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Executive Summary 
 
 
Introduction  
 
There is growing recognition that mental health is an important public health and 
development issue in Uganda.  The health system in Uganda currently operates under a 
decentralized system with Primary Health Care as the basic philosophy and strategy for the 
national health department.  To this end, a Minimum Health Care Package was formulated as 
the primary focus of the health care delivery system.  Mental health is one of the components 
of the National Minimum Health Care Package, and is supposed to be integrated into Primary 
Health Care.  This was to ensure effective access by all sections of the population to some 
mental health services.  However, there is a paucity of data on the mental health situation in 
the country.  Most specifically, there is very limited information on the burden of mental 
disorders.   Mental health policy development was not informed by any significant research 
findings, and not much has been done to evaluate its implementation in the country.  Overall, 
mental health is apparently not given the priority it deserves, although it was accredited at the 
policy development level.    
In light of this, a situational analysis of the mental health system in Uganda was conducted.  
The aim of this study was to examine mental health policy development and implementation 
in Uganda, in an effort to identify the key barriers to mental health policy development and 
implementation, the current challenges to mental health service delivery and steps that can be 
taken to strengthen the mental health system in the country.  This study forms part of a 
broader multi-centre international mental health research consortium in Ghana, South Africa, 
Uganda and Zambia; the aim of which was to investigate the policy level interventions that 
are required to break the vicious cycle of poverty and mental ill-health in order to generate 
lessons for a range of low and middle-income countries. 
 
Methodology  
 
The fieldwork for the study was conducted between 1st August 2006 and 31st March 2007.   
The study used both quantitative and qualitative methodologies.  Quantitative methods were 
used to assess the current mental health system and to evaluate the mental health policy and 
legislation.  Qualitative methods were employed to provide an understanding of the mental 
health situation, processes and underlying issues in mental health policy development and 
implementation.  
Quantitative instruments included: 

I. The WHO Mental Health Policy and plan Evaluation Checklist 
II. The WHO Mental Health Legislation Evaluation Checklist 

III. World Health Organization Assessment Instrument for Mental Health Systems 
(WHO-AIMS) Version 2.2 

Qualitative instruments included: 
o Semi-structured interviews conducted at national level. 
o Semi-structured interviews and focus group discussions conducted at the district 

level 
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Results 
 
A number of key issues emerged in this study.  These include:  

o Lack of public awareness of mental health and mental illnesses. 
o Low priority given to mental health at all levels of service delivery. 
o Inadequate infrastructure, human resources and financial provision. 
o Imbalance of resources between urban/rural mental health services, in favour of the 

urban areas. 
o Limited community mental health care services. 
o Inadequate decentralisation and integration of mental health services in the public 

health system. 
o Absence of well developed child and adolescent mental health services.  
o Low level of mental health research.  
o The importance of the relationship between poverty and mental health. 
o The key role of stigma in mental illnesses. 
o Low awareness on policy issues by several categories of implementers 
o The need to increase participation of mental health care users in policy making 
o Limited inter-sectoral collaboration for mental health.  
o Limited appreciation for the importance of mental health in several other key sectors, 

particularly in the education sector.  
 
Mental health was found to be a complex term that is not well understood by majority of the 
participants.  It was viewed as simply the opposite of mental illness; and mental illness was 
found to be largely viewed from the perspective of odd or queer behavior and eccentric 
symptoms characteristic of psychotic or manic disorders.   It was noted that in the 
community, mental illness is greatly linked to supernatural causes even when the cause is an 
obvious physical one.  The urban folks however had a more modern scientific understanding 
of mental illness, attributing it to biological, psychological and social causes.  
 
It was noted that a negative attitude and low interest in mental health still prevail among 
general health workers, including the PHC doctors although some of them received 
orientation in mental health during their training.  
 
At macro level, some of the policy makers regarded mental health to be among the priority 
areas since it is a component of the National Minimum Health Care Package highlighted in 
the national health policy and the Health Sector Strategic Plan.  This was an observation 
mostly by participants from the ministry of health.  However, participants outside the health 
sector believed that mental health is not a priority area given the low funding levels and 
inadequate human resources.  Prioritization by the ministry of health was viewed to be mostly 
dependant on whether a particular condition leads to a high mortality rates or not. 
 
The mental health systems in the two study districts differed significantly especially in the 
area of human resource.  While both districts were created around the same time out of some 
larger existing districts, the mental health system in the rural district was noted to be still in 
its infancy, with only one recently recruited mental health nurse for the whole district.  On the 
other hand, mental health services in the urban district were found to be relatively well 
established, with at least a mental health nurse at each health centre in line with the 
recommendations of the staffing norms developed by the Ministry of Health.  
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Most participants felt that there is a strong interdependency relationship between poverty and 
mental illness.  While many believed that poverty is among the major causes of mental ill-
health, others viewed the link as mostly an associational one and identified a number of other 
mediating factors for the link between poverty and mental illness.  The participants identified 
a need for concerted inter-sectoral approaches, as a way to break the link.  They emphasized 
the need for capacity building, community empowerment mental health education and 
improved service delivery to break the link between poverty and mental illness.    
  
Most participants were found to have limited knowledge on policy related issues, and many 
could hardly comment on this subject.  Policy making in government ministries was however 
reported to have improved a lot following the creation of policy analysis units.  It was noted 
that policies are mostly demand driven and emerge following certain pressing problems in 
society or identification of weaknesses that need to be addressed. 
Most participants believed that effective policy implementation across various sectors is still 
a challenge, something that was attributed to a generally weak culture of policy 
implementation and decline in the rule of law.  Commitment by the political leadership was 
reported to play a significant role in effective implementation of policies.     
 
The mental health policy and mental health law were found to be known only by a few 
participants, specifically those within the health sector.  The draft mental policy was not 
informed by any specific needs assessment, and was developed with minimal stakeholder 
consultation.  Most participants described the current draft mental health policy as a good 
working document that needed to be finalized into a legitimate policy document.  
Dissemination of the draft policy document was reported to have been inadequate, and this 
was believed to greatly impact on the knowledge about the policy requirements and the 
implementation.    
The participants emphasized the need for involvement of the users in mental health policy 
development, as well as influential people in all mental health initiatives.  
 
The mental health Act was found to be outdated, as was last revised in 1964.  The Act was 
reported not to be in line with the current draft mental health policy and contemporary issues 
in mental health care.  Thus, it emerged that implementation of the current mental health 
treatment Act is cumbersome, and that the mental health workers have opted to do what is 
deemed right for the welfare of the patients though clearly not supported by the law. 
 
Discussion and Conclusion  
 
It was noted that mental health services are not yet well organized and integrated into Primary 
Health Care, as it is assumed under the current decentralized health care system. 
Although believed to be prioritized at macro level as a component of the National Minimum 
Health Care Package, it was noted that mental health is still largely believed to be a low 
priority area at lower levels mainly because mental illness does not directly lead to a high 
mortality rate.  The relationship between poverty and mental ill-health was noted to be a 
major one that calls for a concerted multisectoral approach.  The widespread stigma and the 
prevalent negative cultural explanatory model of mental illness were noted to affect the 
health-seeking behaviour; and therefore need to be addressed urgently for improved access to 
modern mental health services.  The low appreciation of the existence of the draft mental 
health policy and ignorance about the mental health legislation that were expressed even 
among the health workers reflected a need for wider dissemination of such important 
documents continuously.    
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Recommendations 
 
A number of steps have to be taken so as to improve the mental health system.  These among 
others include the following: 

1) Finalization of the mental health policy and development of the Mental Health 
Strategic plan. 

2) Review of mental health legislation to bring it up to date with current International 
Standards.  

3) Strengthening the recruitment of mental health staff to fill the existing gaps. 
4) Improvement of interaction and training in mental health issues for primary health 

care workers.  
5) Investing more in mental health research. 
6) Strengthening community based mental health services by training Primary Health 

Workers to promote integration. 
7) Directing more efforts towards mental health promotion and prevention initiatives. 
8) Putting in place a primary health care training program on mental health, spread in 

all regions in the country.  
9) Putting more emphasis on child and adolescent mental health services. 
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1. INTRODUCTION 
 
1.1 Introduction 
 
There is growing recognition that mental health is an important public health and 
development issue in Uganda.  Mental health has been recognized to be not only a clinical 
problem but also a serious public health problem in the country and has therefore been 
included as one of the components of the National Minimum Health Care Package (HSSP I, 
2000; HSSP II, 2005).  Globally, despite wide recognition of the importance of national 
mental health Policies, WHO (2001) reveals that 40.5% of countries have no mental health 
Policy and that 30.3% have no mental health programmes. 
 
According to the World Health Organization, it was estimated that in 2001 mental disorders 
contributed 12% of the global burden of disease and it is predicted that this will rise to 15% 
by the year 2020.  It is further estimated that 1 in 4 people suffer from a diagnosable mental 
disorder during the course of their lifetime (WHO, 2004).  Although there is no clear data 
available on the prevalence of mental health problems in Uganda, it is estimated that 35% of 
Ugandans suffer from some form of mental disorder, of which 15% require treatment 
(Basangwa, 2004; as cited by Ssanyu, 2007).  Although statistics on mental illness in Uganda 
are very scanty, anecdotal research evidence suggests an increase in the incidence of mental 
disorders.  According to UBOS (2006), an estimated 7% of the households in the country had 
disabled members, of which 58% had at least one person with a mental disorder.  This 
implies that about 4% of the households had at least one member with a mental disability.  
 
There is also emerging evidence from developing countries that mental ill-health is strongly 
associated with poverty and many aspects of social deprivation.  The interaction of poverty 
and mental ill-health has been described as a �vici ous cycle� in which the conditions of 
poverty lead to high levels of stress, social exclusion, reduced access to social capital, 
malnutrition, obstetric risks, increased risk of violence, and thus to increased prevalence and 
worse outcomes for mental disorders (Patel, 2001).  On the other hand, mental ill-health leads 
to increased health expenditure, reduced productivity, job loss, and social drift into poverty. 
 
Over the last decade, the government of Uganda has made attempts to formulate a mental 
health policy after realizing that mental health related problems are on the increase in the 
country.  In addition, a number of strategies have been put in place to strengthen mental 
health services in the country.  Notable among these are:   

- Decentralization of mental health services 
- Integration of mental health into general health care up to the community level 
- Training of staff at all levels (pre-service and in-service training) 
- Involvement of other players such as Civil Society Organizations, Traditional healers, 

and other relevant sectors. 
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1.2 Organization of the National Health System 
 
The objective of the National Health Policy is to establish a decentralized health system 
ensuring harmony between the Ministry of Health headquarters and the districts, with a 
component of public private partnership.  The above is to be achieved by the establishment of 
�a network of functional, efficient and sustainable  health infrastructure for effective health 
care delivery closer to the people� (HSSP II, 2005) .  In pursuit of this objective, government 
has laid strategies to: 

- Develop mechanisms to ensure equity in access to basic services for the most life-
threatening health problems, particularly to avert pregnancy and birth-related deaths 
and the childhood killer diseases. 

- Build and strengthen the capacity of health facilities to improve health service 
provision. 

- Strengthen and rationally expand the national health infrastructure through a medium 
term health facility development plan 

- Establish an appropriate and efficiently functioning referral system�. 
 
At the national level, there are two National Referral Hospitals (two other hospitals are in the 
process of being converted to national referral hospitals as well).  Below the National 
Referral Hospitals are Regional Referral Hospitals which are expected to serve a population 
of 2,000,000 people each.  District Health Services are organized hierarchically with a 
general hospital at the apex, below which are health centres at various levels; i.e.  
District Health Services (District level- 500,000 population) 
Health Sub-District  
Referral Facility General Hospital (District level - 500,000 population) 
or Health Centre IV  (County level - 100,000 population)  
Health Centre III (Sub-country level - 20,000 population) 
Health Centre II (Parish Level � 5,000 population) 
Health Centre I (Village Health Team - 1,000 population) 
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Fig. 1.  The National Health system 
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1.3 Study Objectives 
 
The aims of this research were: 
 

o To understand the general situation regarding mental health in the country. 
o To describe and understand the broad context in which mental health policy 

development takes place in Uganda. 
o To describe and analyze the development of mental health policies and mental health 

law.  
o To assess the wider policy-making practices in the public sector. 
o To assess the appropriateness of the mental health policies and mental health law, 

including the involvement of stakeholders and their influence on the formulation of 
mental health policies and mental health law. 

o To assess the current practices of implementing mental health policies and law at 
national and regional level. 

o To assess the implementation of the mental health policy and law at district level. 
 
This research was conducted in the context of a wider international study of mental health policy 
development and implementation in 4 African countries: Ghana, South Africa, Uganda and 
Zambia.  The study, titled the Mental Health and Poverty Project (MHAPP), set out to investigate 
the policy level interventions that are required to break the vicious cycle of poverty and mental 
ill-health, in order to generate lessons for a range of low and middle-income countries.  This 
report presents the findings of the first phase of the study: a situational analysis of the mental 
health system, and mental health policy development and implementation in the country.  The 
findings of this first phase will be used to inform a set of interventions, to be developed in 
partnership with the mental health division of the ministry of health.  The interventions to be 
conducted in the second phase will specifically address particular barriers to the successful 
development and implementation of mental health policy in the country.  These interventions will 
be documented and later evaluated, so as to generate lessons that may be of value for future work 
in this country, and that could be applicable to other low and middle-income countries. 
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2. METHODOLOGY 
 
2.1 Introduction 
 
The study made use of both quantitative and qualitative methodologies.  Quantitative methods 
were employed to assess the mental health system as well as evaluating the mental health policy 
and mental health legislation.  Qualitative methods were employed to provide an understanding 
of the mental health situation, the processes, underlying issues and interactions between key 
stakeholders in mental health policy development and implementation.  
Quantitative instruments included: 

I. The WHO Mental Health Policy and plan Evaluation Checklist 
II. The WHO Mental Health Legislation Evaluation Checklist 

III. World Health Organization Assessment Instrument for Mental Health Systems (WHO-
AIMS) Version 2.2 

Qualitative instruments included Semi-structured interviews and focus group discussions 
conducted at both national and district levels.  Findings were triangulated where possible, using 
two or more sources of data or research methods. 
The fieldwork for the study was conducted between August 2006 and March 2007.  Analysis and 
writing up was conducted between April and October 2007.  
 
In developing the methodology for this study, a conceptual framework for understanding mental 
health policy development and implementation (Figure 3) was formulated by the research team 
(Flisher et al., 2007).  This framework guided our analysis of mental health policy development 
and implementation in Uganda, the data sources that were explored and the stakeholders that 
were chosen as participants. 
 
In the development of policy, it is critical to align the policy with the mental health needs, 
context and particular health system of the country.  Mental health policy would imply an 
organised set of values, principles, objectives and areas for action to improve the mental health of 
a population (WHO, 2005a).  The likelihood of the policy being appropriate and feasible depends 
on the processes by which it is developed and in particular, the extent to which key stakeholders 
are included within this process (Walt & Gilson, 1994).  It also depends on the degree to which 
the policy is evidence-based.   
 
In the implementation of policy, the existence of an appropriate policy may be a necessary 
condition for improved services, but may not be sufficient.  Three barriers to the effective 
implementation of policies are commonly experienced.  Firstly, the policy itself may be too 
general and not easily turned into a strategic plan.  Secondly, the appropriate health system may 
not be in place to support the policy.  The third key constraint can be a lack of support for, or at 
worst, resistance to the policy and plan at the implementation level.  Such a lack of ownership 
may be experienced from a number of groups including professional groups, health service 
managers, service users or the wider community, partly due to the stigma often associated with 
mental illness.  
 
Mental health is the product of a number of determinants, which may have their origins beyond 
the formally designated health sector.  There is thus a need for a multi-sectoral approach to both 
policy development and implementation.  The Ministry of Health needs to take the lead in this, 
developing appropriate tools and relationships for working with district health systems and with 
non-governmental and private providers. 
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Figure 3: Framework for Mental Health Policy-Making (Flisher et al., 2007) 
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2.2  WHO Mental Health Policy and Legislation Evaluation Checklists 
 
The WHO Checklist for evaluation of Mental Health Policy and Plans and the WHO 
Checklist for Evaluation of the Mental Health Legislation are designed to assess the content 
and the process of developing mental health policy and plans, and the mental health 
legislation according to a number of criteria (See Appendix 3 & 4). 
 
2.2.1  WHO Mental Health Policy and Plan Evaluation Checklist 
 
A stakeholders� workshop was organized for evaluation of the mental health policy using 
the WHO mental health policy evaluation checklist.  A total of 36 participants from various 
sectors took part in the exercise.  The participants were earlier provided with the draft 
mental health policy document, which they went through prior to the evaluation exercise.  
Some of these participants had taken part in the development of this draft policy.   
These participants were mostly from: 

o Ministry of Health Policy Analysis Unit. 
o Makerere University Medical School 
o Mental health workers from national and regional hospitals 
o Mental health user groups and associations 
o NGOs working in mental health 
o Representatives from other government sectors and line ministries.   
o The MHAPP research team 

 
During the exercise, the participants were divided into 3 subgroups.  One subgroup looked 
at the policy process issues, the second subgroup looked at the policy content issues, while 
the third one looked at human rights issues. 
  
2.2.2  WHO Mental Health Legislation Evaluation Checklist 
 
Evaluation of the mental health legislation was done by a sub-committee comprising of: 

o the Ugandan research team  
o a consultant psychiatrist 
o a state attorney 

The sub-committee earlier internalized the mental health legislation before the evaluation 
exercise.  An expert solicitor at the Uganda Law Society later reviewed the mental health 
legislation independently and made a contribution towards the exercise.  
 
2.3  WHO-AIMS 
 
Quantitative data regarding the mental health system in Uganda was gathered using the 
World Health Organization�s Assessment Instrument for Mental Health Systems (WHO-
AIMS) Version 2.2 (WHO, 2005b).  The WHO-AIMS tool has been developed to assess 
key components of a mental health system and thereby provide essential information to 
strengthen mental health systems.  The instrument was developed following the publication 
of the World Health Report 2001 (WHO, 2001), which focused on mental health, and 
provided a set of recommendations.  These recommendations address essential aspects of 
mental health system development in resource-poor settings.  For each recommendation, 
items were generated and grouped together in a number of facets (sub-domains).  WHO-
AIMS 1.1 consisted of 10 domains covering each of the 10 recommendations.  In 2004, the 
pilot instrument was tested in Albania, Barbados, Ecuador, India, Kenya, Latvia, Moldova, 
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Pakistan, Senegal, Sri Lanka, Tunisia and Viet Nam.  The instrument was used in Albania 
to develop a plan to implement mental health services reform. The main conclusion from 
the pilot test was that the instrument is highly useful because it is comprehensive and 
enables one to collect key information that is useful for action.  However, the length of the 
pilot instrument was a barrier to its use.  Consequently, the pilot instrument was 
substantially revised and shortened.  WHO-AIMS 2.2 consists of 6 domains (covering the 
10 World Health Report 2001 recommendations comprising 28 facets and 156 items).  The 
6 domains are interdependent, conceptually interlinked, and somewhat overlapping.  All 
the 6 domains need to be assessed to form a relatively complete picture of a mental health 
system.  The domains include: 
 

• Domain 1: Policy and legislative framework 
• Domain 2: Mental health services 
• Domain 3: Mental health in primary care 
• Domain 4: Human resources 
• Domain 5: Public education and links with other sectors 
• Domain 6: Monitoring and research 

 
The instrument includes the WHO-AIMS Excel Data Entry Programme and a template for 
a narrative report.  
 
2.3.1 Sample and procedure 
 
Shorter questionnaires seeking specific information were generated from the 156 items in 
the WHO-AIMS document. These questionnaires were developed and distributed to 
respondents from the following:  

o the head, mental health division, Ministry of Health headquarters,  
o the head, department of psychiatry, Makerere University Medical School, 
o Makerere University Institute of Psychology 
o Mental Health professionals and the records office at the National Mental  
 Hospital 
o Uganda Nurses and Midwives Council 
o Mental Health NGOs and User associations 

 
Data was collected in 2006, based on the calendar year 2005  
 
2.3.2 Analysis  
 
The data was entered into the excel data entry programme and analyzed; and then into the 
template for a narrative report.  
 
2.4  Semi-structured interviews and focus group discussions  
 
Qualitative methods included semi-structured interviews (SSIs) and focus group 
discussions (FGDs).  The primary purpose of using these instruments was to develop a 
deeper understanding of the mental health situation, the processes of mental health policy 
development and implementation in Uganda, and the interaction between various systems 
and stakeholders. 
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2.4.1  Sample and procedure 
 
The sampling of respondents for the semi-structured interviews and focus group 
discussions was purposive.  Respondents were selected mostly because they were known to 
be resourceful people and had the experience that was particularly relevant to the study.  
The participants were also selected based on the principle of maximum variation, in order 
to provide as wide a range of perspectives as possible on mental health policy development 
and implementation in Uganda. 
 
2.4.1.1  National level 
 
At the national level, a total of 42 stakeholders were interviewed in SSIs.  8 others took part 
in a focus group discussion.  
 
Fig. 4 Stakeholders interviewed at macro level 
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The semi-structured interviews were tailored according to the specific individual being 
interviewed.  The following generic areas were mostly covered: 
 

1. The general health context in Uganda 
2. Key challenges facing the health system 
3. Perceptions of mental health 
4. Mental health needs and priorities in Uganda  
5. Key challenges facing the mental health system 
6. The general policy making processes 
7. Process of mental health policy development. 
8. Role of various stakeholders in mental health policy  
9. Content of the current mental health policy and legislation 
10. Mental health policy implementation  
11. Mental health research 

 
2.4.1.2  District level 
 
At the district level, two (2) districts were chosen as a representative sample for the study.  
One of the districts is an urban district in the central region and neighbouring the capital 
city.  This urban district has a relatively well-organized health delivery system, and is 
among the districts rated highly in terms of infrastructure and services delivery.  The 
district has a total area of 2,704 square kilometres.  By the 2002 census, its population was 
957,280 people.  As regards the organization of health services, the district has 19 
Government dispensaries (Health centre IIs), 12 health centre IIIs, 5 health centre IVs and 
3 hospitals: (1 government hospital, 1 private hospital and 1 missionary hospital).  There 
are also 20 dispensaries, 58 clinics and 15 health centers that are private/NGO health units.  
The most common ten disease conditions presenting at health units are; Malaria, 
Respiratory tract infections, Worms, Trauma, Diarrhoea diseases, Anaemia, Malnutrition, 
Ear diseases, Skin diseases and HIV/AIDS. 
There are three main operational areas of the health sector including Administration, 
Curative and Preventive.  The District Director of Health Services (DDHS), now 
designated as District Health Officer leads the District Health Team (DHT) and heads the 
District Health Services.  Politically, there is a District Health Committee (DHC), an organ 
responsible for formulation of the District Health Policy and overseeing the implementation 
of programmes. 
 
