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Abstract

Objective: Colombia’s mental health system is plagued by significant shortages in services and health professionals.
Digital health technologies enable access to information and care, overcoming barriers related to systemic limitations,
geographic location, cost and stigma. This paper aims to characterise the sample of Colombians who sought telecounsel-
ling and support through Mentes Colectivas, a web-based mental health counselling platform.

Methods: Participants provided basic demographics and completed the Kessler 6 to track psychological distress.
Counsellors collected information about participants’ level of functional impairment, presenting problems, mental health
warning signs and session attendance. Descriptive statistics were used to characterise the sample. A range of inferential
statistics were used to analyse group differences based on age and session, explore associations within clinical presenta-
tions, examine predictors of session attendance and analyse clinical differences between episodes of care.

Results: A total of 6442 participants (mean age=33.6 years; 78.5% female) attended an initial session, with 35.7%
returning for at least one follow-up session. Participants on average reported moderate levels of psychological distress,
with young people reporting significantly higher distress relative to adults and older adults. Symptoms of anxiety and
depression and sleep disturbances were most common.

Conclusions: This research confirms the feasibility of Mentes Colectivas to promote help-seeking and support self-man-
agement of mental health across the lifespan in Colombia. Digital health technologies have the potential to play a vital role
in increasing equity of access to care for the Colombian population, improving mental health and functioning as well as
potentially strengthening the health of families and communities.
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Introduction

Mental health in the Colombian context

Mental health is recognised as a fundamental human right'
and is the target of the United Nation’s (UN) Sustainable
Development Goal 3.4, which aims to improve prevention
and treatment of non-communicable diseases and promote
mental health and Well—being.2 Nevertheless, the global bur-
den of disease attributed to mental health problems has
increased by 48.1% between 1990 and 2019, corresponding
to an increase in cases from 654.8 million to 970.1 million.?
Mental health disorders are a major cause of premature
death from physical illness and suicide* and, strikingly,
14.6% of global years lost to disability were attributable
to mental health disorders in 2019.° Indeed, global eco-
nomic analyses have highlighted the marked financial loss
associated with reduced population productivity due to
depression and anxiety alone.’

Within this global context, Colombia faces its own
unique mental health challenges. As a result of more than
60 years of internal conflict, nearly half of the population
has experienced permanent or intermittent conflict.® This
has resulted in two to three times higher rates of anxiety,
depression and post-traumatic stress disorders compared
to unexposed groups, particularly affecting women and
children.” Furthermore, the Colombian National Mental
Health Survey found that 12.2% of adolescents aged 12—
17 (11.2% males, 13.2% females) and 9.6% of adults
(7.9% men, 10.8% female) had a mental health problem,
with regional variability in prevalence.® These outcomes
are likely attributable to and worsened by direct exposure
to conflict-related traumatic events and violence, conse-
quences of forced displacement (e.g., loss of loved ones,
food and financial insecurity, living in refugee camps)’
and lack of access to mental health care and emotional sup-
port services.” While the 2016 peace agreement between the
government and the Revolutionary Armed Forces of
Colombia offered hope, violence persists, continuing to dis-
place people and exposing vulnerable populations to
exploitation, poor living conditions and ongoing threats in
urban peripheries.'® In 2024, the United Nations High
Commissioner for Refugees reported that Colombia had
6.8 million internally displaced persons, reflecting an
increase of more than 1 million since the signing of the
peace agreement.''

Mental health care in Colombia

Colombians can access health services, including mental
health care, through the Mandatory Health Plan, guaranteed
by Health Benefit Plan Management Companies and deliv-
ered by the Health Service Provider Institutions as estab-
lished by the General System of Social Security in
Health.'? The health system is working to move away

from disjointed interventions to provide comprehensive
care and prevention programs for individuals, families
and communities. Law 1616 of 2013 was established to
guarantee Colombians the right to mental health care,
with children and adolescents being prioritised.'* Further
to this, the National Mental Health Policy advocates for
the enhancement of well-being and the prevention, promo-
tion, treatment and rehabilitation of mental health problems
across diverse settings, from the community to specialised
and complex care services.'*

Even though mental health services are included in the
Mandatory Health Plan and insurance coverage is nearly
universal (98%),"” there are widespread inequities in both
the accessibility and quality of health care in Colombia.'®
In 2023, there were approximately 72,000 registered psy-
chologists, 5000 occupational therapists, 1449 general psy-
chiatrists and 135 sub-specialised psychiatrists including
only 91 child and adolescent psychiatrists.!” The rate of
psychiatrists per capita is at a low, with only 3 for everyone
100,000 people.'® Notably, 90% of psychiatrists are con-
centrated in urban areas. Regional communities most
affected by the longstanding armed conflict are far more
likely to have no or very limited access to mental health ser-
vices compared to urban centres,'® with no mental health
services for children available in the two poorest areas
(i.e., Choco, La Guajira)."

