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ACRONYMS 
 

No. Acronym  Name 

1 ADRA  Adventist Development and Relief Agency 

2 AH  Adventist Help 

3 AHA   Africa Humanitarian Action 

4 DRC  Democratic Republic of Congo 

5 EEG  Electroencephalogram 

6 LDS  Church of Jesus Christ of Latter-day Saints 

7 OCD  Obsessive-Compulsive Disorder 

8 OPD  Outpatient Department 

9 OPM  Office of the Prime Minister 

10 PTSD  Post-Traumatic Stress Disorder 

11 SGBV  Sexual and Gender Based Violence 

12 SOP  Standard Operating Procedures 

13 UNHCR  United Nations High Commissioner for Refugees 
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EXECUTIVE SUMMARY 
 

CLINICAL PRESENTATIONS: (many are understood to be in line with traumatic experiences 

including witnessing of violence of all forms, SGBV, and mass murders) 

• Anxiety  

• PTSD 

• Epilepsy 

• Depression 

• Psychosis 

• Puerperal psychosis 

• Drug misuse and addiction 

• Communication Difficulties 

TREATMENTS AVAILABLE: 

• Medication therapy 

• Inpatient admissions as indicated and available (extremely limited and physical environments not 

conducive to recovery) 

• Psychoeducational (limited due to lack of resources but is offered as much as is possible despite 

obstacles) 

• Family involvement in recovery both inpatient and outpatient 

• Individual therapy (varies between centres therefore standard operating procedures are considered 

essential but have not been possible to date) 

RECOMMENDED AND ACCEPTED THERAPIES: 

• Cognitive Behavior Therapy 

• Anxiety management 

• Psychoeducation 

• Group therapy 

• Occupational therapy 

• Psychosocial support 

• Relaxation 

• Specialized counselling for sexual abuse survivors 

• Relationship/couple support alongside parental management 

• Speech and language therapy 

CHALLENGES: 

• Understaffing 

• Lack of funding 

• Shortage of medication; volume and choice 

• Insufficient appropriate spaces to cater to providing mental health therapy 

• Shortage of specialized therapies 

• Insufficient in-service training 

• Lack of community education to support referrals 

• Lack of community awareness of services 

• Lack of support for mental health care workers 
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A.INTRODUCTION  
 
With the increasing refugee population in the Kyaka II settlement, the primary health care system remains 
at a constant risk of being overwhelmed by new arrivals. Existing health centers are currently operating 
beyond capacity, stretching limited resources, healthcare personnel, medical supplies and ambulances for 
referral services, which affects the quality of service delivery. There is a need to reinforce the existing health 
care system by setting up new health facilities with a more comprehensive range of interventions. 
 
Refugee and Asylum Seekers from DRC 

 
Source: UNHCR 

 
To meet the basic needs of the refugees, ADRA in partnership with Adventist Help (a medical NGO) seeks 
to address the gaps in emergency healthcare services to refugees, asylum seekers, and host communities 
around the Kyaka II refugee settlement through construction of a comprehensive healthcare facility. A key 
health gap is the adequate delivery of mental health services in proportion with the number of presenting 
cases. Many refugees have been victims of violence in some form and thus often suffer the trauma alone. 
Coupled with the issue of stigmatization their mental health needs present in various forms and often remain 
untreated.  
 
ADRA and Adventist Help therefore undertook a mental health assessment to better understand the nature 
of psychological difficulties that people in the community are experiencing, to assess the services that are 
currently being provided and to further understand the challenges that patients and healthcare providers 
alike experience in accessing and delivering those services. The results will be used to plan and implement 
a mental health strategy for the hospital and settlement to help enhance the current service provision.  

 
         

 

 

 

 



7 
 

B. DATA COLLECTION 
 

The assessment was carried out during the week of September 17 in Kyaka II Refugee Settlement and 

surrounding district. The data was collected through qualitative interviews with various stakeholders, 

including local government, UN representatives, medical doctors and nurses, psychologists and 

psychiatrists, as well as refugees and host communities. Where necessary, and as was most often the 

case, stories explained by the family were interpreted by a member of the host community. All individuals 

and groups gave generously of their time with each meeting. Permission was granted by families to share 

their narratives in the hope, as expressed by them, that they would receive the support needed. 