The second district research site was a rural district in the eastern region of Uganda.  This 
district was selected because it is typical of many rural areas in Uganda and is part of the 
worldwide INDEPTH network and is a Demographic Surveillance Site (DSS) which 
continuously provides demographic and health information. 
The district has a population of over 326,567 people, of which 167,087 are female and 
159,480 male (UBOS, 2006).  It has a size of 4,672.22 square kilometers with only 23.38% 
(1,093.56 km2) land, the rest being water.  Its health services delivery consists of 16 
Government dispensaries (Health center IIs), 3 health centre IIIs at county level, 2 health 
centre IVs at sub-district level but no hospital.  There are 5 private/NGO dispensaries, 2 
private clinics and 1 private hospital.  The hospital is formerly a leprosy treatment center 
and currently serves as the general hospital in the district.  
 
In order to improve the health services delivery system and accessibility to health services, 
the district embarked on an ambitious plan to have a health unit within a 5 kilometer radius 
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by 2008, equip health units with 80% of essential drugs, ensure that at least 50% of the 
health units have electricity/solar power, have adequate staffing, and set up female, male 
and pediatric wards at the HC IVs.  The District Health Management Team (DHMT) has 
plans to ensure that there is increased seeking of medical services and improved access to 
treatment.  Combined effort between government (through the District Director of Health 
Services (DDHS), NGOs, Private care providers and traditional practitioners is expected to 
achieve this objective.  
 
The rationale for choosing a rural and an urban district was basically for comparison 
purposes.  
At the district level, a total of 20 semi-structured interviews and 5 focus group discussions 
were held with various stakeholders.   
 
 
Figure 5. Stakeholders interviewed at the District 
level
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issues specific to Uganda.  Transcripts were thus coded on the basis of these themes, with 
additional themes added to the coding framework as determined by the data. 
 
2.4.3  Research ethics 
 
Permission to conduct this study was obtained from the National Council for Research, and 
the Director General of Health Services.  Respondents in the semi-structured interviews 
and focus group discussions gave informed consent to participate in the study.  The 
identities of interviewees have been kept confidential. 
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3.  FINDINGS 
 
The findings of the study are presented below under the following thematic areas: 

- General context of the health situation 
- Mental health situation  
- General policy making processes 
- Process of mental health policy and law development 
- Appropriateness of the mental health policy and law 
- Mental health policy implementation at macro level 
- Mental health policy implementation at micro level 
- Mental health research 
 

These categories are not distinct but rather are for presentational convenience do not 
produce an exhaustive account of these thematic areas, but rather highlight some of the 
important issues that have arisen from this research. 
  
3.1 GENERAL CONTEXT  
 
3.1.1 About Uganda 
Uganda is a landlocked country located in East Africa with an approximate geographical 
area of 236,040 square kilometers, of which about 15.4% is covered by water.  As of 2007, 
the population of Uganda was estimated to be 28.4 million people, having increased from 
24.2 million in 2002 at a growth rate of 3.2%.  Of these, 48.6% were males and 51.4% 
females.  An estimated 12.3% of the population were living in the urban areas while 87.7% 
were living in the rural areas (UNFPA, 2007).  The percentage of the population living 
below the poverty line was estimated to be 31% (PEAP, 2005).  The prevalence of 
HIV/AIDS was 6.4% (Ministry of Health, NHSBS 2005). 
 
The proportion of the population under the age of 15 years was 49.3%, and the proportion 
of the population above the age of 60 years was 4.5%.  The life expectancy at birth for 
males was 50.7 and 52.7 for females, while the literacy rate for men was 76% and 61% for 
women (UNFPA, 2007).  
  
English is the official language taught in schools, used in courts of law, most Newspapers 
and radio broadcasts; while Luganda is the most widely used native language.  According 
to the 2002 National Population and Housing Census, the population is predominantly 
Christian, composed of: Roman Catholics (41.9%), Protestants (35.9%), Muslims (12.1%) 
and others (10.1%) (UBOS, 2002) 
 
The country is a low-income group country based on World Bank 2005 criteria.  The 
proportion of the health budget to GDP is 3.5.  The average per capita income in Uganda is 
USD 300.  The per capita total expenditure on health is USD 36, and the per capita 
government expenditure on health is USD 8.  Government expenditure on health is 10.3% 
of the total government expenditure.  There were 65.3 hospital beds per 100,000 population 
in public sector and 10.6 general practitioners per 100,000 population.  In terms of primary 
care, there were 350 physician-based primary health care facilities in the country (232 in 
the public sector and 118 in the private) and 1,443 non-physician based primary health care 
clinics (1,050 in the public sector and 393 in the private) (HSSP II, 2005) 
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3.1.1 Development priorities 
According to the participants interviewed in this study, poverty alleviation, addressing 
illiteracy and tackling diseases with a high mortality rate were reported to be among the 
main development priorities in the country.  It was noted that poverty eradication is one of 
the main issues on the development agenda and all policies, plans and programs have to be 
oriented towards poverty eradication, as per the national policy of Uganda.  Some 
participants however identified community empowerment through capacity building and 
human resource development; and improvement of social services delivery as the main 
development priorities where most efforts and resources should ideally be invested.  They 
suggested that improvement of health services delivery would be imperative since a 
healthier population would result in reduced expenditure due to ill-health and a net increase 
in production.   
 
3.1.2 Influence of international factors  
It was reported that programs initiated and supported by bilateral agencies or development 
partners that are taken to be the authority in those specific areas are readily accepted and 
taken to be more important since such partners provide the guidelines to be followed.  
Mental health was specifically reported to have got more recognition after the 2001 World 
Health Report, which focused on mental health.  
 
 �� It is the ministry because World Health Organization has recently put stress on 
 mental health; for the last 5 years or even earlier. So now it is on the front page of 
 the strategies of World Health Organization. And so the ministry of health had no 
 choice  but to pick up this�  (SSI, senior policy maker, Ministry of Health) 
 
Some of the participants however believed that global health initiatives and policies 
imposed on countries distort the health systems as they often do not take into consideration 
the country�s existing structures and arrangement. 
 
3.1.3 The role of External Development Partners 
It was noted that external development partners play a great role in supporting the 
government to develop and implement its strategies.  Their contribution to the Ministry of 
Health specifically was reported to be immense in terms of financial and technical support.  
The health sector was reported to be mostly donor funded; with funds channelled through 
general budget support, earmarked budget support and projects.  It was further noted that 
other than those development agencies supporting the health sector directly, many others 
support indirectly through their support to the general budget.  The funding mechanism is 
largely by the newly adopted Sector Wide Approach (SWAp), also commonly referred to 
as basket funding; by which the funders contribute funds towards a general pool and then 
the sector allocates to specific programmes basing on its priorities.  It was however noted 
that depending on their national government policies, some funders prefer projects and 
continue to fund and run projects parallel to basket funding. 
 
SWAp vis-à-vis project funding was noted to be a co ntroversial issue by some participants.  
Projects were reported to bring in constraints such as administrative requirements and the 
need for extra human resource; yet basket funding can make use of the existing government 
structures, making it a more favourable option.  Some participants on the other hand argued 
that projects make it easier for funders to monitor their funds and ensure timely realization 
of visible outputs as compared to basket funding.  Aware of the benefits and shortcomings 
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of each funding mechanism, they noted that the goal should be supporting the common 
policy and the funding mechanism should be secondary as long as there is transparency. 
 
3.1.4 Challenges for the health sector (general)  
The participants identified a number of challenges faced by the health sector and the 
country at large, which among others included the following: 

o Underfunding.  The fact that the health sector gets a relatively larger share of the 
national resources compared with other sectors was acknowledged.  The funding 
is however not commensurate to the sector�s responsibilities and challenges.  

o Mismanagement and misappropriation of resources. 
o Poor facilitation, in terms of infrastructure, equipment and staff remuneration.  

This also serves as a major demotivating factor as regards health service delivery.  
o Wage bill ceilings not considerate of the high population growth rate. 
o Lack of diversity in terms of personnel. 
o Inadequate staffing. 
o Disproportionate distribution of personnel between the rural and urban settings.  
o A vertical view point of health (health believed to be a responsibility of the 

Ministry of Health only) and insufficient integration with other sectors. 
o Poor planning and prioritization.  It was noted that the health system is mostly 

treatment oriented.  Very little goes into health promotion and disease prevention.  
Most resources go towards treatment of preventable communicable diseases, 
overlooking the contribution of non-communicable diseases (which are believed 
to be on the increase) to the disease burden.  

o Less autonomy in decision making since the sector is mostly funded by external 
partners, some of whom often have specific interest areas.  

o Interference by political leaders into technocrats� work and politicking in health 
programs. 

o Limited accessibility to quality health facilities especially for the rural populace. 
o High population growth rate and high dependency ratio. 
o Inequity/disparities in resource allocation and access to services.  The gap 

between the affluent and the poor widening very fast, causing a lot of frustration.  
As a result, many people become expectant of free high quality services to which 
they make no contribution. 

o Limited community involvement and sense of ownership for health initiatives. 
o Low awareness and ignorance about healthier practices in the public. 
o Unhealthy cultural beliefs and practices in communities.   
o Generally deteriorating quality and delivery of social services in most parts of the 

country.  
o Advent of new diseases and increase in the prevalence of the previously rare 

health problems in addition to the traditional diseases, yet the sector is constrained 
financially.  

o Selfishness and a tendency of some leaders to put personal interests at the 
forefront. 

 
Some of the participants believed that the current trend of events has caused apathy and 
despondency in the population.  This was believed to be due to low sensitivity to people�s 
needs by the political leadership at different levels.  They expressed scepticism over 
governments� ability and willingness to make the si tuation any better. 
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3.2 MENTAL HEALTH SITUATION 
 
3.2.1 Perception of Mental Health and Mental Illness 
Some of the participants reported �mental health� t o be a complicated term that is not well 
understood.  On the other hand, some others, including PHC nurses viewed mental health 
as the opposite of mental illness or absence of mental illness.  By this, they described 
mental health as a state and not a domain/facet of health.  Most of the participants both at 
district level and national level, including general health workers frequently used the terms 
�mental health� and �mental illness� interchangeabl y to mean mental ill-health.  Some 
participants attributed this to the fact that the key word in both terms is �mental�, which is 
largely equated to �madness�.  Therefore, to many, once the word �mental� is cited in any 
phrase, it is all perceived to be about illness. 
  
 �� It is because when you talk of mental�the word �men tal� alone, people think it 
 is madness. Before they look at the following word�once you talk of the word 
 mental, they assume it is illness. So, whatever follows�they may not really take it in 
 as they have already heard �mental�� �  
 (SSI, Senior Nursing Officer, Urban district) 
 
While some teacher participants had a more scientific view of mental health and 
understood it to be a kind of a continuum with mental wellbeing at one end and mental 
illness at the other end, others understood mental illness in terms of mental retardation.  
 
In the community, mental illness was reported to be largely viewed from the perspective of 
odd or queer behavior and eccentric symptoms characteristic of psychotic or manic 
disorders:   
 

�� the perception of the community is that for mental health, it is someone who is 
fighting and throwing stones and beating everyone�p eople look at mental health in 
terms of mania cases� (SSI, hospital manager, rural district)  

 

�� People only know mental health because of the gross diseases like psychosis or 
people who are manic, forgetting about the simple things like anxiety, alcohol 
dependency and depression� (SSI, hospital manager, urban district) 

Cultural influence in lay people�s perception of mental illness was reported to be very 
strong and less affected by factors such as education or social class.  Mental illness was 
said to be greatly linked to supernatural causes.  Even when it is an obvious physical cause, 
the �lay man�s� explanation will link it to superna tural forces, and/or to witchcraft. 
  
 ��these illnesses when they come on�um� people trea t them at a level�cultural 
 level and normally there are the spiritual healers, the traditional healers,��the 
 herbalists. They believe that they do a better job than us, they just have that 
 conception and it�s going to take time to get it out of them. If somebody has say 
 schizophrenia, they think it is a spirit of some kind and� it can only be handled by 
 some spiritual healers, not these �European medicines� as they put it��the white 
 man�s medicine will just accentuate it�it never he als. It just calms it down. But 
 the other one�it really attacks it, tackles the re al cause�....�  
 (SSI, District Health manager, rural district) 
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 ��there is the traditional cultural view whereby me ntal illness as many other 
 illnesses are perceived to be coming from the supernatural. Even when the cause is 
 very obviously physical, the explanation goes beyond physical. I will give an 
 example. Someone could be an alcoholic. Everybody knows there are mental 
 illnesses due to alcoholism. But they will say they were bewitched in alcohol�  
 (SSI, Academic and Researcher 1) 
 
Differences in the understanding of mental illness were noted to exist within the rural and 
the urban context.  While the traditional beliefs in witchcraft are still strongly held in the 
rural communities, the urban folks apparently have a modern scientific understanding of 
mental illness, attributing it to biological, psychological and social causes.  Furthermore it 
was reported that mental illness among the youths is attributed to substance abuse while 
that of the middle aged and the elderly is often attributed to witchcraft. 
Some of the participants admitted having previously believed that mental illness is 
incurable, but had gradually dropped the belief on seeing some individuals formerly treated 
for mental illness live a productive life after recovery.  It was however noted that in the 
communities, belief in treatment and full recovery for the mentally ill is still very low.  
 
3.2.2 Interest in Mental Health 
It was noted that interest in mental health among most general health workers is still very 
low, and most of the general health workers who received orientation in mental health 
never had the interest in mental health, and never developed the interest even after, as they 
continue to disregard mental health.  One PHC doctor affirmed that although they currently 
spend relatively longer time training in mental health at the medical school than in the past, 
their interest still remains low and the attitude would take longer to change.  
  
 � �Yes, we get the orientation in mental health but t he attitude doesn�t change 

easily. The time is not enough to change the attitude and develop interest�   
 (SSI, PHC Doctor, Urban district)   
 
 �� My doctors may not be very much interested in mental services. They will just 

tell you � that is a department somewhere� they always refer those people for there �  
 (SSI, hospital manager, urban district) 
 
This was further illustrated by the fact that some of the PHC doctors approached, declined 
to take part in the study.  Some of participants did not see the rationale of learning about 
mental health, since to them the field is far from their areas of duty.  On the other hand, 
other participants, especially the teachers expressed an overwhelming desire to know more 
about mental health and mental illness since they face a lot of challenges when dealing with 
the students especially the adolescents, the slow learners and those with conduct problems. 
 
Most other participants reported having developed interest in mental health for various 
reasons, such as their sympathy for the mentally ill people as concerned citizens, the 
observation that mental illness is increasingly becoming a bigger problem and having had 
relatives or significant others who developed psychiatric problems.  For some of the mental 
health professionals, it was because they had realized that quite a number of people, 
including their relatives were battling with problems that were not well understood, and 
most of them not receiving appropriate help. 
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Some of the participants, irrespective of their level of education, obligation to the society 
and the fact that they have relatives with mental illness emphatically expressed their low 
awareness and disregard for mental health.   

  
 �� Mental health!!, that is a bad disease I hate. I am not interested; I only 

sympathize with people who suffer from Mental health� (SSI, Politician 4) 
 
3.2.3 Prioritization of Mental Health 
At the national level, mental health was reported to be one of the priorities since it is 
included and equated to other programs at policy level, and is one of the components of the 
National Minimum Health Care Package.  Furthermore, mental health is given 
consideration in the Support to Health Sector Strategic Plan Project and has a separate 
budget line within the ministry of health budget.  According to some Ministry of Health 
officials, prioritization of mental health was largely influenced by the World Health 
Organization and other international agencies� recommendation.  It was noted that a lot of 
achievements have been realized in mental health service delivery over the past few years, 
which were attributed to high consideration for mental health by the Ministry of Health and 
good leadership in mental health.   
 
Despite this affirmative action, the picture seems quite different at implementation level.  
Most participants especially at micro level strongly believed that mental health is still given 
low priority, for a number of reasons.  Firstly the concern is mostly on diseases with high 
mortality rates like HIV/AIDS and malaria.  Secondly mental health interventions are said 
to be expensive and not to produce fast, observable and quantifiable outcomes as compared 
to other conditions and thirdly, that mental health is a concept which is not well understood 
by many people.  The small budgets meant to facilitate mental health activities in some 
health facilities are often not realized for that purpose.  It was reported that in cases of 
insufficient funding, budgetary re-allocation is based on prioritization and mental health is 
often among the most affected areas.   
  
 �� and�I said it is not what�it is not as acutely life  threatening that people give it 
 a lot of concern� (SSI, District health manager, rural district) 
 

   
  � �You see in most cases most of these policy makers,  I think they are interested in 

 tangible results. But ours� the community based ar e not easy to see, sometimes it 
 takes long� for example you are dealing a mental c ase, you are counseling or 
 you are referring somebody�so, they may not see th at. So the impact am not very 
 aware with them, but because they don�t see that, that is why we also marginalized�  

  (SSI, Social worker, rural district) 
 

  
 ��I also read through the work plan, I found that we are supposed to be catered 

for with some money. But I asked for the money and asked for the money, not until I 
realized that I would cause a grudge with my boss� (FGD, mental health nurse 4) 

 
Furthermore prioritization was reported to be dependent on the burden posed by a 
condition/disease, as reflected in the Health Management Information System (HMIS) data 
analysis.  Thus, with the very little data collected in mental illness, the disease burden 
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posed by mental illness is not known.  This was largely attributed to the inability of most 
health workers to identify patients with mental illness due to a lack of adequate knowledge 
in the field of mental health.  The small number of cases reported in the HMIS was also 
given as an excuse for less consideration of mental health.  Poor facilitation for the mental 
health services was said to be very obvious during the purchase of medical supplies which 
was reported to be dependent on the number of patients presenting with a particular 
condition.   
  
 �� I have told you that not many of these diseases are diagnosed. So, when we are 

buying we don�t really take it as a big priority � we are supposed to buy drugs 
depending on the data collected. I have told that our clinicians miss out to diagnose 
the common diseases in people. So, somebody who comes in with anxiety or with 
depression is diagnosed malaria. And on our returns is malaria. So, when you look 
at the returns we always buy our drugs depending on what we see; because you 
can�t start saying that I should buy a lot of these drugs when you don�t have 
evidence� (SSI, hospital manager, urban district) 

 
However other participants especially at primary health level argued that, though few cases 
are reported in the HMIS, it cannot be a justification for overlooking mental health.  They 
believed that the cases are many in the community, only that health workers lack the skills 
and knowledge to detect them and that most others do not readily seek help at the health 
facilities.  The health workers believed that low prioritization for mental health starts right 
at the ministry of health headquarters, spreading down to health facility managers and 
administrators.  They described managers and administrators as being less empathetic to 
those suffering from mental health problems and hence the meagre resources committed to 
mental health.  Comparing mental illness with HIV/AIDS and malaria, the health workers 
asserted that resources for other conditions and activities are always readily realized, but 
not for mental health.  
 

 ��but if these people at the ministry think about it seriously, then that money 
would be in place. But they don�t take it seriously�nobody cares. The cars they 
drive are very expensive and they can manage to buy the fuel, but buying drugs for 
the patients is not an issue to them�� (FGD, PHC nurse 1) 

Another nurse in the same group added: 
 
 �� and whoever comes in just looks at a proposal for AIDS, malaria�among 100, 

there may be 1 for mental health. So, somebody has to look at what is selling�  
 (FGD, PHC nurse 5) 
 
Some participants further argued that some leaders tend to be selfish and insensitive to the 
plight of the mentally ill people, until someone close to them falls sick with the same.  
Some PHC nurses quoted one health manager who had at one time stated that there are few 
cases of mental illness in the district, and hence no need for a mental health nurse. 
It was further reported that because of the widespread stigma and misconceptions 
surrounding mental illness, some non-medical administrators at the health facilities do not 
look at mental health as an area that deserves attention.  They tend to believe that purchase 
of medical supplies for patients with mental illness is wastage of resources.      
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 �� because whenever we are buying drugs, again they say but for who? You know!  
so it becomes a bit of a problem� even now in the a dministration apart from us 
who are medical, the other people who are non medical, they look at those people 
as mad�and�you know so it becomes a bit of big prob lem�   

 (SSI, hospital manager) 
 
One hospital manager further affirmed that most of the medical personnel to date do not 
take mental health as an important area because it was not prioritized during their training 
at the medical school.  Increased awareness on mental health was identified as the best 
solution that would help bring mental health in the limelight.  One participant specifically 
gave an example of visual impairment as an area that had in the past been neglected like 
mental illness but currently gets significant recognition because of wide awareness raising. 
 
           ��I will quote an example of this NGO, the sight sa vers. For them, they are for 

visual. Before they came, we didn�t know that these children were there, but when 
they came, we have started seeing children with sight problems. So, with mental 
disorders, it is because nobody is tickling the situation to find out whether those 
children are there�.�  

 (SSI, Senior Education Officer, rural district). 
 
3.2.4 Trend in mental health services 
Commenting on the trend of mental health services, it was recounted that until recently, 
mental health services were centralized and services were available only at the National 
Mental Hospital before the decentralization to lower health facilities.  
It was reported that in the public, mental illness was previously seen as an untreatable 
condition attributable to witchcraft and other related causes.  However, with increased 
sensitization, the public has begun to recognize mental illness as a treatable disease with 
known scientific causes. Some participants noted that the present achievements as regards 
mental health care are quite impressive and give more hope for improvement in mental 
health services.  They gave credit to the current leadership in mental health. 
 
