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Abstract

Purpose Ongoing armed conflicts, like the one in

Colombia, have forcibly displaced millions of people

including many young children. This study aimed to assess

the mental health of internally displaced preschoolers in

Bogotá Colombia and to identify correlates of mental

health in these children.

Methods Cross-sectional study conducted among 279

children attending four kindergartens in a deprived neigh-

bourhood in Bogotá. Child mental health was assessed with

the Child Behaviour Checklist (CBCL) 1.5–5 years, a

parent-report. Univariate analyses and multivariate logistic

regressions were performed to assess the association

between displacement and child mental health and to

identify correlates of mental health in displaced children.

Results Displaced children (n = 90) more often met bor-

derline cut-off scores for the CBCL scales than non-displaced

children (n = 189) (e.g. total problems 46.7 vs. 22.8 %;

p \ 0.001). The association between displacement and

presence of CBCL total problems remained after adjustment

for socio-demographic factors (Adjusted OR 3.3, 95 % CI 1.5;

6.9). Caretaker’s mental health partly explained the associa-

tion. In displaced children, caretaker’s mental health

(p \ 0.01) and family functioning (p \ 0.01) were indepen-

dently associated with child mental health. Exposure to trau-

matic events and social support was also associated with child

mental health; however, associations were not independent.

Conclusion In this deprived neighbourhood in Bogotá,

preschool children registered as internally displaced pre-

sented worse mental health than non-displaced peers. Family

functioning and caretaker’s mental health were strongly and

independently associated with displaced children’s mental

health.

Keywords Child health � Mental health �
Armed conflict � Inequalities � Violence � Poverty

Introduction

Armed conflicts and wars around the world have forcibly

displaced millions of people [1]. The majority are forced to

displace within their country or across the border to

neighbouring states, with only a small fraction arriving in

Western countries to seek asylum [1, 2]. In Colombia, more

than four decades of an armed internal conflict have, to date,

forcibly displaced at least 3.7 million people (up to 11.6 %

of the population), currently making it the country with the

largest population of internally displaced in the world [1].

Worldwide, nearly 25 % of the displaced are children

[1]. In Colombia, children make up more than 50 % of the

internally displaced population [3]. Exposure to wartime

trauma can have severe consequences for child mental

health also for very young children [4–6]. Two studies
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conducted in the Gaza strip showed that exposure to war-time

trauma increased the risk of PTSD symptoms and emotional

and behavioural problems in preschoolers [4, 6]. Research on

mental health and forced displacement in children has pri-

marily focused on older refugee children residing in Western

countries. Reijneveld et al. [7] and Leavey et al. [8] found

levels of emotional and behavioural problems near or above

the cut-off in unaccompanied minors and refugees. Other

studies found similar results for post-traumatic stress and

depression in refugee adolescents [8–10].

Few studies have focused on the psychological effects of

forced internal displacement. A study conducted in Nepal

among internally displaced adults showed that more than

half were suffering from PTSD symptoms and four fifths

suffered from anxiety and depressive symptoms [11]. A

more recent study conducted in the Jaffna District in Sri

Lanka revealed that currently displaced and recently

resettled participants were more likely to report symptoms

of post-traumatic stress disorder (PTSD) than long-term

residents [12]. To our knowledge, no quantitative studies

have assessed the impact of forced internal displacement

on the mental health of preschool children.

This study sought to address this gap. Our primary

objectives were to assess the mental health of preschool

children registered as internally displaced and, to compare

their mental health to a group of non-displaced peers

residing in the same deprived neighbourhood in Bogotá.

We hypothesized that displaced children would present

worse mental health than non-displaced children. To

enhance our understanding of risk and resilience, our sec-

ondary objective was to identify correlates of mental health

in displaced children.

Methods

Study design and population

A cross-sectional study was conducted between February

and April 2011 in Bogotá, Colombia. Bogotá is the prime

receptor municipality for displaced populations [3]. A

majority of the displaced in Bogotá live in deprived

neighbourhoods. The study was conducted among a con-

venience sample in the neighbourhood of Kennedy, which

has the second largest percentage of internally displaced

people in Bogotá [13]. Preschoolers were recruited from

four kindergartens that were part of an ongoing collabo-

ration with the Universidad del Rosario which consisted of

basic medical check-ups and research activities conducted

by medical students. Participating children thus resided in

the same neighbourhood (an important indicator of socio-

economic status in Bogotá) and belonged to the same age

category. All primary caretakers of preschool children aged

2–6 years attending one of these four kindergartens were

invited to participate. The primary caretaker, defined as the

person with the greatest responsibility for the daily care of

the child, was identified by the teachers.

