad de La Sabana, Chia, Colombia

BMJ Global Health

SDepartment of Psychological and Behavioural Sciences, The London School of
Economics and Political Science, London, UK

SCentre for Global Mental Health, London School of Hygiene & Tropical Medicine,
London, UK

Twitter Rochelle A. Burgess @thewrittenro

Acknowledgements We would like to acknowledge the women who shared their
stories of survival during the conflict. We remain inspired by their accounts and
hope this work does justice to their truths and helps to expand our understandings
of what is needed to make services better in Colombia. We are also grateful to MSc
students who contributed to data collection, particularly Paula Moreno and Maria
Alejandra Fino.

Contributors Author contributions, reported as credit roles. EZ-M was resonsible
for data curation, formal analysis, validation, visualisation, and had roles in writing
original draft and review and editing. RB was responsible for conceptualisation,
data curation, formal analysis, funding acquisition, methodology, project
administration, supervision, validation, visualisation and writing original draft and
review and editing. LF was involved in conceptualisation, data curation, formal
analysis, funding acquisition, investigation, methodology, project administration,
validation, visualisation, and had roles in writing review and editing. MG-G
performed investigation, project administration and writing review and editing. RK
was responsible for supervision, validation and writing review and editing.

Funding This work was funded by the Universidad de La Sabana under [grant
number PSI-65-2017]. EZ held a Senescyt Scholarship to fund studies, as the
analysis linked to this paper was carried out in partial fulfilment of her MSc degree
in Global Mental Health at LSHTM and KCL. Dr. Burgess work in Colombia is
supported by an UKRI/ESRC award ES/V013211/1

Competing interests None declared.
Patient consent for publication Not required.

Ethics approval Ethical approvals were obtained at three sites: local ethics
approval by Universidad de La Sabana (Project PSI-65-2017 Ethics ID 102), UK
institution approval by London Metropolitan University ID: 4 053 216 and specific
approvals for this analysis from London School of Hygene and Tropical Medicine
(reference number: 17485). Informed written and verbal consent was given by
all participants and recorded at the start of the first interview session. Access to
psychological support for participants through the Centre for Psychology Services at
Universidad de La Sabana was available throughout the study.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement All data relevant to the study are included in the
article or uploaded as supplementary information.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits
others to copy, redistribute, remix, transform and build upon this work for any
purpose, provided the original work is properly cited, a link to the licence is given,
and indication of whether changes were made. See: https://creativecommons.org/
licenses/by/4.0/.

ORCID iD
Rochelle A. Burgess http://orcid.org/0000-0001-9749-7065

REFERENCES
1 Shultz JM, Ceballos Angela Milena Gémez, Espinel Z, et al. Internal
displacement in Colombia: fifteen distinguishing features. Disaster
Health 2014;2:13-24.
2 Suarez A. Colombia: guerra en El fin de siglo. Tercer Mundo and
Andes University Press, 1998.

Zamora-Moncayo E, et al. BMJ Global Health 2021;6:€005770. doi:10.1136/bmjgh-2021-005770 11

yBuAdoo Aq paroslold 1senb Ag TZ0z ‘2T 1890100 uo /wod fwa yb//:dny woiy papeojumod "TZ0Z 1800100 L U0 0/2S00-T20Z-Ublwa/ogTT 0T Se paysiiand 1siy :yiesH go|o CINg


https://twitter.com/thewrittenro
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0001-9749-7065
http://dx.doi.org/10.4161/dish.27885
http://dx.doi.org/10.4161/dish.27885
http://gh.bmj.com/

BMJ Global Health

3

Centro Nacional de Memoria Histérica. Sujetos victimizados Y dafios
causados. Balance de la contrinbucion del CNMH al esclarecimiento
histdrico. Bogota 2018.

30

Burgess RA, Policy BRA. Policy, power, stigma and silence:
exploring the complexities of a primary mental health care model in
a rural South African setting. Transcult Psychiatry 2016;53:719-42.

