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Executive Summary
As in all complex humanitarian emergencies, providing and ensuring mental health interventions safeguards 
humane treatment for all. As at present, in Uganda, there is a glaring absence of a comprehensive targeted 
national psychosocial intervention initiative to the COVID-19 pandemic. Under this technical brief, we set out to 
illustrate how the government of Uganda’s response to Covid19 has affected and may continue to impact the 
various facets of mental health in Uganda.

 ▪ In this technical brief we note that the emphasis 
of the Ugandan response has been to prevent 
community spread of the COVID-19 virus following 
WHO recommendations. However there have been 
the following gaps that have led to mental health fall 
out.

 ▪ Asbence of a comprehensive  national psychosocial 
response, yet the people's psychological distress 
need a national psychosocial response to mitigate it. 

 ▪ No measures to mitigate the fallout of economic 
downturn. The vast majority Ugandans are self-
employed or under-employed and do not have 
economic or social security networks or fall-backs 
such as "unemployment insurance" or government 
cash bail-outs. 

 ▪ Accessing food for town dwellers who eat from 
markets or street food (“tonninyira mukange”) 
was difficult. Government distribution of food to 
the urban poor and needy came late and it has 
been chaotic The involvement of local leaders is 
still needed. 

 ▪ Looking after children & dependants became a 
problem after schools and daycares were closed 
yet many Ugandan children play outdoors. 

 ▪ People lacked space for home physical distancing 
as most of the town dwellers in Uganda stay in one 
or two roomed “houses/apartments” and share 
toilets.

 ▪ Substance abuse, domestic tensions and family 
violence increased with the stay at home orders 
“doing nothing” especially for men. 

 ▪ Suicides and homicides have been reported as 
loneliness and depression increased. No crisis 
interventions, phone numbers or rescuers were 
put in place. 

 ▪ Socially and culturally, Ugandans greet, talk and 
visit each other nearly all the time as neighbours, 
friends or relatives. This Socio-cultural void caused 
mental distress. 

 ▪ Migrant workers, the homeless and wandering 
refugees were not catered for. 

 ▪ There was poor access to healthcare. The ban 
on public transport and absence of a Public 
Ambulance Service left people helpless in case of 
medical emergencies, childbirth, medical reviews 
of pre-existing conditions or the common physical 
illnesses e.g. malaria, pneumonia, typhoid and 
children's illnesses such as diarrhea, tonsillitis, 
convulsions. RDCs/RCCs were difficult to reach. 

 ▪ Acute mental illnesses such as epileptic attacks, 
acute psychosis, suicide attempts were not 
addressed as many mental health units were 
turned into isolation units. 

 ▪ There was limited consideration for healthcare 
workers’ mental health as these can become 
distressed, overwhelmed, overworked, exhausted 
and breakdown with burnout and develop anxiety 
attacks, PTSD & depression. 

 ▪ Some facilities (e.g.Gulu RRH) rejected Covid-19 
patients partly due to inadequate staff and 
equipment preparedness. 

 ▪ Lastly there was unsupervised use of force as 
some law enforcement officers used undue force 
in enforcing the guidelines, with beating, kicking 
and even shooting at people and manhandling 
health-workers.

http://e.g.Gulu
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Suggested Remedies and Recommendations

As such, this technical brief suggests that it is imperative that we set up, and or strengthen a national psychosocial 
intervention initiative to safeguard the mental wellbeing of everyone, including patients, frontline workers and the 
community as we respond to this COVID-19 pandemic. This initiative shoud bring together all the Mental Health 
professionals including physcologists, psychiatrist and cousellors. In this regard the brief makes the following 
remedies and recommendations. Some of these suggestions are based on the WHO recommend guidelines for a 
psychosocial intervention strategy to help their citizens psychologically cope in this COVID-19 pandemic.

1) Immediate Psychosocial Response: 

• There should be crisis counseling and support addressed to individuals who test positive for 
COVID-19 and their families and contacts, people in quarantine, people affected by stigma outbursts, 
people who have lost loved ones to the virus. 

