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Common Elements Treatment Approach 
based on a Cognitive Behavioral Intervention: 
implementation in the Colombian Pacific

Abordagem de Tratamento de Elementos Comuns 
com base em uma Terapia Cognitiva de Conduta: 
realização no Pacífico Colombiano

Resumo  Devido à carência de serviços em saúde 
mental destinados aos Afro-colombianos vítimas 
de violência, a intervenção CETA (Common Ele-
ments Treatment Approach) foi implementada no 
pacífico da Colômbia. Dada a importância em 
melhorar essas intervenções, é necessário caracte-
rizar o seu processo de execução. O objetivo des-
te artigo é descrever a realização da intervenção 
CETA para Afro-colombianos vítimas de violência 
em Buenaventura e Quibdó, Colômbia. Trata-se 
de estudo de caso com elaboração de entrevistas 
aprofundadas a Trabalhadores Comunitários Psi-
cossociais (TCP), supervisores e coordenadores 
responsáveis pela execução CETA. Obtiveram-se 
seis categorias Núcleo: 1. Efeito do conflito arma-
do e pobreza; 2. Severidade do trauma; 3. Mu-
danças percebidas com a intervenção CETA; 4. 
Características e desempenho dos TCP; 5. Enfoque 
na cultura Afro-colombiana; e 6. Estratégias para 
promover bem estar dos usuários. O contexto do 
pacífico colombiano está relacionado a múltiplos 
fatores, como o conflito armado ativo, crise eco-
nômica, e carência de serviços em saúde mental, 
afetando o processo de implementação e seus efei-
tos. Isto gera a necessidade de fortalecimento e es-
tabelecimento de alianças institucionais, visando 
garantir a saúde mental das vítimas dessa região.
Palavras chave  Saúde mental,Violência, Serviços 
comunitários de saúde mental, Terapia cognitiva

Abstract  Due to the limited supply of mental 
health services for Afro-Colombian victims of vi-
olence, a Common Elements Treatment Approach 
(CETA) intervention has been implemented in 
the Colombian Pacific. Given the importance of 
improvement in mental health interventions for 
this population, it is necessary to characterize this 
process. This article seeks to describe the imple-
mentation of CETA for Afro-Colombian victims 
of violence in Buenaventura and Quibdó, Colom-
bia through case studieswith individual in-depth 
interviews with Lay Psychosocial Community 
Workers (LPCW), supervisors, and coordinators 
responsible for implementing CETA. From this six 
core categories were obtained: 1. Effect of armed 
conflict and poverty 2. Trauma severity 3. Per-
ceived changes with CETA 4. Characteristics and 
LPCW’s performance 5. Afro-Colombian cultur-
alapproach and 6. Strategies to promote users’ 
well-being.Colombian Pacific’s scenario implies 
several factors, such as the active armed conflict, 
economic crisis, and lack of mental health care re-
sources, affecting the implementation process and 
the intervention effects. This implies the need to 
establish and strengthen partnerships between in-
stitutions in order to administer necessary mental 
health care for victims of violence in the Colom-
bian Pacific.
Key words  Mental health, Violence, Community 
mental health services, Cognitive therapy
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Introduction

Colombia is experiencing an armed conflict that 
affects mainly rural communities. Pacific region 
is a strategic area for the settlement of armed 
groups which dispute the natural resources and 
the control of drug traffic bussines due to the 
maritime border.These armed groups have com-
mitted human rights violations, causing massa-
cres and massive displacement of people to the 
two largest municipalities in the region: Bue-
naventura and Quibdó1. These displacements 
are mainly affecting the Afro-Colombian popu-
lation2.

This population is one of the most affected by 
social segregation, racial discrimination, govern-
ment neglect and abandonment of the state, that 
is, impoverished conditions3,4. Due to internal 
armed conflict, in 2013, 33,058 displaced people 
were reported and 22,330 people were received 
in Buenaventura, and 2,340 displaced people 
were displaced and 1,389 people were received in 
Quibdó5.

In response to the needs of victims, in 2011, 
Heartland Alliance International (HAI) in part-
nership with the Johns Hopkins University 
(JHU), the National Association of Displaced 
Afro-Colombians (AFRODES) and the Cisal-
va Institute of Universidad del Valle, Colombia, 
implemented the programACOPLE (in Spanish: 
Asociacion de Organizacionespor lo Emocional), 
in order to offer a community-based therapy for 
victims ofviolence in the Colombian Pacific re-
gion.