4 Willers S. Migracion Y violencia: las experiencias de mujeres 31 Bertaux D. From the life-history approach to the transformation of
migrantes centroamericanas en transito POR México. Socioldgica sociological practice, 1981.
2016;31:163-95. 32 Olive JL. Reflecting on the tensions between emic and etic

5 Shultz JM, Garfin DR, Espinel Z, et al. Internally displaced “victims of perspectives in life history research: lessons learned. Forum Qual
armed conflict” in colombia: the trajectory and trauma signature of Sozialforsch 2014;15.
forced migration. Curr Psychiatry Rep 2014;16. 33 Davies J, Singh C, Tebboth M. Conducting life history interviws: a

6 Mogolldén Pérez AS, Vazquez Navarrete ML, Garcia Gil MdelM. how to guide, 2018.

[Health-related needs of the displaced population due to armed 34 Murray C. Livelihoods research: transcending boundaries of time
conflict in Bogotd]. Rev Esp Salud Publica 2003;77:253-62. and space. J South Afr Stud 2002;28:489-509.

7 Mogollén-Pérez AS, Vazquez ML. Factores que inciden en El acceso 35 Bird K, Shinyekwa I. Multiple shocks and downward mobility:
de la poblacién desplazada a LAS instituciones prestadoras de learning from life histories of rural Ugandans. SSRN Electronic
servicios de salud en Colombia. Cad Saude Publica 2008;24:745-54. Journal 2003;20.

8 Mogolldn Pérez AS, Vazquez Navarrete ML. Opinidn de las 36 Chimhowu A, Hulme D. Livelihood dynamics in planned and
mujeres desplazadas sobre La Repercussion en SU salud del spontaneous resettlement in Zimbabwe: converging and vulnerable.
desplazamiento forzado. Gaceta Sanitaria 2006;20:260-5. World Dev 2006;34:728-50. ) )

9 Campo-Arias A, Oviedo HC, Herazo E. Prevalencia de sintomas, 37 Bornat J, Walmsley J. Biography as empowering practice:
posibles casos Y Trastornos mentales en victimas del conflicto lessons from research. Biogr methods Prof Pract An Int Perspect
armado interno en situacion de desplazamiento en Colombia: 2004:221-36. 3 3 )

Una revision sistematica. Revista Colombiana de Psiquiatria 38 Sabana U de la. Sabana Centro Cémo Vamos, 2016. Available:
2014;43:177-85. https://www.unisabana.edu.co/fileadmin/Archivos_de_usuario/

10 Burgess RA, Fonseca L. Re-thinking recovery in post-conflict Documentos/Documentos_Empresa_y_Sociedad/La_Sabana_
settings: supporting the mental well-being of communities in como_vamos/Informe-de-Calidad-de-Vida-Sabana-Centro-Como-
Colombia. Glob Public Health 2020;15:200-19. Vamos-2016.pdf o . »

11 Goméz-Restrepo C, Escudero C, Matallana D. Encuesta Nacional 39 Ciudad Mdela. Sistema de documentacion E informacion municipal,
de Salud mental 2015. Ministerio de Salud-Colombia, 2015. 2008. . L o
Available: https://www.javerianacali.edu.co/sites/ujc/files/node/ 40 Malterud K, Siersma VD, Guassora AD. Sample size in qualitative
field-documents/field_document_file/saludmental_final_tomoi_color. 'grg?gfé”f;gg'%so guided by information power. Qual Health Res
pdf e e ) e

; : : : 41 Adriansen HK. Timeline interviews: a tool for conducting life history

12 Sgorcei.am JG, Jarvis MJ. Women, armed conflict and international law rgsearch Hanne K‘irstine Adriansen._ Qual Stu_d 2012:3:40-55. .