• Debriefing of frontline health-workers, and providing guidlines to deployed law enforcement officers 
to use humane approaches.

• Include all emergency workers on managing mental health issues in the response including food 
distributors, government officers, and to cooperate with all helping agencies.

• Setting up emergency mental health interventions in hospitals, health centers or private health 
clinics for those who acutely break down and providing crisis phone numbers and rescuers ready 
to be dispatched. 

2) Short-Term Response:

• Training & supervision of trainers for psychosocial responders for Regional Referral Hospitals;
• Protection of vulnerable populations e.g. the homeless, orphans, mentally ill, elderly, refugees, 

extreme poverty. 
• Preparing and equipping public and private mental health clinics in hospitals and health centers to 

deal with patients needing mental health treatment.
• Procuring Epi-tents for the isolation and treatment of infected individuals, and not turn mental health 

units into COVID-isolation units. 

3) Long-term Response : 

• Following up of frontline workers to check on their long-term mental well-being. 
• Setting up a permanent coordinator position for a Psychosocial Response Strategy in the Ministry 

of Health to handle mass public health emergencies. 
• Build capacity of health staff in Regional Referral Hospitals in mental health and psychosocial 

support and empower them to carry out assessments and treatments. 
• Integration of psychosocial support into the training curricula of all health-workers, psychologists, 

social workers, counselors and law enforcement officers. 
• Setting up a Family Services division/secretariat at all levels of administrative units: LCI, II, III & IV 

and districts (LCV). This caters for domestic issues and disaster.



COVID 19 & MENTAL HEALTH IN UGANDA
3

1. Background and Introduction

1.1.   A Note on COVID-19

COVID-19 is the name that has been given to a 
new severe acute respiratory syndrome caused 
by coronavirus [2]. Coronaviruses belong to the 
family of (Coronaviridae). They are zoonotic viruses, 
causing mild to severe disease in both humans and 
animals similar to a common cold. They include some 
recently emerging flu-like respiratory viruses such as 
“Severe Acute Respiratory Syndrome coronavirus 
(SARS-CoV)” in 2002 and “Middle East Respiratory 
Syndrome coronavirus (MERS-CoV)” in 2012 [1, 2]. 
Towards December 2019, this novel corona virus was 
identified as a cause of upper and lower respiratory 
tract infections in Wuhan, a city in the Hubei Province 
of China [2]. It rapidly spread, resulting in an epidemic 
throughout China and then gradually spreading to 
other parts of the world. It has affected almost every 
continent on earth, except Antarctica. The World 
Health Organization (WHO) designated it as disease 
COVID-19, which stands for corona virus disease 2019 
[2]. In January 2020 the World Health Organization 
(WHO) declared the outbreak of this novel (new) 
coronavirus disease, COVID-19, as a “Public Health 
Emergency of International Concern” [1, 2], stating 
that there is a high risk of COVID-19 spreading to 
all countries around the world. On March 11th 2020, 
WHO made the assessment that COVID-19 be 
characterized a pandemic. An epidemic is an outbreak 
of disease outbreak affecting many peoples at about 
the same time and may spread through one or several 
communities. A pandemic is when the epidemic 
spreads throughout the world.

Transmission and prevention of COVID-19 
infection spread.

The coronavirus that causes COVID-19 is shed 
through droplets that are expelled when people, who 
are already infected with the virus cough, sneeze, talk 
or just breathe out [2]. If non-infected people come into 
direct contact with these droplets, they are at risk of 
acquiring the infection. It is for this reason that medical 
scientists are calling on people to: (a) maintain a “safe” 
physical distance of two meters between each other, 
(b) not touch surfaces that droplets may have fallen on 
and were not disinfected, (c) wash hands frequently 
with soap and water or alcohol-based hand disinfectant/

sanitizer, (d) cover nose and mouth when coughing or 
sneezing. People who may have been infected but 
are not experiencing or showing symptoms of disease 
may nevertheless have the capacity to spread the 
coronavirus (asymptomatic careers).