3.2.5 Mental health services at district level 
 
3.2.5.1 Rural district 
3.2.5.1.1 History of mental health services in the District 
Mental health related services were reported to be generally new in the few health facilities 
where attempts are currently being made to care for patients with mental illness.  At one 
community health centre, the clinical officer in-charge reported having developed the drive 
and courage to initiate mental health services at the facility after attending mental health 
day celebrations and some other workshop where mental health featured on the agenda.    
 
 �� before, someone could not talk about it, until�one time we had a workshop in 
 Iganga and when also I attended the mental day in Jinja. So the information I 
 gained from Jinja� that was 2003 and again the inf ormation I gained from Iganga 
 in the workshop� I came up and�actually I had just  been transferred here�I 
 was still new and there was nothing to do with mental health. So, I started that kind 
 of program� (SSI, Community health centre manager) 
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3.2.5.1.2 Management Frameworks and Intersectoral Links 
It was noted that a district health management committee is non-existent for this district.  
Instead, there is a District Health Team (DHT) and a social services committee which at 
times doubles as health services committee.  According to the Ministry of Health 
recommendation for the organization of District Health Services, there is supposed to be a 
general hospital at the apex, with four other levels of care below.  In the case of this 
district, the designated general hospital is a private missionary hospital.  Government owns 
the health centres at the other levels of care from Health Centre IV, downwards.  The 
reporting system is therefore hierarchical in nature.  Health Management Information 
System is compiled from below, upwards through the Health Centre IVs to the District 
Health Officer, who then forwards the reports to the Ministry of Health.  Such data is used 
to plan for the services.  The health workers reported receiving no support supervision from 
the regional hospital in the area of mental health.   
 
Intersectoral collaboration in mental health was reported to be lacking in this district.  Only 
a few non-government organizations were said to be in place, mainly concentrating on 
HIV/AIDS which has been attracting a lot of funding.  The district political leadership was 
reported to be unstable with lots of internal conflicts and administrative problems 
especially attributable to political squabbles.  The participants believed that this grossly 
affects service delivery and is one of the reasons for areas such as mental health not being 
at the forefront as yet.  

3.2.5.1.3 Mental health plan 
It was noted that there is no mental health plan, and no well organized mental health 
programs running in the district.  Mental health was reported to have no budget but to draw 
from the general PHC budget as an integrated component, but with no predetermined 
budgetary allocations.  While the PHC nurses reported having a minimal role to play in the 
management of mental health patients, a community health centre manager confessed that 
for cases of serious mental illness, their role is to sedate and refer.  A few mental health 
drugs were reported to be available once in a while; mostly anti-epileptics.  It was however 
pointed out that no antipsychotic drugs are available in the health facilities.  None of the 
health facilities in the district was reported to have any follow up services for patients.  

3.2.5.1.4 Staffing 
There was only one newly recruited mental health nurse available for all the health centres 
in the district.  Despite being the only mental health expert in the district, this mental health 
nurse reported being assigned other duties, as a general health worker.  It was noted that at 
the general hospital, there is no mental health staff, neither is there a vacant position for a 
mental health professional in the structure, yet to be filled.  Staffing at the hospital was 
reported to be dependent on prioritization, with mental health currently not being one of the 
priority areas.  The hospital manager affirmed that general nurses take precedence and that 
the available medical officers are in position to attend to patients with mental illness in case 
they show up.  
 

��we don�t have mental health staff in the hospital . Mental health has not been one 
 of the immediate priority areas� (SSI, hospital manager) 

He added: 

��but we look at immediate priorities. I can�t brin g in a psychiatric nurse if don�t 
have the general nurse to take care of general patients�  
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The hospital manager was cognizant of the fact that mental health nurses can do general 
nursing as well, which would perhaps make them be of an advantage as compared to the 
general nurses.  He however assumed that the mental health nurses would prefer doing 
mental health related work only and hence the reluctance to give them strong consideration.  
It was reported that health workers at the hospital only attend to the overtly mentally ill 
patients and that most of the others, especially those with mental illnesses that may present 
as physical illnesses are missed out.  The health manager on the other hand expressed the 
desire to have more specialists in mental health recruited but reported being limited by the 
staffing norms. 
 

���our wish is to have more, resources permitting. The human resource is the most 
important, then the others can follow. And of course at times by nature of our�by the 
way the staffing norms�you find that it does not pr ovide for that cadre of staff at 
many of our health centres�. (SSI, District Health manager)    

3.2.5.1.5 Training needs 
It was noted that with the exception of the midwives (who are the majority in the district), 
all health workers are believed to have had a component of mental health in their curricula 
during the training.  The health managers however reiterated that very little attention was 
paid to mental health during their training, and admitted that the period used to be taken as 
a holiday from serious reading.  They never visualized themselves utilizing that knowledge 
and did not regard managing the mentally ill as their primary role other than identification 
and referral.  
 
 �� Year four was a time when people thought it was a bit of time of relaxation. And 
 it was not given that real weight, and you know psychiatry was offered as a 
 by-the-way; not given that emphasis. You know it I is taken as a specialist field. 
 So, for you�it was like you are being taught how t o refer�laughing�but when you 
 come out in the field,  you realize that it is actually you whom they are referring the 
 patients to� (SSI, District health manager) 
 
Some of the PHC nurses reported having received no basic training in mental health, and 
admitted only hearing about the National Mental Referral Hospital.  They admitted being 
ignorant about the location of the National Mental Hospital, and viewed this as a challenge 
for them to refer patients to a hospital that they only hear about.  The mental health nurse 
on the other hand felt that the training he received was inadequate to enable him handle the 
challenges of his work and expressed fear of degeneration of the knowledge with time.  
In view of this, the health workers observed a need for further training and Continuous 
Medical Education (CME) in mental health. 

3.2.5.1.6 Referral system   
An upward referral system was reported to be in place but not adhered to.  Patients 
apparently seek help where they expect the services.  Health workers at the district hospital 
reported that while a few patients come to the facility through the referral pathway, others 
often go directly to the higher levels of care.  Patients easily identifiable to be having 
mental illness were reported to be referred to the regional referral hospital right away.  
With no follow up in the community or a back referral system in place, the primary health 
nurses admitted losing track of the patients, which makes it difficult to know whether 
patients ever proceed to the facilities where they are referred.  Furthermore, it was reported 
that many patients often find it hard to seek help at the general hospital since it is a private 
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facility.  When patients are referred to the regional referral hospital, they often opt to go 
directly to the National Mental Hospital where they hope to get the services.  This was also 
reported to be a common occurrence since the patients somehow get to know that services 
at the regional referral hospital are inadequate.  Others were reported to hold a belief that 
certain conditions are only treatable by traditional healers.  
 
 �� So you refer a patient �and you know patients have the information they get 
 from others, they will say �they are referring you to Iganga, but they will still refer 
 you to  Butabika. So, go to Butabika straight away��.why do you waste your 
 time?�   (SSI, District Health manager)    
 
The patients were reported to face constraints of transport with a poor transport system and 
long distances to the general health facilities where free medical help is available. 

3.2.5.1.7 Support supervision mechanism 
The health workers reported that there is very little support supervision from senior mental 
health professionals.  One clinical officer in charge of a community health centre claimed 
doing the supervision of the nurses at the facility in mental health.  The mental health nurse 
lamented over the fact that he receives no supervision and has no senior mental health 
professional to consult.    

3.2.5.1.8 The Police department and mental health 
The police department was reported to have a minimal role in caring for the mentally ill 
people, especially by delivering them to a mental hospital when called upon.  The 
participant from the police reported having no support mechanisms or guidelines of any 
nature while dealing with those having mental illness.  It was further reported that even in 
the training curriculum for police officers, mental health does not feature since it is 
regarded to be outside their jurisdiction. 
 

�� Anyway we have never had any training in mental health. We believe everybody 
is normal until he is taken before the expert� (SSI, senior police officer).    

Police contact with the mentally ill was reported to be during circumstances when the 
police is called upon to intervene or when such people have committed crimes and have 
been dragged to police.  It was noted that a special police officer (probation officer) is 
assigned the duty of handling children�s issues.  However, young offenders were reported 
to be treated in the same way whether mentally ill or not.  The participant from the police 
reported being less informed about the mental health law.  Training in mental health related 
issues was said to be an option for those police officers in the department of health.  Once 
in the hands of the police, individuals suspected to be mentally ill were reported to be taken 
to the police surgeon or a medical superintendent in the police force who ascertains 
whether one is mentally ill and then arranges for transfer of the individual to the mental 
hospital.         
     
3.2.5.1.9 Law and justice sector 
The participant from the law and justice sector was rather reluctant to take part in the study 
because of being less uninformed about mental health.  Contact with the mentally ill 
persons was reported to be mostly for those roaming around in the community and also on 
occasions when they are brought to court.  The latter was reported to happen when such 
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individuals have been involved in offences.  It was further reported that feigning mental 
illness in the courtroom so as to evade conviction is a common habit for some offenders.  
 
 �� he pretends he is mad, but the moment they are taken to prison, they come back 
    when they are normal. Somebody comes and shouts, behaves abnormally before 
 court;  but 1or 2 days in prison, he comes back behaving just like any other 
 person��   (SSI, magistrate) 
 
The participant from the judicial sector believed that magistrates as members of the 
judiciary have no special role to play in caring for the mentally ill other than sending their 
files to the Director of Public Prosecution (DPP) who then makes an assessment and 
referral.  This participant however had no idea about the kind of assessment done by the 
DPP and was uncertain on what exactly is done for mentally ill offenders after treatment at 
the mental hospital.  
 

��the person�s file is sent to DPP so that he can b e taken to Butabika where they 
treat the mentally ill�then he can be excused of th e crime. Maybe he is kept in the 
hospital instead of being prosecuted� (SSI, magistrate)      

The juvenile mentally ill-offenders were reported to be handed over either to parents or a 
remand home if available, in accordance with the children�s statute.  The participant 
believed that basic training in mental health related issues in the judicial sector may not be 
necessary because the nature of training for members of the judiciary strongly emphasizes 
critical observation and analysis of the situation at the present time, but not relying on 
preconceived knowledge.   
 
3.2.5.2 Urban district 

3.2.5.2.1 History of mental health services   
Mental health was reported to be an area that had been neglected for long but had of late 
got recognition in this district as one of the priority areas.  It was revealed that for quite 
long, the district neither had a mental health professional nor any staff trained in mental 
health.  It was not until the health manager attended a workshop on mental health that he 
developed the enthusiasm and managed to convince the colleagues to start giving mental 
health favourable consideration. 
It was further noted that after the same workshop, the health manager realized that a lot of 
mental health-related data was previously missed out in the HMIS as most cases of mental 
illness would go unnoticed.   
 
 ��I was in Masaka for a workshop and she came in an d made a presentation 
 there�that time when they were thinking of taking mental health up to the 
 community level�community based mental health. I g ot touched. I came back and 
 addressed the  members, and I think somewhere somehow we started seeing mental 
 health as a priority. (SSI, District health manager)    
 
He added: 
 
 ��And again when it came to our HMIS, we noticed th at many mental health cases 
 were going unnoticed. Not a lot of data was being captured in the area of mental 
 health� 
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The health manager reiterated that mental health subsequently became one of the priority 
areas in the district, and continues to be a priority area that has been given due 
consideration especially in the area of capacity building.   

3.2.5.2.2 Management frameworks and intersectoral links 
The district health system was reported to be working well amidst a number of challenges 
such as financial constraints.  The district is ranked highly in terms of services delivery, 
including health, as compared to most other districts.  This was attributed to a high level of 
commitment by the personnel and proper utilization of funds.     
 
 �� We struggle to be on the top by ourselves and when we are there, they think we 
 are getting a lot. But the fact is that for the little we get, we commit it to what it is 
 supposed to do. Maybe that is how we manage to get there�  
 (SSI, District health manager) 
 
Although the district health manager reported that there is a District Health Management 
Committee, some of the participants expressed uncertainty about its existence.  The 
hospital manager noted that it becomes difficult to set up some of the committees because 
of limited human resources.  No form of multisectoral link was reported to be in place as 
far as mental health is concerned.  It was however reported that the general hospital has 
some collaboration with the National Referral Mental Hospital, under which a visiting 
psychiatrist provides some services at the hospital.  Furthermore, the hospital manager 
reported an existing link between mental illness and HIV/AIDS, which prompted them to 
establish some collaboration between the mental health department and The AIDS Support 
Organization (TASO).  Support groups by TASO were reported to be in place only for 
those patients having mental illness and HIV/AIDS or mental health problems resulting 
from HIV/AIDS.  Reporting back was said to be done on a monthly basis and to the district 
health officer, who then reports to the Ministry of Health.  
 
Mental health was reported to have no specific budget, but to be catered for by the general 
Primary Health Care budget since mental health services are integrated into Primary Health 
Care.  The fraction of the district health budget dedicated to mental health services could 
not be established due to difficulties in determining the unit cost, but was estimated to be 
less than 5%.    
  
3.2.5.2.3 The mental health plan 
It was noted that there is no district mental health plan in place and mental health is 
integrated into the General Health Care plan.   Limited mental health promotion and 
prevention programs were reported to be running in the communities.  Mental health was 
reported to be integrated in activities during the outreach programs. 
 
3.2.5.2.4 Staffing  
Each health facility at the level of Health Centre IV was reported to have at least a mental 
health nurse.  The district health manager expressed concern over the fact that the 
recommended staffing norms by the ministry of health make no provision for mental health 
nurses at the lower levels of care, specifically at Health Centre IIIs and yet a significant 
number of mental health patients seek help at this level of care.  He expressed a need for 
recruitment of Psychiatric Clinical Officers as well, at least at the district hospital if 
supported by the staffing norms.  
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 ��We don�t have mental health nurses at Health Cen tre IIIs. And I was looking at 
 the structure, I think that is a very big gap. Because they don�t cater for that 
 position at Health Centre III and yet these Health Centre IIIs are handling quite a 
 number of these cases� (SSI, district health manager)    
 
It was further reported that the district designates a mental health focal person specifically 
to manage mental health issues on rotational basis.  Such a person is usually a medical 
officer in charge of health services in a health sub-district.     

3.2.5.2.5 Training needs 
It was noted that a few of the general nurses had received some orientation in mental 
health.  One PHC nurse reported that rotating through the National Mental Hospital during 
their training had a significant impact as it gave them some good exposure to mental health 
problems and their management.  She further noted that general health workers who 
received some orientation in mental health tend to be more receptive and empathetic in the 
way they handle patients, and endeavour to educate fellow health workers on mental 
illness.  It was however noted that the duration for orientation of the general health workers 
in mental health is usually inadequate.  The PHC nurses reported being unable to 
effectively handle patients with mental illness even after some orientation in mental health 
due to the wide scope, but yet insufficient time for the training. 
 
 ��. It was so hard that you couldn�t get things in just one week. Because by the 
 time I  went there, I thought by the time I come out, within that one week, I would 
 be able to treat mentally ill patients. But I found that it is not possible. I found that 
 it was such a wide thing that you can�t learn it in one week� (SSI, PHC nurse)  
 
Two health workers from each health sub-district were reported to have received some 
basic training in mental health, at the National Referral Mental Hospital.  The hospital 
manager reported having discovered that some of the trainees apparently attend such 
training without any serious motivation and thus never show any improvements in their 
practice after the training.  He proposed that the training should be thorough and well 
tailored to enable the trainees develop interest in mental health; as well as a change in 
attitude towards mental illness.    
  
Furthermore, it was reported that some CME sessions have been planned at the hospital, 
through which the general health workers should have acquired some basic knowledge in 
identification and management of common mental health problems.  The health workers 
emphasized the need for continuing medical education, especially for the mental health 
personnel to keep abreast with recent developments in mental health and new drug 
regimens.       
 
3.2.5.2.6 Reporting 
As part of the HMIS, reporting by the district health manager was reported to be done to 
the Ministry of Health headquarters on a monthly basis.  Specifically, numerical 
information on the patients with mental illness seen at various health centres is reported.   
A great improvement in reporting, in the area of mental health was reported to have been 
realized following the recruitment of mental health staff and orientation of general health 
workers in mental health. 
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 ��when it came to our HMIS, we noticed that many m ental health cases were 
 going unnoticed. Not a lot of data was being captured in the area of mental health. 
 So after the recruitment and the orientation of the staff, who happened to talk to 
 other clinicians, the reporting in the area of mental health is improving. Because 
 you could find that for a whole month, they don�t report any case of mental illness� 
 (SSI, district health manager) 

3.2.5.2.7 Referral system 
A vertical referral system was reported to be in place, though not adhered to, particularly 
for mental health.  The health manager explained that it is a common practice for health 
workers at different levels of care to refer patients with mental illness mainly to the 
National Referral Mental hospital.  He further reported that while the mental health nurses 
attempt to manage some of the patients with mental illness and referring the severe cases, 
people in the community tend to bypass the other levels of care, always rushing straight to 
the National Referral Mental Hospital.  Such problems with the referral system were 
attributed to the community�s belief that mental health services can only be received at the 
national referral mental hospital.  
 
 ��Because people know that Butabika is the only pla ce where mentally sick people 
 can get treatment. They don�t think they can get help from our health centres� 
 (SSI, District health manager) 
 
He added: 
 �� I can say apparently there may be few or no cases referred with the district 

system. Somebody could be referred because of another illness but not necessarily 
mental illness. When it comes to somebody�s mind that it is a mental case, they will 
think of Butabika; not any other place�  

 
Similarly, a back-referral system was reported to be lacking within the district.     

3.2.5.2.8 Support supervision mechanism 
Support for health managers handling mental health at the different health centres was 
reported to be minimal, through an integrated support supervision system.  By this, there is 
a joint arrangement for supervision of health workers in the different specialties.  Under 
this arrangement, the mental health focal person in the district together with a registered 
mental health nurse are said to participate in the supervision of the mental health nurses.  
The health manager was noted to be hopeful that the mental health nurses teach and support 
other general health workers in handling mental health cases through CME sessions 
although he has not yet taken any deliberate efforts to follow this up.  Some mental health 
nurses reported having taken the initiative to organize for CMEs at their respective 
facilities but were frustrated by the lack of interest among the general health workers. 
 
  �� You could call for a CME and only 2 people turn up. You call for the CME again 

and those 2 people don�t turn up. Because they lack the interest��   
 (FGD, mental health nurse 1) 

3.2.5.2.9 The Police department and mental health 
It was reported that the police officers do not receive any orientation in mental health 
during their training.  Contact with the mentally ill persons was reported to be on occasions 
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when the police is called upon for help.  However, the police was reported to pay attention 
only in cases where the mentally ill are aggressive and a danger in the community due to 
poor facilitation. 
 
 ��When you find one in peace or seated somewhere, y ou bypass and go. But when 
 he is so dangerous to the public, then there is no need to be called. You just 
 intervene there and then� (SSI, Senior Police Official) 
 
As regards the offenders believed to be mentally ill, the police was reported to 
acknowledge the fact that these are not criminally responsible, and should not be 
imprisoned but rather be taken to a mental hospital for care.  Mentally ill offenders were 
thus reported to be taken to a medical doctor or the mental hospital for examination, but not 
to court.  Though a senior officer, the participant from the police admitted being less 
conversant with the mental health legislation and reported that there are no set guidelines or 
procedure for the police to follow while handling the mentally ill persons.  It was reported 
that in this district, there are currently no links between the police and the mental health 
service providers, neither have the police attended any multisectoral forum where mental 
health is discussed.  The police officer visualized no need for training police personnel in 
mental health issues and believed that any understanding human being would be in position 
to tell whether one is mentally ill or not basing on observable behaviour. 
 

�� I think that one does not require training, because you can see from someone�s 
 behaviour�you can easily identify�.it doesn�t requ ire any training. Because even 
 any person whether educated or not can be able to know that�  

(SSI, Senior Police official) 

The participant reiterated that the police�s only role as regards caring for the mentally ill 
persons is picking and delivering them to the mental hospital.  The police personnel were 
reported to receive no training in child and adolescent mental health issues.  Children with 
mental health problems in the hands of the police were reported to be handled just like 
adults.  The participant maintained that poor facilitation of the police department often 
necessitates individual police officers to facilitate themselves while handling the mentally 
ill persons, and the burden involved compels most police officers to ignore the mentally ill 
patients.  

3.2.5.2.10 Social workers  
Services by the social work department for persons with disability were reported to be 
mainly in physical disability, not in mental disability.  It is presumed that mental health 
features indirectly while addressing other disabilities.  The department�s emphasis was 
reported to be on children, and collaboration is mostly with non-government organizations 
dealing with children.  The community social workers were reported to have minimal 
training in mental health and to be unable to deal with cases of mental disability.  
Community participation in sensitization programs and initiatives was reported to be 
inadequate.  People were noted to value the financial benefits that may be involved more 
than the knowledge.    
 
 ��You call for a sensitization meeting and people t hink of how they will benefit 
 from it  financially. They ask �will there be allowance?... Will there be lunch? ��  
   (SSI, Social worker)  
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Another participant added: 
 
 �� They asked me for transport refund. They told the doctor �now this gentleman has 
 called us, we have used our transport, how are we benefiting? Just to come and listen to 
 mental illness? How are we benefiting?� �� (FGD, Mental health nurse 2) 
 
The social workers� department was however reported to be understaffed and less 
prioritized, often with a realized budget catering for just a fraction of its intended activities.  
The social workers were reported to be more accessible in the communities, often 
consulted even in areas beyond their expertise.  Community development functions were 
reported to be overlooked and poorly facilitated because their outputs are not immediate 
and readily recognized.      

3.2.5.2.11 Law and justice sector 
The participant from this sector reported getting in contact with mentally ill people as they 
loiter in the community, but also when they run to courts of law in pursuit of justice, 
following serious violation of their rights.  It was also reported that at times the relatives of 
the allegedly mentally ill persons attempt to grab or take custody of the latter�s property 
against their will.      
 