13 Salcedo DM. Género, derechos de las victimas y justicia 42 K|rknr11ar|1 M. VXhatlsDthehpI?;’ég;gI?yglg réarratwe theory to research in
transicional : Retos en Colombia Gender, rights of victims and 43 _rl)_sycko ogy.D us1t.‘ S§yc|_(f7 c ’ | . .f_. F Disiunctive t
transitional justice : Challenges in Colombia. Paz y conflictos soukas H. Don't simpiity, bomplexity: From Disjunctive 1o
2013:124-51. Conjunctive Theorizing in Organization and Management Studies.

14 United Nations. Declaration on the elimination of violence against 44 éoun of Manage. STUd'.201 7’54'1.32_53' I .

) ; : : reenhalgh T, Papoutsi C. Studying complexity in health services
women. United Nations Department of Public Information, 1997. A ) . .
. . . . ; research: desperately seeking an overdue paradigm shift, 2018.

15 WHO. Giobal and regional estlmgte§ of violence agamst women: 45 Moore Torres C, Moore Torres C. Feminismos del sur, abriendo
prevalence and hea{th effects of intimate partner violence and horizontes de descolonizacién. Los feminismos indigenas Y Los
nonpartner sexya/ v:olencg. Geneva, 2(.)1 3. . . feminismos comunitarios. Estud Pol 2018:237-59.

16 Marsh M, Purdin S, Navani S. Addressing sexual violence in 46 Rubio AGR, Bordi IV, Ortiz HT, Rincon Rubio AG, Thomé Ortiz H,
humanitarian emergencies. Glob Public Health .2006;1 :133_46' et al. Empoderamiento Y feminismo comunitario en La Conservacion

17 Usta J Farver JAM, Zein L. Women, war, and violence: surviving the del maiz en México. Rev. Estud. Fem. 2017:25:1073-92.
expe_nence.,J Women,s Health 2008;1 71793_804' . 47 Hilhorst D. Classical humanitarianism and resilience

18 H(-,\_Wltt’R_amlrez N, Jua_rez F, Parada B.aI’IOS AJ, _et al. Afecta(_:l_one§ humanitarianism: making sense of two brands of humanitarian
psicologicas, estrategias de afrontamiento Y niveles de resiliencia de action. Int J Humanitarian Action 2018:3:1-12.
adultos expuestos al conflicto armado en Colombia. Rev. colomb. 48 Hajir B, Clarke-Habibi S, Kurian N. The ‘South’ Speaks Back:
psicol. 2,016;25:125_40' o ; Exposing the Ethical Stakes of Dismissing Resilience in Conflict-

19 élbatrracm }i)e[ql;era Lu; Alngela, Contreras 'I;ororres dKAI Alba;rafln L Affected Contexts. Journal of Intervention and Statebuilding

ontreras K. La fuerza de las mujeres: un estudio de las estrategias 2021:1-17.
de resilien’cig Yla transformacién enla ocupacié_n humana de 49 Siriwardhana C, Stewart R. Forced migration and mental health:
rTuL;Jr;arZz;II?ﬁI;qu %%' conflicto armado en Colombia. Rev. Ocup. prolonged internal displacement, return migration and resilience. Int
: » 1 [-£0730. Health 2013;5:19-23.

20 Moreno Lopez NM, AP FC, Gonzalez Robles AC. Una mirada desde 50 Skovdal M, Daniel M. Resilience through participation and coping-

'2—81"33;)“7”‘702'3 en adolescentes en contextos de conflicto armado enabling social environments: the case of HIV-affected children in
DIi=le. sub-Saharan Africa. Afr J AIDS Res 2012;11:153-64.

21 Siriwardhana C, Ali SS, Roberts B. A systematic review of resilience 51 Rockenbauch T, Sakdapolrak P. Social networks and the resilience
and mental health outcomes of conflict 2014. of rural communities in the global South: a critical review and

22 Fleming J, Ledogar RJ, Resilience LRJ. Resilience, an evolving conceptual reflections. E&S 2017;22.

;9”0?}3?1 a rggiggVGO; Ii;e3rature relevant to Aboriginal research. 52 Atallah DG. Toward a decolonial turn in resilience thinking in
imatisiwin ;01/=25. disasters: example of the Mapuche from southern Chile on the

23 Burgess R, Mathias K. Community mental health competencies: frontlines and faultlines. International Journal of Disaster Risk
a new vision for global mental health. In: The Palgrave Handbook Reduction 2016;19:92-100.
c2>6 :c;cgfflglsra/ perspectives on global mental health. Springer, 53 Joffe H, Yardley L. Content and thematic analysis. Res methods Clin

: =39. Heal Psychol 2004;56.