Study procedure

The Medical Ethical Review Board of the Universidad del

Rosario (Bogotá D.C.) approved the study protocol and con-

sent process. All participants provided their written consent

prior to data collection. Data were collected with a question-

naire by a team of 15, extensively trained, last-semester

medical students. As many of the participants had a lower level

of education and literacy, the informed consent form and

questionnaire were read out to the participants. Participants

were also given a copy of the questionnaire and consent form.

Study measures

Forced internal displacement

Colombian law defines the internally displaced population

as ‘‘All persons that have been forced to migrate within

their national boundaries, abandoning their actual residence

or usual economic activities, because their life, physical

integrity, safety or personal freedom are at risk or are

directly violated due to one of the following: armed

internal conflict, internal tensions or disturbances, gen-

eralized violence, massive human rights violations, viola-

tions of international humanitarian law or other

circumstances that may alter or are altering the public order

drastically’’ [14]. In 1997, law 387 article 32 established

the principle that displaced persons (fulfilling the above

criteria) have the right to assistance (e.g. schooling, hous-

ing and healthcare) [15]. In 2000, a formal National Reg-

istry of Displaced Population (Registro Único de Población

Desplazada or RUPD) was launched by the government

[15]. In this study, children were considered to belong to

the displaced group if their families were registered as

‘‘internally displaced’’ by the RUPD. Within the group of

displaced children, we further distinguished between first

and second generation displaced. If the child was born

outside Bogotá, the child was considered first generation

displaced. If the child was born in Bogotá, the child was

considered second generation displaced.

Child mental health

The primary caretaker completed the Spanish-Latino ver-

sion of the Child Behaviour Checklist 1.5–5 years (CBCL/

1.5–5) [16, 17], a validated parent-report questionnaire that

assesses problem behaviour in preschoolers. The CBCL/

1.5–5 contains 99 problem items rated on a 3-point scale: 0
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(not true), 1 (somewhat or sometimes true) and 2 (very true

or often true). By summing the raw scores, seven syn-

dromes (Emotionally Reactive, Anxious/Depressed,

Somatic Complaints, Withdrawn, Sleep Problems,

Attention Problems and Aggressive Behaviour) can be

computed. The internalizing problems score is a summary

score for items on the first four syndrome scales and the

externalizing problems score is a summary score for

attention problems and aggressive behaviour. In this study,

scores from the two broadband scales, the total problems

scale, which is the sum of all items, and the stress problems

scale, a summary score of 7 items and a potential indicator

for PTSD in preschoolers are presented [18]. Higher scores

indicate greater severity. Good reliability and validity has

been reported for the CBCL/1.5–5 [19]. In our study,

internal consistencies were good (a[ 0.84) and only

marginally satisfactory for the stress problems scale

(a = 0.57).

Other measures

Primary caretaker’s mental health The General Health

Questionnaire 12 (GHQ12) [20], a measure of mental

wellbeing in adults was used to assess caretaker’s mental

health [21]. Higher scores indicate greater severity. The

internal consistency of the GHQ12 in this study was

a = 0.76.

Family functioning The general functioning (GF) scale of

the family assessment device (FAD) [22, 23] was used to

assess family functioning. Higher scores indicate greater

severity. The internal consistency of the GF scale in this

study was a = 0.82.

Child exposure to traumatic events since birth We used a

checklist of traumatic events which was based on the Kiddie-

SADS PTSD traumatic event checklist [24]. The checklist

was adapted to the Colombian context based on expert

review. A few displacement-related events specific to the

Colombian context (e.g. land mines) were added to the

checklist and were based on previous studies on displacement

in Colombia [25, 26]. As it may be of particular interest to

investigate how aggregate exposure to traumatic events

influences child mental health, we used the checklist as an

index and categorized it into 0, 1 and[1 event(s).

Social support The presence of social support was cate-

gorized as ‘yes’ or ‘no’. We asked whether the family

currently received support (financial or social) from rela-

tives, the church, an NGO, or was receiving any other form

of support. If any of these questions were answered posi-

tively, the participant was considered to receive some form

of social support.