 ��well there are around 2 or 3 cases that have come  to me; and these 
 persons�they  were like�the relatives had taken aw ay their property. They had 
 been declared insane by those relatives. But when they come to me for help, one 
 says � these relatives are taking  away my property; they are saying am mad, but am not 
 mad� ��   (SSI, magistrate, urban district) 
 
Contact with the mentally ill offenders on the other hand was reported to be on rare 
occasions, when such people are presented to court to be charged after committing crimes.   
It was reported that in such cases, magistrates simply take note and refer the cases to a 
qualified medical doctor for assessment and further referral; in most cases the police 
surgeon.  Offenders proved to be mentally ill were reported to be acquitted on grounds of 
failure to form intent of the crime. 
It was reported that the magistrates do not receive any basic training in mental health, and 
operate on presumptions as regards mental health matters.  Their training entails being 
cautious and paying great attention to details during court proceedings.  Orientation in 
mental health was however believed to be necessary for members of the law and justice 
sector.  The chain-link program was identified as a suitable avenue for introduction of the 
mental health to this sector.  This is an arrangement for multisectoral collaboration between 
stakeholders in the law, order and justice sector, involving courts of law, police, prison, 
lawyers and hospitals.  
 
3.2.6 The role of media 
It was noted that the media links with the Ministry of Health mostly through its health 
promotion and education department.  The media was reported to be an important 
stakeholder that links government sectors and service providers to the public through its 
major role of publicity and education.  The participants from the media affirmed that their 
sector is interested and involved in health but most attention goes to conditions that are 
prioritized by the Ministry of Health or those that have more events, such as HIV/AIDS 
and malaria.  The media was reported to be less involved in mental health because the users 
and the public at large tend to be silent and to show less interest in mental health.  Interest 
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was noted to be mostly by individual journalists; at times for personal reasons.  Mental 
health was reported to be an area that is generally not selling for the media.  Wider media 
coverage on mental health issues was reported to be mostly on commemorative occasions.   
These participants believed that the prevalence and the economic impact of mental health 
problems are enormous but mental health does not get much attention because mental 
illness is not dramatic in terms of mortality and physical consequences. 
 
Some of the participants asserted that for mental health to get more publicity and 
prioritization, the communication strategy has to be revised.  They specifically proposed a 
need to link mental health to issues that are more appealing in the community as a strategy 
that could help attract more attention.  They further proposed a need to involve influential 
people and such as politicians and celebrities in mental health initiatives since the public 
tends to pay more attention to them.  
 
 �� But you need to explain to them why they have to mind. You can present it in an 

economic argument�.For instance�.  I don�t know how  many people know the link 
between mental health and sexual potence. So, you could use sex as the marketing 
point. It now begins to create the drama that mental health was lacking before. You can 
present an economic argument. How much money are we losing as a country because 
so many people are stressed? I haven�t seen anyone trying to market it that way�to 
make people think �why should I bother about this � (SSI, Media Representative, 5) 

 
He added: 
 
 �� It is certainly the biggest epidemic of the next generation. If I look at our life style, 
 we live through a lot of stress because of the modern life style; and all this is 
 impacting on mental health, but no one has really put it on the agenda. No one has 
 convinced the M.Ps that this is the top thing. No one has convinced the president that 
 this is the top thing�  
 
The participants further affirmed that the current media is highly liberalized and is mostly 
for profit making.  It thus tends to focus on issues that excite the public and attract more 
sales. 
 
3.2.7 The role of private sector 
It was noted that private sector appreciated the importance of mental health since it hires 
human resource, whose mental wellbeing has a direct bearing on performance and 
production.  It was however reported to be less involved in supporting health initiatives 
since the key areas of HIV/AIDS and malaria are heavily funded by external sources and 
government. 

3.2.8 The role of external development partners in mental health 
The participants noted that external development partners are beginning to realize the 
importance of mental health.  They believed that although few development partners 
support mental health programs directly, mental health is partly addressed indirectly in the 
programs of many other donors.  In line with this, all external development partners 
supporting the Ministry of Health under SWAp partly support mental health in line with the 
government policy of involving donor partners in priority areas.   
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The participants further believed that increased donor support and involvement in mental 
health would require government to take a lead in identifying mental health as a key 
priority area. 
 
 �� If government prioritizes, we can support. But if we want to support and they 
 say �No, the other one is a bigger problem, mental  illness is small�� what do we 
 do? Your government never presents mental illness as a problem to the 
 development partners...�  (SSI, Representative, ext. development partner 1) 
 
It was noted that some development partners are not involved in direct support for mental 
health because it is not one of their interest areas or because government has not presented 
mental health to them as one of the most wanting areas.   
 
 �� you know mental health�I don�t know whether I have ever encountered a 
 specific strategy on the part of the government or ministry of health�it might be 
 ministry of gender and social development that is handling this, and that could be 
 one reason why I am not familiar with it as a government of Uganda priority�  
 (SSI, Representative, ext. development partner 3) 
 
Furthermore, the development partners were reported to be conscious of the Disability 
Adjusted Life Years (DALYS) as an aspect in the assessment of the burden of disease, and 
the contribution of mental illness towards this.  They however prefer supporting activities 
that have more immediate and measurable results, typical of the communicable diseases.   

3.2.9 The Education sector and mental health 
Some of the participants outside the education sector believed that the current style of work 
in the education system is stressful to the children.  It was reported that children in most 
schools are overworked with academics both at school and home, leaving very little time 
for relaxation and recreation.  Although some of the teachers were in agreement with this, 
others were opposed to it and believed that it is necessary to keep the learners always 
occupied.  This was based on the belief by some teachers that mental retardation is quite 
common among the learners and the best way to make such learners productive is by 
keeping them busy. 
 

�� the schools these days overload the kids with work? Simply because they want 
their schools to perform highly, they pump the kids with a lot of work. You find that 
a kid in nursery is given homework on a daily basis. There is a time I did homework 
with my son to the extent that I saw tears rolling down his eyes. Not because I was 
hash on him,� I was actually trying to be very gent le and supportive. I saw tears 
rolling and asked him �can we stop here?� he said � No. If we stop here, the teacher 
will beat me tomorrow� ��  
(SSI, Media representative 5) 

 

           �� It is contributing but not 100%. Because the way I see it, a child with mental 
 retardation problem needs to be given a lot of work which can make him think 
 about  that. If these children are given a lot of work, it will compel that person to 
 think��   (FGD, Primary school teacher 2) 
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Mental health problems were reported to significantly affect the performance 
students/pupils, and to result in school drop out due to stigmatization.  It was further 
reported that often many teachers also experience significant mental distress, which 
compromises their performance and output.  One longtime inspector of schools specifically 
cited hidden mental health problems among students and teachers as one of the underlying 
factors for strikes in schools.   
  
Challenges for the education sector 
It was noted that the education sector has not considered mental health seriously.  The 
teachers were reported to have too much work and to hardly find enough time to attend to 
the mental health needs of the children. 
  
 �� So, most teachers don�t detect that. In fact if the ministry was wise, we would 
 come up with a programme of identifying and training teachers who can detect 
 mental  disorders. But currently no, it is not there. They have been trained in visual 
 and hearing�� (SSI, senior education official 1)   
 

 
 �� the code of conduct says a teacher should help a child develop in body, mind, 
 soul, character and personality. But you have been in our school system�the 
 emphasis is academics, and even that one is done wrongly. We think of 
 coaching�.pumping a lot of  material in the head. You have seen children being 
 beaten because they have not passed  exams. We are neglecting the character and 
 personality of the child. That is why you can see many problems around. Those are 
 the areas that lead to bad mental health�  (SSI, senior education official 2) 
 

Emphasis was reported to be mainly on academics because of the current stiff competition 
among schools, ignoring other areas important for human development.  It was noted that 
there are no specific school-based mental health programs as yet, neither are there any 
planned arrangements by the Ministry of Health and Ministry of Education for mental 
health in schools.  The current school health program focuses on reproductive health and 
HIV/AIDS through programs such as the Presidential Initiative on Sex and AIDS 
Communication to the Youth (PIASCY).  
 
       �� You know to observe mental health problems among the children, one needs 
 time. You need to sit and observe. And in such a situation where we are looking for 
 first grades, we don�t have the time. And the students also don�t have the time to 
 rest�  (FGD, secondary school teacher 4)  
 
Another teacher added: 
 
 �� it is academics. The curriculum is directing us to teach the students and 
 increase the number of first grades. And remember we are competing. If you 
 concentrate on these other programs�straight talk,  youth alive�what what, the 
 other one is going to concentrate on academics� (FGD, secondary school teacher 2)  
 
The policy for the Ministry of Education directs schools to have a male and a female 
teacher assigned some extra duty of attending to the mental health problems of 
students/pupils.  These teachers mostly act as school counselors and are referred to as 
senior woman or senior man teacher.  Furthermore, it was reported that there are teachers 
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trained in special needs education, and these are expected to handle learners with disability.  
These teachers were however reported to be less equipped with skills to handle 
students/pupils with mental health problems.   
 
 �� they are teachers. The issue of career guidance and counseling is an assignment 
 given by the head teacher. In most cases, those assigned the responsibility are not 
 trained. So, you find  that they are just there�co unselors by title. They have little 
 answers in terms of counseling and guidance� (SSI, senior education official 1 )   
 
The education officials further reported that emphasis is on career guidance and the 
mentally handicapped children, and less efforts are directed towards guidance and 
counseling.  They believed that the teachers trained under the Uganda National Institute for 
Special Needs Education (UNISE) program lack a sound mental health component in their 
training and have not yet been instrumental in helping children with mental health 
problems.  
The teachers reported that attending to the mental health problems of the students is not 
mandatory but rather a responsibility they accept at their discretion.  The commitment and 
passion this responsibility entails requires to be reciprocated with improved remuneration.  
 
Recommendations to the education sector 
Participants believed that prevalence of mental health problems among school going 
children is on the increase though there is no data to demonstrate this due to the absence of 
qualified persons to conduct studies to that effect.  The following recommendations were 
made: 
 

o The need to include mental health at least in the primary school curriculum. 
o Make a provision for having at least a teacher per school trained to work as a 

school counselor. These however should be teachers whom the students can 
confide in. 

o Conduct research on the prevalence and burden of mental health problems in 
schools. 

o Revise the curriculum to address issues that are more relevant for human survival, 
such as culture and life skills for students to benefit in the current competitive 
world. 

o Emphasize training of teachers in child and adolescent mental health issues. 
 

Participants believed that introducing mental health in schools would have a wider 
multiplier effect in wider publicity and positive attitude change as children would 
contribute greatly towards the dissemination of information in their communities. 
 
3.2.10 Child and adolescent mental health 
Child and adolescent mental health was reported to be a largely neglected area at most 
health facilities.  Some of the participants believed that children and adolescents lead a 
stress-free life and do not experience mental health problems because they are dependants 
who do not fend for themselves or any others.  The majority however noted that children 
are humans and experience mental health problems just like adults.  
  
Epilepsy, anxiety disorders and mental retardation were reported to be the most common 
mental health problems seen among the children, believed to be caused by malarial 
infections.  However, substance-related problems, behavioural problems typical of conduct 
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disorders, emotional problems, domestic troubles resulting from conflicts with parents and 
relationship problems were reported to be more common among the older adolescents.  
Children from war-torn areas were specifically reported to be very irritable, often 
displaying inappropriate behaviours characterized by either hostility or withdrawal.  
One Secondary school teacher reported having made an observation over time of teenage 
students with sickle cells anaemia who persistently misbehaved in anticipation of their 
impending death, only to stabilize and become humble later when the anxiety subsided.  
 
Causes  
The mental health problems among children were mostly attributed to family breakdown, 
marital problems and poor parenting characterized by absence of adequate communication 
between the parents and children.  The participants reported that with the current trends in 
life, there is often a big gap between the parents and their children.  The children therefore 
have limited opportunities for interaction with the elders and minimal guidance on matters 
pertaining to their conduct; something believed to affect their emotional development.  
Furthermore, parents were reported to have relinquished most of their responsibilities in 
nurturing the children to teachers at school, who on the other hand hardly find the time to 
attend to the non-academic affairs. 
 
 �� We often tell the parents that they have left this burden on us, but we also have 
 no time for this. So, the parents also have to come back and have time for their 
 children and talk to them. Because a parent comes and tells you �I have given you 
 this child�for me I work in Owino, I come back lat e in the night, I have no time� ��   
 (FGD, Secondary school teacher 3) 
 
Breakdown of traditional social values was another factor believed to result in child and 
adolescents mental health problems.  Participants believed that across different cultures, 
there are important traditional norms and values that used to be upheld strongly.  These 
values were believed to have been protective but have gradually been replaced by foreign 
cultures due to modernization and globalization.  Some elements of the newly adopted 
cultures are believed to be the origin of moral degeneration and dysfunctional behaviours, 
making children more prone to mental health problems.     
 
 �� There is a break down of social values� parents are  abandoning their 
 responsibilities. I think there�s a problem where they attributed it....is it�child 
 rights.  There is a misinterpretation in the community about child rights. They say 
 that government has come out with child rights and they have gripped up our 
 responsibilities. Because they say that you can�t talk to the child, the child will 
 report you, you don�t have to decide. So now what they have done most of them 
 have abandoned the children�and I  think that one also causes a big problem�  
 (SSI, community social worker)  
 
  
 �� I think Uganda like many other African countries is facing transition. There was 
 a structure at the village level or country side level considered a traditional one. 
 And it  instilled values and it was respected. Then there was some years of 
 conflict�so they lost  their sense of tradition an d didn�t replace with new values. 
 There is now a new structure  of community with changes. Look at the North of 
 Uganda�some specific areas, you see children movin g with AK 47!!! Of course 
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 there should be modernization of culture but give them some bonds where they can 
 rely�  (SSI, Representative, ext. development partner 1)  
 
The high rate of orphanhood due to HIV/AIDS was reported to be another significant cause 
of mental health problems among children.  Many children assume parental responsibility 
much earlier, taking care of themselves and the younger siblings (parentification).  It is 
believed that such children often get overwhelmed by the responsibility, which could result 
in mental breakdown.  Some participants further identified defilement as one of the causes 
of mental health problems among female children and adolescents.  In one instance, a 
devastated young girl was reported to have wondered bitterly whether her father was the 
real father, having defiled her several times.  

                     
   �� After greeting the uncle, she asked him �But uncle, is this man really my father? 

 What should I do? At such and such a time, he did this to me. Yesterday when mother 
 went to  the garden, he was with me in bed and even caused me a lot of injury� � �  

  (A defiled young girl, as reported by a teacher)   
 
Defilement of children was reported to be a common phenomenon and a mind-boggling 
happening that indicates the extent of moral decay in society; and greatly impacts on the 
mental health of the children.  Some participants believed that the mental health of the 
perpetrators is questionable and this could be an indication of increased deterioration in the 
mental wellbeing in society.   

 
Mental health problems among children and adolescents were reported to contribute greatly 
towards poor performance and a high rate of school drop-out.  Furthermore, mental health 
problems in children were reported to go undetected in most cases, continuing through 
adolescence to adulthood and resulting into serious mental disorders.  One mental health 
practitioner reported coming in contact with a number of University students who had for 
long harboured distressing feelings that resulted from unpleasant childhood experiences.  
Incest, defilement and other forms of exploitation of girl children were specifically reported 
to be on a rise and causing a lot of psychological torture. 
Some users who had their first episodes of mental breakdown in their teens specifically 
noted that childhood onset tends to be more distressing because the individual has dreams 
and high hopes for the future.  They admitted having contemplated or attempted suicide a 
number of times.   
 
Challenges    
Management of children and adolescents with mental health problems was noted to be still 
problematic.  Most health workers admitted having insufficient knowledge in child and 
adolescent mental health issues, and finding the management of children with mental health 
problems quite a challenging area.   
 
 ��And sometimes they need a bit of technicalities w ith which we may not be well 
 versed. So, sometimes we leave those children untouched. We really lack that bit of 
 technicality� (FGD, mental health nurse 1) 
 
At the mental hospital, it was noted that children with mental health problems are treated 
from the same wards with adults.  Some participants, especially users described this as an 
unfortunate situation that exposes the mentally ill children to more dangers and impedes 
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their recovery.  Some nurses reported instances of child patients who were sexually abused 
by adult patients.  
 
 �� When I was a child, I was 13� imagine I was admitte d in a ward where men 
 were...big men....and these were mad men; naked. And yet we were brought up in a 
 way that you don�t see the nakedness of an adult. It worsened my situation and 
 actually I had to escape from Butabika hospital� (SSI, Key informant user 1) 
 
It was further reported that at times children with mental health problems are abandoned at 
the mental hospital by their parents and relatives.  It was noted that while some children 
with mental health problems are kept behind because the parents don�t know where to seek 
help, others are viewed as a disgrace to their families and deliberately kept behind doors.  
On the other hand, adolescents were reported to be often hesitant seeking help when 
confronted with a problem or opening up fully in a bid to attain and maintain autonomy. 
 
Recommendations as regards child and adolescent mental health 
The participants made the following recommendations as regards child and adolescent 
mental health: 

o Education of parents on the mental health needs of children. 
o Teaching parents and potential parents better parenting styles. 
o A need to have mental health workers in the schools; specifically school counselors.  
o Incorporate and emphasize children�s mental health in the teacher training programs 
o A need to put in place more social programs for children in their communities. 
o A need to involve children in making decisions that directly affect them, instead of 

imposing ideas and decisions on children without their knowledge and involvement.       
 
 
3.2.11 Socio-economic and Cultural factors 
 
3.2.11.1 Poverty and mental health 
A strong relationship was said to exist between poverty and mental ill-health.  Some of the 
participants re-affirmed this relationship as one of the key findings in some earlier studies.  
 
 �� That is one of the things I hadn�t told you. What we found out in our baseline 
 survey  is that people feel they have become mentally ill because of poverty. They 
 are poor, they  are restless, always worried, they don�t sleep, they do abc �.�  
 (SSI, mental health professional, NGO) 
 
Poverty was reported to be an important cause of distress that might result in significant 
mental health problems.  Some participants specifically described poverty as a catalyst or a 
cause for problems such as suicide, depressive disorders and anxiety disorders; as well as 
leading to relapses in the mentally sick people.  While the majority of the participants 
regarded poverty as one of the major causes of mental health problems, a few participants 
with a medical background believed that the link is mainly an associational one, but not 
causal.  Many participants referred to unemployment as an aspect of poverty that is leads to 
frustration and is a high risk factor for mental breakdown.  It was further noted that many 
unemployed people, especially the uneducated ones attempt to cope with their frustrations 
and social problems by resorting to alcohol and other illicit drugs, thus making them more 
susceptible to mental health problems.   
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The participants cited a number of factors linking poverty and mental ill-health.  These 
include:  
 

o The widespread negative attitude towards mental health makes it hard for persons 
with mental illness to access reasonable employment or credit/micro-finance 
services.  

o The poor usually find it hard to access proper medical care; and when they do, they 
cannot afford efficacious drugs which are usually expensive, thus they often do not 
complete the dosage; something that may lead to frequent relapses or exacerbate the 
illness.  

o Delayed help-seeking and self-medication due to financial constraints, which often 
lead to worsening of the condition are more common among the poor. 

o The financial implications of having to travel long distances to access mental health 
care, given the imbalance in distribution of mental health professionals often deters 
help seeking. 

o Some patients with mental illness at times become destructive, causing significant 
loses to their families. 

o Persons with mental illness often have impaired judgement.  They are less likely to 
be constructive and developmental, and are mostly unproductive. 

o Parents with mental illness are less likely to take care of their children well in terms 
of nutrition and educational support.  On the other hand, children with mental 
illness are unable to progress and achieve in academics leading to reduced 
opportunities for gainful employment in adulthood and hence a vicious cycle of 
poverty. 

o The chronicity and recurrent nature of many of the mental illnesses make demand 
for medical supplies outweigh the supply.  This is further complicated by the fact 
that mental health units are often under-resourced, leading to frequent stock-outs.  
As a result, users at times have to buy drugs which are however reported to be rare 
on open market and expensive. This drains their little savings, thus sinking them 
deeper into poverty. 

o It was further noted that many patients tend to seek dual treatment; traditional 
healing and western medical care, making management quite expensive.  Some 
traditional healers tend to be very exploitative extorting a lot of money and property 
from their clients impoverishing them further.   

o Due to poverty, some people at times get lured into performing horrible rituals and 
inhuman practices so as to obtain wealth.  The consequences of such acts are at 
times traumatizing and may impact negatively on the mental health of the victims 
and the perpetrators as well.  

 
In the rural district specifically, some of the participants from the education sector viewed 
the link in terms of nourishment for children.  Teachers narrated that children from poor 
families are often subjected to poor feeding as nearly all the food crops have to be sold to 
earn money leading to malnutrition.  Malnutrition at critical stages of development was 
believed to impact on brain development and hence mental retardation and or other mental 
health related problems.  
 
The users too believed in existence of a strong link between poverty and mental ill health.  
They noted that in addition to the patients being unproductive during the time they are 
hospitalized or on treatment; their carers also spend the time that would have been spent on 
productive work nursing the sick relatives.  This subsequently lowers their productivity 
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resulting in significant economic decline within the family.  One user specifically described 
the recurrent nature of her mental illness as a very inconveniencing experience.  She 
explained that her relapses are often associated with higher expenses and little or no 
productive work, subsequently resulting into financial regression.   
 
 �� when I relapse, I have to use all the money and go back to zero. So, I have to 
 begin afresh whenever I recover� (SSI, mental health service user) 
 
Although most participants viewed a unidirectional relationship; that is poverty leading to 
mental health problems, others believed that the relationship can be two-way.   It was 
reported to be absolutely hard for individuals with mental illness to progress in terms of 
career development and other achievements.  They become unproductive thus sinking into 
poverty; which in turn causes more distress, and hence they revolve within a negative 
vicious cycle of poverty and mental ill-health.  
 
A few of the participants however argued that although stress and mental health problems 
are a reality among the poor, some poor people lead a simple life, free of worries; and are 
comfortable with the little they have.  They further reported that the employed and wealthy 
on the other hand often lead an equally stressful life as a result of the demands at work or 
as they struggle to protect and maintain their wealth amidst many other life problems.  
They noted that mental health problems affect the affluent people as well, and believed that 
the burden of mental ill-health is more in the developed countries where most people are 
well off financially.  They maintained that mental health problems are mostly among the 
very poor and the very rich members of the society.   
 