24 Burgess RA, Jain S, Petersen |, et al. Social interventions: a new era 54 Attride-Stirling J. Thematic networks an analytic tool for qualitative
for global mental health? Lancet Psychiatry 2020;7:118-9. research. Qual Res 2001.

25 Nelson G, Prilleltensky I. Community psychology: in pursuit of 55 Unidad de Victimas Gobierno de Colombia. Reparacion integral
liberation and well-being. Macmillan International Higher Education, individual. Available: https://www.unidadvictimas.gov.co/es/

2010. reparacion-integral-individual/286 [Accessed 24 Aug 2019].

26 Loewenson R, Laurell AC, Hogstedt C. Participatory action research 56 Sanchez G. jbasta Ya! Colombia: Memorias de guerra Y dignidad
in health systems: a methods reader. TARSC, AHPSR, WHO, IDRC Informe General Grupo de. Memoria Histdrica 2013.

Canada, Equinet, 2014. 57 Fanon F. Black skin, white masks. Grove press, 2008.

27 Martin-Baré |. Hacia Una psicologia de la liberacion. Rev Electrdnica 58 Cabnal L. Acercamiento a la construccion de la propuesta de
Interv Psicosoc y Psicol Comunitaria 2006;1:7-14. pensamiento epistémico de las mujeres indigenas feministas

28 Martin-Bard |. Guerra Y salud mental. Papeles del psicdlogo 1993;2. comunitarias de Abya Yala. Fem Divers el Fem comunitario,

29 De Sousa Santos B. Una epistemologia del sur: la reinvencion del 2010: 10-25. https://porunavidavivible.files.wordpress.com/2012/09/
conocimiento y la emancipacion social. Mexico: CLACSO, 2009. feminismos-comunitario-lorena-cabnal.pdf

12 Zamora-Moncayo E, et al. BMJ Global Health 2021;6:2005770. doi:10.1136/bmjgh-2021-005770

yBuAdoo Aq paroslold 1senb Ag TZ0z ‘2T 1890100 uo /wod fwa yb//:dny woiy papeojumod "TZ0Z 1800100 L U0 0/2S00-T20Z-Ublwa/ogTT 0T Se paysiiand 1siy :yiesH go|o CINg