In an effort to expand the mental health workforce, the
World Health Organization’s (WHO) Mental Health Gap
Action Program®® has been widely implemented in
Colombia to train and supervise primary care professionals
in the provision of mental health care.?' Nevertheless, the
severe shortage of mental health services means that indivi-
duals seeking non-emergency care, including those in need
of mental health support, are often turned away or unable to
access care.”? Notably, suicide rates are significantly higher
in areas with fewer mental health services.'” Even where
services are available, stigma from family, community, col-
leagues and the media remains a recognised barrier to acces-
sing mental health care due to a profound lack of
understanding of the causes of mental illness.”* Indeed, a
qualitative study conducted with Colombian young people
highlights the public perception that mental health services
are reserved for individuals with severe mental illness and,
thus, not considered necessary for those experiencing lower
levels of emotional distress.**

The potential of digital health technologies in
Colombia

To drive progress towards the Sustainable Development
Goals, the United Nations General Assembly specifically
highlighted the opportunity to capitalise on the spread of
information and communications technology (ICT) to
accelerate human progress worldwide.> The COVID-19
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pandemic spurred a rapid increase in the adoption of digital
technologies by governments, businesses, schools and indi-
viduals, resulting in a 15% increase in the use of the internet
in low- and middle-income countries (LMICs) during
2020.%° Information and communications technology plays
a key role in addressing global health needs and overcom-
ing health system challenges, particularly through improve-
ments in access and quality of care.?® In relation to mental
health, digital health technologies enable access to informa-
tion and care for those who might otherwise be excluded
from the system due to a lack of trained professionals, ser-
vices®’ and stigma®®

Overall, Colombia has strong ICT infrastructure with
universal coverage by at least a 4G mobile network, and
IGB data plans available for as little as $0.06 USD.?
There are 39.51 million internet users in Colombia, reflect-
ing 75.7% internet penetration for the total population.?’
Further, 77.7% of the population over the age of 5 owns a
mobile phone (i.e., 90.3% smartphones, 10.3% conven-
tional phones, 0.3% both),*® with no significant difference
reported between men and women.”> On average,
Colombians aged 16-64 spend 8 h and 43 min a day on
the internet on any device, relative to the worldwide average
of 6 h and 40 min.*® A recent systematic review of studies
conducted in rural communities in Colombia found digital
health to be an acceptable and feasible method of care pro-
vision, typically increasing access to services.’!
Furthermore, a survey study conducted with 1580 primary
health care patients in Colombia revealed that 65% of par-
ticipants used the internet to access health information, with
significantly higher rates amongst participants from urban
relative to semi-rural centres.>> However, only 5.8% of par-
ticipants used the internet for mental health information,
with no differences based on gender or age.*

Digital mental health refers to the use of digital technolo-
gies in mental health care, including for ‘mental health and
wellbeing promotion and prevention, wellbeing mainten-
ance/self-care, early intervention, or for treating specific
mental illnesses’.>> Examples of digital mental health tech-
nologies include mobile health applications (e.g., mindful-
ness application, digital diaries), wearable devices (e.g.,
sleep tracker), telehealth videoconferencing platforms,
remote monitoring devices and web-based platforms (e.g.,
Innowell**). A growing literature supports the use of digital
technologies as part of mental health care. For example, a
systematic review and meta-analysis using adult patient
data from studies in Europe, North America and China
found that internet-based cognitive behavioural therapy
was significantly more effective than control treatments
for improving depressive  symptomatology.’> A
meta-analysis of 22 studies conducted in LMICs found
digital psychological interventions, primarily for depression
and substance misuse, were moderately effective compared
to control conditions.*® Specific to the Colombian context,
studies have demonstrated the value of technology to

support the implementation of best practice clinical recom-
mendations for adults with schizophrenia,’” to facilitate
screening, treatment planning and access to digital thera-
peutics for depression and alcohol use disorders®® and to
enable multidimensional self-report assessment, persona-
lised feedback reporting, including recommended clinical
and non-clinical care options as well as routine outcome
monitoring for young people engaged in mental health
care.””

Identified barriers to the use of digital health technolo-
gies for the management of mental ill health in Colombia
include limited literacy, poor digital literacy, limited or no
access to technology and the Internet and cost.*® More spe-
cifically, older adults have been identified as likely requir-
ing additional support to use technologies generally and
to access health care specifically. In rural areas, some
Colombians cannot read or write which is likely to interfere
with their ability to engage with text-based digital health
technologies, though audio functions could help circumvent
this issue. Most notably in regional areas, health services
may not have broadband internet or provide clinicians
with digital technologies, limiting their ability to facilitate
patient engagement with digital health.*’ Additional fund-
ing from the Ministry of Health or Ministry of
Information Technologies and Communications may help
to improve ICT infrastructure and access to devices within
services. Nevertheless, patients themselves in regional com-
munities may not have a device by which to use digital
mental health resources independently.*’

Notably, the digital mental health landscape in Colombia
is sparse and the availability of high-quality, evidence-
based, online health information in Spanish is limited.>**!
This highlights the need for digital health technologies
that are culturally relevant and responsive to the specific
context, attitudes, behaviours, needs and expectations of
the target audience.** Failing to appropriately account for
these factors can result in ineffective interventions and
potentially cause harm, widening health disparities by
excluding access by some groups (e.g., based on ethnicity,
language or socioeconomic status).*

Objective

The prioritisation of mental health has become a global
imperative as it is a recognised barrier to sustainable devel-
opment.** In recognition of the significant need for mental
health supports and care across the lifespan in
Colombia,>®** mental health became a significant focus
of public policy in 2013 with the passing of Law 1616'
and then further supported by the National Council of
Economic and Social Policy’s Ten-Year Public Health
Plan (2022-2031) which prioritises investments in mental
health.*® However, there remain profound limitations in
the equity of access to mental health services due to poor
infrastructure, shortages in trained mental health clinicians
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and poor funding.'®'%*22*47 Acknowledging that a digital
divide persists in Colombia,*® digital health technologies
offer a critical opportunity to improve access to and afford-
ability of high quality and evidence-based mental health
care for individuals, families and communities.>%*%>°
This paper aims to explore the feasibility of digital mental
health across Colombia by characterising the sample of
Colombian young people, adults and older adults who
have sought counselling and support through Mentes
Colectivas, a web-based mental health platform (detailed
further in the Methods section).