Breaking the link 
Mental-ill health and poverty were reported to be problems not limited to the health sector 
alone but to cut across all sectors.  Therefore, interventions to break the link between 
mental ill-health and poverty have to be by a concerted multisectoral approach.  The 
participants identified a need for capacity building and empowerment of the public to 
increase primary production.  They emphasized the need for community empowerment 
through health education, mental health promotion, and early detection of people with 
mental illness and improvement of access to mental health services.  They strongly 
believed that to break the link between poverty and mental ill-health, raising the public�s 
awareness on mental health related issues would be necessary and complementary to 
capacity building and income generating activities.  
 
Furthermore, some of the participants, especially the mental health service users observed 
that interventions to break the link between poverty and mental ill-health would be more 
efficient if they addressed poverty at the household level.  They emphasized a need for 
empowerment towards improved livelihood so as to improve the quality of life and reduce 
the chances of relapse among people with mental illness.  They further stressed the need for 
more support groups for people with mental illness.  
 
Those participants who strongly regarded poverty as a major cause of mental ill-health 
considered money as a potential protective factor against mental health problems.  They 
thus expressed hope in the long awaited government�s proposed poverty eradication 
initiative �Bonna baggagawale� (prosperity-for-all) .  However, some participants were not 
in support of the idea of �prosperity for all� and argued that giving out money is not service 
delivery and its impact is usually minimal.  They believed that the initiative is less likely to 
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help in poverty eradication and emphasis should be to put in place structures and other 
facilities for mental health care. Consequently it was recommended that government should 
establish a living wage to protect citizens from exploitation, and should devise means of 
supporting the citizens living in abject poverty to meet their basic needs.  
 
A few of the participants however believed that eliminating poverty and breaking the link 
between poverty and mental ill-health would be virtually hard.  They viewed poverty as a 
trans-generational ideological problem or belief that is deeply embedded in people�s minds, 
rendering them chronically lazy and dependent irrespective of the available solutions. 

3.2.11.2 Mental health and gender 
Gender roles, male dominance and female submissiveness are the key factors that some 
participants believed to have an impact on the individuals� mental wellbeing.  Women were 
believed to be more vulnerable to mental distress because they tend to be submissive and to 
have less autonomy over a number of issues.  Other participants attributed the males� 
mental distress to patriarchy whereby men virtually shoulder all responsibility of caring for 
families; something that was observed to be very stressful to men. 
  
 �� while for instance a typical working Ugandan woman will come back home in 
 the evening without food, a Ugandan man has to borrow to come back home with 
 something. There are bills like electricity, water, rent....all these are met by men�  
 (SSI, Key informant, User association) 
 
Furthermore, in the community, mental illness among the males and the females was 
reported to be mostly attributed to substance abuse and witchcraft respectively.  
 
Some of the participants stated that certain forms of mental illness are more common 
among individuals of a particular sex; for example psychotic illness was said to be more 
common among the males, while depression is more in the females.  Other participants 
however believed that the observed gender difference is simply because females tend to 
seek help more readily than the males.  The users reported that society has a tendency to 
discriminate against the male persons with mental illness and to treat the female patients 
with sympathy.  
 
3.2.11.3 Mental health and stigma 
It was noted that mental illness continues to be highly stigmatized both within the elite and 
the uneducated realms.  It was noted that in the community, mental illness is regarded as a 
unique illness that is traditionally stigmatized.  Some participants cited examples of 
traditional practices such as a tendency by parents to strongly discourage their children 
from marrying within families with a history of mental illness.  It was noted that the 
general health workers too play a role in propagating stigma against the mentally ill.  They 
were reported to often label patients, use an insulting language, to be disrespectful and to 
deny mentally ill patients appropriate care; which are clear reflections of stigma.   
 
 ��even the staffs up to now they feel that these pa tients should not be on the 
 medical wards, and the government policy says these patients have to be on the 
 wards� (SSI, hospital manager, urban district)  
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Stigmatization against mental illness was also reflected in some of the participants� 
responses, like the use of a demeaning language when referring to the mental hospital and 
patients with mental illness generally.  One participant was quoted saying: 
 

 �� because when you visit Butabika during working hours, you think Butabika is a 
place for normal people. It is cleaner than many of secondary schools�and even 
many other hospitals. You can think the people there are normal� (SSI, politician) 

 
3.2.11.3.1 Causes of stigma 
It was noted that stigma is mostly attributed to the beliefs and misconceptions that are 
generally attached to mental illness.  Mental illness was reported to be mainly due to 
witchcraft, spiritual causes, or as a result of the sufferer�s misdeeds; and believed to be an 
incurable disease.  
 
 �� Well the stigma is because people think one gets mental illness because he did 
 something bad, or the family has something bad they did. People don�t think that 
 one can get mental illness by a natural cause� (SSI, Hospital manager) 
 
Some user argued that the way colonial governments handled mental illness at the time was 
itself promoting stigma.  The architectural design of psychiatric wards was like that of 
prisons, different from other wards and isolated.  Furthermore, the language used in the 
mental health law was reported to be rather dehumanizing.   Terms such as �lunatics� and 
�idiots� used in referring to the mentally ill give  an erroneous image of mental illness and 
thereby propagating stigma.  According to some participants, in the community, mental 
illness is considered to be a permanent health problem for which patients are never cured; 
as implied in a common saying that � once psychiatric, always psychiatric�.  Stigma was 
also found to be attributed to the aggressive nature of the illness. 
 
 �� Even me when I see someone who has ran mad, the first thing I will think is that 
 maybe he is going to beat me up or throw something at me. I will have to run away�  
 (SSI, participant, private sector)    
 
Some of the users believed that seclusion of patients and keeping in-patients in uniforms 
strengthen institutionalization.  By this, patients were reported to be treated like prisoners, 
and the relatives imagine that they do not have any role to play as regarding the care of 
their patients. This was believed to contribute to stigmatization further.   
 
Effects of stigma 
Stigma was believed to at times trigger off aggression and to influence the recovery process 
of the patients.  The mentally ill persons were reported to continue being stigmatized even 
when they function well after recovery; something that often lead to relapse. 

 �� Unfortunately, people with mental illness are taken to be those who can not 
 think for themselves; whatever they say they are mad, even if they  improve� 
 whatever they give�even if its good, we say they a re mad�..there is that  ideology 
 that if you are mental, then you don�t have any idea� (SSI, Housing Officer) 

Participants noted that in the African setting, mental illness is strongly associated with 
disgrace and loss of respect in society. The mentally ill patients roaming streets often are 
treated inhumanly even when they are calm and not troublesome. 
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Stigma was reported to be extended to the family members of the mentally ill persons as 
well, which at times makes the family members alienate or even to disown the mentally ill.  
Users and advocates believed that stigmatization can be more hurting and disabling than 
the illness itself; and is an obstacle to help seeking: 
 
 �� the stigma which these people face is the most disabling part. Because once you 
 are labeled that you are mentally sick then you lose your job, you lose your 
 integrity in society, people have negative attitudes towards you; however much you 
 can deliver people don�t believe you can. Some parents deny there children they 
 think its bad omen� (SSI, key informant user) 
 
Users affirmed declining to disclose their mental health status even in situations where it 
may be absolutely necessary for fear of loosing out on opportunities.  One user recounted 
having lost a job because of his mental illness:  
 
 ��Now like in public service they have just held th at question but long ago it used 
 to be there. �Have you ever suffered from mental illness?�....it would be a good 
 question if they are going to help you on job that they will not overburden you. But 
 it was a bad question used negatively because they would never call you for 
 interview however much capability you had. Once you declare that you have 
 ever suffered from mental illness, automatically you would be disqualified�  
 (SSI, key informant user) 
 
He added: 
 

 ��t he manager asked me why I had not told them yet in the forms, the question 
asking whether I had history of psychiatric illness was there. I answered �but if I 
had declared, you wouldn�t have given me the job. But I have served well for the past 3 
years, and that is why I was even promoted�. So, they gave me a forced leave and with 
time, I lost interest and had to resign�.  

 
Stigma often comes along with violation of their rights and they are denied opportunities 
they pointed out.  Stigma does not spare mental health professionals; the general public is 
said to have a belief that mental health professionals get into this field either because 
themselves or their relatives have some mental illness.  The general health workers and 
medical students were on the other hand reported to wonder at colleagues who decide on to 
specialize in psychiatry.  
 
 �... I tell you it is believed generally in the med ical school�.you hear students say  
 � if you are a psychiatrist, with time you also become a psychiatric person�  So, you can 
 imagine that kind of attitude. And someone wants to live a normal life. So, you can 
 impress upon the medical students to like psychiatry�.you must convince them that 
 the doctors�psychiatrists are not psychiatric. But  that is the kind of attitude they 
 have. Students at the medical school�.you can imag ine. They think that these 
 senior  psychiatrists are also psychiatric. If you go and interview the students, they 
 will tell you.�   (SSI, Policy maker, Ministry of health) 
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A mental health nurse also shared his experience: 
 
 ��when you introduce yourself as a psychiatric offi cer rendering services to the 
 mentally sick, they say �oh! You are also mentally sick���  
 (SSI, mental health nurse, rural district) 
 
It was noted that some of the mental health nurses often prefer not to be identified as 
mental health nurses at their respective health facilities.  At one general hospital, it was 
reported that some of the mental health nurses could not withstand the stigmatization by the 
fellow health workers and decided to cross to other sub-specialties such as general nursing 
or midwifery.  Mental health nurses affirmed that stigmatization by fellow health workers 
is such a serious problem that those who abandoned their profession as mental health 
nurses do not want to identify with mental health any more and feel offended when 
addressed as psychiatric nurses. 
In the community, the National Mental Hospital was reported to be generally associated 
with �madness�.  The fact that one has to seek or r eceive help from this hospital was 
reported to cause some form of psychological torture or discomfort and is often resented 
because of the associated stigma.  Many people would prefer seeking help from private 
health facilities; but not from psychiatric units or the mental hospital.  Such patients and 
their carers were further reported to often deny history of mental illness or past 
hospitalization unless the patient presents with very obvious psychiatric symptoms.  
 
 �� So, if a person knows that he has that problem, but where he has to go for help 
 is Butabika, it also tortures him mentally. But then he cannot afford treatment of a 
 private place�� (SSI, Primary school teacher, urban district) 
 
A PHC doctor also made a related comment: 
 
 ��they prefer not to disclose or share details of t heir patients. As you take history, 
 you may realize that it is mental illness but when you ask, they deny. They 
 deliberately decide to give confusing history of the problem�  
 (SSI, PHC doctor, urban district) 
 
One mental health nurse specifically described an incident when patients and general 
nurses had to run away from a fellow health worker who experienced epileptic fits while on 
duty at the outpatient department.  The participants believed that such incidents have 
served to convey message to other health workers that vulnerability for mental illness does 
not discriminate, and subsequently contributed towards a positive attitude change. 
 
The users on the other hand reported being aware of the frustrating stigmatization they are 
exposed to due to mental illness, and reaffirmed that they often deny suffering from mental 
illness.  They further reported being stigmatized even by the close relatives who were 
expected to be supportive.  Some of the users reported nasty experiences of abandonment 
when their close relatives discovered about their illnesses.  One user specifically narrated 
how he had to face separation with his longtime girlfriend following disclosure of his 
mental health status.  He then vowed to intentionally conceal his illness in future to avoid 
further rejection. 
 
 ��next time I get a girl, I will pick these people �s advice. I will get her pregnant,  I 
 breakdown�If she finds out from some external sour ces that I am mentally ill, I 
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 deny� tell her �I had just cerebral malaria but it  has since gone�those people are 
 spoilers, don�t listen to them��� (SSI, key informant user 3) 
 
Stigma was reported to affect disclosure of the illness, which results in delayed help-
seeking.  Some participants reported that many people feel uncomfortable identifying with 
mentally ill relatives and that some parents hide their mentally ill children for various 
reasons.   
 
 �� And even us one time we had a child with epilepsy come to register, but when
 the parent was asked �any problem?� he said �No, h e is normal.� After a short 
 time, the child was shaking. The parent said �Ah! The child is sick, but me I never 
 wanted to tell  you because knew you would deny my child�  
 (FGD, primary school teacher 4) 
 
The community too was reported to be often resentful to patients with mental illness, 
preferring to have them out of the community and confined in institutions of care.  
 
3.2.11.3.3 Fighting stigma 
The participants agreed that knowledge would be the most powerful tool in the fight 
against stigma and hence a need for massive sensitization in the community.  They 
emphasized the need to involve public and private sector, the mental health service users as 
well as popular individuals who command respect in society in anti-stigma initiatives.  The 
participants further cited use of both electronic and print media as an efficient strategy for a 
wider coverage.  They asserted that to ensure a wider coverage, educative mental health 
programs should be ran on local radio stations in local languages; specifically during the 
evening hours so as to target a wider audience.  They maintained that the sensitization 
would attract more interest in the community and make a bigger impact if it is done in the 
languages that the lay people in the communities understand best, avoiding complicated 
terminologies.  Some participants argued that in addition to increased awareness, giving 
mental health high priority would help neutralize the stigma by drawing more attention and 
interest in the public.  The users specifically noted that the mental health law itself should 
have stronger provisions for fighting stigma. 
 
Some of the participants however believed that fighting stigma has to start with the health 
workers themselves since the general health workers tend to hold a negative view of mental 
health, and to extend that stigma even to fellow health workers who specialize in mental 
health.  The recurrent nature of mental illness was reported to be a major challenge in the 
fight against stigma. 
 
One participant however believed in incarceration of the mentally ill people as an effective 
way to help lessen the stigma, since the public would be protected.   
 

       �� May be by identifying and referring those people in institutions like Butabika. 
 Because, immediately somebody sees a mad person, he will just think that��Oh!, 
 trouble, the guy may hit me or what�. So, the stig ma is too much. You just run away 
 for your dear life. So, by keeping those people in institutions, that can help� 

  (SSI, magistrate) 
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3.2.12 Rural Versus Urban  
In comparing the rural with urban life, participants believed that mental health problems 
impact more on the rural population mainly because of poverty and low awareness which 
are characteristic of rural communities.  In addition, stigma against mental illness was 
reported to be more common in the rural areas compared to the urban areas because of the 
rural lifestyle which tends to be superstitious in nature.   
 
3.2.13 Integration of mental health into primary health care 
At district level, mental health was reported to be integrated into Primary Health Care as a 
policy recommendation.  It was further noted that mental health does not have a specific 
budget at district level and it draws from Primary Health Care funds as an integrated 
component.  Some of the mental health nurses however expressed concern over what is 
said to be integration of mental health into PHC.  They believed that integration of mental 
health into Primary Health Care has not yet been fully realized, and decentralization of 
mental health services is still weak. 
 
 �� you find that what we call integration is not there. You find a psychiatric nurse 
 seeing�. you are sent into a general hospital and you are buried into the other 
 side. Because outside there, other medical personnel don�t recognize mental illness 
 as�I don�t know but they just take it so lightly. And you find that at the end of the 
 day, the management is distorted. Patients leave the general outpatient unit with 
 mental illness  not detected�because other medical  personnel don�t want to 
 identify with the psychiatric conditions, and us who are there are buried in the 
 general side.�  (FGD, mental health nurse 2) 
 
Mental health nurses reported working mostly as general nurses at their respective health 
centres and being unable to attend to the mental health needs of patients due to 
understaffing.  They maintained that patients with mental health problems could easily be 
identified but because of the heavy work load, attention is paid only to their physical 
problems without probing for the underlying factors; except for conditions with obvious 
psychiatric symptoms. 
 
 ��The moment you enter a clinical room, you look at  the patients waiting and you 
 are already worried of �when will I finish? ��.laughing� you have 200 patients 
 waiting, whom you are supposed to attend to, each of them  individually�maybe 
 there might be 3 practitioners around. So, you are already stressed even before 
 starting the work. You will not want to spend a lot of time with one person. You will 
 come in and call them �Next�headache, what what wh at� �Malaria��go to the 
 window���next�. With the  exception of the epilept ics who will come with fits. 
 But they will not elicit other  symptomatology. Not because they cannot identify, 
 but because of the workload�� (FGD, mental health nurse 5) 
 
Another mental health nurse added: 

 
��So, doctor told me �you have been posted here as a psychiatric nurse but 

 unfortunately  you are going to work as a general nurse�. He even went to the point 
 of giving me to head the O.P.D because of the few staff we have. So, if you look at 
 the number of patients we get per day and the staff we have, we actually don�t have 
 enough time to look into mental health. Instead we have only time to look into 
 general problems� (FGD, mental health nurse 6) 
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These nurses contended that integration of mental health into Primary Health Care would 
entail having the general health workers able to identify patients with mental health 
problems and deal with them accordingly.  However, this is not the case for most of the 
health facilities.  One district health manager claimed having mental health integrated into 
Primary Health Care even though one could hardly identify any mental health aspect in the 
district health programs.  He argued that mental health somehow features indirectly in the 
general health care activities. 
 

 ��if you look through my work plan here, you will n ot easily tease a bit of mental 
 health; but it is integrated within. I mean we have the health sector strategic plan of 
 which we are looking at how we really spell out which direction we should be 
 taking for mental health. So, that is basically it. We have it in plan, but 
 implementation may be rather different� (SSI, district health manager)  

He went on to say: 
 

��indirect�integrated within the network of treatme nt and care that we have, 
 which  may not be particularly targeting that but we are treating a person 
 holistically�   

Furthermore, even those health workers who admitted having no orientation in mental 
health and having no mental health workers at their respective health centres claimed that 
mental health services are available at the health facilities integrated within general health 
care. 
 
3.2.14 Causes of mental illness 
The participants identified a number of factors believed to cause mental illness.  The most 
identified causes were poverty, social problems, witchcraft and environmental factors.  
Poverty was reported to cause a lot of stress and frustration which interact with a number of 
other factors resulting in mental ill-health.  The role of genetic predisposition was 
identified by only a few participants with a medical background.   
 
 �� One of the biggest causes of this situation is poverty. We are seeing a situation 
 where young people, energetic, able to work do not have the opportunity to work. 
 What  do they do in the end, they resort to alcohol, they resort to drugs, these out 
 rightly break them down. Because one person may be depressed as a result of 
 unemployment. This depression coupled with poverty leads to mental illness� 
 (SSI, Politician) 
 
It was noted that in the community, mental illness is mostly attributed to curses, disgruntled 
spirits and witchcraft, especially in cases of severe mental illnesses.    
 
 ��For most people, with mental illness, they think of the neighbour. Either it is a 
 land conflict, or someone has bewitched him or this and that�that is the main 
 perception of the community. Either a neighbour has bewitched them or an aunt 
 who died is angry with them�things of that nature�   
 (SSI, Hospital manager rural district) 
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 �� Sometimes there are relatives who come here requesting that we want our 
 patients because this patient has a bad spirit which is following him�so we want to 
 perform rituals� traditional�you know the cultural  rituals��  
 (SSI, mental health nurse) 
 
  

 �� like here, Africans�you are in the village, you are  fighting for a piece of land, 
 then your neighbour bewitches you and you begin running around. You will just be 
 mad until you die; because nobody will take care of you�   

 (SSI, Magistrate, rural district) 

Although most health workers neither accepted nor denied a belief in witchcraft and 
spiritual causes of mental illness, some expressed their recognition of spirits and witchcraft 
as potential causes of mental illnesses.  They affirmed that patients in the community 
decide to go to health centres or traditional healers depending on the cause, and that some 
get cured by traditional healers. 
 
Some of the users admitted having no idea about the possible causes of their mental illness 
and had never taken trouble to inquire.  They reiterated that in the community, mental 
health problems among the males and the females are mostly associated with substance 
abuse and witchcraft respectively.  One user specifically affirmed that her mental illness 
was caused by spirits, and that she visits the mental hospital only to get medicine for relief 
from symptoms.  Disappointments in life were reported to cause significant distress.  Some 
participants reported that quite a number of brilliant young people fresh from universities 
and colleges, often with high expectations and responsibilities are hit by disappointments 
and frustrations on failing to obtain employment.    
 

 �� I remember a friend of mine who was completely�you know �damaged brain 
 wise; when they read the will and said �that�s not  my son�. All of us knew that was 
 the father. But the man really got deranged you know� till he went out, I don�t 
 know whether he recovered because at least the facilities are out. But at the age 
 when the man  was a doctor and working you can imagine! A medical doctor!! But 
 that only sentence in the will broke him down� (SSI, Politician 4) 

 
Some participants identified immorality and loss of compassion as problems increasingly 
becoming common across different sectors, often resulting in disregard for those in need, 
and are believed to lead mental health problems.  Other social factors identified to be 
linked to mental ill-health were illiteracy and a rural lifestyle characterized by superstition 
and vicious cycle of poverty.  Growing up and living in an intellectually non-stimulating 
environment was also believed to impact on the mental wellbeing of those in rural areas. 
 Furthermore, prolonged political conflicts, a stressful environment, physical illnesses, the 
intricate bio-chemical processes, marital problems, domestic violence and HIV/AIDS were 
identified as possible causes of mental health problems.  
 
3.2.15 The burden and prevalence of mental illness 
The participants generally believed there is an upward trend in the prevalence of mental 
illness.  This was partly based on the increasing numbers of the mentally ill persons seen 
roaming in the streets.  The mushrooming evangelical churches and the high number of 
people getting saved was viewed by some participants to be an indicator of a high 
prevalence of social stressors in the population, many of which may lead to mental illness.  



 

 58

 
 �� The problem is with the policy makers we are trying to assume that the thing is 

not there. We just theoretically think � �ah�, it�s  not a big problem; that one is not 
a problem� but actually it�s a problem. It�s a real  problem now in the country and if 
you visit most of the sectors�.for example you go t o defence. It�s because we don�t 
give it the attention it is supposed to deserve. We are only giving attention to these 
other diseases which are maybe wiped at a faster rate and they have got the money 
punctuated for them. And that�s why they have attracted most of the people. But 
madness is there�and very many people don�t want to  expose or to show public 
that they have mad people�  

 (SSI, Politician 4) 
 

In the rural district, the prevalence of mental illness was generally believed to be low.  This 
was noted to be the case because most health workers do understand mental illness to refer 
to the severe mental disorders, which were reported to be fewer.  
 