http://dx.doi.org/10.1007/s11920-014-0475-7
http://dx.doi.org/10.1590/S0102-311X2008000400004
http://dx.doi.org/10.1157/13091139
http://dx.doi.org/10.1016/j.rcp.2014.07.003
http://dx.doi.org/10.1080/17441692.2019.1663547
https://www.javerianacali.edu.co/sites/ujc/files/node/field-documents/field_document_file/saludmental_final_tomoi_color.pdf
https://www.javerianacali.edu.co/sites/ujc/files/node/field-documents/field_document_file/saludmental_final_tomoi_color.pdf
https://www.javerianacali.edu.co/sites/ujc/files/node/field-documents/field_document_file/saludmental_final_tomoi_color.pdf
http://dx.doi.org/10.1080/17441690600652787
http://dx.doi.org/10.1089/jwh.2007.0602
http://dx.doi.org/10.15446/rcp.v25n1.49966
http://dx.doi.org/10.15446/rcp.v25n1.49966
http://dx.doi.org/10.25214/25907816.154
http://dx.doi.org/10.25214/25907816.154
http://dx.doi.org/10.1016/S2215-0366(19)30397-9
http://dx.doi.org/10.1177/1363461516679056
http://dx.doi.org/10.1080/0305707022000006486
http://dx.doi.org/10.2139/ssrn.1754417
http://dx.doi.org/10.2139/ssrn.1754417
http://dx.doi.org/10.1016/j.worlddev.2005.08.011
https://www.unisabana.edu.co/fileadmin/Archivos_de_usuario/Documentos/Documentos_Empresa_y_Sociedad/La_Sabana_como_vamos/Informe-de-Calidad-de-Vida-Sabana-Centro-Como-Vamos-2016.pdf
https://www.unisabana.edu.co/fileadmin/Archivos_de_usuario/Documentos/Documentos_Empresa_y_Sociedad/La_Sabana_como_vamos/Informe-de-Calidad-de-Vida-Sabana-Centro-Como-Vamos-2016.pdf
https://www.unisabana.edu.co/fileadmin/Archivos_de_usuario/Documentos/Documentos_Empresa_y_Sociedad/La_Sabana_como_vamos/Informe-de-Calidad-de-Vida-Sabana-Centro-Como-Vamos-2016.pdf
https://www.unisabana.edu.co/fileadmin/Archivos_de_usuario/Documentos/Documentos_Empresa_y_Sociedad/La_Sabana_como_vamos/Informe-de-Calidad-de-Vida-Sabana-Centro-Como-Vamos-2016.pdf
http://dx.doi.org/10.1177/1049732315617444
http://dx.doi.org/10.1080/00050060210001706646
http://dx.doi.org/10.1111/joms.12219
http://dx.doi.org/10.17533/udea.espo.n53a11
http://dx.doi.org/10.1590/1806-9584.2017v25n3p1073
http://dx.doi.org/10.1186/s41018-018-0043-6
http://dx.doi.org/10.1080/17502977.2020.1860608
http://dx.doi.org/10.1093/inthealth/ihs014
http://dx.doi.org/10.1093/inthealth/ihs014
http://dx.doi.org/10.2989/16085906.2012.734975
http://dx.doi.org/10.5751/ES-09009-220110
http://dx.doi.org/10.1016/j.ijdrr.2016.08.027
http://dx.doi.org/10.1016/j.ijdrr.2016.08.027
https://www.unidadvictimas.gov.co/es/reparacion-integral-individual/286
https://www.unidadvictimas.gov.co/es/reparacion-integral-individual/286
https://porunavidavivible.files.wordpress.com/2012/09/feminismos-comunitario-lorena-cabnal.pdf
https://porunavidavivible.files.wordpress.com/2012/09/feminismos-comunitario-lorena-cabnal.pdf
http://gh.bmj.com/

8 BMJ Global Health

59
60
61

62

63

64

65

66

67

68

69

70

71

72

Paredes J. Hilando FinO desde El feminismo comunitario, 2008.
Paredes J, Guzman A. El tejido de la rebeldia. La Paz, 2014.
Burgess R, Campbell C. Contextualising women's mental distress
and coping strategies in the time of AIDS: a rural South African case
study. Transcult Psychiatry 2014;51:875-908.

Plimper T, Neumayer E. The unequal burden of war: the effect

of armed conflict on the gender gap in life expectancy. Int Organ
2006;60:723-54.

Wells D. Sexual violence interventions: considerations for
humanitarian settings. Forensic Sci Int 2017;276:1-4.

Ré MC. La maternidad obligatoria como dispositivo de violencia
legitimada hacia las mujeres 2013:1-9.

Yanez S. La institucion de la maternidad como bastion del
heteropatriarcado. Reflexiones situadas Y puntos de quiebre. XIV
Jornadas Interes Hist 2013;21 http://cdsa.aacademica.org/000-010/
1037.pdf

Valverde FM. La Maternidad Como un Constructo social
Determinante. Rev Wimb lu 2014;9:29-42.

Giladi L, Bell TS. Protective factors for intergenerational transmission
of trauma among second and third generation holocaust survivors.
Psychological Trauma: Theory, Research, Practice, and Policy
2013;5:384-91.