Methods

Ethical considerations

This study was approved by the Ethical Review Board of
the Faculty of Medicine of the Pontificia Universidad
Javeriana (Protocol number: 2020/094). As part of the
Mentes Colectivas registration process, users provide elec-
tronic informed consent to have their data used for research
purposes.

Study design

This is an observational study of Mentes Colectivas, a freely
available technology platform offering mental health tele-
counselling, advice and support across Colombia, available
Monday to Friday from 7 am to 7 pm.”! The study was con-
ducted nationally in Colombia between September 2020
and April 2024.

Mentes Colectivas

Mentes Colectivas was designed and built by mental health
and information systems experts to respond to the mental
health crisis resulting from COVID-19. Figure 1 depicts
the overall platform functionality. Users complete a regis-
tration process (Step 1), after which they must select their
preferred method of communication (i.e., chat, internet
call or phone call) and their preferred time to be contacted
(Step 2). They can schedule an appointment immediately
or within the next 72 h and receive up to five follow-up ses-
sions, as needed. A smart algorithm allocates individuals to
the appropriate counsellor, based on their self-reported level
of distress. Users then receive a link through WhatsApp (or
similar messaging platform), which allows them to initiate
the chat or call, or they may wait to be called by Mentes
Colectivas’ personnel (Step 3). Once connected, the coun-
sellor listens to the user and provides guidance (Step 4), fol-
lowed by suggesting appropriate resources and tools,
according to the user’s needs (Step 5). To provide these
resources and tools, the counsellor is supported by a recom-
mendation engine that automatically suggests potential
options based on relevant user data, including their level

of distress. This method aims to provide a good user experi-
ence by offering resources specifically tailored to the indivi-
dual’s characteristics and needs. Additionally, it allows the
counsellor to efficiently identify the most appropriate
resources, thereby reducing response time. It is noteworthy
that in real-world implementation, some participants
expressed the need for additional support beyond the initial
six sessions. In response, these individuals were given the
option to return for an additional episode of care through
the platform.

Mentes Colectivas is promoted through social media
platforms, such as Instagram, Facebook, WhatsApp and X
platform. To do so, a variety of educational posts and videos
designed to inform followers about mental health are used.
A sample post from Instagram is shown in Figure 2. Social
media posts are intended to primarily provide information
and highlight Mentes Colectivas as a telecounselling
resource for users.

Mentes Colectivas offers more than 200 web-based psy-
choeducational resources available at any time with The
Grief Podcast shown as an example in Figure 3.

Importantly, Mentes Colectivas is a telecounselling plat-
form staffed by counsellors or counsellors-in-training who
provide psychological support and guide users to appropri-
ate resources. In accordance with Resolution 2654 of 2019,
telecounselling is considered a component of teleorientation
which focuses on providing individuals with information,
counselling and guidance about health promotion, disease
prevention, diagnosis, treatment, rehabilitation and pallia-
tive care through the use of digital health technologies.>>
By providing education on mental well-being, stress man-
agement and early signs of mental health problems such
as anxiety or depression, teleorientation empowers indivi-
duals to seek timely care and adopt preventive practices.
In contrast to teleorientation, telemedicine involves the dir-
ect delivery of health care services including diagnosis,
treatment and clinical monitoring. To be able to deliver tele-
medicine, providers need to be registered with Colombia’s
Special Registry of Health Service Providers.’* Given these
requirements, as a telecounselling platform Mentes
Colectivas is neither diagnostic nor a replacement for psy-
chotherapy or medical consultation. Furthermore, indivi-
duals in need of immediate crisis support are directed to
national emergency lines for safety, the protection of chil-
dren and adolescents and for people who are victims of
violence.

Participants and data collection

Mentes Colectivas provides free telecounselling to indivi-
duals aged 14 and older. The platform’s primary purpose
is to provide psychological support and guidance for users,
with research data collection being a secondary function. As
such, the platform itself is promoted ongoingly for its clin-
ical utility; however, users are not specifically recruited for
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How does it work?

1. Register

e

4. We listen to you and

guide you

o

. @
| {..E:

2. Select your contact
method (chat, internet call,
phone call) and preferred

time

5. We suggest resources and

3. Access the link you
receive via WhatsApp to
access the chat or call, or

wait for the phone call

-

tools

Figure |. Overview of Mentes Colectivas’ functionality.

Note: Mentes Colectivas is only available in Spanish. The figures here have been translated for the purposes of this publication.

research. There are no exclusion criteria with regards to
accessing the platform for support and all platform users
aged 14 years and older have the option to consent to share
their data for research purposes as part of the registration
process.

For the purposes of this study, participants have
been grouped into three age groups: young people (14—
25 years), adults (26—64 years) and older adults (>65
years). During the registration process, users are asked
to provide basic demographic information, including
date of birth and gender identity. Additionally, at registra-
tion and at each subsequent login, they are asked to com-
plete the 6-item version of the Kessler Psychological
Distress Scale (K6), a validated measure of psychological
distress® widely used internationally, including in
Colombia, and validated in Spanish.>* K6 items are
ranked on a 5-point Likert scale with scores summed
to a maximum possible total score of 24. Total scores
are classified into four categories: ‘no psychological dis-
tress’ (0-7), ‘mild’ (8-12), ‘moderate’ (13—17) and ‘severe’
(18-24).>*

All other data is entered by the counsellor assigned to the
user using a tick box form embedded within Mentes
Colectivas that collects information about level of func-
tional impairment (i.e., none or minimal, mild, moderate
and high), presenting symptoms or problems (e.g., breakup,
grief, mild anxiety symptoms, sleep disturbances and
unstructured suicidal thoughts) and self-reported mental
health warning signs (e.g., alterations in psychological
functioning, self-harm, structured suicidal thoughts). In
relation to the latter, counsellors reviewed a standardised

checklist of widely recognised mental health warning
signs>> with all participants to determine their presence or
absence. Additionally, counsellors are required to track ses-
sion attendance (i.e., attended, not interested, does not
answer), whether emergency services were recommended
and/or resources were provided and recommendations for
follow-up (e.g., no monitoring required, routine monitoring,
intensive monitoring). Notably, the data collection process,
including variables of interest, was iteratively refined over
time based on real-world clinical experience using the plat-
form with individuals and for research purposes. Therefore,
for several variables, data is available for only a subset of
participants.