Additionally as part of the ACOPLE program, 
the Cisalva institute implemented the “Evalua-
tion of two Community-based Interventions in 
Mental Health, for the Afro-Colombian Victims 
of Violence in Buenaventura and Quibdó, Co-
lombia” a study for assessing the effectiveness of 
two therapiesintended to decrease mental health 
symptoms of Afro-Colombian victims of vio-
lence compared to a waiting/control group. One 
intervention arm was the individual Common 
Elements Treatment Approach (CETA), based on 
cognitive-behavioral therapies, and the other was 
the Narrative Community-based Group Therapy 
(NCGT), based on narrative therapies6,7.

CETAwas a therapy designed for settings with 
scarce mental health care coverage in Low- and 
Middle-Income Countries8, demonstrating effec-
tiveness in reducing post-traumaticstress disor-
der (PTSD) symptoms9, Given the lack of facil-
ities and specialized mental health professionals 
in those settings, community leaders or local lay 

counselorsin each community can instead learn 
and apply this therapy8. After the intervention 
was adapted to the Colombian context by experts 
of JHU, HAI and Cisalva, Lay Psychosocial Com-
munity Workers (LPCWs) were trainedin deliv-
ering this technique and they were constantly 
supervised by mental health professionals (psy-
chologists and social workers) throughout the 
project7.

To our knowledge, this is the first interven-
tion using the trans-diagnostic approach in the 
Colombian Pacific region and it is also the first 
community-based mental health intervention in 
active conflict settings in Latin-America7; thus, it 
is necessary to characterize its implementation 
process. Given the importance and usefulness of 
analyzing social interventions from the perspec-
tive of involved staff10,11. This study describes the 
CETA implementation process, based on per-
ceptions of the therapy implementers (LPCWs) 
in Buenaventura and Quibdó, Colombia. Thus, 
the study aim is to scrutinize this type of inter-
vention in order to improve the implementation 
process of future community-based programs in 
limited resource setting12,13.

Methodology

Design and study population

A case study of CETA implementation was 
conducted through individual in-depth inter-
views with ACOPLE staff (LPCWs, supervisors 
and coordinators) responsible for implement-
ing and monitoring therapy in Buenaventura 
and Quibdó, Colombia, between 2011 and 2013. 
Included participants were those with availabili-
ty during the study period and who voluntarily 
agreed to participate.

Sampling was done for convenience. Three 
from five LCPWs and a coordinator were in-
cluded in Quibdo, and two from 4 LCPWs and 
a coordinator in Buenaventura. Furthermore, the 
supervisor and the HAI Coordinator, common to 
both cities, also participated for a total of nine 
people.

Procedures 

Two models by the World Health Organiza-
tion (WHO) were consulted for the construction 
of inquiry lines: the ecological theoretical model 
of the violence and the vicious cycle model of so-
cial determinants and mental disorders14,15. From 
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these, three inquiry lines were proposed: 1) Pres-
ence of limits or barriers totherapy participation/
performance; 2) Perception of intervention effec-
tiveness; and 3) Future applications and recom-
mendations.

Two pilot tests were performed with subjects 
differing from the study sample but with simi-
lar profiles to the expected population. Thus, a 
cognitive interview strategy was applied to make 
adjustments to the guiding questions16.

Data collection

Data were collected between June and August 
2014 through individual in-depth interviews 
lasting 30-60 minutes with two meetings sched-
uled per person. Two days were spent for inter-
views with each ACOPLE care center. In Quibdó, 
interviews were conducted personally; in Bue-
naventura, they were performed by video-call as 
a result of security issues. During the interviews, 
clear and simple language was utilizedfor assur-
ing simplicity and assertiveness by respondents.

Confidentiality and anonymity of informa-
tion were maintained through a coding system. 
The interviews were conducted in safe and quiet 
environments that promoted trust and respon-
siveness. Verbal consent was obtained from all 
participants. The saturation of information was 
the limit for determining the number of inter-
views per person and the sample size.