Kim S, Strathearn L, Trauma SL. Trauma, Mothering, and
intergenerational transmission: a synthesis of behavioral and
oxytocin research. Psychoanal Study Child 2017;70:200-23.
Wirihana R, Smith C. Historical trauma, healing and well-being in
Maori communities. He Rau Murimuri Aroha 2019;2.

Atkinson M. The poetics of transgenerational trauma. USA:
Bloomsbury Publishing, 2017.

Bop C. Women in conflicts, their gains and their losses. aftermath
women post-conflict transform 2001:19-34.

Lorde A. The master’s tools will not dismantle the master’s house.
In: Her Sister Outs Essays Speeches by Audre Lorde. . Trumansburg,
NJ Crossing Press, 2004: 1984. 110-3.

73

74

75

76

77

78

79

80

81

82

Elias L, Singh A, Burgess RA. In search of ‘community': a critical
review of community mental health services for women in African
settings. Health Policy Plan 2021;36:205-17.

Mutale W, Masoso C, Mwanza B, et al. Exploring community
participation in project design: application of the community
conversation approach to improve maternal and newborn health in
Zambia. BMC Public Health 2017;17:277.

Knifton L, Gervais M, Newbigging K, et al. Community conversation:
addressing mental health stigma with ethnic minority communities.
Soc Psychiatry Psychiatr Epidemiol 2010;45:497-504.

Cornish F. Communicative generalisation: dialogical means of
advancing knowledge through a case study of an ‘unprecedented’
disaster. Cult Psychol 2020;26:78-95.

de Sousa Santos B. The end of the cognitive Empire: the coming of
age of epistemologies of the South. Duke University Press, 2018.
Burgess R. Supporting global mental health: Critical community
psychology as a potential panacea? In: Walker C, Johnson K,
Cunningham L, eds. Community psychology and the socio-
economics of mental distress: international perspectives.
Basingstoke: Palgrave Macmilan, 2012: 108-23.

Seidner A. Storytelling and transitional justice in Latin America:

the roles of truth commissions and the arts in Argentina, Chile and
Guatemala 2013.

Sinko L, Munro-Kramer M, Conley T, et al. Healing is not linear:
using photography to describe the day-to-day healing journeys of
undergraduate women survivors of sexual violence. J Community
Psychol 2020;48:658-74.

Heard E, Mutch A, Fitzgerald L. Using applied theater in primary,
secondary, and tertiary prevention of intimate partner violence: a
systematic review. Trauma Violence Abuse 2020;21:138-56.
Chomat AM, Menchu Al, Andersson N, et al. Women’s circles as a
culturally safe psychosocial intervention in Guatemalan indigenous
communities: a community-led pilot randomised trial. BMC Womens
Health 2019;19:1-15.

Zamora-Moncayo E, et al. BMJ Global Health 2021;6:2005770. doi:10.1136/bmjgh-2021-005770 13

"yBuAdoa Aq pa1osioid 1sanb Aq TZ0zZ ‘2T 1240190 uo jwod fwqg yby//:dny wol papeojumoq ‘TZ0Z 1970120 / Uo 0//500-1202-Ublwa/9cTT 0T Se paysiignd 1s11 :yijeaH qo|o rINg


http://dx.doi.org/10.1177/1363461514526925
http://dx.doi.org/10.1017/S0020818306060231
http://dx.doi.org/10.1016/j.forsciint.2017.04.004
http://cdsa.aacademica.org/000-010/1037.pdf
http://cdsa.aacademica.org/000-010/1037.pdf
http://dx.doi.org/10.1037/a0028455
http://dx.doi.org/10.1080/00797308.2016.1277897
http://dx.doi.org/10.1093/heapol/czaa140
http://dx.doi.org/10.1186/s12889-017-4187-x
http://dx.doi.org/10.1007/s00127-009-0095-4
http://dx.doi.org/10.1177/1354067X19894930
http://dx.doi.org/10.1002/jcop.22280
http://dx.doi.org/10.1002/jcop.22280
http://dx.doi.org/10.1177/1524838017750157
http://dx.doi.org/10.1186/s12905-019-0744-z
http://dx.doi.org/10.1186/s12905-019-0744-z
http://gh.bmj.com/