Clinical presentation

The signs and symptoms (clinical presentation) of 
COVID-19 include: a history of recent travel abroad 
or being in close contact with someone who recently 
travelled or had COVID-19; fever; dry cough (productive 
in a third of cases); sneezing; body aches & pains 
(myalgia); conjunctival injection (red eyes); runny 
nose; difficulty breathing and other flu-like symptoms. 
Some patients have no symptoms (asymptomatic 
careers).Over 80% have mild disease, 15% severe 
disease and 5% critical disease. Death rate is 2.5-5%. 
All ages are susceptible to infection but most deaths 
occur in those above 60 years old or have pre-existing 
physical conditions such as diabetes, hypertension, 
heart disease, cancer etc. Treatment is supportive 
and symptomatic. There is no vaccine or cure yet for 
COVID-19, thus making containment and prevention 
paramount [1, 2].

1.2.  Individual and Community Reaction 
        to COVID-19

Epidemics and pandemics are psychologically 
traumatic. A worldwide highly infectious disease 
outbreak with high fatality, such as COVID-19, 
causes extreme uncertainty, feelings of helplessness 
and hopelessness and a fear of impending death 
individually and to a large scale. Communities fear 
that they cannot control the situation or their destiny. 
This causes much anxiety and later stress to almost 
everyone. Such mass anxiety may lead to mass 
panic. WHO, governments and health authorities 
around the world, including Uganda, embarked on 
epidemiological crisis management, to contain the 
COVID-19 pandemic. However, this crisis is generating 
much stress and anxiety throughout the populations 
although people's and community reactions may differ 
in different countries, cultures and settings [3]. 
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Severe prolonged stress fails coping mechanisms in 
one, thus causing Post-Traumatic Stress Disorder 
(PTSD) and depression. Anxiety is a normal stress 
response to danger and uncertainty. Stress may 
negatively influence our perceptions and behaviours. 
When well-being and physical health are threatened 
or negatively impacted, the stress becomes a distress. 
Distress negatively influences our perceptions and 
behaviours. Everyone reacts to stressful situations 
differently. It is important to be aware of the signs and 
symptoms of stress and distress in oneself, in loved 
ones or in others. Health workers need to know not 
only how to help others but also how to relieve stress 

and distress in themselves and in others. Amidst this 
COVID-19 pandemic, the issue of mental wellbeing 
for all assumes an all-out importance. It is of utmost 
importance to address the mental wellbeing of frontline 
health-workers in addition to the general public at 
individual, family and community level and in all socio-
economic groups, ethnicities, genders and ages. The 
disease and the measures taken to contain it may 
seem drastic and are often of mental health concern.

Common Signs and Symptoms of Stress and Distress in Communities [3]

Common Behaviours: These include 
difficulty communicating, concentrating, 
making decisions or providing and accepting 
help. Affected individuals exhibit irritability 
and outbursts of anger. They may experience 
decreased energy and activity level with 
inability to feel pleasure, wanting to be alone 
and crying frequently.

Common Thoughts: Often people develop 
feelings of hopelessness, helplessness and 
catastrophizing. They get thoughts or cravings 
and of wanting to get a quick fix or relief e.g. 
by using alcohol, drugs or over-the-counter 
medications.

Common Emotions include worrying 
excessively, feeling depressed, guilty and 
getting easily frustrated or angry. They may 
feel confused, numb, bored or not caring about 
anything. Many feel lonely or cut off from loved 
ones or the world. Some may get feelings of 
being overwhelmed, demoralized or even 
suicidal. Paradoxically, some may feel heroic, 
euphoric, or invulnerable with increased energy.

Physical Experiences: These are also 
common and include difficulty sleeping with 
non-restorative sleep, restless sleep or 
nightmares. Stomach aches and pains or 
diarrhea as well as getting headaches and 
other bodily physical aches and pains with 
little appetite (or sometimes eating too much). 
Sweating, chills, tremors, trembling or muscle 
twitching often occur.