Data Analysis 

After data triangulation, a narrative content 
analysis was performed using Open Code Soft-
ware Version 5.0®. Accordingly, core categories 
were identified and named, through a process 
of verification and confirmation, allowing for 
different perspectives until category satura-
tionwasobtained.Data analysis involved two ana-
lysts whoensured the reduction of interpretation 
bias10; additionally, peer validation guaranteed 
the rigor of the analysis process17.

This study is part of the research “Evaluation 
of two Interventions in Mental Health, Commu-
nity Based, for the Afro-Colombian Victim of Vi-
olence in Buenaventura and Quibdó, Colombia”, 
approved by the Institutional Board Review of 
Human Ethics of Universidad del Valle, Colom-
bia, with internal code No. 014-011. Specifically, 
for this paper, no contact was carried out with the 
participants of the randomized control trials6,7.

Results

Six core categories emerged from interviewees’ 
perceptions:1) Effects of armed conflict and 
poverty, 2) Trauma severity, 3) Perceived chang-
es with CETA intervention, 4) Characteristics of 
LPCWs and their performance, 5) Afro-Colom-
bian cultural approach, and 6) Strategies to pro-
mote users’ wellbeing (See Figure 1. Results core 
categories Diagram).

Effects of armed conflict and poverty

There is a resurgence of violence in Bue-
naventura, and to a lesser extent in Quibdó, as 
manifested by respondents. These events contin-
ue to be stressful factors that cause mental health 
symptoms in this population, generating uncer-
tainty about whetherintervention effects were 
maintained in time or if it could have a setback 
as a result of that.

These two years we were in therapy and cut en-
ergy in the city, pulling tower energy, people had 
to be enclosed in neighborhoods, there were threat-
ening statements in streets [...], although you’ll 
heal them they living in a city so overwhelmed by 
armed conflict, soif patients have an improvement 
we cannot know how much they will last because 
the exposure to conflict.

Also, due to structural poverty in these mu-
nicipalities, the consequences of being a victim 
intensify with the emergence and / or worsening 
of unsatisfied basic needs, such as improper con-
ditions for human accommodation, inadequate 
sanitation, and high economic dependence.

Those who suffered displacement, which lost 
everything and here live in houses borrowed, rented 
and do not have money for paying [...] say: <look, I 
had my farm, I had it all, and I lost everything, now 
I live resigned but I will never forget that, that keeps 
me a little heartbroken>.

Respondents considered these factors affect-
ing attendance therapies, as some users expressed 
lack of financial resources to obtain food, being 
unemployed, and living in an informal economy; 
these provided reasons whytheycould not refuse 
to work when they had the opportunity. How-
ever, the ACOPLE team tried to adapt therapy 
schedules when itinterferedwith a participant’s 
job.

I also think that people have other priorities, 
sometimes for example, in economic sphere, if you 
are hungry, mental health will be secondary, or if 
you get a job for your family maintenance, during 
a short week, then you will prioritize that.
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Trauma Severity

Some LPCWs consider that traumas and 
theirseverity are different in each person, includ-
ing their ways of coping which could indicate the 
need for differential treatment in mental health. 
These are exemplified as severe trauma, those re-
lated to the murder of a son, sexual violence or 
torture.

Type of trauma had a better or worse prognosis, 
for example, those people with situations of torture 
or sexual violence had a much slower recovery, [...] 
if causing depression or anxiety was violence sex-
ual, was much stronger and overcome symptoms.

As for domestic violence, it is regarded as a 
problem of low complexity, unlike the traumas 
associated with displacement and torture. This is 
because communities perceive the issue of family 
violence as a common problem and it is consid-
ered easier for the victim to live and deal with it.

cases of domestic abuse [...] that were happen-
ing recently, also in the environment that we live 
in some ways is common, then it is as easy face it 
instead of a person who’s been raped or tortured 
during displacement.

Perceived changes with CETA intervention 

Interviewees noted early changes in users. 
Since the first three sessions, less anxiety, more 
expression and confidence, better face, feeling 
better about the future, a greater understanding 
of the therapy, and concentration as a result of 
thatwere all appreciated. According to testimony, 
users acknowledge the opportunity to talk about 
their traumas as being an emotional release, par-
ticularly with the accompaniment of a counselor 
and a psychologist.

