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CHAPTER 5

The Psychiatry of Poverty

Addressing a meeting of twenty-five psychiatrists from nine African 
countries, the UK and the USA at Makerere University College in April 
1969, G. Allen German, Professor of Psychiatry, declared that the ‘major 
feature distinguishing psychiatry in Africa from psychiatry in the Western 
world is poverty’.1 Poverty and ‘associated ignorance’ determined ‘many 
of the peculiarities of clinical states’, resulted in inadequate treatment 
facilities, and interfered both with the use of facilities by patients and 
with patient follow-up. For German, the ‘psychiatry of poverty’ entailed 
a focus not on the types of disorders patients might suffer as a result of 
poverty, but the ways in which an understanding of poverty might deter-
mine the development of mental health services in a particular context. 
Due to constraints on resources and a lack of manpower in many African 
contexts, he contended, efforts to develop mental health services needed 
to focus on the training of non-psychiatrists, whether psychiatric nurses, 
psychiatric social workers (PSWs), or psychiatric clinical officers. These 
‘psychiatric auxiliaries’ were not only more likely to be drawn from the 
same areas as their patients, and so speak their languages, but could be 
trained to take on some of the responsibility for mental health care at 
minimal cost.2

Arguments for the rapid expansion of psychiatry in the late 1960s and 
early 1970s appeared entirely logical in light of research within trans-
cultural psychiatry and psychiatric epidemiology that was suggesting 
that the overall incidence and clinical picture of mental illness in Africa 
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was little different from that elsewhere in the world. If anything, pres-
sure on already overstretched psychiatric institutions would only grow 
in coming years, as urbanisation and other social changes made it more 
difficult for the mentally ill to be cared for by their families. Like psy-
chiatrists elsewhere in Africa, Uganda’s psychiatrists actively contributed 
to this increasingly transnational and global body of knowledge that 
was not only challenging many of the earlier assumptions of colonial 
psychiatrists, but also promising findings that were relevant to chang-
ing social and economic circumstances.3 One such collaborative study 
between German and M. I. Assael, an Israeli psychiatrist, along with J. 
M. Namboze, Uganda’s first female doctor, and F. J. Bennett, of the 
Department of Preventive Medicine, Makerere Medical School, found 
that among 100 expectant mothers, depressive reactions were common, 
something ‘in keeping with the recent realization that depression is a fre-
quent disorder in the rural African’.4 Presenting the results of a study of 
two hundred and sixty-three pregnant Ugandan women, John Cox simi-
larly argued that the myth that African women were free from emotional 
disorders during pregnancy was unsubstantiated. Instead, he found simi-
lar rates of women with pronounced psychiatric symptoms in Uganda to 
those reported from studies of European and American women.5 H. G. 
Egdell’s research on child psychiatry, meanwhile, was crucial in helping 
to establish child psychiatry as a serious area of study outside of Europe 
and the USA. Egdell stressed the similarities in the clinical picture of 
child neurology with the limited studies already conducted in the USA, 
India and Nigeria, and made practical suggestions for the development 
of services for children in developing countries.6

By the early 1970s, research by psychiatrists from across developing 
countries was sufficient to prompt The British Journal of Psychiatry to com-
mission a series of review articles: Carlos A. Leon on psychiatry in Latin 
America, J. S. Neki on psychiatry in South-East Asia and German on psy-
chiatry in sub-Saharan Africa.7 Published in 1972, German’s article synthe-
sised two decades of research by African and expatriate psychiatrists that 
overwhelmingly showed the fallacies of research by colonial psychiatrists. 
While he noted serious problems with the methodology of some studies, 
the overwhelming picture of psychiatry in Africa was that of similarity to 
other parts of the world. The prevalence of mental illness ‘seems much 
the same as elsewhere’, he noted: ‘schizophrenia, manic-depressive dis-
order and organic psychoses exist in their familiar forms, although in dif-
ferent proportions; neurotic illness is widespread, although little studied; 
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psychogeriatric problems are beginning to appear’.8 Where there were dif-
ferences, they were mainly in behaviour and personality changes, as well as 
the emphasis placed on physical, as opposed to psychological symptoms. 
Rather than reflecting racial difference, then, the clinical picture of mental 
illness seemed to be determined by ‘physiological deprivations and physi-
cal disease’ as well as ‘cultural differences and widespread illiteracy’.9 As a 
body of evidence, such ideas about mental illness suggested that provision 
for the mentally ill in existing mental hospitals was inadequate, but offered 
no easy answers as to how far psychiatry in developing countries should 
differ from that in Europe and the USA. Rather, it highlighted the poten-
tial strain being placed on a small number of trained psychiatrists, which 
was only likely to increase in the future. As G. M. Carstairs, President of 
the World Federation for Mental Health (WFMH), stressed in 1972, what 
was clear, was that as ‘the presence of psychiatric morbidity becomes more 
apparent’ in developing countries, so ‘the limitations of medically-trained 
manpower also come to be recognized’.10

The transnational and global context of research was crucial in stim-
ulating the reorganisation of psychiatric services in Uganda. Yet the 
direction this took, and the ability of psychiatrists to effect change, can-
not be separated from the political context of development and nation 
building. In Uganda, the colonial government had since the Second 
World War pursued ‘development’ largely through the ‘modernising’ 
projects of state-led industrialisation and the diversification of the agri-
cultural sector.11 After Independence in 1962, the Uganda Government, 
under Milton Obote, similarly prioritised industrialisation, but with a 
much keener sense of the need to overcome the inequitable distribution 
of wealth and power, particularly between urban and rural areas. Here, 
the differences were stark: between 1960–1969, peasants in remote rural 
areas earned approximately 305–355 shillings a year, 1% of that of a sen-
ior civil servant, and five times less than the average worker in Buganda, 
in central Uganda.12 While the Uganda Government did little to address 
high government wages, they aimed to combat poverty through an 
ambitious expansion of social, educational, medical and health services 
through the 1960s.13 The First Five-Year Development Plan (1962) spoke 
of their intention ‘to develop educational facilities on such a scale and 
in such a way as to provide for every child, regardless of the social or 
economic circumstances of parents’, and ‘to provide a comprehensive 
national health service available to all citizens regardless of means’.14 The 
investment needed to develop services in such a way was prohibitive, 



120   Y. PRINGLE

however, not only financially, but also logistically, as increasing demand 
for medical and health services strained manpower resources. Pressure 
on services in urban centres, too, similarly grew as Ugandans flocked 
to the towns following Independence, putting further constraints on 
rural development plans.15 Here, psychiatry was just one voice at a time 
when multiple different services were competing for centrality within the 
development priorities of the nation. Addressing the same meeting of 
psychiatrists at Makerere at which German had articulated the ‘psychia-
try of poverty’, the Deputy Minister of Health, S. W. Uringi, asked if it 
was possible ‘to so modify traditional psychiatric activity that, by making 
use of resources which are available in developing populations, adequate  
services can be provided more cheaply than has been the case in the 
past?’16 Declaring mental hospitals to be an expensive means of keep-
ing people out of sight, he urged psychiatrists to consider other ways of 
deploying psychiatric personnel: ‘What level of training do they require? 
What facilities do they need? What resources already exist in the commu-
nity which can be utilised and adapted to minimise expenditure?’17

During the late 1960s and early 1970s, psychiatry flourished in 
a period of experimentation and innovation intended to extend the 
reach of psychiatry at minimal cost. Uganda’s psychiatrists established 
a Mental Health Advisory Committee (MHAC) with the aim of advis-
ing the Ministry of Health on policy and lobbying for reform. They 
discussed and trialled proposals to train PSWs, interpreters and psychi-
atric clinical workers, and to establish mental health clinics in hospitals 
where responsibility would be delegated to non-specialists. Recognising 
that they needed not only to persuade government officials, but other 
professionals—health, legal and welfare—of the need to take an inter-
est in mental health, they combined pilot schemes with mental health 
education programmes. They set up Africa’s first National Association 
for Mental Health (the NAMH), launched training courses for police 
officers, lawyers and health workers in hospitals outside of Kampala and 
participated in a television series entitled ‘The Sick Mind’. These activ-
ities aimed not only at spreading Western ideas about mental illness to 
the wider Ugandan public, but to mobilise supportive professionals in 
order to extend the reach of psychiatry beyond that which could have 
been achieved by psychiatrists alone.