Stigma: Public health emergencies, such 
as COVID-19, can lead to stigma of people, 
places, and things believed to be associated 
with the virus. For example, people from a 
specific nationality, population (e.g. refugees), 
or region of the world, may be discriminated 
against even though they may not have the 
virus. Likewise, people who have been released 
from COVID-19 quarantine or those from recent 
travel abroad may be stigmatized, even though 
they may not have had the virus [4]. Even those 
who had the virus but recovered and tested 
negative may be stigmatized. All these people 
can create an environment of mistrust, anger or 
excite violence in a community [5].
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2. Uganda’s National Response On Covid 19

2.1.   Initial Ministry of Health Recommendations RegardiCOVID-19

On 29th January 2020 the Uganda Ministry of Health (MoH) set up a National Task Force (NTF) that activated the 
COVID-19 Incident Management System to coordinate the implementation of various preparedness activities in 
regard to the possibility of COVID-19 coming to Uganda [1]. Its mandate was to “detect, prevent and respond” to 
COVID-19. It carried out the following:

• All NTF sub committees were activated for 
preparedness. It added an ICT sub-committee

• Treatment centres were set up in Naguru and 
Entebbe RRHs and Mulago NRH

• Gave Weekly press briefings and travel 
advisories

• Issued guidelines for prevention of COVID-19 
transmission: No Mass gatherings and 
advised self-isolation

• Prepositioned stocks of logistics as Medical 
Counter Measures

• Gave daily Situation Reports on the Country 
preparedness

• Partnership with Civil Aviation Authority and 
security (Police, Prisons, UPDF & LDUs)

In its weekly monitoring of global COVID-19 the NTF 
informed the country of its COVID-19 risk assessment 
and risk categorisation based on three criteria:

Number of total (cumulative) cases: The higher 
the number of cumulative cases, the higher the 
chances of exportation of COVID-19cases.

Number of cases in last 24 hours. This measures 
in-country COVID-19 active transmission

Increase in number of cases (% increase) in last 
7 days: This indicates community transmission 
based on countries with more than 100 
cumulative cases and/or more than 10 new cases 
of COVID-19 in the last 24 hours

Based on the above criteria, the NTF came up 
with the following categorization of risk and 
precautions for the country [1]:

Category 1: Mandatory 14-day self-isolation or 
institutional quarantine at own  cost for persons 
travelling from Italy, San Marino, Iran, South 
Korea, France, China, Germany, Spain, Belgium, 
USA, UK, Netherlands, Sweden, Norway, Austria 
& Malaysia

Category 2: Mandatory 14-day observation on 
phone for travelers from Finland,

Category 3: Routine screening upon arrival and 
to observe precautionary measures to prevent 
infection and report if not feeling well for all other 
travelers.

This analysis was to be reviewed weekly and travel 
advisory updated every Wednesday. A 100 National 
Regional Referral Teams were set up and mass media 
campaigns on various media forums were launched 
with enhanced surveillance including of mass 
gatherings, mandatory entry screening of travellers 
and daily follow up of high risk travelers. A Toll free line 
(0800100066) was activated for reporting, verification 
and investigation of COVID-19 alerts. There was an 
updated readiness of Regional Referral Hospitals 
as alternative treatment centres and an aggressive 
sensitisation of the masses [1].
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2.2.   Uganda Government Proposals & Strategies for enforcing COVID-19 
         preparedness.

The Uganda government worked multi-sectorally through its Ministries of Health, Finance, Transport, Disaster 
Preparedness and Law enforcement to set up the national response to the COVID-19 pandemic based on 
science, medical and WHO guidelines. These guidelines were supported by the Uganda Medical Association and 
they were the following[6]:

 ■ Social distancing or more appropriately physical distancing of at least 2 metres.
 ■ Frequent hand washing with soap or use of hand sanitizer
 ■ Disinfecting surfaces touched by others
 ■ Go to hospital for any flu-like or COVID-19 symptoms & test
 ■ Testing and isolating international travelers (quarantine or self isolation)
 ■ Testing and treating and isolating all those that are positive, even if asymptomatic.
 ■ Personal Protective Equipment for health workers
 ■ Transport for patients and health workers.
 ■ Stay home and  self – isolate if you have flu symptoms or common cold.
 ■ Increase funding for MoH: Recruit more providers and to buy drugs and equipment.
 ■ Follow government directives which may be updated as time goes on.