Data analysis

Descriptive statistics were used to summarise the demo-
graphic characteristics, degree of psychological distress,
preferred digital mode of contact, presenting needs, session
attendance and clinical recommendations for the study sam-
ple. One-way analyses of variance (ANOVA) and covari-
ance (ANCOVA) and Bonferroni post-hoc comparisons
were computed to examine the difference in K6 scores
based on age group and session (i.e., first, second).
Kendall’s tau-b correlations were used to assess the associ-
ation between self-reported K6 scores and 1) counsellor-
rated level of need; 2) number of presenting symptoms or
problems; and 3) number of mental health warning signs
for the whole sample and by age group. The strength of cor-
relation coefficients was interpreted in accordance with
established practices.”® A multinomial logistic regression
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JAVERIANA 28 JAVERIANA
-
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DEPRESION.
N Es m@s que estar triste.
Es una condicién que impacta en la
conducta y a nivel fisico.
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porque el
silencio no
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opcién! /
m Puede afectar a cualquier persona, sin
importar edad, género o situacién
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3
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-

UNA )
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DIFERENCIA

Eon 2
o

Figure 2. Example Instagram post promoting Mentes Colectivas.

Note: The English translation of the post is provided here. Slide |: World Day Against Depression. Let’s talk because silence is not an
option. Slide 2: About Depression. It’s more than being sad. It is a condition that impacts behaviour and physical health. It can affect
anyone, regardless of age, gender or economic situation. Slide 3: A conversation can make a difference. Slide 4: ‘Hey...| think I'm not
okay. | feel kind of weird. | don’t know how to explain it, but | feel empty’. ‘Hello friend. What do you feel? I'm here for you. Do you
want us to talk? ‘I don’t know where to start...you know? It’s like nothing makes sense to me. | know | feel very sad sometimes but for
example now | feel like | don’t feel anything. How to disconnect’. ‘I understand my friend...I'm sorry you feel that way. You can count
on me and together we can find answers. Is there something that worries you? Or has something changed recently in your life? 'm here

for you'.

Podcan fpinace

| -

Lat's find some podcasts to foliow

Episode Description

ElDuelo | Mentes ColectivasEp.3

Pontificia Universidad Javeriana

Figure 3. Example web-based psychoeducational resources available through Mentes Colectivas.

was calculated to examine predictors of session attendance.
An independent sample #-test was used to analyse differ-
ences in psychological distress between participants pre-
senting at baseline compared to those returning for a
follow-up episode of care (i.e., after having completed an
initial six sessions). Finally, Mann—Whitney U tests were
used to examine differences in the number of counsellor-
identified presenting problems and mental health warning
signs for baseline relative to return participants. 7-tests
were used to analyse continuous variables whereas the non-

parametric Mann—Whitney U tests were used to analyse
ordinal data. IBM SPSS (Version 29) was used for all
analyses.

Results

Baseline demographic and clinical presentation

A total of 6442 users (mean age =33.6 years, range = 14—
100 years; 78.5% female) participated in this study. The
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Table I. Baseline demographics and clinical presentation for total sample and by age group.

Age

Sex

* Female

* Male

* Transgender

e Other

Kessler Psychological Distress
Scale-6

Method of contact

* Phone call

e Chat

e Internet call

Counsellor-rated level of functional

*  None or minimal

+ Mild

* Moderate

X=33.6,SD=16.0
(range = 14-100)

5054 (78.5%)

1331 (20.7%)

2 (0.0%)

55 (0.9%)

(n=3310)

X=143,SD=49
(range =0-24)

(n=6428)

2518 (39.2%)

2285 (35.5%)

1625 (25.3%)

(n=2679)

566 (21.1%)

1180 (44.0%)

796 (29.7%))

X=213,SD=24
(range = 14-25)

2060 (79.4%)

494 (19.1%)

0 (0.0%)

39 (1.5%)

(n=1580)

X=153,SD=42
(range =0-24)

(n=2588)

821 (31.6%)

1169 (45.2)

598 (23.1%)

(n=1073)

126 (11.6%)

502 (46.8%)

376 (35.2%)

X=374,SD=10.0

(range =26—64)

2743 (80.4%)

649 (19.0%)

2 (0.1%)

16 (0.5%)

(n=1580)
X=14.0,SD=438
(range = 0-24)

(n=3403)

1541 (45.3%)

1106 (32.5%)

756 (22.2%)

(n=1315)

248 (18.9%)

598 (45.5%)

401 (30.5%)

X=77.6,SD=83
(range = 65-100)

251 (57.2%)

188 (42.8%)

0 (0.0%)

0 (0.0%)

(n=150)
X=6.8,SD=6.1
(range =0-23)

(n=437)

156 (35.7%)

10 (2.3%)

271 (62.0%)

(h=291)

192 (66.0%)

80 (27.5%)

16 (5.5%)

(continued)



8 DIGITAL HEALTH

Table I. Continued.