This period of relative political stability in Uganda’s history since 
1962 was one of a new contextually sensitive politics, and it was one 
that demanded the refiguring of the relationship not only between 
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psychiatrists and patients, but also between psychiatry and other insti-
tutions and services. The newly independent Uganda Government was 
accountable to its citizens in ways that the colonial government never 
had been, and psychiatrists were well aware of the need to demon-
strate the relevance of their work. In this, many of Uganda’s psychia-
trists benefitted from their association with Makerere Medical School, 
which during the 1960s became an internationally renowned centre 
of research and practice, attracting over £280,000 in medical research 
grants between 1964–1967 (approximately 5 million pounds in today’s 
terms).18 Yet psychiatry nevertheless faced ongoing practical constraints 
on its ability to translate rhetoric and small-scale experiments into real, 
felt change ‘on the ground’. Much of this was beyond the control of the 
psychiatrists. Indeed, it proved impossible, logistically and financially, 
to train sufficient specialist personnel in such a short period of time. 
Similarly, the scale of the task of moving psychiatry away from a system 
that continued to bring only the most ‘urgent’ or violent patients to the 
gates of Butabika Hospital was overwhelming. But equally, the limits to 
reform might be best understood as a failure to fully consider the needs 
and priorities of the patients themselves.

Problems of Social and Economic Change

Research in the field of mental health may have formed part of a broad 
transnational endeavour to show that the clinical picture of mental illness 
was little different in Africa to that elsewhere, but much of it was driven 
by concern about two key features of social and economic change in 
early postcolonial Uganda: education and urbanisation. Education pro-
vision had expanded rapidly in the final years of colonial rule, with dou-
ble the number of pupils attending primary school and eight times the 
number of students in secondary education by 1962.19 Expansion con-
tinued through the 1960s, with education positioned as essential not 
only for economic growth, but also for the well-being of the nation.20 
Urbanisation, too, accelerated across East Africa after Independence, as 
rural migrants moved to cities in search of work, adding to the growth 
of an informal sector and posing challenges to municipal order.21 These 
changes brought students and urban residents to the forefront of psy-
chiatric attention and provided an important way of demonstrating 
the relevance of psychiatry in a new sociopolitical context. As Bennett 
explained in 1967, students at Makerere faced a series of unique stresses. 
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‘The majority’, he noted, ‘are the first generation of the educated. Great 
expectations rest upon their shoulders. For most, arrival at Makerere 
means a sudden change from a traditional, family centred way of life 
to the novel freedoms and restraints of a European patterned centre of 
learning set in the forefront of the intellectual, political and technological 
revolution of mid-20th century Africa’.22

In 1969, German, together with O. P. Arya, of the Department of 
Preventive Medicine, undertook a study of psychiatric morbidity among 
students at Makerere University College. ‘This student population’, they 
noted, ‘is of peculiar interest to psychiatrists, partly because it is predom-
inantly African, but also because these African undergraduates occupy 
a central position in the whirl of social and cultural changes sweeping 
across East Africa’.23 While German and Arya found no evidence to sug-
gest that mental illness was on the increase at Makerere, they argued that 
the rate of mental breakdown was relatively high: of 1112 attendees to 
the Student Health Service, 121 (10.8%) were found to be suffering 
from a psychiatric disorder—mostly anxiety and depression.24 Students 
reported overwhelming stress relating to examinations and study, fears 
of having contracted venereal disease, as well as anxiety about the size 
and potency of their genitals (the last two perhaps unsurprising given 
the high incidence of gonorrhoea on campus).25 Yet among these stu-
dents, at least two were surprised that their accounts of their emotions, 
which included feelings of worthless and suicidal ideas, had led them to 
be referred to a psychiatrist for depression.26

Research on student mental health reinforced wider concerns about 
the effects of the expansion of education through the 1960s. This was 
not because it was believed that the stresses of ‘western’ education in itself 
would in some way lead to mental breakdown, however. Indeed, in this 
way, the research in Uganda differed from that of Raymond Prince on 
‘brain-fag syndrome’ among unmarried adult Nigerian males studying in 
England. This constellation of complaints, which was marked by ‘intellec-
tual impairment, sensory impairment (chiefly visual), and somatic com-
plaints most commonly of pain or burning in the head and neck’, was, 
Prince hypothesised, ‘in some way related to the imposition of European 
learning techniques upon the Nigerian personality’.27 Instead, German and 
Arya offered a social and psychological explanation for the relatively high 
rates of mental illness seen among East African students. For them, it was 
unsurprising that students might break down while studying, given ‘the 
enormous emphasis placed on academic success by families and society’.28
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The social aspects of urbanisation were similarly stressed by research-
ers who looked towards the growing number of migrants moving to 
Kampala—often living alone and in poverty.29 Many came from rural 
areas, contributing to an increase in population in Buganda of approx-
imately 40% between 1949 and 1958. But one of the most striking 
features of Uganda was the high level of international migration from 
neighbouring African countries, comprising approximately 10% of the 
population by the early 1960s.30 Immigrants from Rwanda, who were 
increasingly moving away from the border area in south-west Uganda 
in search of employment opportunities, were of particular concern: by 
1966, Rwandan immigrants comprised approximately 4.5% of the pop-
ulation of Kampala, with many having first entered Uganda during the 
1959–1964 Tutsi refugee crisis.31 Rwandans were also the fastest grow-
ing group of inpatients at Butabika Hospital, comprising over 10% of 
first admissions in the first half of 1968.32 