The implementation of activities by government, however, responded to on the ground realities. The office of 
the Prime Minister was allocated the responsibility to supervise the measures and the government response 
was multi sectoral. These were the government strategies and proposals, usually announced on all media as 
presidential directives [7]:

• Banning all passenger international air, land or water travel to Uganda
• Banning all mass gatherings and events: political rallies, conferences, religious services (churches, 

mosques, temples, shrines etc.), weddings, cultural gatherings, public funerals/burials, Limit was 10 
people initially but later this was reduced to 5 people

• Banning restaurants, bars, nightclubs, discos, festivals, music shows, theaters
• Banning sports events even jogging on streets, playing football pitches or beaches
• Closing all schools, universities , colleges and institutions of learning
• Banning all Public Transport and later private cars
• Banning motorcycles, including boda-bodas from carrying people
• Stopping people from going back to the villages, even on foot
• Banning all motorcycle transport after 2pm and later extended to 5pm.
• Putting a stop to all “non-essential” work including courts. The only work which was allowed was: 

Healthcare (hospitals, clinics, pharmacies), banks & financial institutions, media, URA (Tax collection), 
hotels, Law enforcement, Petrol stations, cargo, farming

• Closing all borders on land and water and deploying border patrols to stop infiltrators
• Testing all cargo transporters at border crossings and airports: truck drivers & their turn-boys, pilots 

and their crew.
• Closing all shops, businesses, mobile markets and only allowing food markets/shops
• Lock down & Stay at home order.
• A Curfew from 7pm to 6.45 am
• Food distribution to the urban needy & institutions of childcare, baby homes, orphanages
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• Decongesting prisons - releasing selected convicts: elderly, pregnant, light offenders and those that are ill.
• The lockdown measures were for 2 weeks but were extended for 3 more weeks to 14-04-20 when they 

will be reviewed.
• Using media to publicize the guidelines.
• Involving Law Enforcement (Police, UPDF, Prisons, LDUs) to ensure that the public follows the guidelines.

2.3.  Omissions in the Ugandan Response

The whole world has been affected by the COVID-19 
pandemic and all countries, including Uganda, have 
taken precautions to curtail its spread. The emphasis of 
the Ugandan response has been to prevent community 
spread of the COVID-19 virus. 

The President correctly emphasized that the 
issue is not one of inconveniences to people, 
but that this emergency has dictated that life 
now is not business as usual. It is a matter of 
life or death on a large scale. 

For most governments, the emphasis has been on 
limiting public people interactions by taking measures 
to implement social physical distancing, frequent hand 
washing and sanitisations of person, public places, 
homes and the environment. Whatever the measures 
that have been taken, the following three principals 
have been key:

1. Stopping all activities except for Essential Work.
2. Ensuring access to food
3. Ensuring access to healthcare including access to 

medicines and treatment.

The Uganda government response has been to ensure 
to enforce the WHO recommendations under the 
guidance of the Ministry of Health. In the panicky effort 
to curb the situation, some omissions affecting mental 
health have been realised and these will be discussed in 
Uganda's unique economic, social and cultural situation 
and how they have caused psychological distress.

