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Abstract
Laws in Latin American countries are based on scientific evidence that calls for mental health services to move to the com-

munity. These care modalities have implementation problems. The objective of this article is to describe the implementation

of the services proposed in Law 1616 of 2013 of Colombia (Mental Health Law): emergencies, hospitalization, community-

based rehabilitation, pre-hospital care, day hospital for children and adults, Drug Addiction Care Center, groups support and

mutual aid, telemedicine, and home and outpatient care. We used a mixed study, with a cross-sectional descriptive quantita-

tive component, where an instrument was used to determine the level of implementation of these services, consisting of a

scale that established the availability and use of these services, in addition to the climate of implementation of the services and

community mental health strategies, in addition to a qualitative determination of barriers and facilitators of implementation.

We found a low availability of all services in departments such as Amazonas, Vaupés, Putumayo, and Meta and an implemen-

tation of services in Bogotá and Caldas. The least implemented services are the community ones, and those with the greatest

presence at the territorial level are emergencies and hospitalization. We conclude that low- and middle-income countries

have few community models and invest a large part of their technical and economic effort in emergencies and hospitalization.

There are difficulties in the implementation of most of the services proposed by Colombian legislation related to mental

health.
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According to the World Health Organization, 13% of the
people around the world have some mental problem, with
14% being young and 60% corresponding to anxiety and
depression.1 Affective problems are the main cause of
illness and disability, especially in young people, where, in
addition, suicide constitutes the second to third cause of
death in this life course.2 This situation worsened as a
result of the dynamics of the pandemic, especially in young
people.3 One factor that could make this situation worse is
that, although there are known and effective treatments for
mental disorders, more than 75% of affected people in low-
and middle-income countries do not receive any treatment,4

despite being within the framework of laws that promote cov-
erage, comprehensive care, and articulation with other
sectors and with other public policies, which makes the
problem a matter of rights.

In order to approach mental health problems, scientific
evidence has insisted on a change in mental health refer-
ences, as shown in Figure 1, where there has been a transition
from hospital care to outpatient care and, subsequently, to an
approach that considers the contexts and living conditions,
thus forming what has been called community mental

health. This epistemological opening allows the integration
of scientific advances at the level of neurobiology and psy-
chology, with the social sciences for the formation of
community-based devices.

In Latin American countries, although this mental health
approach has been recognized and described in laws, plans,
policies, and strategies, it has not been possible to take the
step to apply this evidence to specific social contexts.5

In Colombia, the last National Mental Health Services
Survey (N-MHSS) mentions that the Self-Reporting
Questionnaire scale that assesses mental health problems
was positive for some mental disorder in 11.2% of men
and 13.2% of women. In many cases, several symptoms
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were present, especially depression, anxiety, and symptoms
suggestive of psychosis. Regarding suicide, a proportion of
total suicidal ideation was found to be 7.4% in women and
5.7% in men; for suicidal plan, the data was 2.5% in
women and 1% in men. For attempted suicide, the prevalence
was 2.9% in women and 2.1% in men; 48.5% of suicides
occurred in individuals between the ages of 15 and 24.6

In a study in Colombia during the pandemic, it was found
that7 30.1% of participants presented some risk in mental
health, and the largest age group was 30 to 44 years old,
which represented 43.4% of the total. On the other hand,
13.0% of participants showed some degree of risk related
to the consumption of psychoactive substances, and 5.3%
due to exposure to violence. It is worth noting the concurrent
risks, represented by 7.33% of participants with 2 or more
risk components, converging in the following proportions:
1.21% for mental health, substance use, and exposure to vio-
lence; 5.91% for mental health and substance use; and 0.21%
of substance use and exposure to violence.

Beyond the figures, with scientific progress and human
rights, the approach to mental health is becoming more and
more relevant, which has been reflected in the public policies
of Colombia. Since the establishment of the Law 1616 of
2013, which prioritizes mental health in Colombia and includes
mental health care modalities and services8 (see Table 1); the
Statutory Law of Health (Law 1751 of 2015), which includes
the social determinants to understand health and disease and
mentions this as a right9; and the Policies of Mental Health
and Prevention and Attention of the Consumption of
Psychoactive Substances,10,11 which emphasizes a focus on

human rights, primary health care, gender, and social
determinants.