 � �everything is mixed up with general primary health  care and people will never 
 say that there are psychiatric cases until they get people who are fighting� 
 (SSI, hospital manager, rural district) 
 
The presupposed low prevalence of mental illness was also partly attributed to the pattern 
in the help-seeking behaviour in the community.  It was reported that most patients never 
seek help at the available health facilities but instead go to traditional healers, where there 
is no documentation.  Some of the health workers believed that mental ill-health presents a 
significant burden in society but often disguises under other physical conditions such as 
HIV/AIDS, contributing to mortality directly and indirectly.    
 

�� Me, I would not argue so much but according to my own understanding of 
health, mental illness and mental health is the cause of many other diseases that are 
not classified. When they say it doesn�t kill, they are not serious. Now where do they 
put suicide? It kills indirectly. It is mental health that is causing this HIV in our 
children. Because if somebody�s mental health is positive, she may not go for some 
of these activities. Mental health is killing indirectly. I don�t know whether they 
want to see it as malaria. They are saying AIDS is the killer diseases, but I don�t 
know whether they know the roots of that AIDS�.�  

(FGD, PHC Nurse 2, rural district) 

Depression and epilepsy were reported to be the most common conditions in the 
community. 
 
3.2.16 Impact of mental illness 
Mental illness was reported to pose a significant burden to the health sector, though not 
currently well appreciated due to the limited awareness.  Mental illness with onset in the 
youthful age was reported to lead to morbidity and impairment, rendering the sufferers 
unproductive, thereby posing a burden to the society.  The users who reported teenage 
onset of their mental illness, while in school lamented that mental illness had greatly 
disorganized their lives.  Some appeared very sad as they described the agony of living 
with mental illness and admitted having contemplated or attempted suicide.  The dialogue 
below with a key informant user illustrates the point: 
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R -  �� as for me, I survive because of faith; because e ven the bible says �the righteous 
 shall live by faith� I don�t know  where the next meal will come from but somehow it 
 just comes�   
I-  Sure!!! I really feel for you. I understand how you must be feeling especially when 
 you compare yourself with the O.Bs who are doing well. Actually that is the time 
 when some people may contemplate suicide� 
R - I have tried suicide 3 times. The first time, I took 10 diazepam tablets�but God has 
 always been on my side. When I try suicide, there are very few tablets at my disposal� 
  
Another mental health service user recounted: 

 

 ��me I have had a problem of school fees because m y family has set me aside as  a 
 useless character. They have the potential�but I h ave to go shopping for sponsors. 
 They think it would be wastage of resources to continue paying for my education�   
 (SSI, mental health service user) 
 
The users viewed a combination of poverty and stigma as a significant cause of distress and 
impairment, hindering recovery.  The impact of mental illness was viewed to be heavier on 
adult users who have families and dependants.  They further believed that mental ill-health 
is linked to HIV/AIDS, suicide and homicide; all of which claim lives.  Some participants 
believed that the root cause of HIV/AIDS infection in some individuals is traceable and 
linked to unhealthy lifestyles attributable to mental ill-health.        
Mental illness was further reported to deprive the nation of the potentially productive 
people who would contribute enormously to national development, thereby impeding 
development.   

3.2.17 Coping with mental illness 
Users were of the view that having a very supportive family and significant others is very 
important for one to cope with the mental illness.  In addition, they reported using various 
coping mechanisms to help them deal with the agony and discomforting feelings associated 
with their mental illnesses.  These included:  

- Positive thinking 
- Strong involvement in religion and belief that what happens in their lives is in 

accordance with God�s plans. 
- Conviction that many highly respected people are silently battling with mental illness. 
- Avoiding thinking about the illness, and a tendency to think for the day and mind less 

about the future.  
One user who admitted going off the medication after being prayed for by some religious 
leader and relapsed shortly after differed in her opinion as regards religious healing.  She 
believed that prayers do not cure but only promote a positive attitude towards life and build 
hope in an individual. 
 
 ��I think what religion helps is that it gives you  a positive attitude towards life. So, 
 instead of worrying about your problems, you assume�.you believe God is going to 
 do something about them. So, you start having a positive attitude towards life�  
 (SSI, Key informant user)    
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3.2.18 Help-seeking behaviour 
It was noted that in the community, help-seeking behaviour is mostly dependent on the 
individual/community�s awareness and perception of mental illness, the socio-economic 
status of the patient and/or carers as well as the severity of the disorder.  Most participants 
(especially in the rural district) reported that for patients with mental illness, seeking help at 
health facilities right away is a rare practice, except in some cases where the condition is 
acute or in situations where carers know of some other individuals who received treatment 
from a health facility for the similar condition and healed.  It was noted that accessibility to 
health facilities also influences the help-seeking behaviour.  High transport costs and other 
financial implications were reported to frustrate the patients and their carers, making them 
resort to the readily available traditional healers within their communities.  Conditions 
characterized by frequent relapses were reported to be the ones more suitable for treatment 
by traditional healers, while the seemingly less severe ones are often overlooked. 
 
In the rural district, a relatively small number of patients with mental illness were reported 
to seek help at the health facilities.  It was reported that most patients bypass the local 
health facilities and go directly to the higher levels of care such as the regional referral 
hospital and National Referral Mental Hospital where they expect better services.  It was 
further reported that patients and carers are aware that mental health staff are not available 
in the health facilities and hence their reluctance to seek help locally.  The fact that most 
patients with mental illness initially seek help from traditional healers was undisputed.  The 
participants affirmed that most patients and carers consider going to a health facility as a 
last resort when no improvement is being realized or when the condition is getting worse.  
 
 ��They associate it to witchcraft. If somebody begi ns talking about dead people, 
 seeing  insects, they will right away say that one is bewitched. The first point is 
 always a traditional healer� (SSI, Hospital manager, rural district) 
 
 �� before they come to hospital, they have to try native medicine. They all think 
 they are bewitched. No body ever thinks of going to hospital first��    
 (FGD, PHC nurse 3) 
 
It was further noted that some people are often not sure of the availability of mental health 
services and their effectiveness.  Thus, they just go to health facilities as a trial only and 
shortly go back to traditional healers unless some fast improvement has been realized.  
 
 �� the moment a patient stays for a few days without improving, they will 
 immediately say �ebyekka�, because I quarreled with so and so. The hospital will not 
 manage�. They run away�  (FGD, PHC Nurse 4, rural district)  
 
The belief in traditional healing was noted to be so strong, in that even when traditional 
healers realize they will not be of help and send patients to health facilities, the patients do 
not go but instead try other traditional healers before finally accepting the health facility as 
a better alternative.  Seeking help from traditional healers as the first option was reported to 
apply to other illnesses as well; though very much emphasized with mental illness.  
Community�s confidence in herbal medicine and traditional healers for mental illness was 
overemphasized.  It also emerged that patients are often uncomfortable with long queues at 
the health facilities and being pinpointed at, while at the health facility in a rather belittling 
manner.  These were reported to keep away some of the patients.  
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 �� they call him �mulalu� (he is mad). That is a negat ive attitude towards the 
 patients.  So, when one is called like that, he can not come back�  
 (SSI, Mental health nurse) 
 
Some of the participants also reported that it is becoming a common practice for many 
frustrated people to run to churches for consolation and prayers or in the pretext of getting 
saved, when they are overwhelmed by problems in life.  Some users affirmed seeking help 
from religious leaders and terminating treatment with hope that prayers would bring about 
permanent recovery.  The participants reported that the public is not yet aware of the 
availability of mental health services in other health facilities other than the National 
Mental Hospital.  Demand for services in the rural areas was reported to be very low due to 
lack of awareness and the belief system.    
 
3.2.19 Management of mental health problems 
Mental health nurses reported being overwhelmed with work because of understaffing at 
their respective facilities.  They reported that at times they are required to perform duties of 
dispensers and clinicians on top of their nursing roles.  This state of affairs was said to 
compromise their efficiency in attending to the mental health needs of patients. 
 

�� I found myself working like a clinical officer�you clerk the patients, sometimes 
you can identify a case but because the queue is so long�.you are the dispenser, 
you are the one in injection room, you find that giving time to probe for signs of 
mental illness is difficult�  (FGD, Mental health nurse 2) 

The nurses further reported addressing presenting symptoms of mental illness without 
seriously probing for the possible causes.  This was believed to be a major challenge in 
mental health care. 

�� there are some bits of the practice which may be  technical that we are not able 
 to provide. For example we are providing treatment�after diagnosis, we are giving 
 the treatment. But in most cases we are not handling the etiological part of it. You 
 are giving the drugs to treat�you are removing the  symptomatology but what 
 brought the symptomatology, you are not removing� (FGD, mental health nurse 2)  

Traditional healing was reported to be mostly by performing the rituals and appeasing the 
spirits, often with prompt recovery.  It was further reported that it is within the belief 
system of many users and their carers that modern medicine is only important for relief 
from symptoms for patients with mental illness, and that the actual cure is usually through 
traditional remedies, which are believed to be capable of attacking the actual cause of the 
problem.  
 
Some health workers however reported a tendency of traditional healers visiting psychiatric 
facilities to get knowledge on psychotropic medications and dosages, and later purchase 
and administer the same medications as herbal concoctions.   
 
 � �as they teach us that whether treated or not the s ymptoms go, they will go to the 

witchdoctors, they give them herbs and most of these witchdoctors add 
chlorpromazine in the herbs. So the patient improves� (FGD, Mental Nurse 1). 

 
 ��One of the traditional healers used to come to th e ward rounds some years back. 

He could come and sit on the ward round, he listens, he knows which people you 
are giving chlorpromazine, which ones you give haldol, how many milligrams�� 
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then he goes to pharmacies and buys, he mixes in his herbs; so, the manic will settle 
and he continues eating the money � (FGD, Mental Nurse 4) 

 
The users reported experiencing some distressing side-effects of the drugs especially at the 
beginning of a particular course of treatment, which may lead to inconsistence or non-
compliance resulting in frequent relapses. 
The participants identified a number of challenges in the management of mental health 
problems, which included the following: 
 

o That mental health is so medicalized and efforts are mostly on symptom relief.  
Little is done to address the causative factors even in cases where the possible cause 
could be traceable.  

o Psychological care for patients with mental health problems is still a neglected area 
that needs to be emphasized. 

o A very high ratio of patients to health workers making it difficult to fully attend to 
the patients� problems. 

o Many people regard the mental hospital a dumping place for persons with mental 
illness and abandon their relatives there. 

o A tendency for carers and relatives to interrupt the treatment course, taking away 
patients from hospital against medical advice, and smuggling in herbs for their 
hospitalized patients.  The herbs are believed to antagonize treatment.  

o Patients abandoning medication after being prayed for and/or advised by some 
religious leaders.    

o  Side effects of the drugs, especially when they have just been started on a 
particular course of treatment, which leads to inconsistence in the use of the 
medication or non-compliance; eventually leading to frequent relapses.     

 
The religious and other participants with non-medical background strongly emphasized the 
need for psychosocial care, particularly with psychological interventions. 
 
3.2.20 General health workers 
It was noted that while some general health workers did not have any orientation in mental 
health during their training, many of those who had the opportunity still disregarded 
psychiatry, taking it to be a specialist field of less relevance to them at the time.  They 
envisaged their role as identification and referral of the mentally sick, with no management 
role.  However they now acknowledge the challenge of acquiring skills in management of 
the mentally sick, as they have come to realize that a number of patients with mental health 
problems go unnoticed because of their inadequate knowledge in mental health. 
 
 ��I told you our training spoilt us. It is like the  issue is about identifying the 
 person and in many cases we can�t even put diagnosis to that patient. We shall just 
 put an umbrella diagnosis �mental health problem�,  referred to Jinja 
 hospital�laughing��  (SSI, District health manager, rural district)       
 
PHC doctors specifically were noted to have limited interest in mental health.  This was 
further illustrated by the fact that some of those approached declined to take part in the 
study: 
 ��My doctors may not be very much interested in me ntal services. They will just 
 tell you �that is a department somewhere��they always refer those people there� 
  (SSI, hospital manager) 
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They take their role to be only identification and referral of patients.  However some of the 
primary health workers attributed the general practitioners� low interest in mental health to 
the amount of time required to carry out a psychiatric assessment.  Furthermore one PHC 
doctor made an observation that most general nurses do not have the motivation to practice 
mental health and continue to mismanage patients with mental illness although they attend 
training sessions in mental health.     
 
 ��they go there for the sake. They keep avoiding me ntal health patients. Others 
 think sedating is the only management they can do. They keep sedating the patients 
 every time�you ask the nurse �how have you managed  the patient?� She tells you �I 
 have sedated him�� You hear her tell others � those ones don�t disturb me, I just 
 sedate them� �� (SSI, PHC doctor, urban district)     
  
It was further noted that most of the general health workers are unable to identify patients 
with mental health problems at the outpatient department, and therefore many patients go 
unidentified and unattended to.  
 

��the majority of the general practitioners cannot detect a patient with mental 
illness. They cannot. And it is because of this reason that you may be in a facility 
and they tell you that �we have never seen anyone with mental illness here. The only 
mental patients we see are on the streets, are moving naked�� because for them they 
have that belief that anyone who is mentally ill is undressing, moving naked� they 
are not able to identify the other areas� (FGD, mental health nurse 5) 

Another mental health nurse added: 
 

 ��So I was concerned. I went and asked doctor �Doc tor, ever since I came here, 
 there is nothing I have ever heard of as a day for mental health clinic and yet there 
 are days for other clinics. Then he told me �you know, me I have never seen any 
 mental patient here� �� (FGD, mental health nurse 4) 

 
It was noted that Psychiatry as a profession is not yet well appreciated at the medical 
school and the medical students� motivation to specialize in psychiatry is quite low.  The 
PHC doctors who have been in service for a relatively longer period attributed this to 
mental health being a specialty that used not to be given much weight at the medical school 
as compared to other specialties.  On the other hand, those who had just graduated from the 
medical school affirmed that they mostly learn psychiatry as one of the stipulated courses 
but the duration and emphasis are not sufficient for one to develop the interest to cause a 
positive attitude change.  Most PHC nurses also reported having received no training in 
mental health.  Findings by WHO-AIMS revealed that out of the medical officers and 
nurses registered with their respective professional associations by the year 2005, only 
0.8% and 4% respectively had specialized in psychiatry. 
 
3.2.21 The role of Religious leaders 
Religious leaders were also reported to be an important source of help for people with 
mental health problems in the community as they provide counseling and advice as well as 
making appropriate referrals.  
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3.2.22 The role of Traditional healers 
Traditional healers were reported to be key players in the provision of mental health 
services and often the first source of help for patients with mental health problems, 
especially in communities where mental health professionals are not readily available.  
Most participants believed that nearly all patients with mental illness will at some point in 
life visit a traditional healer.  Besides the reasons of the community belief system and 
accessibility, traditional healers are said to be preferred because of their hospitality and 
affordability of their services.  Furthermore, their terms of payment were reported to be 
negotiable unlike modern health practitioners.  It was reported that traditional healers 
greatly outnumber medical health workers. 
 
 ��we have realized that most people here will first  try to help themselves when 
 they get a health problem before going anywhere. When they fail, the majority come 
 to traditional healers. It is well known here that no one gives counseling as good as 
 that given by traditional healers. Because they may even give tea or food if 
 necessary; something that you can�t find in Mulago if you just go there, unless you 
 are admitted. And also even our charges are quite user friendly....in most cases it is 
 negotiable...it doesn�t  necessitate a receipt that if you don�t pay you are retained. 
 That is why you find that the  biggest percentage of patients (about 65%) go to 
 traditional healers and they are comfortable with that�   
 (SSI, Key informant traditional healer) 
 
 �� here traditional medicine is taken very seriously and if you come with an 
 intervention to say �stop�, you may not succeed ve ry fast. But we may encourage 
 them to go but also inform them about other benefits of going to the health worker. 
 Or we may also help the traditional healers to be able to handle where they are 
 able to and refer. Because over 90% go to the traditional healers�  
 (SSI, Community social worker, rural district) 
 
The traditional healers believed that they play a very important role in providing mental 
health services, and reported treating the biggest number of patients with mental illness.  
They stressed the need for government to support them so as to modernize their herbal 
medicine and their practice in general.  It was noted that a collaborative relationship 
between traditional healers and medical workers for better mental health service delivery 
has always been agitated for but has not been realized.  Traditional healers further believed 
that medical workers do not appreciate their contribution and are less enthusiastic about 
this collaboration.  
 
 �� traditional healers play a very vital role in health here�good enough, even 
 WHO has already recognized them. And we are very happy that WHO realized that 
 we do a very good job�  (SSI, Key informant traditional healer)  
 
The same traditional healer added: 
 
 �� they could even get at least one educated traditional healer�because we the 
 educated ones are there� and make an arrangement i n which he/she also goes to 
 Butabika hospital and dispenses the traditional medicine to patients; so that we can 
 realize the collaborationwe have always agitated for. Because we have always 
 talked of collaboration but we have realized that the medical health workers want 
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 this collaboration to be only for their benefit yet we as traditional healers have 
 things in which we are better than them�  
 
Although a few of the health workers did not recognize traditional healers as mental health 
service providers having their own treatment modalities, the majority acknowledged that 
traditional healers have an important role to play because most mental health patients have 
greater trust and confidence in them.   
 

�� Because they believe in traditional healers for everything.  By the way, you will 
find that even somebody with meningitis is first taken to a shrine; and you will find 
that meningitis also causes mental illness� (FGD, PHC nurse 5, rural district) 

They further asserted that although the efficacy of the traditional healers� herbal regimens 
and rituals may be debatable, they offer better counseling and give more time to the 
patients as compared to other health workers.  Although some health workers declined to 
show their position on the efficacy of traditional healers� medicine as counterparts in 
mental health service delivery, others indirectly expressed their confidence in the 
traditional healers� practice.  They agreed that traditional healers have an important role to 
play as service providers and should be incorporated in the mental health service delivery 
system, after being taught healthier practices.  They further admitted giving little time to 
mental health patients and recognized the traditional healers for being more empathetic and 
better counselors in this regard. 
 
 ��Actually most of our people do use traditional he alers. That is their�I think 
 they should be incorporated. They should be told to assess and do good referral. I 
 don�t think they can treat. But I think they can also do good counseling. Actually 
 they can be better counselors than us the health workers. And these people have 
 trust in them. So, they can be incorporated into the system�.and actually they can 
 assist in delivering health services� (SSI, a hospital manager, rural district) 
 
 �� Because all mental health problems at least they have ever visited traditional 
 healers at any moment and these people are very good at counseling. So, I think 
 they go there because they have time for them, for us we don�t have time for these 
 people we always think we are busy�  (SSI, hospital manager, urban district) 
 
The health workers reported that many traditional healers somehow consider them as 
competitors for patients and tend to keep patients to themselves even when they are not 
capable of helping them, instead of referring such patients to health facilities.  However, 
some traditional healers were reported to have been sensitized and are now able to refer the 
difficult ones to health facilities. 
 
3.2.23 The Mental Health System (WHO-AIMS) 
 
Assessment of the mental health systems (using WHO-AIMS) was done in 2006, and data 
collected was based on the year 2005.  This section of the report therefore bears 
information on the mental health system as of December 2005.  
 
3.2.23.1 Financing of mental health services  
About one percent (1%) of health care expenditures by the government health department 
is specifically directed towards mental health in primary care.  However, as part of the 
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integrated health service delivery, other aspects of mental health are funded within the 
general health budget as well.  Furthermore, under donor support to the government, the 
health sector�s financing is currently supplemented by funding from the African 
Development Bank (ADB), where nearly 45% of the support goes to mental health.  This 
raises the expenditure on mental health to approximately 4%. 
Of all the expenditures spent on mental health, 55% was directed towards the National 
Mental Hospital.  One hundred percent (100%) of the population has free access (at least 
80%) to essential psychotropic medicines.  This is based on the fact that medication is 
provided at no cost in all public health facilities.  For those that pay out of pocket, 37% of 
the daily minimum wage is needed to pay for one day antipsychotic medication while 7% 
of daily wage is needed to pay for one day dose of antidepressant medication.  Mental 
disorders are not covered in the current social insurance schemes, but are listed in the 
proposed National Health Insurance Scheme.  
 

GRAPH 1.1 EXPENDITURE TOWARDS MENTAL HEALTH SERVICES 
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3.2.23.2 Mental Health Services  
 
3.2.24.2.1 Organization of mental health services 
There is an office for coordination of mental health services at the Ministry of Health 
headquarters with the candidate at the level of Principal Medical Officer.  The main roles 
for the office are basically policy development, resource mobilisation planning, and 
coordination, plus monitoring and quality assessment of the mental health services at 
regional and district levels. Mental health services to communities are organized on the 
basis of catchment/service areas at Regional and District levels.  There is only one mental 
hospital, which also offers general health services at the outpatient�s facility to the 
population in the neighbourhood within a radius of 10 Kilometres.  
 
3.2.23.2.2 Mental health outpatient facilities  
There are 28 mixed outpatient mental health facilities available in the country, with no 
special clinics for children and adolescents only.  The number of users per 100,000 general 
population treated by these facilities could not be established.  However, they treated a total 
of approximately 13,710 new users a year.  Of all the new users treated, 40% were female 
and 16% children and adolescents.  
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The users treated in outpatient facilities were of mood disorders and epilepsy mainly 
[reliable data on the diagnoses per disorder was not available].  The average number of 
contacts per user could not be established.  Fifty four percent (54%) of the outpatient 
facilities provide follow-up care in the community and conduct outreach clinics whenever 
they have funds but these are not regular.  Only a few of the users (1-20%) had received 
one or more psychosocial interventions in the past year.  Fifty seven percent (57%) of the 
mental health outpatient facilities had at last one psychotropic drug of each therapeutic 
class (anti-psychotic, antidepressant, mood stabilizer, anxiolytics, and antiepileptic 
medicines) available in the facility or a near-by pharmacy all year round.  
 