Socio-demographic factors Measures of socio-

demographics were based on the 2005 population census

conducted by the Colombian National Institute for Statis-

tics [27]. Assessed factors were: child gender; child age;

parental age; maternal and paternal educational level

defined as: low (no education, primary incomplete, primary

complete and secondary incomplete), medium (secondary

complete or technical/vocational incomplete) and high

(technical/vocational complete or university complete);

family income defined as: less than 1 minimum salary

monthly in 2011 (approximately 200 Euros), between 1 and

3 minimum salaries monthly, and more than 3 minimum

salaries monthly; maternal work (yes/no); type of housing

(room, apartment or house) and maternal ethnic descent

(European vs. non-European).

Characteristics of the displacement process The assessed

characteristics were: time since displacement, categorized

into \1 year, 1–5 years, 5–10 years and [10 years and;

main cause of displacement. We asked respondents what

the main cause of displacement was by providing them

with a list of 14 potential causes (and an ‘other’ option)

identified by previous studies on displacement in Colombia

[25, 26]. Time since displacement was included in the

study as a potential correlate of child mental health while

cause of displacement was only included as a descriptive.

Statistical analyses

Frequency tables and cross tabulations were used to

explore characteristics of the study population (Table 1).

Means (SDs) and percentages above borderline cut-off

scores were calculated for the CBCL scales, stratified by

displacement and generational status (Table 2). CBCL

borderline cut-off scores were based on a Peruvian

normative sample of children aged 1.5–5 [28]. Logistic

regression was used to model the association between

displacement and child mental health. A series of models

for each CBCL scale was created. Model 1 was the asso-

ciation between displacement and the CBCL scales,

adjusted for socio-demographic factors. Only those socio-

demographic factors that significantly differed between the

non-displaced and displaced group (p \ 0.05) were entered

into the regression model. Considering co-linearity,

maternal age (r = 0.42, p \ 0.001 with age primary care-

taker), paternal age (r = 0.40, p \ 0.001 with age primary

caretaker), maternal work (r = 0.25, p \ 0.001 with

maternal educational level) and paternal educational level

(r = 0.50, p \ 0.001 with maternal educational level) were

not entered. Entered factors were: child gender, child age,

primary caretaker’s age, maternal education, maternal

ethnic descent, family income and housing. In model 2, we

further adjusted for the number of traumatic events the
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child had been exposed to. In model 3; we adjusted for

socio-demographic factors and caretaker’s mental health.

Logistic regression models were also used to examine the

association of displacement and family characteristics with

mental health in the displaced subgroup (Table 3). We

examined the number of events the child had been exposed

to, time since displacement, family functioning, caretaker

mental health and social support as correlates. To deter-

mine whether these correlates were independently associ-

ated with child mental health, unadjusted and fully adjusted

models were compared.

Statistical analyses were performed using SPSS, version

19 (SPSS Inc., Chicago, IL). A p value \ 0.05 was con-

sidered statistically significant.

Results

Of the 364 approached participants, informed consent was

attained from 282 participants (participation rate 77.5 %).

One child was excluded from the analyses because she was

older than 6 years. Two other children were excluded

because a secondary caretaker, instead of the primary

caretaker, completed the questionnaire. Thus, the total

sample included 279 children of which 90 were displaced

and 189 were non-displaced.

Child and family characteristics

Table 1 presents the child and family characteristics. Half

of the children were boys (52.3 %). Children were 4.2 (SD

1.0) years on average and 59.1 % had been exposed to at

least one traumatic event. The primary caretaker/respon-

dent was mostly the mother (71.9 %). Mothers and fathers

were, respectively, 30.1 (7.2) and 34.5 (8.2) years on

average. 24.6 % of the mothers were single and most had a

low educational level (39.7 %). Family income was mostly

one to three minimum salaries monthly (73.7 %), and

49.5 % of the families lived in an apartment. Of the par-

ticipating families, 41.2 % reported to receive some form

of social support.

When stratified by displacement, displaced children were

more often male (v2 = 6.7, p = 0.01) and younger

(t (275) = -8.8, p \ 0.001) compared with the non-

displaced group. Displaced and non-Displaced children

differed in the number of traumatic events they were

exposed to (v2 = 14.9; p \ 0.001). Compared with the non-

displaced group, displaced families more often belonged to

the lowest income group (v2 = 22.3, p \ 0.001) were lower

educated (maternal education: v2 = 22.4, p \ 0.001), more

often shared a room than an appartment or a house

(v2 = 14.9, p = 0.001), reported poorer family functioning

(Mann–Whitney U = 5899.0, p \ 0.01) and caretaker

mental health (Mann–Whitney U = 6062.0, p \ 0.001).