This includes lines of action consisting of the promotion of
skills for life, healthy environments, involvement of fathers and
mothers in the lives of their sons and daughters; prevention,
such as early detection in specific settings and reduction of
stigma and self-stigma; comprehensive treatment, with access
to the therapies and pharmacological management that will
be required; social inclusion (community-based rehabilitation),
with community strategies (mutual aid groups); and the inter-
sectionality and knowledge management (research), with acti-
vation of routes for other needs such as those related to culture,
sports, education, entrepreneurship, and social innovation.10

Besides the lack of strategies to address mental problems, a
lack of knowledge about implementation variables at the level
of care services accentuates these problems.12 Despite theoreti-
cal and methodological advances, great problems have been
described in the implementation of these strategies in
Colombia.13,14

Before the publication of Resolution 4886 of 2018
(National Mental Health Policy), Rojas-Bernal and col-
leagues pointed out limitations to access the services consti-
tuted by all the actors of the health system, which are added
to geographic, economic, and cultural barriers15 that, apart
from impacting living conditions, prevent individuals from
starting and sustaining mental health recovery processes.

Theobald and colleagues call for action to increase the use of
implementation research in global health, which means increas-
ing the use of research to bridge the gap between research,
policy, and practice to improve outcomes of health.16

Figure 1. Implementation of group and community strategies in mental health. Source: The authors.
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Currently, it is a challenge to understand the concepts
and the functioning of the elements belonging to the
health system, which has special interest for decision
makers.17 Based on the above, the objective of this study

is to describe some aspects of the implementation, such as
the implementation climate and availability, of the mental
health services proposed in Law 1616 of 2013 in
Colombia, emphasizing community strategies for mental

Table 1. Mental Health Services in Colombia.

Ambulatory Care Includes those establishments that are responsible for providing health services for people who do not

require a hospital service. Both care in a doctor’s office and a professional visit to the person’s home

are included.

Home Care Independent and autonomous or dependent service for the management of people with acute or

chronic health conditions, in a home environment with controlled criteria. Develops activities and

procedures of the provision of health services, provided in the home or residence of the person with

the support of professionals, technicians, or health assistants and the participation of the family or

caregiver; that require an individualized care plan, seeking to keep the person in their environment,

with the maximum possible comfort and relief of symptoms, guaranteeing their safety.

Pre-Hospital Care It is the service provided to the community when emergencies, emergencies, or disasters occur at the

site of the event and jointly with the actors of the General System of Social Security in Health (in this

case, people with mental disorders).

Drug Addiction Care Center It is any public, private, or mixed institution that provides health services in its treatment and

rehabilitation phases, under the outpatient or residential modality, to people with addiction to

psychoactive substances, through the application of a specific model or approach of care, based on

evidence.

Patient and Family Support Groups Interaction spaces convened and led by professionals (from health or social sciences, with prior training

for this purpose), with the purpose of creating a welcoming and trusting environment, where

identification, reactivation, or start-up is facilitated of the resources (emotional, family, social, and

institutional, among others) that people have to deal with in conflicting or threatening situations with

which they identify or share.

Adult Day Hospital Modality of provision of health services in partial hospitalization, understood as intramural and

institutional care for a period of less than 12 h, with the intervention of an interdisciplinary group

integrating different therapeutic activities, with the aim of achieving the autonomy of the patient

without separating the patient from the family environment.

Day hospital for children and

adolescents.

It is a care device for the intensive institutional treatment, in a specific therapeutic environment, of

severe mental disorders that appear at these moments of the life course and that have in common the

fact that they cause a loss in their evolutionary possibilities and autonomous life, as well as serious

difficulties in relational, social, and family life, and their academic or professional capacities are also

seriously impaired.

Community-Based Rehabilitation It is defined as the strategy that allows strengthening participatory processes in mental health,

understanding the process as awareness and capacity development, which lead to greater

empowerment and therefore participation. These actions allow individuals, families, and

communities to consolidate their organizational processes and identify interests, difficulties, common

projects, etc.

Mental Health Units They are continuous care devices in a total hospitalization regimen for patients with severe mental

disorders in the acute phase, who benefit from a short stay oriented toward continuity of care in the

community.

Psychiatric Emergency A psychiatric emergency or urgency is an acute or chronic condition that requires immediate psychiatric

intervention: attempted suicide, substance abuse, psychosis, aggressive behavior, panic attacks (panic

attacks), acute stress disorder, or post-traumatic stress disorder. For the care of these people,

psychiatrists, nurses, psychologists, and professionals in social work are required.