* High 137 (5.1%) 66 (6.2%) 68 (5.2%) 3 (1.0%)
Number of presenting symptoms/ (n=2664) (n=1068) (n=1313) (n=1283)
problems
o | 720 (26.9%) 186 (17.3%) 330 (25.0%) 204 (72.1%)
2 599 (22.5%) 250 (23.3%) 311 (23.7%) 38 (13.4%)
3 453 (16.9%) 184 (17.1%) 249 (19.0%) 20 (7.1%)
o 4 383 (14.4%) 186 (17.3%) 184 (13.9%) 13 (4.6%)
+ 5 276 (10.4%) 142 (13.3%) 129 (9.7%) 5 (1.8%)
e 6 148 (5.6%) 76 (7.0%) 70 (5.2%) 2 (0.7%)
. 7 68 (2.4%) 31 (2.8%) 36 (2.6%) 1 (0.4%)
- 8 14 (0.4%) 11 (1.0%) 3 (0.1%) 0 (0.0%)
* 9 3 (0.1%) 2 (0.2%) I (0.1%) 0 (0.0%)
Presenting symptoms/problems (n=2664) (n=1068) (n=1313) (n=283)
(Yes)
* Mild anxiety symptoms 977 (36.7%) 466 (43.5%) 481 (36.5%) 30 (10.5%)
* Sleep disturbances 918 (34.5%) 430 (40.3%) 442 (33.7%) 46 (16.3%)

(continued)
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Table I. Continued.

* Mild depressive symptoms 809 (30.4%) 347 (32.5%) 412 (31.4%) 50 (17.7%)

» Alterations in personal 694 (26.1%) 335 (31.4%) 337 (25.7%) 22 (7.8%)
relationships

* Breakups 676 (25.4%) 328 (30.6%) 336 (25.6%) 12 (4.1%)
+ Easy crying 644 (24.2%) 296 (27.6%) 328 (25.0%) 20 (7.1%)
* Persistent anxiety symptoms 615 (23.1%) 310 (28.9%) 296 (22.4%) 9 (3:2%)

* Vital situations without 598 (22.3%) 137 (12.7%) 269 (20.5%) 192 (7.7%)

alteration in functionality

* Alterations in feeding 555 (20.7%) 295 (27.5%) 243 (18.4%) 17 (5.9%)
* Persistent depressive symptoms 545 (20.5%) 265 (24.7%) 265 (20.2%) 15 (5.2%)
*  Grief 248 (9.2%) 90 (8.3%) 143 (10.9%) 15 (5.2%)
* Unstructured death ideas 234 (8.8%) 132 (12.4%) 98 (7.5%) 4 (1.3%)
* Job loss/loss of work 179 (6.6%) 40 (3.6%) 135 (10.3%) 4 (1.3%)
Mental health warning signs present (n=2694) (n=1074) (n=1321) (n=140)
(Yes) 286 (10.5%) 161 (15.0%) 118 (8.8%) 7 (1.6%)
Mental health warning signs (n=286) (n=161) (n=118) (n=7)
* Previous suicide plans 286 (44.1%) 82 (50.8%) 43 (36.3%) I (1.3%)

(continued)
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Table I. Continued.

« Self-harm 83 (28.9%)

» Structured death ideas 52 (18.2%)
» Alterations in psychological 33 (11.4%)
function
* Heteroaggression 13 (4.4%)
* Psychosis 12 (4.2%)
* Signs of respiratory distress* 10 (3.5%)
+ State of confusion or stupor 9 (3.0%)
* Domestic violence I (0.2%)

62 (38.4%) 21 (17.8%) 0 (0.0%)
26 (16.0%) 26 (21.9%) 0 (0.0%)
1 (6.7%) 18 (15.3%) 4 (57.0%)
2 (1.1%) 11 (9.2%) 1 (1.3%)
| (0.5%) 9 (7.5%) 2 (28.6%)
4 (2.5%) 5 (4.1%) 1 (1.3%)
2 (1.3%) 5 (4.1%) I (1.3%)
| (0.5%) 0 (0.0%) 0 (0.0%)

* Data for this study was collected during the COVID-19 pandemic; therefore, details with regards to respiratory distress were captured.

mean K6 score (n=3310) was 14.3 (range =0-24), with
309 participants (9.3%) reporting no psychological distress,
735 (22.2%) reporting mild distress, 1337 (40.4%) reporting
moderate distress and 929 (28.1%) reporting severe distress.
Demographic information, self-reported psychological
distress, counsellor-rated level of functional impairment
and presenting problems are summarised for the whole
sample as well as by age group in Table 1. When there
is missing data for a variable, the sample size for which
the data is available is provided. Most participants pre-
sented with 1-3 presenting problems, with mild anxiety
symptoms, mild depressive symptoms and sleep distur-
bances being the most common. Additionally, 10.5% of
participants were found to present with mental health warn-
ing signs, the most common of which was having a previous
suicide plan, followed by self-harm.

Differences and correlations with psychological
distress at the first session

A one-way ANOVA found significant differences in K6
scores based on age group (F(2,3307)=288.1, p<.001),
with young people experiencing significantly higher levels
of distress relative to adults (p<.001) and older adults
(p<.001). Adults were also experiencing significantly
more distress compared to older adults (p <.001).
Though statistically significant, Kendall’s tau-b correla-
tions showed weak to moderate associations between self-
reported psychological distress and counsellor-rated level of
clinical need for the whole sample need (7,=.329,
p<.001), as well as for young people (7, =.238, p<.001),
adults (7, =.303, p<.001) and older adults (7, =.434,
p<.001). Similarly, significant but weak correlations were
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Table 2. Baseline session outcomes and clinical recommendations for total sample and by age group.