Supplemental material

BMJ Publishing Group Limited (BMJ) disclaims al liability and responsibility arising from any reliance
placed on this supplemental material which has been supplied by the author(s)

BMJ Global Health

Supplementary Data: Gender, mental health and resilience in armed conflict: Listening to Life stories

of internally displaced women in Colombia

Section 1. Life history interview guide

W N R WNR

O T S S o W Sy S Gy Sy Y
0 N O U A WN R O

19.
20.
21.
22,
23.
24,
25.
26.
27.
28.
29.
30.
31.
32.

33.

Life History Interview Guide

What is your full name?

Did you have a nickname? How did you get it?

When and where were you born?

Tell me about your parents or your family background.

Where was your family originally from?

What did your parents do for a living?

Did you contribute to the family income or help your parents in their work in any way?
What was your parents' religious background?

How was religion observed in your home?

. What were your parents' political beliefs?

. Were they involved in any political organizations?

. What other relatives did you have contact with growing up?

. How many children were in the family, and where were you in the line-up?

. Describe what your siblings were like. Who were you closest to?

. Describe the house you grew up in. Describe your room.

. What were your family's economic circumstances?

. What were your duties around the house as a child?

. When did you learn to cook and who taught you? Were there any special family foods or

recipes?

What activities did the family do together?

What did you do on Christmas? Birthdays? Other holidays?

What is your earliest memory of home/family?

Tell me about the community you lived in

Describe your neighbourhood

Where did you go to elementary school?

What was school like for you?

What did you like about it? What was hard for you?

What did you do in your spare time?

Who were your best friends and what did you do when you got together?
Do you keep in touch with any of them?

Did you have any hobbies or special interests?

What did you want to be when you grew up?

How did your relationship with your parents change when you became a teenager? If you had
conflict with them, what was it over?

Did you have chores around the house? What were they?
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68.

What were the different groups at your school?

Which did you belong to?

How do you think you were perceived by others?

Were you involved in any extracurricular activities?

What were they? What were your plans when you finished school? Education? Work?
What did your parents think of your plans?

What did your friends think? What did your friends plan to do?

Did the boys and girls in the family have different plans/expectations?

Did you have jobs during your teenage years? Doing what? Did you contribute to the family
income? If not, how did you spend your money?

At what age did you begin dating? What kinds of activities did you do on dates?
Describe your first date.

What was the advice your parents gave you related to dating?

Did you get teaching on this in church or school? What was it?

What was your first job?

What kinds of jobs have you had?

How did you decide on your career?

How did the war change you?

How did you meet your husband?

What has been the most difficult thing about being married?

Describe the birth of your children

What were they each like when they were young?

How have they changed or not changed?

What were their relationships like with each other and with you when they were young? Now?

What activities did the family do together?

What family traditions did you try to establish?

Does your family have any heirlooms or objects of sentimental value? What is their origin, and
how have they been passed down?

What was the most satisfying to you about raising children?

What was most difficult?

What values did you try to raise your children with?

How did you go about doing that?

What forms of discipline did you use and why?

How has being a parent changed you?

How has the war and the displacement changed you as a parent?

How was your family affected by the war?

How have you managed to stay afloat and provide your children with everything they need?
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Section 2. Coding Framework: global, organising and basic themes

Table 1. Coding framework for womanhood and resilience in armed conflict: Life stories of displaced women in Colombia.

Organising
Global Themes Themes Basic Themes Examples of codes
Physical abuse by caregivers
Sexual abuse by nonfamily member
Psychological abuse by caregivers
Abuse during childhood MNeglect during childhood
Education restriction due to Interruption of education because father wanted
gender to protect from boys
Adverse Absent parents Interruption of education to take care of siblings
childhood Deprivation of childhood due to
experiences gender Housework and take care of siblings
shaped by Migration

Armed conflict and its
gendered
consequences on
women’s emotional
wellbeing

armed conflict
and gender.