Telemedicine It contemplates several modalities: 1. Interactive Telemedicine: video call in real time between a health

professional from a Health Service Provider Institution and a user; 2. Non-interactive telemedicine:

asynchronous communication between a health professional from a Health Service Provider

Institution and a user; 3. Teleexpertise: Two health professionals, one of whom attends the user in

person and another who attends remotely; non-professional health personnel, that is, a technician,

technologist, or assistant, who attends the user in person and a health professional distance health, -

Health professionals who, in a medical meeting, carry out an interconsultation or advice requested by

the treating physician, taking into account the clinical-pathological conditions of the person.

Source: the authors with information from Article 13 of Law 1616 of 2013.8
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health, which have been an indicator of good functioning of
a mental health system.18

Methods

This is a mixed study, with a cross-sectional descriptive
quantitative component and a qualitative component, which
investigated barriers and implementation facilitators. The
population established were the district or departmental
mental health referents, with 19 responses (out of 35 possi-
ble), on dates between November 2021 and May 2022.
Mental health referents are those professionals in charge of
leading public policy processes in mental health, coexistence
and, generally, in consumption of psychoactive substances,
on a level of each department or district of the country; there-
fore, they have in-depth knowledge of the implementation of
health services at the territorial level.

The presence and usefulness of the services proposed in
Law 1616 of 2013 were inquired about and three response
options were offered: does not have this service, has this
service but contributes little, has this service and contributes
significantly. In addition, questions were asked about the
presence of an epidemiological analysis in mental health
and the development of a mental health policy, both
aspects at the territorial level. The data was summarized in
frequency distribution tables. An integration of mixed
methods was sought.19 This study was approved by the bio-
ethics committee of the University of Manizales.

Similarly, an instrument was designed in Google Forms
with implementation climate questions, adapted from its
original version20 and applied to territorial health referents
on the community strategies indicated in both the global
public policy, as in Law 1616 of 2013, and in the National

Mental Health Policy. This application was online, with
scores ranging from 0 to 60. There was a list of statements
for which participants described their level of agreement
using a Likert scale of five options ranging from “Strongly
agree” to “Strongly disagree.”

The implementation climate is understood as the percep-
tion of the referents about the objectives and values of the
services in accordance with the objectives that were proposed
by Law 1616 of 2013. This instrument is divided into three
domains: (a) knowledge of the guidelines to implement the
community strategies, (b) use and applicability of commu-
nity strategies at the territorial level, and (c) territorial plan-
ning of these strategies (see Table 2).

A SWOT analysis (Strength, Weakness, Opportunities,
and Threat) of the territorial implementation of health ser-
vices was carried out in the framework of a meeting of the
Ministry of Health and Social Protection of Colombia in
March 2022.

The mental health referents of the districts of Colombia that
attended were divided into two subgroups at random. The
first was made up of Santander, Córdoba, Vaupés, Bolívar,
Chocó, Norte de Santander, Casanare, San Andrés, Bolívar,
Cartagena, Arauca, and Amazonas; the second included Caldas,
Risaralda, Huila, Bogotá, Cali, Valle, Nariño, Meta, Antioquia,
Magdalena, andVaupés.The focusgroupwas ledby the research-
ers, accompaniedbya sociologist from theMinistryofHealth and
Social Protection.

Results

As can be seen in Table 3, the services that are least imple-
mented on a national level correspond to community strate-
gies, specifically support groups and mutual aid groups, with

Table 2. Instrument to Determine Implementation Climate.

Category Items

Knowledge orientations strategy

groups

I know in detail each and every one of the components of the strategy that is applied in the territory.

The national guidelines for the strategy express clearly, precisely, and unequivocally the essential

components of the interventions.

The strategy has understandable, attractive, and easy to understand guidelines.

I have received sufficient training to monitor the implementation of the strategy.

I have received technical assistance to support the implementation of the strategy in the territory.

Use and applicability The strategy helps respond to public health needs.

The strategy is easily accessible and always available for use.

The strategy is applicable in the health services of the territory.

The strategy is easy to use and implement in the health services of the territory.

Health service users are satisfied with and welcome care based on the strategy.

Territorial planning Territorial health information systems are aligned with the strategy.

The annual planning of the territory includes the strategy.

Local authorities favor the implementation of the strategy.

The local government is committed to the implementation of the strategy.