Despite the refugee background of some of these immigrants, no 
link was made between violence and psychological health. Indeed, as we 
shall see in Chapter 7, the notion that refugees might have unique men-
tal and psychological needs as a result of their exposure to violence, and 
ongoing uncertainty about their futures, was rarely considered in Africa 
before the 1980s. Instead, as Bennett and Assael contended in 1970, their 
presence in the psychiatric system was due to a ‘changing society’ that not 
only made mental health problems more visible, but was leaving increasing 
numbers of individuals without adequate social support networks. As one 
Rwandan living near Kampala commented, while he had not been rejected 
by his neighbours, he still felt isolated: ‘No-one will help if something hap-
pened’. In a comment that points to disconnects between expectations 
and reality, another complained: ‘I am disappointed with friendship here 
where no one will help unless you pay – this is not Rwanda’.33 Bennett and 
Assael reported finding high levels of alcoholism, depression and anti-so-
cial behaviour among the Rwandan immigrants they studied living near 
Kasangati Health Centre. Yet it was immigrant children for whom they 
expressed the most concern. In addition to having parents ‘caught in a web 
of depression, alcoholism and isolation’, school—‘the one institution which 
would help in fitting them into the new society’—was out of reach due 
to the inability of their parents to pay fees. If support measures were not 
set in place, they added, ‘A frustrated and delinquent second generation  
might evolve’.34
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Psychiatric research presented a coherent view of how social and 
economic changes were shaping present and future mental health 
needs. But the voices and opinions of those under the psychiatric gaze 
were obscured within it, not only in terms of descriptions of their 
symptoms, but whether their problems were psychiatric or social in 
nature, and how they might best be helped. The comments of the two 
students who were ‘surprised’ at being diagnosed with depression hint 
at this. But undergraduate students at Makerere in particular had their 
own ideas about the problems of education. They were, for example, 
acutely aware of their isolation on the campus at Makerere University 
College which, despite being located on the edge of Kampala, was ‘still 
basically a community fenced in, with a gate guarded day and night, 
an appearance of social exclusiveness’.35 The weight of the institution 
and its expectations also weighed heavily on their minds, not only as 
a result of the lengthy ‘filtering process’ of national examinations that 
had selected them as an elite group, but through the way the insti-
tution unwittingly forced students to choose between ‘the West’ and 
their cultural roots.36 As Peter Nazareth, Ugandan literary critic and 
Makerere graduate recalled: ‘There was a heavy colonial pall over the 
place which made it quite hard to be creative instead of imitative, to 
challenge any of the norms. I mean, we were supposedly the elite who 
had made it up there and yet somehow there was this feeling that we 
were not good enough. We were not European’.37 While the curric-
ulum was changing during the 1960s, with increased recognition of 
the importance of African history and literature, among other subjects, 
Makerere as an institution was still heavily Europeanised.38 Much of 
this found expression in East African literature during the 1960s and 
1970s. The journalist-protagonist of John Nagenda’s ‘And This, At 
Last’, written while an undergraduate, is a product of a colonial school 
education and demonstrates a condescending attitude towards village 
life. Yet after interviewing an old man, his superficiality is shattered: 
the journalist and fellow graduates are ‘doomed to sterility and civili-
zation’.39 In Jonathan Kariara’s poem, ‘The Dream of Africa’, more-
over, similarly written while at Makerere, Kariara described how the 
‘white clay of foreign education’ was ‘stifling’ the African. Critiquing 
the cultural dependency created by education (and indeed medicine), 
Kariara wrote of the anxieties arising from what was essentially a 
reworking of the self:



5  THE PSYCHIATRY OF POVERTY   125

Doctor, what ails me, what ails -
(The bottled ale I took the other night to forget)
The ready-made pill prescription
For a slight mental maladjustment
Due to…due to…that’s not for us to know:
It is the knowing doctor’s secret.
“Business, you see.”
So we glibly take it, the pill,
Which smoothes the pain and smoothes the nerves,
And sends the disease to sleep.

Even then, despite all expectations, there was no guarantee that this 
preparation was not all for nothing when the ‘white clay’ was removed: 
‘Will it be the pearl in the oyster shell, / Or mere rottenness?’40 These 
Makerere graduates would have agreed with the psychiatrists that it was 
not ‘education’ per se that was a problem, but would likely have had very 
different ideas about the nature of changes required. Rather than seeing 
their experiences as indicative of the need for an increase in the capacity 
of mental health services in Uganda, it was the approaches, values and 
content of education that needed to be addressed.

Analysis of the problems facing students and urban migrants pointed 
to a need for wide-ranging reforms not only within education, but in 
the provision of social welfare services. Yet psychiatry’s interest in these 
groups did not translate into additional, targeted psychiatric support. 
While from 1966 psychiatrists ran a monthly clinic at Kasangati Health 
Centre, an area with a relatively high number of migrants, as well as 
individuals living alone, there was no specific service for Rwandan 
immigrants, and no psychiatrist who could speak Kinyarwanda.41 At 
Makerere, too, students seeking assistance for anxiety and depression 
continued to rely on the Student Health Service which, reflecting the 
insular nature of the campus, was used by an estimated 80–90% of all 
students in any one year.42 The medical practitioners who staffed the 
service had no specialist training in mental health, their main role in 
these cases being to counsel students. The small number of students 
who showed signs of schizophrenia or psychosis were referred to a psy-
chiatrist at Mulago Hospital, but otherwise mental health was handled 
internally, and there were no plans to increase or change this service.43 
The importance of concern about education and urbanisation should 
instead be located in the way it provided a bridge between psychiatry 
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and the needs and priorities of the developmentalist state—a way of 
demonstrating psychiatry’s relevance to both state and society. In an 
attempt to combat the long-standing neglect of psychiatry by govern-
ment officials, the psychiatrists of the late 1960s and early 1970s would 
use it to point to signs of growing pressure on medical, health and social 
welfare services in the future.

Psychiatry and the Development of Health Services

Like many other African countries, Uganda inherited a health system 
from the British in which care was concentrated in large, predominantly 
urban hospitals. The expense required to maintain this health system 
was staggering, constituting as much as 70% of government expendi-
ture in the years between Independence in 1962 and Idi Amin’s coup 
in 1971.44 Instead of focusing on the development of basic health ser-
vices, the newly independent Ministry of Health maintained this highly 
centralised system, prioritising the expansion of central referral hospitals 
(including the completion of Butabika Hospital and a state-of-the-art 
New Mulago Hospital), then district hospitals and, on a much smaller 
scale, rural health clinics.45 The high capital expenditure required by this 
development strategy went against World Bank policy (which Uganda 
abandoned in 1964) and was subject to fierce criticism by medical practi-
tioners, but it pleased voters and their demands for more hospitals. ‘The 
cry by every Ugandan’, Minister of Health Emmanuel Lumu exclaimed 
in 1970, is ‘more hospitals, more dispensaries, more aid posts, more 
medicine and so on’. But, he added, ‘I am afraid that we cannot keep up 
with the demands of the country’.46 Rural populations continued to be 
under-served, not least by psychiatry, where there were still few specialist 
personnel and the mental health services in Kampala were remote.

The MHAC, established in early 1967 by German, set itself an ambi-
tious goal: they aimed to convince the Ministry of Health to aim for 
mental health to comprise 25–30% of the national medical effort at all 
levels—beds, staffing and budget. This figure presupposed a growing 
need in the coming years as investments in public health and preventive 
medicine reduced rates of physical illness and made mental illness more 
visible. While they could not claim that voters were demanding new psy-
chiatric services, they argued that the pressures brought on by education 
and urbanisation, as well as the ‘increasing burdens of responsibility’ 
placed on the workforce, was ‘accelerating the demand for psychiatric 
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treatment many times over’.47 Above all, the MHAC wanted to over-
come the lack of investment and interest in psychiatry since the colo-
nial period. In line with more general investment in district hospitals, 
the Ministry of Health had made provisions for eight 16-bed psychiatric 
units in their Second Five-Year Development Plan (1966), but the MHAC 
saw this as a potential ‘embarrassment to the psychiatric services’. In 
an official statement to the Ministry of Health in 1967, the MHAC 
expressed their dissatisfaction, arguing that 62-bed units with outpatient 
facilities, and staffed by a doctor and ‘a proper psychiatric team’ of nurses 
and social workers, were instead necessary to meet growing demand. 
While in the past ‘priorities in the field of mental health have been over-
looked’, the MHAC hoped that things would soon be remedied.48

The MHAC represented an official collaboration between psychiatrists 
employed by Makerere University College and those employed by the 
Uganda Government. Sanctioned by the Ministry of Health, this advi-
sory body comprised of Ugandan and expatriate psychiatrists, as well as 
other individuals with an interest in the development of mental health 
services.49 While in 1967 the MHAC was small, consisting of German, 
Stephen B. Bosa, James F. Wood, and a medical officer, mental nurse 
and matron attached to Butabika Hospital, by 1971 it had expanded to 
include psychiatrists, mental nurses, a high court judge, a police commis-
sioner and members of the Ministry of Health.50 The MHAC worked 
closely to advise and implement new plans for the extension of men-
tal health services, lobbying the Ministry of Health for financial sup-
port, when necessary. Members of the MHAC also investigated and 
prepared papers on a range of topics, opening up a dialogue between 
psychiatrists and the Ministry of Health on such themes as interpret-
ers and the Uganda Psychiatric Service, psychiatric social work and trial 
mental health clinics at Jinja and Mbarara Hospitals.51 The discussions 
highlighted a range of opinions and suggestions as to what should take 
priority, yet all aimed at extending the reach of psychiatry at a time of 
increasing pressure on government finances.