Within the displaced subgroup, 48.9 % of the families were

displaced 1 to 5 years ago, and 44.4 % reported that the

main cause of their displacement was a threat from an

armed group.

Mental health outcomes

Mean scores on the total problems, the internalizing

problems and the externalizing problems scales were sig-

nificantly higher for displaced children compared to non-

displaced children (p \ 0.05; Table 2). More caretakers of

displaced children reported child problems above the bor-

derline cut-off (Table 2). This was the case for total

problems (46.2 % displaced children vs. 22.8 % non-

displaced children, v2 = 16.4, p \ 0.001) and externaliz-

ing problems (30.0 % displaced children vs. 17.5 %

non-displaced children v2 = 5.7, p = 0.02).

When stratified by generational status, the mean (SD) in

the internalizing and stress problems scales was signifi-

cantly higher for the first generation displaced children

compared to non-displaced children [e.g. mean (SD)

internalizing problems: 15.3 (9.3) first generation vs. 11.9

(7.8) non-displaced, t (231) = 1.7, p = 0.01]. This differ-

ence was not found for the second generation group. The

mean (SD) in the externalizing problems scale was sig-

nificantly higher for second generation displaced children

compared to non-displaced children (externalizing prob-

lems mean (SD): 17.0 (8.7) second generation vs. 14.0

(8.3) non-displaced, t (231) = 2.1, p = 0.03). This differ-

ence was not found for the first generation group.

When adjusting for socio-demographic factors

(Table 2), differences for the displaced versus the

non-displaced group remained significant in the total

problems scale [adjuted OR (aOR) 3.3, 95 % CI 1.5; 6.9].

Differences also remained significant for first and second

generation displaced versus non-displaced children. When

further adjusting for the number of traumatic events the

child had been exposed to in model 2, the OR point esti-

mates slightly attenuated in the stress problems scales for

the first generation versus the non-displaced group. After

adjusting for caretaker’s mental health in model 3, the OR

point estimates greatly attenuated in all scales for the dis-

placed versus the non-displaced group and particularly for

the first generation group. Differences remained significant

for the displaced versus non-displaced group in the total

problems scale (aOR 2.4, 95 % CI 1.0, 5.4).

Correlates of mental health in displaced children

In unadjusted associations, child exposure to one (OR 2.9,

95 % CI 1.2; 7.2) or more than one traumatic event (OR

7.9, 95 % CI 1.4; 42.8), poorer mental health of the
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Table 1 Child and family characteristics

n Total sample

(n = 279)

Non-displaced (n = 189)

(reference)

Displaced

(n = 90)

p valuea

Child characteristics

Gender (% boys) 279 52.3 57.7 41.1 0.01

Age (years) 279 4.2 (1.0) 4.5 (0.8) 3.5 (1.1) \0.001

Types of traumatic events child has been exposed to (% yes)

Murder 279 4.3 2.1 8.9 \0.01

Torture 279 1.1 0.5 2.2 0.20

Natural disaster 279 38.4 44.4 25.6 \0.01

Landmines 279 0.7 1.1 0.0 0.33

Sexual abuse 279 7.5 6.7 7.9 0.71

Physical abuse 279 2.9 2.1 4.4 0.23

Domestic violence 279 16.5 16.4 16.7 0.96

Number of traumatic events child has been exposed to (%)