Session attendance (n=6442)

* Does not answer 3253 (50.5%)

* Not interested in receiving care 436 (6.8%)

* Attended 2753 (42.7%)

Emergency recommended (Yes) (n=2539)
191 (7.4%)
Resources sent (Yes) (n=2699)

1441 (53.4%)

Recommended follow-up (n=2930)
* Does not accept monitoring 120 (4.1%)
* No monitoring required 300 (10.1%)

* Routine monitoring 1987 (67.7%)

* Intensive monitoring 523 (17.7%)

(n=2592) (n=3410) (n=439)
1340 (51.7%) 1826 (53.5%) 87 (19.8%)
145 (5.6%) 241 (7.1%) 49 (11.2%)

1107 (42.7%) 1343 (39.4%) 303 (69.0%)

(n=1020) (n= 1250) (n=269)
92 (8.9%) 95 (7.6%) 4(1.5%)
(n=1082) (h=1317) (n=300)

678 (62.7%) 741 (56.3%) 22 (7.2%)
(n=1154) (n=1454) (n=322)
38 (3.3%) 66 (4.4%) 16 (5.0%)
100 (8.7%) 160 (10.9%) 40 (12.3%)

752 (65.2%) 982 (67.4%) 253 (78.6%)

264 (22.9%) 246 (16.8%) 13 (3.9%)

found between psychological distress and the number of pre-
senting problems identified by the counsellor across the
whole sample (7}, =.266, p<.001), as well as for young people
(T,=.172, p<.001), adults (7;,=.260, p<.001) and older
adults (7,=.392, p<.001). Finally, psychological distress
was significantly but weakly correlated with the number of
mental health warning signs identified by a counsellor across
the whole sample (7, =.172, p=.005) and for young people
(T,=.182, p=.019). The correlation was not, however, signifi-
cant for the adult sample (7}, =.147, p=.149). The sample of
older adults with data on warning signs was too small (n=_8)
to conduct this analysis.

Outcomes and recommendations from the first
session

Table 2 provides a summary of the attendance variables
from the first session with a counsellor via the platform.

Despite being able to schedule the session at a preferred
time within the 7 am to 7 pm window from Monday to
Friday, 50.5% of the whole sample did not answer when con-
tacted and 6.8% were no longer interested in support or guid-
ance at the point of contact. A multinomial logistic regression
found that age group significantly predicted session participa-
tion (X(4)=198.572, p<.001). Examination of the parameter
estimates of the model indicates that users were less likely to
answer than to attend the session if they were a young person
(p<.001) or adult (p<.001), whereas older adults were more
likely to attend the session than to not answer (p <.001). There
were no differences in the likelihood of not being interested in
receiving care based on age group.

Monitoring psychological distress

Of the 6442 participants who completed a baseline session
via the platform, 2307 (35.7%) completed at least one
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Figure 4. Number of participants completing follow-up sessions based on age group.
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Figure 5. Average Kessler 6 scores across sessions based on age group.

follow-up session (see Figure 4). Importantly, this reflects
91.8% (n=2307) of those who were recommended to
participate in routine or intensive monitoring by their
counsellor.

One-way ANCOVAs found significant differences in
psychological distress as measured by the K6 based on ses-
sion for the whole sample (F(5,5978)=2.949, p=.012) and
the adult subsample (F(5,2486)=3.810, p=.002), but not

for young people (F(5,2767)=0.441, p =.820). As depicted
in Figure 5, Bonferroni post-hoc comparisons did not identify
significant differences in mean K6 scores between visits 1,
2, 3,4, 5 or 6 (all p values >.05) for young people and
adults. The same analysis could not be performed for the
older adult sample due to a smaller sample size (e.g.,
only four and two participants had completed the K6 at
sessions 5 and 6, respectively).
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Clinical comparison of baseline and follow-up
participants

There were 174 participants (mean age =28.4 years, range
= 14-85; 83.9% women) who returned to the platform for
another episode of care, having previously completed six
sessions of counselling. Of this group, a subsample of
126 had completed the K6, reporting moderate psycho-
logical distress on average (mean score = 14.1, range = 0—
23). An independent sample #-test did not find a significant
difference in self-reported psychological distress between
the group of returning participants relative to those who
were presenting for their first episode of care (r=0.791, p
=.427). Furthermore, Mann—Whitney U tests showed no
significant differences in the number of counsellor-
identified presenting problems (U=476,955.00, p =.826)
or mental health warning signs (U=2369.00, p=.065)
between the first-time and return participant groups.

Discussion

Feasibility of digital mental health in Colombia

Digital health technologies are attractive for their ability to:
1) deliver evidence-based information at any time without
requiring contact with a clinician or service; 2) enable
care in areas where service provision is limited by geo-
graphical barriers or clinician shortages; 3) provide infor-
mation or care at no or low costs’’; and 4) overcome
barriers due to stigma.?® Overall, this research demonstrated
the feasibility of digital mental health care for Colombians
across the lifespan, including individuals in their 80s and
90s. Between September 2020 and April 2024, 6442 parti-
cipants accessed Mentes Colectivas, with the vast majority
(91.8%) of those who were recommended to participate in
routine or intensive monitoring by their counsellor return-
ing for at least one follow-up session and a smaller subset
of the sample (n=174) seeking multiple episodes of care.
At the first session, participants on average reported moder-
ate levels of psychological distress and were most fre-
quently experiencing mild symptoms of anxiety and
depression and sleep disturbances. Additionally, most parti-
cipants were rated as having mild to moderate levels of
functional impairment by their counsellor, with only a small
proportion (7.4%, n=191) referred to emergency services
or presenting with mental health warning signs (10.5%, n
=286). Participants who chose to use the platform for
more than one episode of care (i.e., beyond the initial six
sessions) were found to present similarly to those who
accessed the platform for the first time in relation to present-
ing problems, mental health warning signs and degree of
psychological distress. All three digital methods of
engaging with the platform were used, though older adults
tended not to use the chat functionality. These findings indi-
cate that delivering mental health support and advice

digitally to individuals of varying ages and with diverse
clinical presentations and levels of need is feasible in
Colombia. This outcome aligns with previous reviews high-
lighting the feasibility and acceptability of digital mental
health services in LMICs*®>° and underscores the critical
need to leverage ICT infrastructure to support the delivery
of mental health care in low-resource contexts.