C. SITUATIONAL CONTEXT 
 

Kyaka II settlement was established in 2005 to receive excess population from Kyaka I following the mass 

repatriation of Rwandan refugees in that same year. Renewed instability and violence in the Democratic 

Republic of Congo (DRC) since mid-December 2017 has led to a new refugee influx into Uganda, with an 

estimated 7-800 people arriving per week as at the time of the assessment. Currently the camp is home to 

approximately 62,000 (with figures increasing daily) with predictions that this number will increase to, and 

possibly exceed, its capacity of 100,000 within months. The area has a feeling of transition and 

unsettlement with longer term inhabitants losing land to newer community members which is also resulting 

in the re-emergence of memories. Mental health needs are enormous given the long duration of the conflict, 

the extreme nature of traumatic experiences endured, and the lack of basic medical care for extensive 

periods of time. 

Location of Kyaka II Refugee Settlement in Uganda 

 

                                                                                                                                              Source: Google 
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D.NARRATIVES 
The following narratives highlight the multiple layers of need, and the inseparability of physical and 
psychological needs. 

 

Having been raped multiple times by 

gun point six years ago, a lady (not 

her actual photograph) fled to Uganda 

for safety with her husband and child. 

After arriving, she began to develop 

excruciating back and abdominal 

pain. She has chronic inflammatory 

pelvic disease and some spinal 

degeneration. 

"I never had this till after I was raped. 

Now all day and night I am in agony. 

Every day for five years now I have a 

period. Five years! My body is a mess 

and my mind too. I look for help 

everywhere but nothing helps. 

Sometimes I don't even want to go on. 

Even my husband is sick of me". 

 

A Mum, speaking on her child’s behalf: 

"It started in Congo. His seizures. He saw me 
shot in the stomach (I still have burning pain 
there) and he saw his father killed with machetes. 
I didn't know if he would remember but he does. 
Suddenly he was having three or four seizures a 
day. He stopped to want to go to school and I was 
terrified to let him out of my sight. There is no one 
in the family with epilepsy. He is the first and I 
believe it is trauma. 

“Now he has medicine and the seizures are less, 
but I hear that they often run out of this medicine. 
What will happen to him then? Will the new 
hospital have a lot of medicine? I need to get a 
job to pay for it but there is little work and I am 
afraid to leave him for too long. I used to work as 
system programmer in IT before we left Congo. 
Now I will do anything. Can you get me work 
mopping floors even? I will do anything. Until our 
minds are occupied and we have some dignity we 
will never recover and move on with this life God 
gave us.” 
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E. ASSESSMENT FINDINGS 
 

D.1 Psychological Difficulties 
 

Refugees from the DRC are escaping conflict. Many, if not all, have witnessed it firsthand or have survived 

it themselves. The effects of this on their wellbeing will remain with them for long periods of time and are 

manifested mentally and physically. When planning mental health interventions, it is important to be aware 

of the context which refugees are fleeing and to acknowledge that there can be a lack of cultural familiarity 

by the therapists with mental health issues as experienced by the survivors. In discussing the provision of 

psychosocial support interventions, it was suggested to us not to use the term “mental health workers”. This 

we were informed is due to the stigma and the concept of shame attached to mental health within Congolese 

culture. Community health workers was suggested to be the preferred term. Consequentially, there are 

thought to be many people experiencing psychological difficulties that are not accessing treatment; some 

because of stigma and shame, others due to the lack of knowledge that such services exist.  