Despite their ambitious goals, the MHAC experienced many of 
the same frustrations that Bosa had earlier in the decade when he had 
approached the Ministry of Health with suggestions for reform. One of 
the earliest proposals to meet with failure was that for an official cadre 
of interpreters in psychiatric service. A briefing note written by Egdell 
described the language barrier that was preventing adequate communica-
tion between patients and staff, as well as contributing to an ‘unpleasant 
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isolation’ of many inpatients. Highlighting the contingent nature of psy-
chiatry, Egdell noted that ‘Without an interpreter the psychiatrist is in 
the same position as a blind physician, unable to see physical signs’.52 
Beyond English, Luganda and Swahili, knowledge of most of Uganda’s 
fifty-plus languages was almost non-existent among expatriate and 
Ugandan psychiatrists, ward sisters, PSWs and medical students who, 
coming from across East Africa, ‘often cannot even speak Luganda’.53 
The ability of nursing staff to converse at a basic level was not enough, 
as Egdell stressed: ‘We need precise details of subtle changes in think-
ing, feeling and behaviour which are often expressed in African languages 
with the greatest difficulty’.54 The MHAC therefore proposed to the 
Ministry of Health that an initial group of twenty-five interpreters be 
trained to cover Mulago and Butabika Hospitals, psychiatric social work, 
social and occupational therapy, and the courts. Within a year, however, 
the plan was dropped. In addition to the administrative difficulties of 
introducing a new cadre of staff at a time when the Uganda Government 
was streamlining the civil service, there were questions of cost, training 
and delegation. The interpreters would require ‘an understanding of psy-
chiatric, psychological and medical terminology in English and the other 
languages mentioned above, appreciating the significance of these terms 
in relation to indigenous languages and customs’, yet who could ensure 
their accuracy?55

The inflexibility of the Ministry of Health was again seen in response 
to plans to train a new cadre of PSWs. A two-year scheme proposed by 
Bosa and F. J. Harris, World Health Organization (WHO)-supported 
Lecturer in Psychiatric Social Work, the proposal was intended as a way 
of bolstering follow-up and family outreach in district hospitals. PSWs 
would take social histories from patients and relatives, explain diag-
noses and methods of treatment, prepare families to receive patients 
after discharge and be responsible for after-care, counselling of parents 
and mental health education in rural communities. These duties were 
‘arduous and time-consuming’ but considered necessary to ensure the 
functioning of psychiatry beyond Butabika and Mulago Hospitals.56 
With financial support from Makerere, Harris started training a small 
number of PSWs, but the Ministry of Health refused to recognise the 
Diploma in Psychiatric Social Work. Just as with the interpreters in psy-
chiatric service, this new cadre required the creation of a new position 
within the civil service, and with it, new administrative and financial 
obligations.
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With a Ministry of Health that was reluctant to commit to large, 
potentially costly schemes, the MHAC focused on small pilot projects, 
funded jointly by Makerere and the Ministry of Health, and aimed at 
exploring how mental health services could be best developed at mini-
mal cost. In 1968, E. B. Ssekabembe launched a Jinja Mental Health 
Follow-up Clinic trial, to operate every last Friday of the month.57 In the 
first few months of operation, between 5 and 11 patients attended the 
clinic each month and received medication on an outpatient basis, includ-
ing sedatives (such as Largactil) and anticonvulsants (such as Phenobarb). 
Yet with Jinja Hospital failing to release a medical officer (MO) to assist 
Ssekabembe once a month, it proved impossible to train anyone to take 
over the clinic. Added to this were medical assistants at Butabika Hospital 
who had ‘forgotten’ to advertise the clinic. Reflecting a recurring gap 
between intentions and the ability to transform practices and behav-
iours, one patient complained that the clinic had not been well adver-
tised at all, and pointed to over 20 cases in his village, near Jinja, who 
were in need of help.58 Demand for a clinic was also evident in a trial 
at Mbarara Hospital, which Bosa operated once a month, hoping that 
‘perhaps with luck one might stimulate enough interest in some doctors 
for them to devote more attention to the understanding and care of the 
mentally sick’. Between 14 and 24 patients attended each month in the 
first six months, with one MO, B. Kahigwa, requesting further training at 
so he could take over the running of the clinic. Despite similar problems 
in advertising their work beyond a small area around the hospital, Bosa 
called the trial a resounding success: not only had it reduced the num-
ber of referrals and readmissions to Butabika Hospital, but the ‘physical 
appearance of a consultant psychiatrist at the hospital helped to improve 
the attitude towards mental illness, management and treatment in both 
staff and patients, and also in the general community’.59 In the coming 
months, Bosa added, he was confident he could ‘demonstrate convinc-
ingly (with figures)’ that Ministry of Health investment in mental health 
at Mbarara ‘is now essential and very urgently required’.60 Well aware 
from his own previous experiences of the difficulties of persuading gov-
ernment administrators for support, Bosa knew he not only had to draw 
up a careful case for funding and personnel, but be wary of how he pre-
sented any practical difficulties experienced.

While the pilot mental health clinics, operating every four to six 
weeks, did not represent a huge time commitment in and of themselves, 
they nevertheless required seemingly endless energy from those involved. 
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After a full week’s research, teaching and clinical duties, German would 
on a Friday once a month drive to Soroti, 300 miles north-east of 
Kampala, check into a hotel and be ready for work at a mental health 
clinic at Soroti Hospital by seven o’clock the following morning. On the 
Sunday, German would then devote three to four hours delivering a case 
conference and lecture series to senior nursing staff, MOs and any other 
interested parties, before driving back to Kampala. Bosa, too, would 
travel to Mbarara and other district hospitals after a full week’s work, 
dedicating his Saturdays to clinical work, court work and the training of 
medical and health workers.61 In addition to the personal drain of this 
work, there was ongoing frustration at the slow pace of change, as well 
as fears that activities that took staff away from Butabika Hospital were 
contributing to an increasing reliance there on psychotropic drugs.62 
Indeed, despite the relatively large number of psychiatrists in Uganda 
in the late 1960s and early 1970s, pressures on time meant few prac-
tical changes to conditions at Butabika Hospital. As John Orley noted: 
‘Doctors in a hospital admitting over 60 patients a week, and who usu-
ally do not speak the patient’s language find it almost impossible to 
do more than give rough symptomatic treatment with medication and 
E.C.T., and sometimes do not bother with the niceties of diagnosis’.63 
By the end of 1968, Bosa had decided to relinquish his research and 
teaching responsibilities at Makerere and to return to primarily clinical 
work, stressing that he ‘would have better immediate opportunities to 
utilize my potential abilities’ at Butabika Hospital.64