3.2.24.2.3 Day treatment facilities 
There is only one day treatment facility available in the country.  This facility treated 0.64 
users per 100,000 general population.  Of all users treated in day treatment facilities, 49% 
were females and 36% are children or adolescents only.  The average number of days users 
spent in day treatment facility is not known.  There are no day treatment facilities for 
children and adolescents only. 
 
3.2.23.2.4 Community-based psychiatric inpatient units  
There are 27 community-based psychiatric in patient units available in the country with a 
total of 1.4 beds per 100,000 population (The facilities considered here are the psychiatric 
units in all hospitals other than the National Mental Hospital).  Fifteen percent (15%) of 
these beds in community-based inpatient units are reserved for children and adolescents.  
Aggregated information on admissions to these units and diagnoses was not available.  One 
to twenty percent (1-20%) of patients in community-based psychiatric inpatient units 
received one or more psychosocial interventions in the previous year.  Thirty seven percent 
(37%) of community-based psychiatric inpatient units had at least one psychotropic 
medicine of each therapeutic class (anti-psychotic, antidepressant, mood stabilizer, 
anxiolytic, and antiepileptic medicines) available in the facility. 
 
3.2.23.2.5 Community residential facilities 
 
There are no community residential facilities available in the country. 
 
3.2.23.2.6 Mental hospitals  
There is one Mental Hospital available in the country with a total of 1.83 beds per 100,000 
population.  The Hospital has mental health outpatient facilities.  The number of beds has 
increased by 11% in the last 5 years.  No beds in mental hospitals were reserved 
specifically for children and adolescents.  Of all the patients treated in the mental hospital, 
41% were females and 16% children and adolescents.  No reliable data on diagnostic 
groups was available.  However, the patients admitted to the mental hospital were noted to 
be of two main diagnostic groups: mood disorders (33%) and epilepsy (17%), based on the 
number of contacts. 
 
The hospital has an occupancy rate of 100%.  The average number of days spent in the 
mental hospital is could not be established.  However, almost all patients spend less than a 
year in the hospital except for some few mentally-ill offenders. [However, the tendency of 
patients to escape from hospital is still common; and this makes it hard to determine the 
accurate number of days patients spend in the mental hospital]. The number of patients 
physically restrained or secluded could not be established. 21-50% of the patients in mental 
hospitals had received one or more psychosocial interventions in the previous year.  The 
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mental hospital had at least one psychotropic medicine of each therapeutic category 
(antipsychotic, antidepressant, mood stabilizer, anxiolytic and antiepileptic medicines) 
available in the facility all year long.  
 
3.2.23.2.7 Forensic and other residential facilities 
In addition to beds in mental health facilities, there were also 0.42 beds per 100,000 general 
population for persons with mental disorders in forensic inpatient units (a bed capacity of 
116).  All these beds are within the mental hospital.  However, only about 10% of the beds 
in this unit are occupied by the mentally-ill offenders.  This category is of long-stay 
patients, with some who had spent more than 5 years in the unit. 
 
There were 7 other non-public residential facilities, 4 of these for children and adolescents 
with mental retardation while 3 are for people with alcohol and substance use problems.  
There were a total of 120 beds for youths aged 17 years and below with mental retardation 
and 30 beds for people with substance abuse problems. 
 
3.2.23.2.8 Human rights and equity  
Most admissions to community-based inpatient psychiatric units admissions were 
voluntary.  The proportion of involuntary admissions to the mental hospital could not be 
teased out of the records.  The patients who were restrained or secluded at least once within 
the previous year in community-based psychiatric inpatient units, as well as in mental 
hospitals could not be ascertained as there was insufficient recording at the time.  Sixty two 
(62.4%) percent of the psychiatric beds in the country were located in or near the largest 
city.  Such a distribution limits access for rural users.  On average, there is a substantial 
difference between government-administered and private for-profit mental health care 
facilities in terms of the average number of minutes of an outpatient consultation with a 
psychiatrist and average number of beds per nurse in the facility.  Inequity of access to 
mental health services for other minority users (e.g., linguistic, ethnic, religious minorities) 
is not an issue in the country.  
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 Note: The biggest challenge in determining the number of users treated per facility, 
diagnoses and other information was that for the few facilities where information was 
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available, the information was based on the number of attendances and not specific 
patients.  
 
The percentage of users for children and/or adolescents varied substantially from facility to 
facility.  The proportion of children users was highest in the day treatment facility and 
lowest in mental hospital.  Psychotropic drugs are mostly widely available in mental 
hospital, followed by outpatient mental health facilities, and then inpatient units.  
 
3.2.23.3 Mental Health in Primary Health Care 
 
3.2.23.3.1 Training in mental health care for primary care staff 
About ten percent (10%) of the training for medical doctors was devoted to mental health, 
in comparison to 3% for General Nurses.  The percentage for non-doctor/non-nurse 
primary health care workers is unknown.  In terms of refresher training, the proportion of 
primary health care staff with at least two days of refresher training in mental health could 
not be established.   
 
3.2.23.3.2 Mental health in primary health care 
Both physician based primary health care (PHC) and non-physician based PHC clinics are 
present in the country.  For physician-based primary health care clinics, a few (1-20%) had 
assessment and treatment protocols for key mental health conditions available, just like the 
non-physician-based primary health care clinics.  The majority (51-80%) of physician-
based primary health care doctors and the non-physician based primary health care clinics 
made at least one referral per month to a mental health professional on average.  Only a 
few of the PHC doctors had interacted with a mental health professional at least once in the 
previous year.  A few of physician-based PHC facilities have had interaction with a 
complimentary/alternative/traditional practitioner, in comparison to none (0%) of the non-
physician-based PHC clinics, and a few (1-20%) of the mental health facilities.  
 
3.2.23.3.3 Prescription in primary health care 
While doctors, clinical officers and nurses are allowed to prescribe and/or to continue 
prescription of psychotropic medicines with restrictions, other Primary Health Care 
workers are not allowed to prescribe psychotropic medications.  For example clinical 
officers and nurses in Primary Health Care are usually not allowed to initiate a prescription 
but can continue a prescription or they can initiate a prescription in emergencies.  In 
contrast, psychiatrists, medical officers and psychiatric clinical officers are allowed to 
prescribe psychotropic medications without restrictions.  As regards the availability of 
psychotropic medications, only some of the physician based PHC clinics (21-50%) had at 
least one psychotropic medicine of each therapeutic category (anti-depressant, anti-
psychotic, mood stabilizer, anxiolytic and anti-epileptic) present in comparison to a few (1-
20%) of the non-physician based PHC clinics.  
 
3.2.23.4 Human Resources  
 
3.2.24.4.1 Number of human resources in mental health care  
The total number of human resources working in mental health facilities or private practice 
per 100,000 population was 1.13, with each category as follows: 0.08 psychiatrists; 0.04 
other medical doctors; 0.78 nurses; 0.01 psychologists; 0.01 social workers; 0.01 
occupational therapists; and 0.2 psychiatric clinical officers; other health care workers 
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(auxiliary staff, non-doctor PHC workers, health assistants etc) exclusive.  Five Percent 
(5%) of the psychiatrists worked for only government administered facilities, 5% for only 
NGOs/for profit mental health facilities/private practice; while 90% worked for both 
sectors.  Accurate data on distribution of the other professionals was not readily available.  
All the professionals worked for both in and outpatient facilities.  Fourteen (14) 
psychiatrists worked in community based psychiatric inpatient units and 8 in the mental 
hospital.  The 8 other medical doctors mentioned, who are non-mental health specialists all 
worked in the mental hospital.  Sixty two (62) nurses worked in community based 
psychiatric inpatient units, while 153 work in the mental hospital.  Three (3) of the 
psychosocial staff worked in the community based psychiatric inpatient facilities and the 
other 3 in the mental hospital. 
Only 0.8% of the medical doctors and 4% of the nurses were specialists in psychiatry.  
As for human resources in mental health facilities, there were 0.04 psychiatrists per bed in 
community based psychiatric inpatient units in comparison to 0.02 psychiatrists per bed in 
mental hospitals.  There were 0.16 nurses per bed in community based psychiatric inpatient 
units as compared to 0.31 nurses per bed in the mental hospital.  Accurate data for other 
mental health staff was not readily available. 
 
The distribution of human resources between the urban and rural areas was 
disproportionate.  The density of psychiatrists in or around the largest city was 11 times 
greater than the density of psychiatrists in the entire country. The density of nurses was 
13.4 times greater in the largest city than the entire country. 
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3.2.23.4.2 Training professionals in mental health  
The number of professionals who had graduated the previous year in academic and 
educational institutions was as follows: 162 general medical doctors, 4 psychiatrists, 13 
psychologists with at least 1 year training in mental health care, 10 occupational therapists 
with at least 1 year training in mental health care.  The number of general nurses and that of 
social workers with at least 1 year training in mental health care could not be established.  



 

 71

However, there were 1,491 nurses who registered with the nurses and midwives council 
that year.  None of the psychiatrists emigrated to other countries within 5 years of 
completion of their training.  The accurate number of mental health care staff with at least 2 
days of refresher training in the rational use of drugs, psychosocial interventions and child 
and adolescent issues was not readily available.      
 
3.2.23.4.3 Consumer and family associations  
There are 2225 users/consumers who are members of user associations.  However the 
numbers of families who are members of family associations was unknown.  Government 
does not provide financial support to user associations for mental health initiatives.  
Consumer associations have been involved in formulation and implementation of the 
mental health policy and plan to some extent; but not the legislation.  Only 4 of the NGOs 
were involved.  A few mental health facilities interact with consumer/user associations.  
 
3.2.23.5 Public education and links with other sectors 
 
3.2.23.5.1 Public education and awareness campaigns on mental health 
The Principal Medical Officer in charge of mental health at the Ministry of Health oversees 
public education and awareness campaigns on mental health and mental disorders.  
Government agencies, NGOs, professional associations and international agencies have 
promoted public education and awareness campaigns in the last 5 years.  The campaigns 
have targeted the following groups: the general population, children, adolescents, women, 
and trauma survivors.  In addition, there have been public education and awareness 
campaigns targeting professional groups including: Health care providers (conventional, 
modern, allopathic, complementary/alternative/traditional sector, Teachers, Social services 
staff and Leaders and politicians and other professional groups linked to the health sector. 
 
3.2.23.5.2 Legislative and financial provisions for persons with mental disorders 
There are no legislative provisions to provide support for users in the following areas: 

I. A legal obligation for employers to hire a certain percentage of employees that are 
mentally disabled. 

II. Provisions concerning protection from discrimination at work (dismissal, lower 
wages etc) solely on account of mental disorder. 

III. Legislative or financial provision concerning priority in state housing and in 
subsidized housing schemes for people with severe mental disorder. 

IV. Financial provision concerning protection from discrimination in allocation of 
housing for people with severe mental disorder.    

 
3.2.23.5.3 Links with other sectors 
There are formal collaborations between the government department responsible for mental 
health and the departments/agencies responsible for primary health care/community health, 
HIV/AIDS, reproductive health, child and adolescent health, substance abuse, child 
protection and education.  As regards support for child and adolescent mental health, 
information on the proportion of primary and secondary schools that have either a part-time 
or full time mental health professionals was not available as well.  The number of primary 
and secondary schools with school based activities to promote mental health and prevent 
mental disorders is unknown.  The percentage of prisoners with psychosis was greater than 
15% while that with mental retardation was unknown.  Only a few (1-20%) of the police 
officers, judges and lawyers had accessed training in mental health in the past 5 years.  
There was no mental health facility where users had access to programs that provide 
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outside employment and there were no patients reported to have received social welfare 
benefits for their mental disability. 
 
3.2.23.6 Monitoring and evaluation of services 
 
There was a formally defined list of specific data items that ought to be collected by all 
mental health facilities.  The extent of data collection is variable among the mental health 
facilities, though many of the facilities are not collecting the expected data.  Of the data that 
the mental hospital collected and compiled, only data on number of beds was reliable.  
Both mental hospital and community based psychiatric inpatient units collect and compile 
data though there were gaps.  Mental heath data is published by the government health 
department in an annual performance report.  All the mental health facilities report and 
transmit data to the government health department; lower facilities doing this through their 
supervising levels.   
 
3.2.24 Challenges to mental health care delivery 
 
The participants identified a number of challenges believed to impede effective delivery of 
mental health services.  It was noted that the public generally holds a negative view of 
mental health, with very little appreciation of mental health as an aspect of health; mainly 
regarding it to be synonymous with mental ill-health.  
 
 �... Recently I wrote to some of the organizations here requesting for funds to 
 organize the mental health week, and most of them were perturbed. There is one 
 who said �you want a kilalu week!!��. �a mad week !!��  
 (SSI, mental health practitioner, NGO).  
 
Participants noted that due to poor appreciation of the determinants of health, mental ill-
health is less recognized as a major contributor to the burden of disease in the country.  
Furthermore, there is currently no clear understanding on the extent of the burden of mental 
illness in the country because few epidemiological studies have been conducted.  Planners 
tend to rely on estimates and assumptions.    
 
Other challenges among others included the following: 
Systemic  

o Inadequate and skewed pattern of distribution of mental health staff. 
o Poor facilitation of health facilities. 
o Wage bill ceilings not considering the high population growth rate.  
o Inconsistence of regular in-service training in mental health 
o Low prioritization for mental health 
o Misconceptions about mental illness and a generally wide spread negative attitude 

towards mental health 
o Emphasis on the curative aspects, with limited efforts in health promotion and 

disease prevention. 
 

Administrative challenges  
o Low awareness and appreciation for mental health in the community 
o Inadequate knowledge and training for most health workers 
o Frequent stock-outs of medical supplies in public health facilities and yet 

psychotropic medicine is very expensive on open market. 
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o Poor case detection and mismanagement of the mentally ill by most general health 
workers.  

o Minimal follow-up of the patients in their communities. 
o Emphasis on symptom management, with less efforts to address the likely 

causative factors 
o Lack of efficient support supervision, specifically in the rural setting. 
o Tendency to stick to the ancient forms of therapy and difficulty in accessing 

modern and more efficient drugs. 
o Many non-medical administrators of health facilities show low appreciation for 

mental health services and disregard for mentally ill patients; and think buying 
them drugs is wastage of resources.   

o Decentralization of mental health services and integration of mental health into 
primary health care are still a challenge.  

o Low interest and community participation in health initiatives. The community 
tends to focus on the financial gains and/or implications. 

o Carers� tendency to abandon patients with mental il lness 
o Congestion and longer delays at public health facilities cause much 

inconvenience.  
o Community awareness on the availability mental health services is still limited. 
o Negative attitude towards mental illness is mostly attributed to culture, and yet 

culture is very hard to alter. 
o Users expressed dissatisfaction with the therapeutic relationship with medical 

personnel, which they described as often brief and not inclusive.  They reported 
that unlike in the private facilities, medical staff in the public hospitals usually 
give patients very little time for consultation, do not adequately educate them 
about their conditions and rarely seek look into the patients� social life or welfare 
and other problems that might affect their wellbeing. 

 
Some participants however acknowledged the effort that has been taken so far to educate 
the public on mental health related issues in the media but believed that the impact of this 
is very minimal, citing a poor reading culture of Ugandans and the fact that Newspapers� 
coverage is mostly limited to Kampala, targeting the educated.  They maintained that use 
of print media is less effective in terms of coverage and interaction. 
 

       �� And you have talked of reading news papers, some of us there is a way we read 
 news papers. We look at the front page, look at the headlines, then go to 
 sports�laughing� you may say in Kampala people rea d news papers; but how 
 many read these papers to the depth? Some look for cartoons, and then fill the 
 puzzle, finished. Some only look for jobs�laughing � Am telling you �front page, 
 any politics, FDC issues, PRA issues, what has Museveni said then go to sports 
 right away��how did  Arsenal perform?��.So, the ar ticle by Dr. Kigozi may not be 
 seen�   (SSI, senior education officer)  
 
3.2.25 Recommendations and areas of action 
The participants identified a number of areas that need to be improved, and made a number 
of recommendations.  These included the following: 

o Need for an active mental health education and promotion program for the general 
public.  

o Need for urgent recruitment of mental health staff to fill the existing gaps. 



 

 74

o Mental health should cease to be solely a ministry of health problem but be spread 
across other departments especially that of education and the community 
development.  

o Allocate more resources for mental health at all levels of care.  
o Ensure a continuous supply of free psychotropic medication at the health facilities. 
o The need to strengthen the decentralization of mental health services and integration 

of mental health into primary health care. 
o The need for emphasis on community based mental health services.  
o Equip community health workers with mental health knowledge and skills. 
o Emphasis should be on primary preventive measures rather than curative 

interventions. 
o Provide all cadres for mental health, including psychosocial mental health staff.  
o Regularly review the staff numbers to match the ever increasing number of patients. 
o Introduce mental health in school curricula. 
o Introduce school-based mental health programmes.  
o Introduce mental health in all training institutions for general health workers, with 

in-service training in mental health for qualified staff as well. 
o Need to strengthen child and adolescent mental health services.  
o Involving political leaders and other influential people in advocacy and awareness 

campaigns. 
o Develop strategies for capacity building and community empowerment geared 

towards creating a working culture and increasing production so as to fight poverty. 
o Hold mental health events more often at national, district and rural levels.  
o Improve the dissemination of mental health-related information through 

sensitization workshops, brochures, flyers, radios, T.Vs etc.    
o Equal consideration should be given to milder mental health problems before they 

develop into severe conditions.  
o Ensure early identification of cases of mental illness and timely appropriate referral. 
o Need to develop a better communication strategy in mental health to target a wider 

audience by through strategies such as involving influential people like celebrities 
and linking mental health to issues known to be more appealing. 

o Put in place a mechanism for addressing the mental health needs of the service 
providers. 

o Mental health services users should be involved in planning for mental health 
services and policy development. 

o Mental health workers should be spread in all public and private health facilities for 
increased access.  

o Create a conducive environment for mental health nurses to practice as mental 
health nurses. 

o Strengthen inter-sectoral collaboration on mental health issues. 
o Government should put in place some form of financial support for the mentally ill, 

at subsistence level since most of them can�t maintain gainful employment.   
o Promote alternative medications such as herbal regimens, which have less side 

effects. 
o Invest more in mental health services, especially rehabilitative and psychosocial 

services for the conflict and post-conflict areas. 
o Lobby organizations supporting health programmes to incorporate mental health in 

their programmes and/or make use of mental health workers. 
o More hours should be allocated to psychiatry and mental health subjects for medical 

students. 
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o The political leaders in various government sectors should respect the technical 
staff and refrain from interfering with their work.   

o Recognize the role of traditional healers as mental health service providers. 
o Long stay patients need to be well prepared for discharge and re-integration in the 

community 
o Need to give mental health services in prisons more emphasis. 

 
3.2.27 The future 
The participants generally projected an increase in the incidence and prevalence of mental 
health problems. They affirmed that given the current trend of events, life challenges and 
the high competition for resources, more frustrations with mental health problems should 
be expected in future.  They specifically predicted a higher rate of suicide in future. 
They believed that mental health would become a very crucial area in future since 
modernization comes along with many challenges in life and anticipated increased 
awareness and utilization of mental health services.  They however believed that this would 
depend on the emphasis given to the mental health policy and the overall consideration for 
mental health services.  
 
 �� the changing world is putting very many challenges to us where by simple 
 mental  health diseases are going to develop in all professions, where by mental 
 health has to come in to really work in many of these things. So, mental health will 
 become one of the departments that will really be very crucial��  
 (SSI, hospital manager) 
 
Some participants believed that the current political leadership has to do more in order to 
tackle the concerns of the population.  They envisaged mental health problems posing a 
bigger burden to the health sector in future, perhaps greater than the one currently posed by 
HIV/AIDS currently.   
 
 �� Unless the leaders of this country start tackling real issues concerning the 
 population; particularly poverty, we are going to see a continued increase in the 
 numbers of people who will break down. There is the issue of drugs. Young people 
 frustrated because they are not employed, and many of those employed but not 
 having enough to maintain themselves are breaking down�  (SSI, Politician 2)   
 
 

��I think the most important thing is to get the is sue on the agenda, get the people 
 who allocate the budget to understand that this is the biggest epidemic of the next 
 century.  It could actually become worse than AIDS�and we need the experts to tell 
 that� (SSI, Media representative 5) 

 
3.3 GENERAL POLICY MAKING PROCESSES 
 
Most participants both at district level and national level were less conversant with policy 
related issues, and many could not comment on the subject at all.  
It was reported that policy making was previously carried out by a few individuals in the 
top management of a particular sector developing a policy based on what they believed to 
be the major concerns at the time, with limited involvement of most stakeholders.  In the 
process, various inappropriate policies were developed.  However, following the creation 
of policy analysis units in government ministries, policy development has improved alot.     
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3.3.1 Policy development 
The few participants who commented on policy issues had different opinions about the 
ideal policy making process in respect of the current approach.  Although they recognized 
the bottom-up approach as the most appropriate one for policy development, many 
expressed uncertainties with regard to how policy development should start and the levels 
at which policies have to be approved.  The ideal policy making process was reported to be 
one that starts with a situational analysis, followed by identification of the needs and 
problems that have to be addressed and then setting out the strategies to address them.  It 
was however reported that many policies often do not go through the proper procedure, 
largely due to limited resources availed for the exercise.  Some participants believed that 
the creation of policy analysis units has not yet brought about significant changes in the 
policy development process and maintained that many policies are still developed by a few 
individuals within particular sectors, with very limited consultation.  
 
 �� So many times, it is that the sectors sit down, with very little consultation with 
 the stakeholders to come up with policy documents, which are then circulated to 
 the different agencies and other sectors to give their comments. Now, with the poor 
 reading culture and an outstretched civil service, many times the comments may not 
 come, or if they come they are not detailed enough. The situational analysis is 
 usually not extensive, it is limited to  possibly review of documents, a few key 
 informants interviews for national level teams. There is not usually enough money 
 to go down to all the levels, to the community to gather the kind of data needed for 
 a thorough policy development� (SSI, a Programme Manager, Ministry of Health) 
 
It was reported that the main sector policy has to be forwarded to the cabinet and 
parliament for approval, while departmental policies are approved by the top management 
committee.   Departmental policies address department specific issues and have to be in 
line with the overall policy of the sector.  Furthermore, some participants believed that 
approval of policies should be by the parliament, by which process the policies become 
laws. 
 