To deal with the trauma many turn to potentially harmful coping strategies. Feedback from clinicians was 

that there are a large number of people coming to clinics, often in a violent state, under the influence of 

alcohol and other substances. Access to drugs is high, therefore substance abuse and withdrawal are 

common presentations in clinics. Many use locally produced alcohol, marijuana and present with psychosis 

and dependence. Treatment is usually directed at alleviating the symptoms of complications, physical or 

psychological, from substance abuse as it is felt that there is little incentive for rehabilitation given the 

socioeconomic environment and living conditions are not considered conducive to abstinence. Emphasis 

instead is placed on educating the patient on the risks of substance abuse/misuse, especially in the early 

stages of addiction before full dependence results. However, given the large number of people affected, 

and the pressure on health services, this is not always a practical possibility. Incidents of violence by youth 

have also increased in recent months. With the high level of violent presentations, it was suggested that 

access to a closer mental health facility be considered within Kyaka II. The closest referral hospital for 

mental health is in Fort Portal. This is a journey of approximately 110kms, which due to road conditions and 

traffic can take up to two hours. Staff expressed concern about the danger to paramedics, family members, 

and patients on the long journey from Kyaka II.  

The main criteria cited for mental health admissions are psychosis and bipolar disorder, 10-15% of 

admissions arise from complications of C2H5OH, cannabis use, and inhalation of aviation fuel. Underpinning 

many of the disorders is a significant level of PTSD. Incidents of epilepsy are becoming increasingly 

common. Those that warrant admission to mental health beds are due to comorbidity with anxiety, 

depression and PTSD. Epilepsy symptomatology is commonly treated with anticonvulsants. It is only 

medically investigated with EEG when there is a poor response to the prescribed medications. This was 

acknowledged to be due to a lack of access to diagnostics. It was expressed that the high rate of epilepsy 

may be pseudo-seizures and that this requires further 

discussion by professionals involved. The vast majority of 

epileptic presentations are seen in males who are less than 

age 20. The number of people presenting has also 

significantly increased in the last four months. Currently there 

is an overall open caseload, attending AHA, of approximately 

1,125 people receiving outpatient treatment for mental health 

conditions. Of these approximately 150 are being treated for 

seizures. Conversion disorders are also a common 

presentation especially amongst the female population. 

Many of the effects of SGBV and rape, it is believed, are masked by OCD symptomatology and conversion 

disorders. There have been few cases of deliberate self-harm or suicidal thoughts according to feedback 

received during ADRA’s complete assessment. There is no official record of suicide and one incident of 

"At the moment I am treating over 150, 
mostly under 20, with co morbid 
epilepsy. We are always running out of 
their medication. This is putting their 
lives at risk. We don't know the reason 
for the huge increase in epilepsy this 
year, but we need to treat them". 
Registered Psychiatric Nurse  
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homicide within the camp. This was by a person known to the community to have difficulties, but it is 

believed that they were unaware of how to access support. It is believed however that there is in reality a 

higher incidence of suicide but that families may attribute the deaths to other causes, i.e. witchcraft, 

poisoning, or accidental incidents  

D.2 Mental Health Services Available 
 

The surrounding area around the Kyaka II settlement serves 425,000 people (approximately 62,000 of 

whom are refugees) with 15 outpatient health center facilities. All are overstretched. The largest health 

facility, which is close to the host community, serves a catchment area of approximately 100,000 people 

and staffed by only two doctors and two nursing staff in mental health (one at diploma and one at certificate 

level). There are seven temporary outpost centers, including one private not-for-profit that each serves 

50,000 people. With acknowledged severe limitations they are each staffed by a clinical officer, midwife, 

nurse, and nutrition assistant. Two of the outposts are staffed by a lesser number and would not be operable 

except for the provision of staff by other NGOs. Outside of this, the closest access to health care is Mubende 

(40kms) and Fort Portal (110kms). 

Within the settlement itself there are two health centers: one in the base camp and a second which is 9kms 

away. The base camp has the capacity for 66 inpatient beds. Obstetric care is available, albeit limited, in 

the settlement but the clinics are unable to cater to the needs of complex births. There is an average of 230 

deliveries a month in the settlement clinics of which 20-30 are referred to Fort Portal. This is deemed unsafe 

due to the limited equipment available in transit, the level of demands on the staff driving, and the distance 

involved. Most outpatient cases are complex cases of Malaria (over 40%). The highest mortality is 

complications from Malaria as a result of presenting for treatment too late. Respiratory infections and 

complicated cases of anemia due to chronic malnutrition 

coupled with malaria represent significant numbers on the 

case load.  