The early experiences and setbacks faced by the MHAC made it clear 
that while increased investment, improved facilities, and new special-
ist training programmes was the ideal, financial and administrative con-
straints meant they could only work with existing resources, of which 
‘manpower’, as it was called, was considered to be the most valuable.65 
Training new psychiatrists was not only costly but also time-consuming, 
offering little chance of expanding psychiatry in the short term. Medical 
assistants, on the other hand, already existed in relatively large num-
bers, being regarded as the front line of health care provision in rural 
areas.66 Based on his observations at Soroti, German estimated that one 
in five psychiatric cases went in the first instance to general hospital out-
patient clinics, where they were attended to by medical assistants.67 In 
district hospitals, according to Egdell, medical assistants took on work 
with inpatients that was similar to that of an intern: ‘Histories are taken 
and initial provisional diagnosis [sic.] are made’.68 It was in outpatient 
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departments and rural dispensaries that their value was truly felt, how-
ever. There, they saw all patients in the first instance, selecting from them 
five per cent who needed to be seen by an MO. ‘The remaining 95%’, 
Egdell noted, ‘are independently diagnosed and treated by the medical 
assistant himself’.69 In rural dispensaries, moreover, medical assistants 
were in sole charge, overseeing 25–30 inpatient beds, in addition to fifty 
or more outpatients a day. As such, they represented untapped potential 
for mental health care. ‘[The] medical assistant fully trained in psychia-
try’, Egdell stressed, ‘would become a member of the psychiatric team 
up-country or possibly in the national mental hospital. Whilst continu-
ing in their traditional role as equivalent to house officer or intern, they 
would also provide continuity in psychiatric leadership in the inevitable 
absences of the psychiatrist’.70

The training of medical assistants in psychiatry was not uncontrover-
sial. Concerns were raised, for example, that while medical assistants saw 
hundreds of patients every day in outpatient departments and dispensa-
ries, requiring them to be on the lookout for cases of mental illness would 
potentially ‘put too much load’ on them. While most patients would 
likely be non-violent, personal safety would also need to be considered, 
as too would the implications for the profession of assistants taking on 
sole responsibility for both diagnosis and treatment.71 Despite these 
concerns, ‘there was unanimity’ among the MHAC ‘that some form of 
training should be given to medical assistants’.72 Bosa and Ssekabembe 
provided a small amount of informal in-service training in psychiatry to 
medical assistants in district hospitals during their visits, highlighting their 
value in being able to speak patients’ languages and understand local cul-
tural idioms of madness.73 In June 1969, moreover, German, J. W. S. 
Kasirye, Bosa, Wood, Assael, and Ssekabembe submitted a memo to the 
Ministry of Health setting out potential options for the training of medi-
cal assistants in psychiatry, including an eight-week practical course based 
at Butabika Hospital. ‘With appropriate training’, it was hoped, the med-
ical assistant would be able to diagnose patients, the majority of whom 
presented only ‘with vague somatic complaints’, and in many instances 
treat them successfully.74 The proposal, meeting the Ministry of Health’s 
position that any changes require minimal administrative or financial 
implications, was accepted by the Uganda Government and Makerere 
University College. By 1971, medical assistants were receiving ‘compre-
hensive teaching in basic psychology’ in the first year of their training, 
and plans were underway to include clinical psychiatry in the second and  
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third years.75 This model of training and delegating responsibility would 
come to be recognised internationally as the defining feature of psychiatry 
in Uganda.

Mental Health Education

With the number of trained medical assistants remaining small until 
well into the 1970s, and the number of PSWs almost non-existent, in 
most areas there was still almost no outpatient or after-care available 
for those seeking relief from mental distress. One nurse who worked 
at Kabale Hospital, in south-western Uganda, in the late 1960s and 
early 1970s, described her frustration at the limited assistance they 
could provide to patients who came to their doors. While the hospital 
did at times have a small supply of Largactil, it was kept in a locked 
box, closely guarded by the sole doctor who had been trained to dis-
pense it. With little else to offer, they sent most patients away.76 The 
inability of psychiatry to effect widespread, practical reforms in the 
short term also meant little change to admission patterns at Butabika 
Hospital. As under colonial rule, violence remained a recurring reason 
for admission, being the main cause in approximately half of all cases in 
1968.77 Pressures on time, as well as difficulties in communication, also 
meant that diagnoses continued to be made with limited information, 
and reflected behaviour observed in the period immediately leading up 
to admission. One man, who had long history of ‘behaving and talk-
ing strangely and aggressively’, had problems sleeping, and so relied on 
an alcoholic sedative—¼–½ pint of spirit, distilled from banana beer. 
Rarely violent, his behaviour was suggestive of an underlying psycho-
logical disorder, yet when he suddenly became violent, prompting his 
being taken to Butabika Hospital, he was diagnosed with ‘alcoholic 
confusional state’, and treated by sedation with phenothiazines, before 
being released home shortly after.78 Also in line with earlier trends, the 
number of admissions continued to rise at Butabika Hospital, reaching 
3036 between July 1967 and June 1968, with pressure on accommoda-
tion meaning that most needed to be discharged within eight weeks.79 
The dangers of the increasing pressure to discharge patients without 
adequate provision for follow-up support were made painfully clear in 
1970, when a policeman, recently released from Butabika Hospital and 
certified fit to return to work, shot dead the Manager of Mwenge Tea 
Growers Estate in a fit of confusion.80
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The MHAC were aware of such problems, but unable to train a cadre 
of psychiatric auxiliaries overnight, they instead stressed the importance 
of mental health education as a way of mobilising other professionals 
to fulfil their legal and social responsibilities towards the mentally ill. 
In light of the colonial legacy linking psychiatry with violence, police 
officers were given special attention in attempts to reform psychiatry. 
‘If he is to do his work well in this field’, as Wood noted, ‘he needs to 
have some of the skills of the psychiatric social worker, the psychiatric 
nurse and the psychiatrist’.81 In a lecture to lawyers, moreover, Wood 
explained the main symptoms, treatment and legal considerations of per-
sonality disorders, as well as illness caused by organic or physical diseases, 
schizophrenia and manic-depressive psychosis.82 Reflecting an increas-
ingly dominant trend within transcultural psychiatry, he stressed that 
mental illness was both universal and shaped by culture, something that 
had relevance to the interpretation of the law. Hallucinations, he noted, 
were ‘very real to the subject’:

People with spears, lions and snakes come through windows and doors 
and crowd round him on the bed. He can hear people talking, threatening 
and abusing him. Such subjects may jump through the window to escape 
their hallucinatory persecutors or may unfortunately pick up the ever ready 
panga from below the bed and “defend” themselves. Usually this results 
only in a chair being chopped up for a lion but occasionally and tragically a 
child, a father, mother or brother may be standing by the bedside and may 
be the victim.83

Such a description was reminiscent of earlier colonial interest in the con-
tent of ‘native’ delusions, but was framed here in more culturally sensi-
tive terms.