The annual budget of the territory takes into account the implementation and monitoring of the strategy.

Source: the authors, based on Rojas Andrade and Leiva and colleagues.17
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only four departments where they are implemented (Bogotá,
Caldas, Chocó, and Risaralda). As mentioned above, the ser-
vices that are implemented the most are mental health units,
emergency services, and outpatient services, in that order. In
a significant proportion, there is evidence of services that

contribute a small amount to the management of mental
health, despite there being some experience at the territorial
level.

At the territorial level, the departments with the greatest
implementation of services and the greatest modalities are

Table 3. Use of Mental Health Strategies and Services in Colombia.
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Bogotá, Caldas, and Atlántico. At this point, the absence of dil-
igence of departments such as Antioquia and Valle del Cauca is
considered,wheremost of the services studied are implemented.
The departments with the least implementation of mental health
services, due to their absenceor little use,wereAmazonas,Meta,
Buenaventura, Guaviare, Vaupés, and Casanare.

In the case of Amazonas, only 2 services have been imple-
mented: community-based rehabilitation and telehealth.
Meta only has proper functioning of telehealth services and
Guaviare lacks adequate implementation of all the services
proposed by Law 1616 of 2013, as does Buenaventura.
The mental health unit is the most frequent mental health
care service in Colombia; even territories such as Casanare
have this as the only service stipulated in this law.

In this sense, 74.2% of the sample is using less than 50% of
the services to which they would be entitled by law and 30%
only use 1 or 2 services out of the 10 established by the law.

Regarding services, the one that is implemented the most
is hospitalization, with 61.29% of the territories, followed by
outpatient services, with 41.93%. The least implemented are
groups, both support and mutual help (12.9%), followed by
pre-hospital care (16.12%) and community-based rehabilita-
tion in mental health (25.8%).

Regarding the sum of the climate instrument for the
implementation of community strategies for mental health,
it is found that Caldas, Huila, Tolima, and Magdalena
present better scores (see Figure 1). No response from
Vaupés was found in this specific component of the question-
naire. The lowest scores correspond to Amazonas and Cauca.
Vaupés did not provide answers for this item.

The questions with a lower score refer to the receipt of
technical assistance, low support to implement the strategies,
and a scarce budget for their development. Group processes
for mental health and low support from other sectors that
make it possible to start and sustain these strategies are rec-
ognized as difficult to access.

If the domains of the instrument are analyzed, knowing that
each one has amaximum score of 20, it is found that the lowest
domain of this measure of implementation, at the national
level, has to do with Knowledge of community strategies,
with an average of 10.44, followed by Territorial planning
with 10.86 and Use and applicability with 11.03.

Barriers in the Territories for
Implementation of the Modalities

The barriers most identified by the territorial entities for the
planning and implementation of each modality were system-
atized as follows:

• Little access to occupational therapists and physical thera-
pists, which fragments the perspective on the rehabilitation
of human capacities, considering mental health as differen-
tial actions focused and atomized at inter-sectoral and
social levels

• Insufficient human resources
• Ignorance of strategies
• Little support from the government in the technical knowl-
edge of the modalities

• Limitation of resources, dissemination of contributions,
planning, integration of other institutions and organiza-
tions, monitoring, technical supervision, systematization,
and analysis of information

• Few decentralized strategies of mental health policy, that
is, specific, individualized actions have been developed,
but as isolated experiences

• Lack of economic resources allocated for community
strategies

• The existence of a global unification of the planning and
actions that are developed

• Lack of follow-up and under-registration of people with
mental problems and disorders

• Lack of qualification of human talent in health
• Lack of articulation of the institutions that provide health
services and lack of continuity of services

• Lack of competence of human talent in health
• Limitation in accessibility to the mental health service
• Deficiency in the opportunity for mental health care
• Services concentrated in the urban area
• Deficiency in family and community support networks
• Lack of programs for social inclusion

At the level of each territory, other difficulties were empha-
sized. In the case of Amazonas, it is pointed out “inter-
sectorality is not possible. Not having characterization in
front of this population.” For Arauca, it is noted that “The dif-
ficulties, the lack of priority (to address) them, lack of sec-
toral and inter-sectoral coordination, lack of fulfillment of
roles and responsibilities in this area, lack of political com-
mitment regarding the investment of resources financial.”