The provision of ambulances for the demand is inadequate. 

There are currently three ambulances working 24/7. This 

places pressure on the few drivers available and raises 

concerns over their health since the service includes 

transporting patients to and from Fort Portal and collecting 

and returning patients to and from their homes   

Serving the catchment area of Kyaka II for mental health needs are two nurses. When a mental health bed 

is urgently required they are admitted to the unit. This can be problematic for the patient themselves and 

others on the unit depending on the clinical need and type of behaviors presented. There is a visiting 

psychiatric clinical officer who comes from Fort Portal for three days in the first week of each month. 

Complex and concerning cases are always waitlisted for him. Unless mild and manageable as outpatient, 

psychosis is always referred for inpatient treatment in Fort Portal. Inpatient treatment at basecamp is 

avoided unless essential as it is not considered appropriate or therapeutic. Home visits are catered for as 

much as possible to ensure compliance to treatment, however due to stigma of mental health treatment as 

well as long distances to access it, adherence to therapy is poor. People frequently present in crisis then 

leave treatment which results in a high level of relapse.  

There is a good relationship between partners in mental health interventions. The demand on services 

however means that they do not meet up as often as they would wish in order to coordinate approaches. It 

was discussed that, with the level of shame attached to seeking counseling and the much-needed support, 

health workers need to be aware of mental health needs being masked by physical complaints. Prescribed 

therapies offered during inpatient as well as outpatient attendances are as much as is possible family-based 

and include; cognitive-based and brief solution focused therapy, supportive psychotherapy, medication 

"We are always worried about the few 
ambulance drivers we have. They work 
so many hours...day and night taking 
people to hospital too far away and bring 
them to clinic in the night for the 
minimum urgent care we can give them. 
It's a risk for everyone". Clinical Director  
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therapy and psychoeducation. The approach of involving family in the care of the patient from the moment 

of admission to assist them to settle in the environment has been successful in reducing stigma and fear 

that the family may have upon discharge. Teams working in inpatient mental health described that they are 

often led by the family in deciding when the patient is ready for discharge.  

D.3 Challenges in Mental Health Service Provision 
 

The main challenges in provision of mental health service revealed through the assessment are: access to 

quality medications at scale, lack of a sufficient number of qualified staff, and lack of resources which all 

impact quality of care.  

Medication of choice is not always accessible and very frequently not available in sufficient quantity. People 

are thus treated with older medications due to the volume of patients necessitating medication therapy.  

Anticonvulsant medications, new generation antipsychotics, and methylphenidate are not available in the 

quantities needed. Older and original neuroleptics are used more often than desired, and access to atypical 

neuroleptics is cost prohibitive. An example of generalized shortage of medication is seen in women 

seeking mental health support following rape. Physically many suffer from pelvic inflammatory disease as 

a direct result of their experiences, however, free prescriptions are often not for the full course but for only 

two days. The remainder of the course is expected to be obtained by the family, however, this is often not 

financially viable hence infections become recurrent and increase in severity and resistance.  

Paramount to challenges in service provision of mental health is the lack of sufficient support for staff 

working within the services. The staff already in place are overextended due to the high case load of people 

and there is a need for educated community members to link as outreach workers. Due to heavy workload, 

the few staff in place are also not in a position of being able to attend meetings which are intended to be 

supportive and educational. This is attributable, in part, to budgetary constraints that impact employment 

of staff. The lack of budget provision for mental health services may also be ascribed to a lack of knowledge 

of the level of need and that the results of therapy are not as immediately tangible as other types of 

interventions in physical health care.  