In educating lawyers about mental illness, Wood took on something 
of a social advisory role, commenting on social problems that he felt 
could be more effectively dealt with by increased treatment services and 
possible changes in the handling of the law. Homosexuality was one such 
issue. In line with psychiatric thinking in Europe and the USA in the 
late 1960s, Wood defined homosexuality as ‘a sexual perversion resulting 
from a personality disorder’.84 While psychiatrists in colonial Africa had 
had little to say on the subject of homosexuality, seeing it, along with 
transvestitism and paedophilia, as extremely rare,85 the effects of negative 
attitudes towards homosexuality had been raised as a problem in more 
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recent research on student mental health.86 Changing attitudes towards 
homosexuality, according to Wood, stemmed directly from legislation 
introduced under colonial rule.87 The Penal Code criminalised homo-
sexuality as an ‘unnatural offence’, placing it alongside bestiality. Any 
person found to have committed the offence could be charged with a 
felony and be liable for up to seven years in prison.88 While only a few 
men were imprisoned under this legislation—one in 1956, four in 1959 
and one in 1960, for example—the law was regarded as having poten-
tially long-term ramifications.89 Referring to ‘homosexual acts between 
consenting adults in private’, Wood argued that it would appear that the 
‘(male) homosexual has been debarred from exercising personal liberty 
in the matter of sexual practice and that such legislation might be seen to 
contribute to the causation of mental illness in that it directly (and indi-
rectly by influencing social attitudes) increases the psychological stresses 
the homosexual must overcome’.90 For Wood, the homosexual was not 
only suffering from a sexual perversion, but at risk of serious mental 
illness from outside pressures—from punitive legislation and social atti-
tudes that were shaped by it. While Wood did not explicitly request that 
lawyers attempt to seek changes in the law, he emphasised that it was 
only those homosexuals who engaged in sex with minors who should be 
considered as a serious problem for society, as this ‘might tend to mould 
them also to the same sexual habit’.91

Building on the success of such lectures, Wood negotiated funding 
from the Uganda Government for a training course on mental health for 
police officers.92 Wood’s topics included a history of psychiatric services 
in Uganda, the state of contemporary mental health provision, as well as 
the signs and symptoms of different types of mental illness. Describing a 
situation that could have been applied to Uganda at any point during the 
last forty years, he stressed that officers in rural areas ‘may have to look 
after some very sick patients for several days and may have difficulty in 
getting medical attention for the patient….They may have difficulty cop-
ing with excited patients who may tend to become violent….They may 
have difficulties with patients who refuse food and fluids….They may 
find that if they put mentally ill patients together without someone to 
look after them that the patients may harm each other’.93 Police officers, 
Wood stressed, had to recognise their vital role in mental health services, 
not only in identifying whether a person required medical treatment or 
restraint, but also in acting ‘as transporters, minders and providers until 
the mentally ill person could be safely delivered to Butabika Hospital or 
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to the Mulago Hospital Psychiatric Outpatient Centre’.94 The police 
already required many skills usually filled by social services—now ‘psychi-
atric patient management’ had to be another.95

The ‘public’ targeted through such seminars and lectures was limited 
to ‘interested’ professionals, and they found, time and again, that they 
were required to fight against a broad ‘public apathy’ to mental health 
activities.96 This was no less the case with responses to the NAMH, 
founded in 1967 under the leadership of Bosa and German.97 The 
NAMH was certainly the first association of its kind in East Africa and 
appears also to have been the first on the continent.98 The concept of a 
mental health association was not completely new: in 1956, Tewfik had 
established a Mental Hospitals Voluntary Association, which ran with a 
committee of five Europeans, five Asians and five Africans until Tewfik’s 
departure in 1958.99 Yet while Tewfik’s Association had focused primar-
ily on bringing volunteer visitors into the mental hospital and giving 
comfort to the mentally ill, the NAMH was concerned with increasing 
public knowledge about mental health, improving the status of the men-
tally ill, and developing strategies for its prevention—the NAMH looked 
to the world outside the mental hospital, rather than in.100

The idea for the association had first been proposed by women associ-
ated with the medical community on Mulago hill, including Ethel Bosa 
(Bosa’s first wife), Mrs. Kasirye (wife of J. W. S. Kasirye, then Medical 
Superintendent of Butabika Hospital), Harriet Kibukamusoke (wife of 
John Kibukamusoke, Professor of Medicine at Mulago Hospital and first 
African President of the Association of Physicians of East Africa) and 
Dorothy Wood (Wood’s wife and German’s sister).101 Ganda women in 
particular remained active in the early years of the association, reflect-
ing an upsurge in social and political activism among women in central 
Uganda during the 1960s.102 By 1970, membership of the NAMH had 
reached 90, comprising, in addition to Ganda women, members of the 
Asian lay public.

For a brief period in the late 1960s and early 1970s, the NAMH was 
active in commissioning newspaper articles on mental illness for Taifa 
Empya, a Luganda newspaper. These attracted an enthusiastic response 
from Ugandan supporters of the Association, and by 1970, staff and stu-
dents at Bishop Tucker College, Mukono, had translated articles into 
Karamajong, Runyankole and Luo-Lango.103 Members also organised 
seminars covering topics such as suicide, alcoholism, homosexuality and 
stigma.104 In a seminar entitled ‘Suicide and the Law’, held in December 
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1970, Frank Farrelly, Consultant Psychiatrist, Butabika Hospital, pre-
sented alongside Justice Fuad, of the High Court, and Bishop Christopher 
Senyonjo. Fuad’s paper, entitled ‘Insanity and the Law’, highlighted how 
while attempted suicide was still an offence in Uganda, the High Court 
had ‘attempted to discourage prosecutions’.105 Citing a judgement from 
1965, Fuad noted that unless the accused required protection ‘“against 
himself”’ through a Probation Order, ‘“perhaps the modern approach”’ 
was to handle the issue outside of the courts entirely.106

Running alongside NAMH activities was a television programme, 
‘The Sick Mind’, which consisted of a fortnightly forty-five-minute 
discussion between a psychiatrist—usually Bosa, German or Wood—
and a chairperson. These programmes, it was hoped, would dissem-
inate ‘basic knowledge about mental health to the lay public’ and so 
reduce stigma.107 The show may have been modelled on a BBC series 
of five television programmes, broadcast in the UK in January 1957 
under the title ‘The Hurt Mind’. Yet while the BBC version included 
clips of psychiatrists interviewing patients about their experiences and 
staged demonstrations of electroconvulsive therapy and drug abreac-
tion,108 no patients appeared on the Uganda programme.109 The pop-
ularity of the show, which was significant enough to keep the show on 
Uganda Television for five years, relied primarily on the personalities 
of those involved and the information presented by the psychiatrists. 
Topics reflected clinical diagnoses seen frequently at Butabika Hospital 
and Mulago Hospital Mental Health Clinic, including affective psycho-
ses, schizophrenia, epilepsy, dementia and neurosyphilis. These topics, 
according to Wood, were surprisingly popular: ‘following the episode 
discussing GPI and Syphilis the clinical laboratories were burdened by 
a huge increase in requests for Syphilis testing’.110 While on a tour of 
Africa in 1968, George Burden, Secretary General of the International 
Bureau for Epilepsy, also participated in a discussion programme with 
Bosa.111 The use of this medium was pioneering—not only were special-
ists working in maternal and public health, traditionally the most innova-
tive in health education campaigns, only just starting to experiment with 
television, but the Ministry of Health themselves complained in 1968–
1969 that while television was ‘fully open to us to use….We had neither 
actors nor films for showing’.112

‘The Sick Mind’ attempted to humanise psychiatry, making visible the 
psychiatrists who had previously been restricted to the mental hospital. 
While most Africans were unable to afford a television set, the Uganda 