3.3.2 Policy initiation  
Policy initiation was reported to be by three main avenues.  Firstly policies could be 
demand driven.  Thus policies emerge following pressing problems that arise in society and 
have to be addressed urgently.  Secondly, policies could emerge in an effort to address 
some weaknesses identified either in performance reports or following some assessment 
exercises.  Thirdly, policies could be initiated by political leaders and top officials in 
sectors.  This could be as a result of some commitment by the political leadership, effort to 
fulfil pledges in their manifestos or undertakings deemed necessary for the sector by the 
political leadership.  Policies initiated by the political leadership were reported to be the 
most valued ones in terms of resource allocation and implementation.   
  
3.3.3 Stakeholders 
Service providers, service users, funding agencies and participants from sectors with 
policies relevant to the one under development were believed to be the key stakeholders for 
any policy development.  Involvement of service users was specifically said to be crucial 
for any policy development process since they are more knowledgeable about their needs 
and subsequently the feasibility and practicability of the policy decisions about to be made.  
The participants emphasized the need to present policy documents to the development 
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partners supporting a particular sector for their comments as stakeholders since they fund 
the sector�s activities. 
 
3.3.4 Policy implementation 
The participants noted that stakeholder involvement in the policy formulation process 
greatly impacts on the implementation.  Some participants reported that the responsible 
departments and offices often show much concern with policy development, but almost 
none with the implementation.  They identified a need for the responsible departments to 
value and invest equally in policy implementation as well, and to draw implementation 
guidelines for policies generated.  
 
 ��The bad thing is that they have generated so many  policies. Everything is policy, 
 policy,  but implementation of these policies is not there. People concentrate so 
 much on developing the policies but they leave implementation to whom it may 
 concern. They  spend so many hours, days, money in developing the policies. They 
 should put the same commitment in implementation. When you develop the policy, 
 develop the implementation guidelines as well. So, there is a big gap there. The 
 policies have been developed; but operationalization of the policies is so limited� 
 (SSI, a health manager at district level) 
 
The participants strongly believed that wide stakeholder involvement in policy 
development is necessary as it impacts on the value attached to the resultant policies and is 
a determinant for their keen involvement in the policy implementation.  They further 
identified involvement of the service users as a very important strategy for effective mental 
health policy development.  
 
 ��if you have developed a policy from up there and you think it is good for me, 
 and I have not contributed, then you should come down and assist me to 
 implement. Because if I don�t have a stake in the development of the policy, and you 
 want me to have a stake in implementation, I may not value it the way you value it. 
 That means you valued the formulation but you don�t value the implementation. So, 
 I think the stakeholders should be involved at all levels of policy; formulation, 
 implementation, evaluation� (SSI, a health manager at district level) 
 
 
3.3.5 Challenges to policy development and implementation 
Participants cited a number of challenges to policy formulation which included the 
following: 
 

o Policies are often formulated based on assumptions, which creates a discrepancy 
between the policy contents and the reality on ground.  This greatly undermines the 
implementation of such policies.   

o The policy making process in many sectors is still a top-bottom approach, with 
priorities being set by government.  

o Top management in some sectors tends to be less interested in policies, committing 
fewer resources towards policy development. 

o Wide stakeholder involvement makes the process very lengthy and expensive.  This 
forces most departments to opt for short cuts. 

o Some policies are not well developed and do not match the available resources, 
making their implementation rather difficult. 
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o A common tendency to set inappropriate priorities.   
o Lack of adequate infrastructure and training.  
o Inadequate dissemination and low public awareness about policies. 
o A tendency for people to be conservative and reluctant to adopt new policies that 

come with changes. 
 

3.3.6 Recommendations 
The participants strongly emphasized a need for policies informed by research, and wide 
consultation of all stakeholders.  They further stressed a need for monitoring of policy 
implementation and regular evaluation of policies to ascertain whether policies are realistic 
and whether the intended goals are achievable; and to inform the policy reform exercise 
whenever deemed necessary.  Furthermore, the participants emphasized the need for timely 
dissemination of policy documents and seriousness with the implementation of the set out 
policies. 
 
3.4 PROCESS OF MENTAL HEALTH POLICY AND LAW 

DEVELOPMENT 
 
3.4.1 Mental Health Policy development 
Most participants outside the health sector were ignorant about mental health policy 
development and could not discuss the subject, other than making a few recommendations 
for consideration during the policy review process.  While some of the participants 
admitted being aware of the existence of the mental health policy with no knowledge of its 
details, others who claimed to be knowledgeable about the policy confused it with the 
mental health law.  The draft mental health policy was reported to have been developed 
with limited stakeholder involvement.   
The participants reiterated that users should be involved in mental health policy 
development since they are more knowledgeable about their needs and priorities, and not 
just being represented by non-users.  Citing a now worldwide slogan in the disability 
movement �NOTHING ABOUT ME WITHOUT ME�, the users s tressed that without their 
involvement, the resulting policies would not be objective.  
 
 �� they have to consent, they�ve a right to self-determination. Without their 
 involvement, they would disown the policy and Act, considering them to be for the 
 professionals who developed them� (SSI, key informant user) 
 
Although participants agreed that ideally it would be essential for users to participate in the 
policy formulation, some were skeptical about this possibility in view of the big numbers of 
the users, and proposed that the practical way would be to have selected representative 
samples.  
 
 �� they can participate...especially those ones who have recovered. Because they 
 know their needs better� (SSI, PHC nurse, urban district) 
 
  
 �� I mean the thing is that we go to school to be able to internalize issues for 
 others. So really�they have people who are technic ally equipped, I think they 
 should be able to plan for others. But it would be very good if they are inclusive, but 
 I don�t think it would  be very possible� ( SSI, hospital manager, rural district) 
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The participants identified a number of key stakeholders whose involvement in the mental 
health policy development is necessary.  These included the mental health professionals, 
service providers and the users, traditional healers, religious leaders, development partners 
and academic institutions.  Involvement of mental health service users in the development 
of the mental health policy was believed to be an important determinant for their keen 
involvement in the policy implementation.  More-so, most participants shared a belief that 
�disability does not mean inability� and maintained  that the people with mental illness can 
be productive if supported.  
 
3.4.1.1 The process 
The participants believed that the mental health policy development process should ideally 
start with a thorough needs assessment, after which a technical team should draft the policy 
document and then present it to all stakeholders through a consultation process to check for 
its appropriateness.  After consensus, the policy should later be presented to development 
partners for their comments as well through the Health Policy Advisory Committee, and 
finally to the sector�s top management committee. 
 
3.4.1.2 Use of information in mental health policy development 
Although no specific needs assessment was done to inform the current mental health 
policy, it was noted that many policies and plans specifically in the ministry of health are 
based on routine surveillance data collected annually.  Some participants however believed 
that the health information and reporting system is still inadequate especially at district 
level; and that mental health data is scarce.  It was reported that decisions are often made 
based on empirical evidence with no well documented reports.  The participants 
emphasized that research findings should inform policies accordingly, and maintained that 
policies and plans should mostly be based on local data although regional and international 
data could be helpful as well.   
 
3.4.1.3 Challenges in mental health policy development 
It was noted that stakeholder involvement was not wide enough for the current mental 
health policy.  Some sectors were not represented at all, while others were reportedly 
represented by individuals who were not the most suitable participants.  Some participants 
however believed that direct user involvement was less important since they were deemed 
unable to contribute meaningfully as stakeholders.    
The traditional healers reported being unaware of the current mental health policy and had 
not been consulted in its development.  They however believed that as complimentary 
mental health service providers, they are key stakeholders who ought to have been involved 
in policy development. 
 
3.4.1.4 Recommendations for mental health policy development 
The following recommendations were made towards the mental health policy development 
process: 

o  To strengthen evidence-based practice, academic institutions should be involved in 
mental health policy development since they have the potential to do research to 
inform policy.  

o User involvement is very essential in policy development and should not be 
overlooked.  

o Users should be involved in mental health initiatives.  Responsible users can be 
very informative of what goes on in the world of users and can be influential since 
fellow users are more likely to trust them as role models with real experience. 
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o The mental health law and policy should address the fact that society is resentful of 
people with mental illness.  

o All levels of health workers have to be consulted in the process.  
 
3.4.2 Mental Health Law development 
The participants were generally less conversant with the development of the mental health 
law and very few commented on this subject.  It was however noted that there exists an 
out-dated mental health law and arrangements for its amendment are underway. 
 
3.5 APPROPRIATENESS OF THE MENTAL HEALTH POLICY AND 

LAW 
 
3.5.1 Appropriateness of the mental health law 
The mental health law was reported to be important, especially for protection of the 
patients� rights and the mental health service providers from possible unnecessary 
accusations.  It was noted that the mental health law in Uganda is an old Act which was last 
revised in 1964.  This law was noted to be out-dated and not in line with contemporary 
issues in mental health care.  Most participants admitted having no idea about the mental 
health legislation and could hardly comment on the subject.  Only the mental health 
professionals and a few other participants with a medical background were aware of the 
mental health law.   
 
It was noted that one of the most significant flaws of this law is its failure to make a 
distinction between involuntary and voluntary care.  It almost focuses entirely on issues to 
do with detention of the mentally ill.  As a consequence therefore, the law fails to 
adequately promote and protect the rights of people with mental disabilities both within the 
health care context and in the community.  Furthermore, the law was noted to use a 
derogatory language that promotes stigmatization of the mentally ill.  Some participants 
argued that the act is a Mental Health Treatment Act even by the title and hence not 
relevant today.    
 
Only a few legislative issues as per the WHO checklist for evaluation of mental health laws 
were noted to be addressed in this mental health law.   These included police responsibility, 
determination of mental disorder, emergency situations and involuntary admission.  
According to most of the values and principles therein, the current mental health law was 
noted not to be in consonance with the mental health policy, making its implementation 
rather cumbersome.  The law promotes custodial care and is less vigilant on the rights of 
the mentally ill.  The law was further described as a prejudiced one, and hostile to persons 
with mental illness; mainly focussing on protecting the community from people with 
mental illness.   
The participants noted that amendment of the mental health law has stalled because the 
need for a new law is not well appreciated.  
 
Areas of action in the Mental Health Law 
The participants made the following recommendations as regards the new mental health 
law: 

o The need for a completely new law, in line with the mental health policy and the 
current trends in mental health care.  The law should emphasize the observation of 
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the rights of persons with mental illness in line with international human rights 
standards afforded to all human beings.   

o Key players in the implementation of the mental health law such as the police, 
magistrates and mental health professionals should be trained in the mental health 
law. 

o Care in the least restrictive environment should be emphasised.  Where possible 
people should be provided with care close to their communities (eg. community 
based services) 

o The law should promote supported decision making for patients with mental illness. 
o The law should come out strong against stigmatization of the mentally ill. 
o Sexual exploitation of the mentally ill patients, especially the females should be 

addressed.  
o In order to care for persons with mental illness and help them get absorbed in the 

labour market, the law should persuade employers to have a certain percentage of 
their employees who are persons with mental illness, as is the case in some other 
countries.  

o Issues related to incapacity and incompetence as well as guardianship should be 
addressed. 

o The focus of the new law should go beyond the regulation of involuntary admission 
and treatment, to cover issues related to voluntary care, access and quality of care. 

o The law should contain provisions regulating living and treatment conditions in 
psychiatric hospitals. 

o The law should establish mechanisms to monitor conditions in mental health 
facilities and oversee cases of involuntary admission and treatment  

o The law should regulate practices of traditional healers to prevent human rights 
violations and promote appropriate treatment and care. 

o Dissemination of the mental health Act should be emphasized.   
 
3.5.2 Appropriateness of the mental health policy 
It was noted that policies are very important as they help guide on where to put resources 
so as to maximize the benefits from the limited resources available.  The participants 
believed that the appropriateness of the policy should be measured basing on how far it 
improves the welfare of the primary beneficiaries; and in the case of the mental health 
policy, the mentally persons and their families.  They noted that a number of principles in 
the draft mental health policy are for the welfare of the users (e.g principle 1.6.8 on 
consumer support) and therefore this policy could be rated fairly.  Some participants 
however were of the view that policies developed without wide stakeholder involvement 
mostly reflect the needs of the policy makers but not the targeted primary beneficiaries and 
are therefore inappropriate.  This was believed to be true of the current draft mental health 
policy, which has remained in draft form since the year 2000; and for which stakeholder 
involvement was reported to have been limited.  Development of the current draft mental 
health policy was reported to have been by some mental health professionals and consumer 
groups.  The following components were noted to be addressed in this draft mental health 
policy: 

• Developing community mental health services 
• Decentralization of mental health services. 
• Integration of mental health services into Primary Health Care. 
• Human resources 
• Involvement of users and families 
• Advocacy and promotion 
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• Human rights protection of users 
• Equity of access to mental health services across different groups 
• A monitoring system 
 

The following were believed to be weaknesses with the current mental health policy that 
need to be addressed: 

• There was no situational analysis and needs assessment done to inform the policy. 
• Stakeholder involvement in the policy development was limited. 
• A number of values and principles pertinent to medium mental health care are not 

addressed.  
• The policy does not address the relationship between mental illness and poverty.  
• The policy is not clear on financing for mental health activities and quality 

improvement. 
• The areas of action are stated as mere intentions; and not in a committal manner.    
• Emphasis is on the medical/pharmacological approach, overlooking the role of 

other mental health service providers such as psychologists and social workers.  
• The policy does not make a provision for welfare benefits for people with mental 

illness. 
• Government does not commit itself to supporting civil society organizations in 

promoting mental health services. 
• Research and policy evaluation are not addressed. 
• Child and adolescent mental health issues are not strongly addressed. 
• The policy does not strongly address issues of conflict and mental health 
  

Decentralization of mental health services was highly commended as one of the strengths 
of the current mental health policy. 
 
Integration with other policies 
It was noted that mental health is somehow addressed in the overall health policy as an 
integrated component of Primary Health Care.  A few participants also believed that some 
of the policies in other departments within the health sector are considerate of mental 
health.  
Some participants however believed that policies in other relevant sectors such as 
education, labour, gender and social development do not embrace mental health.     
   
3.5.2.1 Areas to be addressed in the new Mental Health policy 
The following were suggested as areas to be addressed when revising the mental health 
policy:  

o Highlight the issue of economic empowerment for persons with mental illness to 
become productive and self-sustaining. 

o Emphasize vocational education and training for persons with mental illness as it is 
intellectually less demanding and less straining but enables one become productive.    

o Streamline mechanisms for putting in place community based mental health 
services, emphasizing mental health education, promotion and disease prevention 
activities in the community. 

o Emphasize school-based mental health services. 
o Emphasize rehabilitation and occupational therapy for patients. 
o Clarify and emphasize the issue of mental health counselling. 
o Strongly address child and adolescent mental health issues. 
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o The policy should result from a thorough needs assessment, wider stakeholder 
consultations, and be based on the expressed mental health needs of the Ugandan 
population. 

 
Overall, the current draft mental health policy was found not to be in conformity with 
international standards, but a good working document to guide mental health service 
provision in the country in absence of an approved mental health policy.  
 
3.5.2.2 Other policies impacting on mental health 
The participants cited policies in the following sectors as some of those policies outside the 
health sector that impact on mental health: 

o The education sector. 
o Finance department. 
o Gender and social welfare 
o Transport sector  
o Law, justice and order system 
o Land policy 
o Public service � labour laws.  

 
Most participants were not conversant with all government policies, particularly those with 
a direct bearing on people�s mental health.  They described some common unwritten 
practices that are discriminative against persons with mental illness.  They cited examples 
of people having to lose jobs the moment they are declared mentally ill, failure to get a job 
and access to credit microfinance on account of current or previous mental disorder.  
 
It was however noted that some of the participants who commented on the mental health 
policy were actually unfamiliar with the policy document.  One participant who had earlier 
commended the mental health policy and the policy making process in general later 
admitted being less conversant with the policy.  
 
 �� You see, I don�t know what is there. You should first have given me the 
 opportunity to look at the policy and see the loopholes. Now it becomes difficult for 
 me to tell you that �this is lacking, this is like this� ��  
 (SSI, a policy maker, ministry of health) 
 
 
3.6 MENTAL HEALTH POLICY AND LAW IMPLEMENTATION AT    
      MACRO LEVEL 
 
3.6.1 Implementation of the mental health law 
It was noted that the mental health law is out-dated and not seriously implemented.  The 
mental health practitioners were reported to do what is deemed right in caring for the 
mentally ill, but their practice is not supported by the law.  Some participants cited the ever 
increasing number of persons with mental illness roaming streets as one example to 
indicate that the mental health law is not currently well implemented.  It was reported that 
in the past, the mental health law and the recommendations therein were observed.  For 
example magistrates could visit the mental hospital to review the patients and the reports 
made as was required in the Mental Health Treatment Act.  However, the Act has been 
overtaken by events and its implementation has become cumbersome, with regard to the 
current modern approach to mental health care.  It was however noted that arrangements 
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for the amendment of the law are underway and the outline of the proposed new mental 
health bill has been sent to the cabinet.   
 
Low awareness about the mental health Act was reported to be a major reason for its poor 
implementation.  Even those expected to know about the mental health law were found to 
be ignorant about it.  It was noted that only some of the participants from the law, order and 
justice sector knew about the existence of the mental health law.  One participant (a mental 
health practitioner in the community) further reported having made an observation through 
his interaction with the police that most police personnel are unaware of the mental health 
law and its contents. 
 
 �� as I said, I thought earlier on that the police knew all about the urgency order. As 
 I was talking to them, I realized that they knew nothing�  
 (SSI, Mental health practitioner, NGO)  
 
Some participants believed that the legislature tends to be keener on issues that mostly suit 
their political interests, and therefore anticipated procrastination in the amendment of the 
mental health law given the low appreciation and priority for mental health.  Furthermore, 
some participants were sceptical whether the new mental health law would be fully 
observed and implemented as used to be the case, given the present day decline in rule of 
law.  They emphasized the need for wide consultation in the development of the law and 
wide dissemination of the new mental health law for successful implementation. 
 
User rights 
It was noted that there is no national or regional human rights review body for assessing the 
human rights protection of users in mental health services.  Neither the mental hospital nor 
the community based in-patient psychiatric units in other general hospitals receive any 
review/inspection of human rights protection of patients.  Similarly, the mental hospital and 
community based inpatient psychiatric units do not have specific training, meeting or any 
other type of working sessions on human rights protection of patients.  Some of the health 
workers however have had some general training on human rights issues among the 
mentally sick as part of their overall training.  Violation of the rights of the mentally ill 
persons was reported to be a fairly common practice.  Some participants reported that in 
some communities, it is somehow acceptable to treat the mentally ill inhumanly because 
they are not respected as useful citizens.  The participants maintained that people with 
mental illness too have rights that need to be protected.  
 
 �... even in society�the way society looks at them, it i s like they don�t mind about 
 them. And even when assaulted, you may not see anyone reporting to police that a 
 mad man has been assaulted there. And if this mad man committed an offence, even 
 court may not take the case serious�  (SSI, magistrate, urban district) 
 
They further noted that government policies and actions may suggest equal treatment and 
opportunities for all but this is not the case in practice, especially as regards the mentally ill 
people.  They gave examples of occasions where the law enforcers themselves have 
violated the rights of mentally ill offenders.  The participants emphasized that people with 
mental illness should receive equal respect, treatment and access to opportunities just like 
others, as this would contribute enormously in the fight against stigma.  They however 
believed that this would have to start with clear guidelines as part of the government 
policy. 
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3.6.2 Implementation of the mental health policy 
It was noted that although the current mental health policy is still in draft form, it is 
officially recognized and the mental health activities are in line with this draft policy.  The 
draft was further described as a good working document to guide mental health activities 
that has to be finalized into a legitimate policy document.  Some participants however 
foresaw inadequate implementation of the mental health policy even after its finalization 
due to a culture of weak implementation of various laws and policies in the country.  
 
 �� there are so many other policies in Uganda�the prob lem with them is 
 implementation. There are so many laws here which are just redundant. So we need 
 to find strategies�why don�t people implement them ? There are policies, there are 
 laws, but they are not being implemented�  
 (SSI, Policy maker, ministry of education) 
 
Translation of the policy into strategic plans was reported to be a challenge, though a very 
important step to guide the implementation process.  It was noted that somehow the mental 
health policy gets translated into annual plans and budgets but the main challenge is the 
small ring-fenced budget, which hinders the implementation of some of the activities due to 
inadequate funding.  While some of the participants expressed satisfaction with the 
implementation of the current draft mental health policy, others believed that it is not well 
implemented.  Inadequate implementation was partly attributed to the fact that the policy is 
still a draft and not widely disseminated.  
 
The participants cited the following challenges to effective mental health policy 
implementation: 

o Low prioritization of mental health 
o Inadequate resources, both human and financial. 
o A negative attitude and low appreciation of mental health. 
o Inadequate supervision, monitoring and evaluation.  
o The stakeholders left out during the policy development process can not be active 

players in its implementation.  
o Lack of empathy for those suffering, especially the mentally ill members in society. 
o Difficulty in coordinating all the concerned sectors, since the mental health policy 

has multisectoral facets. 
o Low awareness following the limited dissemination of the mental health policy. 
 

3.6.3 Areas of action for policy implementation  
The following suggestions were made as regards mental health policy implementation: 

o Translate the policy into strategic plans 
o The mental health policy should be subjected to evaluations and modifications 

 periodically.  
o There is need for an independent body such as academic and research institutions to 

 conduct the monitoring and evaluation of the implementation of the policy and law. 
o In view of the limited resources, use should be made of the existing community 

 resources and structures in policy implementation.  
o Civil society involvement in mental health should be boosted. 
o The mental health division should emphasize collaborative linkage with traditional 

 healers.  
o Need for wider publicity of the mental health policy. 