It was found that the implementation of pre-hospital care
in mental health presented a statistically significant correla-
tion with the presence and use of services such as support
groups, mutual aid groups, and outpatient care with day hos-
pitals, both for adults and children.

In Atlántico, it is pointed out: “There were difficulties in
the 2020 and 2021 periods of lack of connectivity, lack of
human talent, and financial resources, as well as the articula-
tion with Health Administrative Entities and providers, and
various sectors to carry 100 percent of the scheduled activi-
ties.” In the case of Boyacá, they note: “A repetitive difficulty
is the lack of resources to advance the programs.” In Caldas,
it is pointed out: “High turnover of personnel of the Health
Services Entities, there is no complementarity between the
Collective Interventions Plan and the Benefits Plan, given
that in the first levels there is no development of mental
health activities, low resources allocated to both departmen-
tal and municipal mental health: the 26 municipalities of
Caldas allocated between 15 and 20 million COP on
average for mental health strategies, which is not enough to
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cover public health events (gender violence, self-injurious
behaviors, psychoactive substances consumption, and
mental disorder).” Furthermore, “there is a lack of national
guidelines for the development of the Comprehensive
Mental Health Care Route, in Caldas the comprehensive
care process for SPA consumption is in the process of
being implemented, which was chosen as a priority.” And
they end by saying: “Community strategies require continu-
ity and with the annuity of resources and contracting pro-
cesses, they are reduced to less than 10 months and
without continuity.”

In Casanare, “barriers to access to mental health care ser-
vices are mentioned; high rate of stigma in mental health in
the population; high turnover of health professionals; igno-
rance of the social determinants by the municipalities.”
Cauca emphasizes the need for more specialists to strengthen
primary health care strategies, while Guajira says that they
must restart the processes because they do not give continuity
to the people in the programs. Meta points out the lack of
methodologies that help professionals execute strategies
and points out that the focus on COVID-19 could have left
aside the mental health problems in the region.

The instrument also added a question related to the facil-
itators, among which several territories converge in the polit-
ical incidence of change agents and people with disabilities.
This generates interaction with the district disability system,
district care system, support interaction for caregivers,
requesting resources for disability investment projects.
Another enabler was noted as the consideration that the
COVID-19 pandemic has made of mental health needs by
intensifying surveillance of priority mental health events.
This last point also increased the experience and knowledge
of the professionals and entities in charge of the implementa-
tion of health services, the visibility of the needs in vulnera-
ble areas and the participation of the users themselves in their
health care processes.

Discussion

The objective of this research was to analyze the implemen-
tation of mental health services proposed by Law 1616 of
2013. For decades, this type of study has been pointed out
as a necessity. In this regard, Proctor recognizes21 that one
of the most critical problems in research on mental health ser-
vices is the gap between what is known about effective treat-
ment and what is provided to people.

With the mentioned above, the search for specific strategies
designed to put into practice an activity or program of known
dimensions22 is pointed out, which, in the case of this article,
are strategies that are even stipulated in a national law.

An example of this is what is indicated in the results regard-
ing the little technical assistance and the little support that the
territorial referents could present to deploy these mental health
care modalities, even when good applicability in these strate-
gies is recognized. Therefore, implementation strategies must

address the contingencies of various service systems or sectors
(eg, specialized mental health, medical and non-specialized
care) and practice settings, as well as the challenge of capacity
building and staff support, in addition to the various properties
of interventions that make them more or less accessible to
implementation.21

This is how, although indicators have been developed
related to coverage, with citizen participation in health and
with differentiation in hospital and outpatient settings, it is
still not very clear how to determine the continuity of care ser-
vices between them (hospital to outpatient processes, outpatient
processes to community processes, support in community pro-
cesses); therefore, it is essential to carry out measurements of
the implementation of health programs, plans, and strategies,
based on the continuity of care23—that is, in a process that
involves orderly care, an uninterrupted movement of people
between the various elements of the service delivery system.24

In this regard, in The Burden of Mental Disorders in the
Region of the Americas, it is mentioned that the countries that
invest the most in mental health possibly allocate the largest
amount of those resources to community support, which
“respects social and human rights of patients, as opposed to seg-
regationist approaches based in psychiatric hospitals that encour-
age isolation and possibly the violation of human rights.”25

In other words, of the few available resources that may be
available for mental health in low- and middle-income coun-
tries, the largest proportion of these are allocated to hospital-
ization and emergency services, which do not present
continuity with other care services.