I worked with a raped victim very young, so first 
day she came was terrible, overflowed emotionally 
and cried a lot, she said: <I never talk about this 
with anyone, this is killing me and I know what 
will happen to me if I do not talk > [...] It is easier 
than after downloading it to carry inside for many 
years because their fear to talk about it, when these 
people dare, recovery it is easier.

They also recognized in users a better ability 
to handle some anxiety symptoms and imple-
ment strategies learned. In the users’ words, these 
techniques provided them with satisfaction since 
they were able to anticipate symptoms or a severe 
anxiety response to an episode.

So when you started work history and did 
relaxation techniques, we always remember to 
them measure their levels of anxiety and fear at 

Figure 1. Results core categories diagram.

Perceptions about CETA implementation in the Colombian Pacific

Perceived changes 
with CETA 

intervention

Trauma 
Severity

Effect of armed 
conflict and 

poverty

Characteristics 
and LPCW’s 
performance

Afro-Colombian 
cultural 

approach

Strategies to 
promote users 

well-being

- Priorities 
different to 
mental health 
intervention.

- Context 
settings may 
increase 
mental health 
symptoms.

- Severe 
trauma: 
Sexual 
violence, 
torture and 
death of son.

- Common 
trauma: 
Family 
violence.

- Body language 
changes.

- Positive attitudes.

- Increasing 
participation.

- Control of 
anxiety.

- Decreasing 
suicidal thoughts.

- Improving social 
relations.

Protocol 
management.

- Empathy 
as a LCPW 
characteristic.

- Benefits for 
LCPWs and 
emotional needs.

- Cultural and 
artistic activities.

- Orality as a 
collective well-
being strategy.

- Productive 
activities. 

- Timely 
information for 
users.

- Follow-up to 
users.

- Institutional 
alliances.
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home, and always told us: <I feel good since I’m 
talking><This really works>.

Another notable change is an improvement 
in interpersonal relationships. Some LPCWs 
mention that changes in family dynamics and 
generating a conciliatory atmosphere between 
parents and sons in some users were both possi-
bly due to a decrease in feelings of anger and sad-
ness. Moreover, reducing fears allowed them to 
go out of their homes and frequent community 
environments that were avoided before, allowing 
for the establishment of relations with neighbors 
and family once again.

They tell: < Scares me go where my neighbor, 
talk with my relatives>, then they were slowly go 
out their homes [...] as time passed, they were say-
ing felt much better and could perform such activ-
ities.

Most respondents believed that intervention 
reduced stigma in mental health issues;this re-
duced stigma was not only observed in therapy 
users but also in the LPCWs. Also, it was iden-
tified that users recognizedthe benefits of ther-
apy and sometimes expressed a desire to extend 
this service rather thanothers, which is consistent 
with an open attitude toward this type of inter-
vention, making the community more active in 
seeking these services.

I initially thought that therapy was for crazy 
ones, but not anymore [...] in sessions they said: <I 
used to think it was for crazy ones, but really we 
need this service because displacement consequenc-
es>

People who really change beginning to help 
others, or newer, which came after therapy, they 
begin to teach what they learned [...] we valued 
when they started making support networks with 
its neighbors and the institutions too.

Characteristics and LPCWs performance

Both municipalities referred to the flexibility 
of therapy or stiffness of it as a positive andnega-
tive factor, respectively. Some individuals admit-
ted that the therapy was stiff but allowed for its 
implementation; others considered it difficult to 
adapt to an individual’s needs. In contrast, some 
felt that the therapy was flexible as they could de-
vote more sessions to a particular component if 
users so desired.

All patients are different [...] if I start from first 
component until the sixth, possibly in that order 
works for you but will not work for another one.

Respondents mentioned an important point 
within the CETA intervention: In a first contact, 

LPCW must make an effective “hook” which al-
lows one to determine if participants are interest-
ed in attending therapy. Supervisors believe that 
LPCW should have communication skills, be re-
sourceful, flexible and have enough creativity to 
conduct therapy. Many agreed that LPCW em-
pathy was one of the main strengths, developed 
because of their traumatic experiences. 

Most of us are also displacement victims, then 
it is also very easy to understand, I think I know 
how to create empathy with people and that gives 
them confidence.