0 events 279 35.1 29.6 46.7 \0.001

1 event 59.1 66.7 43.3

[1 event 5.7 3.7 10.0

Family characteristics

Maternal age (years) 266 30.1 (7.2) 31.0 (7.2) 28.2 (6.9) \0.01

Paternal age (years) 206 34.5 (8.2) 35.5 (8.3) 32.5 (7.6) 0.01

Age primary caretaker (years) 277 33.4 (11.2) 35.1 (10.9) 30.0 (10.9) \0.001

Maternal ethnic descent (% non-European) 268 81.7 79.7 96.5 \0.001

Marital status mother (% single) 276 24.6 26.2 21.3 0.38

Contact between parents (% no) 277 14.1 12.2 18.0 0.20

Primary caretaker (% mother) 278 71.7 69.7 76.7 0.23

Educational level motherb 277 \0.001

High (%) 14.8 19.6 4.5

Medium (%) 39.7 43.9 30.7

Low (%) 45.5 36.5 64.8

Educational level fatherb 250 \0.001

High (%) 14.4 18.3 6.2

Medium (%) 30.4 36.7 17.3

Low (%) 55.2 45.0 76.5

Family incomec 274 \0.001

[3 min. salaries (%) 6.6 8.6 2.3

1–3 min. salaries (%) 73.7 79.1 62.1

\1 min. salary (%) 19.7 12.3 35.6

Work

Mother (% no) 275 39.4 33.0 55.2 \0.001

Father (% no) 240 6.1 8.3 4.2 0.26

Type of housing 278 \0.01

House (%) 39.1 45.0 27.0

Apartment (%) 49.5 48.1 52.8

Room (%) 11.1 6.9 20.2

Family functioningd 277 1.0 (3.0) 1.5 (0.6) 1.9 (1.0) \0.01

Mental health caretakerd 271 1.6 (0.8) 1.0 (3.0) 2.0 (3.0) \0.001

Presence of social support (% yes)e 272 41.2 41.0 41.6 0.90

Characteristics of the displacement process

Time since displacement (%) 90
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caretaker (OR 4.3, 95 % CI 2.0; 9.2) and poorer family

functioning (OR 8.4, 95 % CI 3.0; 23.3) were positively

associated with scores above the total problems cut-off.

The presence of social support was negatively associated

with scores above the total problems cut-off (OR 0.4, 95 %

CI 0.1, 0.8). In the fully adjusted model, caretaker’s mental

health (aOR 3.4, 95 % CI 1.3; 8.8) and family functioning

(aOR 3.9, 95 % CI 1.2; 12.7) remained significantly

associated with total problems (Table 3).

Discussion

This study showed that children registered as internally

displaced presented significantly worse mental health than

non-displaced children residing in the same deprived

neighbourhood in Bogotá. Primary caretaker’s mental

health and family functioning were strongly and indepen-

dently associated with displaced children’s mental health.

Compared to a normative sample from Peru, mean

scores on CBCL scales were higher in displaced and non-

displaced children which suggest that the children in this

study were at a relatively high risk of mental health

problems compared to Latin American peers [28]. Dis-

placed children presented worse mental health than non-

displaced children which is in line with related studies

conducted among older populations [7, 9, 10]. As also

found by others [6, 29], caretaker’s mental health explained

this relationship to a greater extent than child exposure to

traumatic events. There may be several explanations for

this finding. Firstly, both displaced and non-displaced

children in this study resided in a deprived neighbourhood

where exposure to violence may be highly prevalent [30].

Secondly, the studied children were very young and in

young children maternal proximity to traumatic events has

been found to be a better predictor of infant PTSD than

child proximity [6, 29]. It is argued that young children that

are exposed to a traumatic event often look for reactions of

caregivers as a means of interpreting the threat [31]. In

turn, maternal exposure to a traumatic event may influence

maternal-child attachment which is of great importance for

child mental health [6].

Another interesting finding of this study was that chil-

dren directly exposed to forced internal displacement (the

1st generation) presented different mental health problems

than the 2nd generation. Compared to the non-displaced

group, we found that the 1st generation group presented

higher scores on the stress and internalizing problem scales

while the second generation group presented higher scores

on the externalizing problem scales. Though these findings

need to be confirmed by research with larger samples of

children, this may indicate that the impact of forced

internal displacement unfolds differently in preschoolers

that are directly and indirectly exposed to the event.

Alongside the mental health differences, it is of interest

that both generational groups presented significantly more

problem behaviour than unexposed children. This implies

that preschoolers that were not directly exposed to forced

internal displacement are nonetheless impacted by the

event; there is a so-called ‘intergenerational risk’. This is in

Table 1 continued

n Total sample

(n = 279)

Non-displaced (n = 189)

(reference)

Displaced

(n = 90)

p valuea

[10 years NAf NAf 26.7 NAf

5–10 years NAf NAf 15.6 NAf

1–5 years NAf NAf 48.9 NAf

0–1 year NAf NAf 8.9 NAf

Main cause of displacement

Attack (% yes) 90 NAf NAf 23.3 NAf

Threat (% yes) 90 NAf NAf 44.4 NAf

Recruitment (% yes) 90 NAf NAf 11.1 NAf

Kidnapping (% yes) 90 NAf NAf 5.6 NAf

Values are percentages and means (SD)
a p values are derived from the v2 test for categorical variables, the t test for continuous normally distributed variables and the Mann–Whitney