Digital mental health may be particularly beneficial for
young people. The young people who accessed Mentes
Colectivas were experiencing significantly higher levels
of psychological distress relative to the adult and older adult
groups. Indeed, the peak burden of mental illness is during
the major developmental periods of youth (ages ~12-25),
with 75% of adult disorders emerging before age 25.%°
Global trends indicate mental health has worsened among
young people in recent decades,” contributing to a reduced
life expectancy by approximately 15 years and major life-
long burden that impacts individuals, their families and
communities.®® The worldwide worsening of mental health
among young people is thought to relate to large-scale and
lasting societal changes (i.e., megatrends), such as growing
intergenerational inequality, unregulated social media and
insecurity of employment.* As in other LMICs, Colombia
is marked by a complex interplay between social determi-
nants of mental health, such as inequities in socioeconomic
status, nutrition, housing and personal and community
safety,®' and early and repeated exposure to traumatic
experiences due to prolonged armed conflict, which
together heighten the risk of mental ill health among young
people. Extensive research has demonstrated a linear rela-
tionship between early adversity and the likelihood of nega-
tive outcomes in mental health as well as learning,
behaviour and physical health.®?¢*

Early intervention approaches in youth mental health
have demonstrated clinical- and cost-effectiveness and
have been shown to be acceptable to young people.®
However, low-resource contexts, such as Colombia, are pla-
gued by a stark shortage of services and clinicians with spe-
cialist training in child and adolescent mental health.®®
According to the WHO, there is 0.01 to 1 child and adoles-
cent mental health worker for every 100,000 young people
aged 0-19 years in low-income countries,®” rendering the
provision of early intervention and prevention services
impossible. Furthermore, young people in Colombia
acknowledge that mental health stigma and negative experi-
ences with services interfere with their willingness to seek
help.*' Digital mental health technologies have the potential
to fill this gap. For example, Mentes Colectivas enables young
people to access care privately without having to attend a
brick-and-mortar service. More broadly, digital mental health
technologies have already demonstrated effectiveness for
young people in detecting both emerging and fully manifest
mental disorders,’® monitoring clinical and functional
outcomes to predict personal-level change,** %>’ pro-
viding services via text message, web-based platforms,
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mobile applications and virtual reality’' and coordinating
care across a health system.”?

There is also emerging evidence to support the use of
digital mental health technologies specifically by older
adults. A recent systemic review found that 12 of 17 studies
of digital interventions conducted with older adults in a mix
of high-income countries and LMICs were effective in
improving depression and anxiety symptoms or both.”?
Importantly, this study of Mentes Colectivas highlights
that older adults are willing to access digital mental health
technologies. Nevertheless, variability in familiarity with
technology and digital literacy among older adults has the
potential to limit the adoption of such technologies.”*
Qualitative research with older adults has identified several
strategies to improve the uptake and effectiveness of digital
health technologies for this population, including active
co-design of digital health technologies specifically with
the older adult community to ensure usability, acceptability
and appropriateness; education and training materials embed-
ded within the technologies themselves; and, support for
digital health technology selection and real-world use such
as by a carer.”” In relation to the latter, the Mentes
Colectivas counsellors noted that several older adults were
supported by a carer in their use of the platform. This may
indicate that they are interested in accessing mental health sup-
port and advice via technology but do not have the necessary
digital literacy to do so independently. This lack of familiarity
with digital mental health technologies coupled with societal
mental health stigma may have made older adult participants
more hesitant to report symptoms of mental ill health.
However, older adults may also have been experiencing lower
levels of psychological distress as they were well supported by
a carer. It is also important to recognise that previous research
has found that psychological distress decreases with age.”
Further research is now needed to better understand how older
adults in Colombia access and use digital mental health tech-
nologies and what factors are critical to their effectiveness for
this population.

Colombia is well-positioned to capitalise on the potential
of digital mental health technologies, such as Mentes
Colectivas, to strengthen the mental health care system.
Notably, Colombia was the first country in Latin America
to pass legislation (i.e., Law 1419) that established guide-
lines for telehealth and ensured coverage for telehealth ser-
vices under Social Security in Health benefit plans.”’
Furthermore, Resolution 2654 of 2019 documents a policy
framework for telecounselling including specifications
about its real-world use for mental health care delivery.>
With these foundational systems in place, Mentes
Colectivas now has the potential to act as a demand man-
agement tool by enabling counsellors to rapidly assess pre-
senting problems and levels of functional impairment to
make informed decisions about potential care pathways.
Individuals presenting with lower levels of clinical and
functional need could proceed with low-intensity

telecounselling services through Mentes Colectivas, with-
out burdening the under-resourced and under-staffed mental
health system. Users identified as having higher levels of
need, including those presenting with one or more mental
health warning signs, could be triaged directly to more spe-
cialised mental health services, including via telemedicine,
reducing delays in accessing the required level and intensity
of care. As access is free and independent of service, insur-
ance coverage and severity of illness, the platform could
also enable inclusive monitoring of mental health at a popu-
lation level to better estimate psychiatric morbidity to
inform system reform.®! However, this is likely to require
enhanced capabilities to capture multidimensional self-
report data at an individual level as well as a larger mental
health workforce. Audio functions and features for those
with literacy limitations would also broaden accessibility.
Additionally, strategies to promote equity of access to the
internet and digital technologies, including public Wi-Fi,
community hotspots, shared or discounted devices and pub-
lic funding supports, also need to be considered to enable
widespread provision of digital mental health services.