According to interviewees, there are some 
benefits for LPCW including the generation of 
income and relative economic stability, well-
being, autonomy and mental health tools that 
strengthen the skills of individuals to develop 
their own work and extend the therapy benefits 
into their daily lives and family life.

Every day there was more motivation work be-
cause I understood how to manage that component 
of trauma. [...] Then, because these work, I could 
use knowledge daily and family life.

Moreover, being aware of the emotional risks 
involved with LPCW exposed to stories about vi-
olence, respondents recognized difficulties they 
might have to handle in thesedifficultsituations 
within therapies. However, they emphasized the 
supervisor support and the spaces where the 
team gathered for feedback as crucial for answer-
ing questions and allowing for emotional release.

During therapy they heard similar situations 
as they had to live [...], so I think they were quite 
strong themes. We had a space called <Help the 
helper>; oxygenate is part of the team and able to 
talk to everyone about what it is overwhelming to 
me as a therapist.

Afro-Colombian culture approach

A point emphasized by interviewees refers 
to a participant approach and management of 
CETA intervention from a cultural perspective. 
Participants mentioned that the protocol lan-
guage was technical and the LPCW’s discursive 
ability to transmit a message to the participant 
was necessary so that they could understand each 
component. Other issues they mentioned that 
should be considered for intervention were the 
conservation and implementation of Afro-Co-
lombian traditions related to artistic and cultural 
activities such as dancing, singing, food, fabric or 
any art that would allow them to take time and 
generate a vindication of person in order to feel 
useful.
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CETA intervention has a lack of cultural ap-
proach, lacks of getting into black community and 
maybe there are things we should be working [...] 
there are rites, customs that we could recover and 
that could have a very healing effect on person.

The importance of community networks 
within the Afro-Colombian culture was also 
evident. Furthermore, how, through the inter-
vention, the knowledge and strategies learned in 
therapy could provide tools for users to respond 
to similar situations of victimization within their 
community were also evident.

Therapy was confronting person with their feel-
ings, [...] so if those situations repeated, or someone 
in the community suffered a similar situation now 
they know how to procedure, they would empower 
them, and then collaborated members of commu-
nity because intervention ends but knowledge re-
mains into community.

Strategies to promote users’ wellbeing 

Respondents recognized that therapy pro-
duces positive changes; however, they mentioned 
that these changes are adversely affected by factors 
such as poverty and violence in these municipal-
ities. Therefore, it is important to consider the 
need for strategic alliances with institutions that 
can promote the generation of incomeand the 
recognition of each person and their right to edu-
cation, health, and recreation, among others. Also, 
this highlights that users able to bring this kind 
information could generate a greater well-being.

There are many people who always talk about 
economic situation, then say: <I have these prob-
lems because I do not have job>, sometimes we do 
not how answer to that [...] if we can bring some 
information that could benefit person, then it 
would help a little more.

Likewise, respondents stated that monitoring 
cases and contact with users once the interven-
tion finished can promote their wellbeing since 
Afro-Colombian communities tend to generate 
ties and cultural feelings during these interven-
tion processes.

Discussion

The socio-political panorama of Colombia’s 
armed conflict persists and this continues to 
generate victims. Hence, ACOPLE implements 
two lay-provided community-based therapies to 
mitigate the scarcityof mental health services in 
the Colombian Pacific region. Thus, it is import-

ant to understand the factors that affect the im-
plementation of these therapies and specifically 
CETA in this article.

Some of these factors, such as poverty and 
armed conflict, act as daily stressors. It has been 
reported that barriers to access to basic health 
services, which is the situation in the Colombi-
an Pacific region, compromises survivors’ men-
tal health18,19. These daily stressors are associated 
with sadness, depression, and anxiety19,20. Fur-
thermore, these lead to poor recovery because 
permanent or increasing violence perpetuates a 
breakdown in social dynamics that hampers in-
dividual, family, and collective coping abilities. 
Therefore, promoting the reduction of these fac-
tors would contribute to decreased mental health 
symptoms and increased resilience20,21.