U test for non-normally distributed variables comparing displaced children to non-displaced children (reference group)
b High = technical complete, professional incomplete, professional complete, Mid = High school complete and technical incomplete,

Low = None, primary school, high school incomplete
c Min. salary = ±200 Euros/month
d Median (IQR)
e Church, family, NGO, other
f Data only applicable for displaced subgroup
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line with different studies on the intergenerational effects

of war-related trauma on child mental health [32]. These

studies have shown that, among other factors, ambivalent

attachment styles [33], violent and/or stressful family

atmosphere and communication patterns (from silence to

over disclosure) can explain how trauma can be transmitted

from one generation to the other [32].

To enhance our understanding of risk and resilience, we

evaluated correlates of displaced children’s mental health.

We found that primary caretaker’s mental health and

family functioning were independently associated with

displaced children’s mental health. As noted by Betancourt

and Khan [34], the family can influence the mental health

of war-affected children in two ways: either the family

forms a ‘protective shield’ against hardship or a child’s

management of war-stress is complicated because parents

or the family do not have the capacity to effectively

manage stress. In preschool children, the influence of the

family on child well-being may be even larger as the

family is often their main frame of reference [35].

In unadjusted analyses, we found that child exposure to

more than one traumatic event was more strongly associ-

ated with mental health problems than exposure to a single

traumatic event. In a study by Kohrt et al. [36] aggregate

traumatic exposure, rather than single traumatic events,

was associated with poor mental health in former child

soldiers. Lastly, our study indicated that although social

support was associated with mental health problems in

Table 2 Univariate and multivariate analyses of the association between forced internal displacement and child mental health (n = 279)

CBCL/1.5–5

scales

n Mean

scale

score (SD)

p valuea Above

cut-off

(%)b

p valuec Adjusted

model 1d

OR (95 % CI)

p valuee Adjusted

Model 2d

OR (95 % CI)

p valuee Adjusted

model 3d

OR (95 % CI)

p valuee

Total problems

Non-displaced

(reference)

189 40.8 (20.8) 22.8 1.0

(reference)

1.0

(reference)

1.0

(reference)

Displaced 90 49.2 (23.3) \0.01 46.7 \0.001 3.3 (1.5; 6.9) \0.01 3.4 (1.6; 7.3) \0.01 2.4 (1.0; 5.4) 0.04

1st generation 44 50.0 (23.3) 0.01 47.7 \0.01 3.9 (1.6; 9.1) \0.01 4.0 (1.7; 9.6) \0.01 2.2 (0.9; 5.7) 0.10

2nd generation 44 48.9 (24.0) 0.03 47.7 \0.01 2.7 (1.1; 6.7) 0.04 2.8 (1.1; 7.1) 0.02 2.6 (0.9; 7.1) 0.07

Internalizing problems

Non-displaced

(ref)

189 11.9 (7.8) 30.7 1.0

(reference)

1.0

(reference)

1.0

(reference)

Displaced 90 14.4 (9.3) 0.02 36.7 0.32 1.3 (0.6; 2.7) 0.50 1.3 (0.6; 2.8) 0.58 0.9 (0.4; 1.9) 0.72

1st generation 44 15.3 (9.3) 0.01 40.9 0.19 1.8 (0.8; 4.1) 0.16 1.8 (0.8; 4.3) 0.16 1.0 (0.4; 2.6) 0.92

2nd generation 44 13.7 (9.7) 0.19 34.1 0.66 0.9 (0.3; 2.1) 0.74 0.9 (0.4; 2.2) 0.86 0.7 (0.2; 1.8) 0.43

Externalizing problems

Non-displaced

(reference)

189 14.0 (8.3) 17.5 1.0

(reference)

1.0

(reference)

1.0

(reference)

Displaced 90 16.9 (8.5) \0.01 30.0 0.02 2.0 (0.9; 4.6) 0.10 2.1 (0.9; 4.9) 0.10 1.4 (0.6; 3.4) 0.40

1st generation 44 16.8 (8.6) 0.05 25.0 0.25 1.8 (0.7; 4.7) 0.22 2.0 (0.7; 5.1) 0.17 1.1 (0.4; 2.9) 0.91