5  THE PSYCHIATRY OF POVERTY   137

Government, under Milton Obote, had pressed for the installation of 
large television screens in community centres across the country. While 
Obote’s efforts were most likely prompted by political considerations, it 
had the effect of bringing educational programmes like ‘The Sick Mind’ 
to communities across Uganda. Certainly, German reported having the 
experience, ‘on up-country clinic visits’, of meeting patients and families 
who recognised him and his colleagues from his on-screen activities.113 
Yet the ‘public’ they were trying to reach was still limited. Indeed, while 
at first Burden ‘felt we were to be congratulated’ on the programme 
made with Bosa, this fell away when he learned ‘that not more than 2% 
of the population have a T.V. set and that we would have been wiser to 
have asked for a radio programme’.114 Indeed, it may have been such 
activities that Orley had in mind when he stressed that ‘The job of men-
tal health education is always hard. For every one success story told there 
may be several failures evident to all; added to which there are always 
plenty of lurid myths and rumours to dispel’.115

Whether or not ‘The Sick Mind’ succeeded in bringing a human face 
to psychiatry, it certainly politicised it. Shortly after Amin’s takeover on 
25 January 1971, the programme was moved to a new slot in a weekly 
production entitled ‘Uganda Today’, a weekly programme organised 
by Major Bob Astles, who later became notorious as ‘the white rat of 
Uganda’.116 The incorporation of this show may have been intended ‘to 
show the Amin regime in a favourable light’.117 Amin himself was among 
the programme’s viewers, having watched the show from The Uganda 
Club prior to his takeover. As German recalled: ‘Apparently he liked 
it - and one evening, having been presented with a new Polaroid cam-
era, he photographed me on the screen and sent me the photograph’.118 
The photograph, which shows German mid-conversation, appears at first 
glance to be innocuous, but it could be read as an attempt at the kind 
of intimidation Amin became notorious for; as a sign that German, and 
by extension all of Uganda’s psychiatrists, had come to the attention of 
Amin, and into a new political climate.119

Patients

Psychiatrists and those attached to the NAMH placed themselves firmly 
on the side of patients, extending ideas about mental health they believed 
would benefit the mentally ill and their families. They did not, how-
ever, give the patients themselves a voice. Nor was there any room for 



138   Y. PRINGLE

traditional medicine or healers. Indeed, both Ugandan and expatriate 
psychiatrists were openly ambivalent on the topic of traditional medicine: 
while most acknowledged that traditional healers could serve a useful 
function in remote areas, particularly with regard to psychoneuroses, they 
were concerned that traditional healers might cause real harm to their 
patients, and so had no place in ‘modern’ psychiatry. Joseph Muhangi 
later described the skill with which a wealthy and famous traditional healer 
had treated patients at Kasangati, near Kampala. This healer held sessions 
of 30–45 minutes, during which he saw a white female figure with whom 
he spoke in tongues. Having witnessed this, ‘hysterical patients with para-
lysed limbs, women who were infertile because of psychological problems, 
and men with impotence of psychological origin…were subsequently 
able to use their limbs, have babies and recover their potency respec-
tively’.120 Yet while Muhangi admitted that he was impressed by this, 
he also stressed that the healer was most likely epileptic, his technique 
merely ‘psychodrama’. Bosa, too, questioned how some people could, on 
a Sunday morning, go to church, and in the evening visit a traditional 
healer, and certainly did not consider himself to be one of them. While he 
was open to the idea that his patients might derive benefits from visiting 
a traditional healer, he could never openly acknowledge it, lest he be seen 
to be practising or believing in traditional medicine.121

Bosa, like many other African doctors trained in the 1940s and 1950s, 
had been obliged to fight long and hard for recognition of his profes-
sional status, and setting himself apart as ‘scientific’ and ‘modern’ had 
been a vital part.122 Yet they could not have been ignorant of the fact 
that for most of their patients, traditional healers were their first and 
preferred choice in times of distress. Indeed, patients were frequently 
vocal during consultations with psychiatrists about the causes of their 
problems, and the methods of treatment that were appropriate. One 
23-year-old Ismaili man, for example, had been referred to a psychiat-
ric ward of a general hospital following a period in which he ‘had been 
behaving oddly, waving his hands about and beating his wife’.123 He told 
the psychiatrist that he felt himself being pulled by a long figure in a red 
cloth, and this was causing him to become frightened and violent. On 
one occasion, the patient explained, the man in the red cloth took him 
to a cemetery and made the dead come alive, saying: ‘I will make you 
like this. I will put you in a grave and bury you there’.124 Certain that he 
had been bewitched, he told the psychiatrist that psychiatric medication 
would be useless, including electroconvulsive therapy. Instead, he would 
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seek treatment from a young Ismaili woman, who would capture the 
spirit, reduce its size and burn it. The patient’s role would be to pray and 
to attend the mosque for forty days.125

The distinction between ‘modern’ and ‘anti-modern’ practices in 
psychiatry was not one that was limited to the African context, but it 
took on particular significance given the scale of the cultural and polit-
ical gulf between psychiatrists and their patients. Instead of seeking to 
use traditional healers as potential psychiatric ‘allies’ in a context where 
personnel was thin on the ground, it was made clear that a patient at 
Butabika might only be granted a period of leave to return home to 
consult a traditional healer with the permission of a psychiatrist.126 It is 
questionable how frequently patients were allowed to do this, however, 
and there is evidence to suggest that some psychiatrists were not averse 
to attempting to alter ‘traditional’ beliefs they felt might be dangerous 
to the mental health of their patients. Orley, for example, was keen to 
promote the value of local understandings of mental illness in Buganda 
not only to assist in diagnosis, but also to suggest to patients alterna-
tive ways of looking at their own mental health. ‘If one has some idea of 
the beliefs about an illness’, Orley wrote in 1970, ‘it is possible at times 
to modify them somewhat and to create new beliefs that may be more 
beneficial to the patient’.127 Akawango, for instance, comprising a per-
sistent headache, was of concern to patients because it indicated a poten-
tial ‘spoiling’ of the brain, ‘and the anxiety resulting from such a belief 
can make things even worse’. As the name was derived from the word 
ekiwanga, however, meaning ‘the skull’, it would be possible for practi-
tioners to explain, while giving medication, that the illness was limited to 
the bone, rather than the brain.128 While Orley believed this was in the 
best interests of his patients, it nevertheless had ethical implications. ‘A 
more dubious procedure’, Orley continued, ‘which I have used success-
fully in cases of epilepsy, is to tell the relatives of a patient that the tablets 
prevent the illness spreading to others, and so the patient need no longer 
be isolated. When it is seen that the tablets do in fact prevent fits as fore-
cast, then the assumption is that the statement about the illness being no 
longer infectious is also true’.129 This, Orley noted, was justified because 
it might help reduce the number of patients being subjected to ‘enforced 
isolation’ within communities.130

While traditional healers and ideas about mental illness were not 
given any formal place at Butabika, assumptions about the importance 
of ‘community’ in the treatment of mental illness nevertheless started to 
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inform rehabilitation activities. Rhythm and drumming were encouraged 
among patients.131 Group psychotherapy was also introduced among 
selected patients in 1968. On the one hand, this was premised on the 
desire to draw on the ‘therapeutic potential’ of less qualified hospi-
tal staff, such as nurses and ward sisters, to ensure that treatment went 
beyond solely physical therapies;132 on the other, it was argued elsewhere 
in Africa that using groups brought psychiatry closer to the traditional 
‘social fabric’ of African life.133 The groups were unorthodox in the sense 
that ‘gaining insight’ was not emphasised, but they provided a forum in 
which patients could discuss how a ward could deal with a particularly 
disruptive patient, how patients would be greeted on their return home, 
and comparisons of ‘European’ and ‘African’ treatment.134 In this, the 
role of the hospital staff, as Ugandans, was deemed to be key. As Wood 
explained, while they had no formal knowledge of ‘psychology as a sci-
ence…they live in a community and have experience of human relation-
ships’, they speak the same languages as the patients and ‘are surprisingly 
interested in the patients’ welfare’, spending the most time with them on 
the wards. As with medical assistants, they were deemed to be particu-
larly valuable to psychiatry because they were regarded as occupying a 
social and cultural space that was much closer to their patients than the 
psychiatrists.