Under resourced service provision also impacts quality of care 

delivered despite staff on the ground endeavoring to provide 

the highest levels of care possible. Patients are 

accommodated in buildings that are considered increasingly 

unsafe safe due to wear and tear. Inpatient mental health care 

is too far away. It was stated that it would be ideal to have two 

mental health beds (one male and one female) available for 

crisis care within the new hospital. Other therapies needed include occupational therapy and child 

psychology. Lack of occupation is considered a major source of stress so access to occupational therapy 

through livelihood support and development is considered essential. There is no access to specialized play 

therapy. This would be a welcome development in quality service provision for the younger generation.  

 

 

 

 

 

"We really need a dedicated mental 
health unit. People can be so disturbed 
and if they are admitted to one of the 
few medical beds they disturb all the 
other patients. It's not right for 
anybody". Clinical director  
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F. SUMMARY AND RECOMMENDATIONS 
 

1. Establishment of a mental health cluster subgroup in Kyaka II 
There are differing approaches used between mental health practitioners. This is understandable given 

both the nature of the work, qualifications of the staff available and the inherent difficulties with 

demanding caseloads. However, it would be a positive move to set up monthly mental health cluster 

meetings that focus on coordination of services and ongoing education and development of SOPs. This 

was requested by many clinicians whom we spoke with and has been commenced since the departure 

of the assessor from the field and has been welcomed. 

 

2. Increased budget for mental health response 
To deliver better quality of care, there is need to increase and advocate for a more adequate staff: 

patient ratio. Key personnel needed are nurses and psychologists. There are mental health 

professionals graduating in Uganda (approximately 200 nurses a year) without jobs because of lack of 

budgetary provisions/allocations in mental health.  

3. Increased access to quality mental health care  
It is essential that there is wider access to appropriate medications in the amounts needed, with 

consideration for a broader range of antidepressants, newer generation antipsychotics and 

anticonvulsants. Clinicians should not be in the position of having to choose, to such an extent, to 

purchase lower grade medication, especially when one takes into consideration the side effect profile 

of the older neuroleptics. EEG facilities on site would help in timely diagnosis of cases of epilepsy. At 

least two safe in-patient beds designated to mental health should be in the ADRA Hospital 

(female/male) in a more secluded area.  

4. Continuing education for mental health workers 
All clinicians stressed the need for ongoing education in order to provide quality therapy. However, due 

to the demands of workloads and low staff, even when training is offered clinicians are not in a position 

to attend. There is some variance of interventions across agencies that can be smoothed out by 

ongoing education and context specific training. Some of the educational needs and/or questions can 

be met through an online email group, but attendance at mental health cluster group meetings will be 

essential in increasing quality service delivery by allowing practitioners to liaise with others. This also 

allows for broad multidisciplinary discussion of complex cases which is beneficial for service users and 

providers alike.  

5. Mental health messaging in local languages 
Essential also is the need for a greater level of community involvement in recognizing the need for 

mental health support within the smaller community of families and supporting those identified to access 

it. This would be one of the intended outcomes for increasing the number of psychoeducation sessions. 

Increasing community knowledge and awareness would further be enhanced by making available, in 

community offices and departments, informative presentations and leaflets/factsheets in local 

languages.  
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ABOUT ADRA  

The Adventist Development and Relief Agency (ADRA) is the 
global humanitarian organization of the Seventh-day 
Adventist Church. Through an international network, ADRA 
delivers relief and development assistance to individuals in 
more than 140 countries—regardless of their ethnicity, 
political affiliation, or religious association. By partnering 
with communities, organizations, and governments, ADRA is 
able to improve the quality of life of millions through 
community development and disaster response. 

ABOUT Adventist Help 

Adventist Help is a Swiss registered medical humanitarian  

organization that sets up and operates clinics and field  

hospitals for refugees and other vulnerable populations  

in crisis areas. Adventist Help delivers quality medical care  

by mobilizing international and local medical professionals  

to work in its facilities. The aim is to care for and empower  

vulnerable communities around the globe, bringing healing 

for today, hope for tomorrow. 
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