2nd generation 44 17.0 (8.7) 0.03 36.4 \0.01 2.3 (0.8; 6.2) 0.10 2.4 (0.9; 6.6) 0.08 2.1 (0.7; 6.1) 0.16

Stress problems

Non-displaced

(ref)

189 2.7 (2.2) 12.7 1.0

(reference)

1.0

(reference)

1.0

(reference)

Displaced 90 3.3 (2.6) 0.05 17.8 0.26 1.7 (0.6; 4.5) 0.29 1.7 (0.6; 4.5) 0.34 1.3 (0.5; 3.5) 0.61

1st generation 44 3.6 (2.6) 0.02 22.7 0.09 2.4 (0.8; 7.0) 0.10 2.3 (0.8; 6.8) 0.61 1.6 (0.5; 4.8) 0.41

2nd generation 44 3.1 (2.7) 0.33 13.6 0.87 1.0 (0.3; 3.5) 0.99 1.1 (0.3; 3.8) 0.22 1.0 (0.3; 3.5) 0.95

CBCL Child Behaviour Checklist, CI confidence intervals, SD standard deviations
a p values are derived from t tests for displaced compared to non-displaced group and 1st (born outside Bogotá) and 2nd generation (born in Bogotá)

displaced compared to non-displaced group
b % refers to the percentage of sample at or above cut-off score: total problems = 52; internalizing problems = 14; externalizing problems = 21; stress

problems = 5)
c p values are derived from v2 tests
d Covariates in the adjusted model 1: child gender, child age, caretaker age, maternal education, income, type of housing and maternal ethnic descent;

covariates in the adjusted model 2: child gender, child age, caretaker age, maternal education, income, type of housing, maternal ethnic descent and

number of traumatic events child has been exposed to; covariates in the adjusted model 3: child gender, child age, caretaker age, maternal education,

income, type of housing, maternal ethnic descent and mental health of caretaker
e p values are based on empirical standard error estimates from logistic regression models
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displaced children, the association was not independent. It

is likely that families that function better and caretakers

with better mental health are also more likely to seek social

support, hence explaining the lack of association in the

fully adjusted model [34].

Some methodological issues need to be considered.

First, this study was cross-sectional in design implying that

the identified correlates of mental health in displaced

children can not be referred to as risk or protective factors

as we are unable to determine a causal effect [37]. The

CBCL/1.5–5 is a parent-report questionnaire and the pos-

sibility of information bias might be present. To address

this issue, we adjusted for caretaker’s/respondent’s mental

health and other family variables. Although these variables

mediated some of the effect, differences between displaced

and non-displaced children remained significant for the

total problems scale. We were unable to use standardized

instruments for assessing social support and trauma expo-

sure due to questionnaire length restrictions and/or the lack

of available instruments for very young children. This may

limit our findings with regard to the importance of social

support and traumatic events for the mental health of dis-

placed preschoolers. Furthermore, the stress problems scale

of the CBCL/1.5–5 had a marginally satisfactory internal

consistency in our sample. Hence, findings for this scale

should be interpreted cautiously and further research on the

reliability of this scale is necessary.

Defining the displacement status according to govern-

ment registration limits the generalizability of this study.

Approximately 23 % of the displaced in Colombia do not

register themselves, due to lack of knowledge or fear [3].

As the benefits of registration have been associated with

better mental health in war-exposed children [34], differ-

ences between displaced and non-displaced children may

have been larger if unregistered displaced children had also

been included. It should furthermore be noted that only

school-going children were included in this study. Conse-

quently, findings may not be generalizable to 2–6 year olds

that do not attend kindergartens (approximately 33 % of

the population in Bogotá [38]).

This study is the first to quantify the impact of forced

internal displacement on preschool children’s mental

health. To further elucidate this impact, longitudinal pop-

ulation-based research including multiple respondents (i.e.

teachers, children, caregivers and parents) is desired. Also,

in-depth qualitative studies are needed to document the

changes that families go through after being forcibly

displaced due to an armed internal conflict. This informa-

tion can be used to gain a better understanding of how

forced internal displacement affects preschoolers and their

families. Considering this study’s findings, we recommend

interventions that focus on building family skills for coping

with forced internal displacement. This is likely to benefit

child mental health and caretaker’s mental health. In

addition, it is of importance to also be attentive to

intergenerational transmission of war-related trauma in

internally displaced children and also include indirectly

exposed children in interventions targeted at enhancing the

mental health of displaced families.
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