Women's
continuous and
multicausal
pathway of
internal
displacement

Intergenerational

gender violence
exacerbated by
armed conflict

Instability and migration

Threats and vulnerability in the
community

Precipitating event or moment
of departure

Search of a safer habitat

Transition and adaptation

Multicausal displacement
Gender violence by armed
groups

IPV towards themselves

IPV towards their daughters

IPV towards their mothers

Raised by grandparents

Divorce or separation due to gender violence
Fear of recruitment to join the armed group
Too much violence in the neighbour to raise
children

Threats to grandfather and torture

Murder of aunt

Kidnapping of husband

Mowved to another town because family offered
help

Search of a place without guerrillas’ presence
Search for a calm environment to raise children
Difficulty adapting due to economic scarcity
Difficulty adapting because of lack of lack of
governmental support

Good adaptation due to social support
Displacement due to gender violence
Displacement for education opportunity
Displacement due to better jobs opportunities
Displacement to take care of family

Sexual harassment, /intimidation by armed
groups

Physical IPV

Physical IPV

Psychological IPV

Economic IPV

Physical IPV
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Coping strategies co-

occur with female
empowerment

Challenges of
motherhood are
made more
hazardous by
gender violence
and the armed
conflict.

Deterioration of
women’s
emotional

wellbeing driven

by the
convergence of
gender violence
and armed
conflict

Women draw on
power to
exercise change

Mother figure to siblings/family
members

Mandatory motherhood

IPV exacerbated during
motherhood

High risk pregnancy due to
armed conflict

Self-destructive behaviours to
cope

Emotional distress associated
with 1PV

Emotional distress associated
with the armed conflict

Intergenerational emotional
distress

Cognitive power

Bodied power

Social power

Psychological IPV

Adopting a mother role to their siblings to help

mother
Help sister with childcare
Unwanted pregnancy

Belief of motherhood inherent to women’s nature

Became mother because of age
Partner insisted in pregnancy
Unequal childcare burden
Unable to work forced by partner
Physical abuse

Hospitalization due to IPV

Fear of pregnancy loss

Hospitalization due to complications in pregnancy.

Alcohol consumption

Unsafe sex

Suicide Attempt

Nightmares and insomnia
Nervousness and anxiety

Sadness

Nervousness

Fear of being shot

Mother's addiction

Mother's sadness and loneliness
Mother’'s suicide

Father's alcoholism

Siblings™ drug addiction

Access to trainings and education
Desire to study and work

Breaking out with oppression and violence
Taking care of their body and mind
Leaving abusive partner

Being support to other women in need
Having support of their family to settle
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Social enablers
from different
social
environments

Material power

Symbolic power
Redistribution of gendered
work

Social enablers in the wider
society/ political economy
Social enablers in the
community

Social enablers in the
household

Support of community to be independent
Support of family to leave abusive partner
Motivation to work

Started their own business
Commercialization of food
Commercialization of beauty product
Work in bad conditions to have money
Religious beliefs as an opportunity to cope
Religion as spirituality

Religion as a source of exclusion

Religion maintaining oppression and traditional
roles

Teaching children to do housework
Demanding husband to do housework

Access to economic aids by movement
Elderly programs

Women’'s networks maternity

Cooking and entrepreneurship courses
Internally displaced status

Neighbours’ support and sense of community.
Strong female relationships

Family as a source of support: material resources

Family for emotional support
Mother's unconditional support
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TABLE 1. PARTICIPANT’S DEMOGRAPHIC INFORMATION

PARTICIPANT # AND INITIAL

1 MARIA (L.C)

2 LUCIA (S)

3 JOSEFINA (L)

4 DORA (R)

5 RIGOBERTA (Y)

6 SARA (D.R)

7 MIRIAM (S.P)

Age Municipality of origin
59 Sucre

26 Sucre

35 Tolima

24 Cesar

35 Santander

73 Cundinamarca

Not reported  Cdrdoba

Number of interview sessions
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