Regarding changes after the intervention, 
better management of anxiety and fears as well 
as a better attitude towards life was reported 
by users; this response promoted the strength-
ening of support networks between family and 
community. It was described how these changes 
contribute in restructuring relationships in fam-
ily and community settings, bringing anattitude 
to help others, and the development of empathy 
and understanding21,22.Also, it was documented 
how listening to scenarios contributes to positive 
mental changes because they tackle the structural 
exclusion and isolation of victims of violence, ad-
dressing their need for sharing emotional symp-
toms18,23,24.

One of the main problems that ACOPLE 
users have faced was the stigmatization of psy-
chosocial interventions. This has been associat-
ed with low utilization of mental health services, 
which delays victims’ recovery18,23,25. Therefore, 
implementing psycho-education strategies of-
fered by community members staff allows for 
areduction in stigmatizing attitudes in commu-
nities18,21,26. In this manner, psycho-education is 
the first component of CETA intervention.

Psycho-education strategies implemented in 
the CETA therapy allowed users to identify and 
anticipate anxiety symptoms. It has been shown 
that educating people about their symptoms 
and how they are associated with interpersonal 
difficulties allows them to manage anxiety and 
depression symptoms effectively. Furthermore, 
it has been reported that one of the key compo-
nents of psycho-education is to provide timely 
information about socialwell-being organiza-
tions27,28; interviewees emphasize the importance 
of these data, considering the psychosocial needs 
of each user.
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Regarding the LPCWs, positive findings 
havebeen reported regarding training such per-
sonnel on mental health issues due to the rela-
tively low cost, greater availability and adequate 
effectiveness in assisting and accompanying 
people with mental disorders26,27,29. In addition, 
it has been shown that when training communi-
ty lay-workers in mental health promotion and 
psychological illness prevention, the clinical su-
pervision should be consistent, as was the case in 
this study. This issue involves reducing emotional 
risks and offering the personal and professional 
growth of LPCWs, which would increasemental 
health awareness in the general population26,29-31.

On the other hand, the need to integrate tra-
ditional and cultural knowledge of Afro-descen-
dant populationsinto the CETA intervention was 
evident.Not only was the identification of local 
symptoms of mental health important7 but also 
the use of Afro-Colombian culturalwords and 
expressions to communicate the CETA therapy 
important as an element for facilitating its un-
derstanding. This helps to build the confidence 
of users and promotes empathic rapport and 
communication with the LPCWs13,30,31. Different 
studies highlight the importance of scientific rig-
or combined with the application of a differen-
tial approach that promotes the healing processes 
within communities18,20,21. It was even reported 
that traditional coping strategies, such as rites 
and prayers, are protective factors in post-con-
flict and complex political contexts28,32,33.

Likewise, psychosocial care for victims, as 
manifested by respondents, cannot occur in an 
isolated context. Therefore, other factors and re-
quirements that promote recovery from mental 
disorders, such as satisfaction of basic needsand 

the reconstruction of support networks and em-
powerment34, need to be addressed in a coordi-
nated way by national and international agencies, 
including partnerships for social welfare.

To our knowledge, this is the first study on 
perceptions about implementing a CETA in-
tervention in the context of poverty and active 
armed conflict. Moreover, CETA is an adaptation 
of cognitive-behavioral therapies, whose effec-
tiveness is supported by the Cochrane Collabora-
tion Group9. Thus, findings from the study are an 
input for replication of mental health interven-
tions, taking into account that previous studies 
are limited to post-conflict scenarios8,22,32.

On the other hand, the research findings can-
not be generalized to cultural settings differingto 
that of the Afro-Colombians but they could guide 
mental health interventions in similar conflict 
contexts. Additionally, only the CETA interven-
tion implementers were interviewed which could 
bias some findings regarding the implementation 
process. Thus, it is recommended that future re-
search should include perceptions of treated in-
dividuals to investigate the intervention’s effect-
susing a qualitative approach.

In conclusion, this study explores the per-
ceptions of CETA therapy implementers in the 
Colombian Pacific context. This scenario implies 
the existence of several factors, such as the active 
armed conflict, economic crisis, and lack of men-
tal health care resources that affect the imple-
mentation process and the intervention effects. 
This implies the need to establish and strengthen 
partnerships between institutions of different 
sectors in order to promote the continuity of 
mental health care for victims of violence in the 
Pacific region of Colombia.
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