Notably, in this study, the frequency of mental health
warning signs was significantly but weakly correlated
with psychological distress. It is important to recognise
the individual variability associated with psychological dis-
tress and the considerable heterogeneity amongst those pre-
senting with symptoms of mental ill health more generally.
As an example, it has been shown that adolescents with
very elevated levels of psychological distress (i.e., more
than three standard deviations above the mean) are at the
highest relative risk of suicidal thoughts and self-harm.
However, most adolescents reporting suicidal thoughts
and self-harm in the study had mild or moderate levels
(i.e., one to two standard deviations above the mean) of psy-
chological distress.”® In other words, suicidal thoughts and
self-harm are not unique to those experiencing very high
levels of distress. The proposed triage model has the poten-
tial to consider warning signs as well as negative social
determinants of health®' when identifying users with higher
levels of need. Notably, this model is likely to be most
impactful for young people who, according to the data pre-
sented in this study, are experiencing significantly more
psychological distress than adults and older adults, and
for whom specialised health services are less accessible.
Moreover, digital health technologies can be adapted to
meet the cultural and contextual needs of rural communi-
ties, thus extending the health system to frequently under-
served populations.

Future directions to enhance attendance and
effectiveness

While this research confirms the feasibility of Mentes
Colectivas as a platform to promote help-seeking and
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support self-management of mental health across the life-
span, it is now important to evaluate the clinical effective-
ness of the care and resources provided as well as factors
impacting user attendance. Outcomes from this research
suggest that participants’ levels of distress did not change
significantly in association with sessions or episodes of care.
Furthermore, half of the whole sample (50.5%) did not answer
when counsellors attempted to contact them via their preferred
digital method, potentially reflecting barriers to attendance.
Technology difficulties may have interfered with platform
access, or it may be that participants required a more immedi-
ate response, particularly during nights and weekends when
counsellors were not available. To be appropriate for the
broadest audience, the platform may need to be expanded to
provide both telecounselling (i.e., as a component of teleorien-
tation) and telemedicine, including diagnostic and clinical
treatment services. Further, factors such as the availability of
specific content and functionality, concerns regarding data
privacy and security, technology access and digital literacy
and the severity of mental health issues may all interfere
with an individual’s willingness and ability to engage with
digital mental health services.”>*° Importantly, there is a grow-
ing literature that highlights the value of digital navigators,
health technology experts, in helping both individuals and
health professionals overcome (i.c., navigate) the challenges
associated with the implementation of and engagement with
digital mental health technologies.®' ™

A formal evaluation of both the platform’s clinical effect-
iveness and its real-world implementation would provide valu-
able insights to optimise effectiveness as well as usability,
acceptability and contextual appropriateness.®* Mixed method
approaches that incorporate both quantitative and qualitative
methods are well-suited to digital health evaluation as the
questions associated with such technologies are frequently
broad, complex and multifaceted.®> By capitalising on the
strength of both quantitative and qualitative evaluation strat-
egies, researchers can develop a deep understanding of the
complexities that underpin the development, implementation,
scalability and sustainability of digital health technologies.
This includes recognising and evaluating how digital health
technologies interact with, change, and are influenced by the
context in which they are implemented.*®*” Measures of
accessibility, reach, quality of care and cost-effectiveness
can provide valuable data to influence policy with regards to
mental health services generally and the significance of digital
mental health technologies specifically.®® Systematic collec-
tion of these types of service indicators can inform quality
improvements at the level of the service, including care pro-
vided via digital mental health technologies, and at the system
level when such data is aggregated.

Limitations

The variables collected from individuals and via counsel-
lors using Mentes Colectivas evolved during the data

collection process in relation to real-world clinical experi-
ence using the platform as well as in relation to research
objectives. As a result, missing data or small sample sizes
preclude group comparisons in some instances reflecting a
major limitation of the dataset. We recognise that missing
data limits the reliability and generalisability of the out-
comes; however, we used statistical analyses appropriate
for the available data to avoid over interpretation.
Additionally, data has not been collected to understand
why some participants enrol in the platform but then do
not respond when contacted by a counsellor, or why parti-
cipants do not attend the recommended follow-up sessions.
Moving forward, this type of data will be critical to inform
ongoing improvements to the platform design, functionality
and implementation.

Conclusions

This study demonstrated that Mentes Colectivas is a feas-
ible method by which to provide mental health telecounsel-
ling and support across the lifespan in Colombia.
Additionally, the frequency of repeat users suggests accept-
ability of and satisfaction with the support provided, though
a formal evaluation is still required to investigate effective-
ness. While digital mental health interventions, such as
Mentes Colectivas, have the potential to enable universal
access to quality care, it is critical that such interventions
are not conceived as a substitute for public health efforts
to provide mental health services. Indeed, it is vital that
the Colombian Government supports innovative models
of mental health care that integrate the accessibility, data
capabilities, personalisation and scalability of digital mental
health technologies with the clinical expertise of specialist
clinicians. Nevertheless, the profound systemic limitations
within Colombia’s existing health care system, including
infrastructure and personnel, are likely to require many
years and significant funding to resolve. Therefore, digital
mental health technologies have the potential to play a vital
role in increasing equity of access to care for the Colombian
population, overcoming barriers related to personnel and
service shortages, geography, cost and stigma.
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