Many of the reforms put in place at Butabika Hospital in the late 
1960s and early 1970s aimed to extend the power of psychiatry through 
the staff who oversaw the day-to-day running of the hospital. Yet this did 
not render patients powerless within the institution. Many demonstrated 
their importance and independence by complaining about the quality of 
the food, expressing scepticism about the value of being required to talk 
constantly about their lives and anxieties, and negotiating medication 
and trips into Kampala to conduct small business deals.135 Nakuzabasajja, 
for example, a 42-year-old cultivator and businessman from a small town 
beyond Kampala, frequently declared that he was being treated as a pris-
oner and rejected medication (saying there were too many tablets), as 
well as food, unless it was brought by his family from home.136 When, 
after a stay of ten weeks, he was discharged from Butabika Hospital, he 
continued to resent what he regarded as unwanted attention from psy-
chiatry. During a visit from a PSW, he became angry, stating that, as ‘a 
government employee’, the social worker had no business ‘in my fam-
ily affairs’.137 After a few weeks, Nakuzabasajja wrote to the hospi-
tal, describing his suffering while in hospital, and making it clear that 
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he would not return or take any more medication. Instead, he would 
remain at home, concentrating on his business, and seek assistance from 
traditional healers.138 What such cases suggest is that when patients did 
co-operate, or build relationships with hospital staff, they had their own 
motivations for doing so.

Conclusion

Medical practitioners have described the years immediately leading 
up to Amin’s expulsion of the Asian population in 1972 as something 
of a ‘golden age’ for psychiatry in Uganda. Writing in 1985, Bennett 
described Uganda as ‘one of the countries in Africa with the most effec-
tive and innovative programmes for control of mental illness’.139 He listed 
research that had been undertaken into the epidemiology of maternal 
mental illness, child psychiatry and the mental health problems of uni-
versity students. He also highlighted training programmes in psychiatry 
and psychology available for medical students and psychiatric nurses.140 
Looking beyond the university, Orley claimed in 1970 that Butabika 
Hospital ‘is now regarded as the natural replacement for the stocks of old. 
It is rare in these days to see patients shackled, although they are often 
tied with rope’.141 Such was the importance of the institution, Orley 
asserted, that ‘the immediate reaction to anyone who shows signs of what 
is thought to be unreasonable violence is to try to get them to Butabika 
Hospital, and while there is any sign that this behaviour might recur, the 
family are extremely reluctant to take the patient back home’.142

Certainly, the late 1960s and early 1970s saw a brief period of intense 
activity in psychiatry, characterised by attempts to extend the reach of 
mental health care through the training of auxiliaries, as well as educa-
tional activities aimed at the wider, if still limited, Ugandan public. In 
doing so, psychiatrists went well beyond their custodial and curative 
roles. Their actions were premised on a belief that psychiatry and psychi-
atric expertise could assist in improving mental health and well-being, as 
well as a conviction that psychiatrists could contribute their expertise to 
issues of social planning and national development. In turn, this culture 
of experimentation was not only made possible by a period of relative 
calm in Uganda’s history, but a new sociopolitical context that encour-
aged innovation. Psychiatry responded and tried to contribute to the 
aims of the developmentalist state not only through interest in educa-
tion and urbanisation, but by putting manpower needs at the centre of 
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calls for reform. As Obote stressed in his Foreword to the First Five-Year 
Development Plan, the government’s strategy ‘will not work unless the 
people grasp the opportunity offered and participate wholeheartedly in 
this great task of economic and social development of the country. In 
the first and last analysis, the country’s development is dependent on 
the people themselves’.143 While psychiatrists remained subordinate to 
government officials, who in turn had their own concerns and priori-
ties—not least finances, hierarchy and the maintenance of political con-
trol—the 1960s and early 1970s signalled an attempt to refigure the 
relationship between psychiatry and the Ugandan people, as well as the 
broader place of psychiatry within the nation. The mental hospital may 
have continued to represent the centre of psychiatric practice, and the 
only real institution available to the state for dealing with individuals 
certified as insane, but psychiatry now looked to mobilise other profes-
sionals in support of mental health care. While psychiatry had long relied 
on other professionals, notably the police and the judiciary, psychiatrists 
now sought to change ideas and practices, and to use them to extend the 
reach of psychiatry.

For all the rhetoric of change and success, there remained a large 
gap between intentions and ‘on the ground’ practices. The processes of 
admission, diagnosis and treatment remained haphazard and continued 
to follow the same patterns as they had under colonial rule. Until well 
into the 1970s at least, violence and proximity to the mental hospital 
remained the most common reasons for admission. Patients, too, contin-
ued to make decisions about their own lives and the types of treatment 
they believed were appropriate. Even among the new generation of psy-
chiatric auxiliaries, the ability of psychiatrists to change ideas may have 
been limited. In a study examining the effect of psychiatric education 
on attitudes to illness among the Ganda, Orley and J. P. Leff, a psychi-
atrist based at the Medical Research Council, London, found that while 
educated urban Ugandans still held onto Ganda conceptions of men-
tal illness as ‘strong’, coming from witchcraft or the actions of spirits, 
and not treatable through Western medicine, ‘by the end of a course of 
psychiatric nursing these traditional constructs have virtually been aban-
doned’.144 ‘The most likely interpretation’, however, was that ‘the small 
group of people who opt for psychiatric nursing are highly self-selected 
and are already less traditional in their attitude to illness than the rest of 
the population’. As a result, they concluded, it was likely that ‘the effect 
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of medical education in changing traditional attitudes to illness may well 
appear disappointingly small’.145

While the effects of the psychiatric reforms of the late 1960s and early 
1970s may have been limited within Uganda, the sense of shared chal-
lenges among psychiatrists in rapidly decolonising countries proved a 
unifying force across borders. Increasingly through the 1960s, Uganda’s 
psychiatrists shared their approaches in journals such as Psychopathologie 
Africaine, and took part in transnational and international exchanges 
that aimed at developing ideas and practices on mental health care in 
the light of the contextually specific needs of newly independent African 
countries. During the 1968–1969 academic year, for example, visi-
tors to the Department of Psychiatry included J. C. Likimani (Director 
of Mental Services, Kenya), A. Boroffka (Nigeria), R. Giel (Ethiopia),  
A. Howarth (Zambia), T. Baasher (Sudan), C. R. Swift (Tanzania) and 
C. C. Adomakoh (Ghana).146 In the years following the establishment 
of Medical Faculties at the University of East Africa Colleges in Kenya 
and Tanzania, psychiatrists attached to Makerere also offered advice and 
expertise on curriculum development and became involved in the search 
for professorial heads and visiting lectureships.147 At such meetings, the 
question of how best to organise mental health services in developing 
countries would come to dominate discussions, eventually being taken 
up as a key WHO concern.
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