In the word segment of the questionnaire, where the second
prioritized word IPS (Health Service Provider Institutions, by
its acronym in Spanish), which refers to entities authorized to
provide mental health services or procedures, in the context
of prioritization denotes that it is the IPS that carry out the pro-
vision ofmental health services. In third place, of prioritization,
words are found, such as Hospital and Health, which denotes
that the two words have the same importance for the referents.
The foregoing reaffirms the quantitative data that indicates that
the most implemented services are those related to hospitaliza-
tion or institutions, subtracting weight from community ser-
vices. In this regard, the Pan-American Health Organization
mentions,26 when referring to the barriers to achieving psychi-
atric deinstitutionalization: “Another barrier to deinstitutional-
ization is identified: the presence of treatment models,
paradigms and practices. The lack of participation in the treat-
ment of users ofmental health services, low adherence and lack
of effectiveness and preparation for reintegration into the com-
munity are conditions that oppose themodel ofmental health in
the community. When paradigms stimulate autonomy in care
and an appropriate implementation of services is observed,
deinstitutionalization processes are facilitated.”

All of the above shows that the greater investment in
community-based services, the greater recovery in their
own environments and fewer psychiatric hospitalizations,
which ultimately will end up generating a positive impact,
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not only in individual and family capacities and functions,
but also at social and economic levels in the health systems
themselves.

The present study found at the national level an important ref-
erence of all the territories toward hospital services, with low
availability and territorial use of community models or services
of less intensity, represented in day hospitals, in community-
based rehabilitation, and in group interventions. As well as the
low implementationofmost services indepartmentswith impor-
tant social problems such as migration, suicidal behavior in the
indigenous population,27 and access barriers, including
Amazonas, Vaupés, Putumayo, Meta, and Casanare.

This distribution of low implementation coincides with
most of the regions with the greatest inequality and multidi-
mensional poverty in the country (see Figure 2). In this
regard, one of the indicators of this last measure is health,
with subcomponents established as: “Coverage: affiliates to
the contributory regime and coverage of the subsidized

regime (baseline 18,116,769 and 90.27%); and Access to
health services when needed”.28 This validates the intersection-
ality approach with which it is necessary to address mental
problems and disorders.29

Although the reforms of mental health services in the last 20
years have led to improved mental health care, these advances
were clearly insufficient to respond to the enormous challenges
that countries such asColombia face in improvingmental health
services.This isdue to insufficient funding, theabsenceof a solid
consensus among all stakeholders, and theweakness of user and
family associations, in addition to the lack of technical capacity
of the coordination unit responsible for the development of
services in theministriesofhealth, the resistanceofprofessionals
to change to new models of care, and the lack of human
resources.30

Cubillos and colleagues carried out a thematic analysis
using public records and semi-structured interviews on policies
related to inclusion in psychosocial disability in Colombia,

Figure 2. Territorial implementation of health services and multidimensional poverty in Colombia. Source: The authors with information

from DANE.32
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Costa Rica, and Peru, finding that many programs do not
include people with serious mental illness and pointing out
some barriers in these recovery services, among these rigid
labor markets, insufficient promotion, lack of community
models, and lack of reimbursement for evidence-based psychi-
atric rehabilitation interventions,31 which could be reaffirmed
with the data presented in this study.

Similarly, it is noteworthy in this study that the adoption
by itself of a public mental health policy at the territorial
level does not imply substantial changes in the services it
proposes: It needs to be implemented, which implies
greater contact with the people who require the services
and with the organizations that must implement these plans
at the local level.13,14

This study could provide input to guide public policy
actions to deal with this scenario and increase people’s
access to health services, which are considered by law. As
limitations are the lack of information from some territories
that could have been relevant for this analysis, such as
Antioquia, Valle del Cauca, and La Guajira. In the same
way, this analysis can be complemented with an analysis of
barriers and facilitators identified by the professionals of
the services or programs at the local level and by the same
people with mental problems, which would imply addressing
another fundamental variable of implementation, consisting
of the acceptability of services or strategies.

A strength is of the present study is that it could be estab-
lished as an input for the technical leaders of public policy at
the level of Colombia and Latin American countries, since it
allowed the territorial representatives of mental health to
indicate which services should be strengthened, with their
respective barriers and facilitators. This allows different
stakeholders to address barriers and make use of facilitators
in the planning phase of mental health services.
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