1. Absence of a national psychosocial response: 
Generally, the gist of the individual and community 
reaction to the COVID-19 pandemic has been accepted 
but it has also caused uncertainty, panic, stress and 

anxiety resulting in much mental distress in  the 
population. This mental anguish needed a national 
psychosocial response to mitigate it

2. No measures to mitigate the fallout of economic 
downturn. The worldwide measures taken to curb the 
spread of COVID-19, including Uganda, have caused 
an economic downturn, a slowing of business and an 
increase in healthcare expenditure. For individuals and 
families, this has meant a reduction in or even cessation 
of monetary income necessary for survival. The vast 
majority Ugandans who live in towns are self-employed or 
work in the informal sector without salaries or are under-
employed. They work for their daily bread (kagwiirawo) 
or the so called double Z (Zenkola Zendya). Many are 
migrant workers, transients and some are refugees. 
Staying at home and a curfew created unemployment. 
Ugandans do not have economic or social security 
networks or fall-backs such as Unemployment Insurance 
or government cash bail-outs. Many town hawkers just 
walked back to their villages.

3. Accessing food: In the lockdown and stopping all 
activities except for essential work meant stopping all 
travel including public transport, a stay at home order 
and a 7pm to 6.45am curfew. The immediate stress 
and reaction to this was to worry about how one will get 
money to survive and how to physically access food 
and healthcare Many town dwellers eat from markets/
street food: the “tonninyira mukange”. Government 
distribution of food to the urban poor and needy came 
as an afterthought. Moreover, the disorganised urban 
slum dwellings (“ggeto”) of Uganda's towns made the 
food distribution exercise chaotic, not to mention the 
“get-rich” corrupt schemers, some of whom were 
arrested. A planned food distribution using LC-chairs 
was needed.

http://population.This
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4. Looking after children & dependants: Schools and 
daycares were closed. All children are out of school. 
Parents/guardians worried about how to look after 
their children who were now at home after the school 
closures. Children need to play. In addition people also 
worried about their future e.g. education closures with no 
announcements from the Ministry of Education on what 
happens to candidates with national or professional 
examinations or those who will run out of school fees.

5. No space for physical distancing:. Most of the town 
dwellers in Uganda stay in one or two room “houses/
apartments”, share toilets/bathrooms. For them physical 
social distancing is a privilege/luxury they just cannot 
have. Tensions & violence increased.

6. Domestic Violence: Staying at home “doing nothing” 
was/is socio-culturally very difficult for especially men. 
Family tensions and domestic arguments were bound 
to occur. Domestic violence increased with many men 
beating up their intimate partners and children, some 
even resulting in death. There were no programs to 
mitigate.

7. Suicides and homicides have been reported. 
Loneliness increases depression. Yet limited space 
in a dwelling increases tension. No in place crisis 
interventions/phones.

8. Substance abuse, especially of alcohol and drugs 
increased in the curfew hours within peoples' dwellings. 
The evening news became full of police reports of these 
incidents with the Police spokesperson cautioning 
families and communities.

9. Migrant workers, the homeless and wandering 
refugees were not catered for.

10. Socio-cultural void : Socially and culturally, 
Ugandans, talk to each other nearly all the time. They 
greet each other daily, even strangers on the road. 
They visit each other as neighbours, friends or relatives. 
This ensures our communalistic cohesion, a feeling of 
security/safety and mental wellbeing as demanded by 
social and cultural custom. No one lives alone. The late 
Prof J.S. Mbiti put it well: “I am because you are”. A stay 
at home order, not even to visit or greet a neighbour is 
culturally alien. To not physically know about the welfare 
of family or relatives causes mental distress. A phone 
call is not enough in our African ways. It is a common 
adage that a grandfather/mother who is not visited often 
will not live for long.

11. Poor Access to healthcare: The ban to public 
transport became a big issue in the lockdown and curfew 
hours. Uganda has no universal Public Ambulance 
Service. The ban on public transport and the lockdown 
did not take care of many demanding health issues such 
as the following;

• No public provision or private access to health 
facilities or care in case of emergencies 
which may occur at any time, 24/7, e.g. falls, 
fractures, strokes, heart attacks, appendicitis, 
intestinal obstruction, convulsions, etc

• Pregnant women who go into labour were 
advised to go the RDC for permission 
to move during the lockdown or curfew 
hours. Many get emergences e.g. reptured 
ectopics/uterus, eclampsia, bleeding etc. But 
how does one reach the RDC/RCC?

• People with pre-existing conditions who 
need regular reviews including medication 
refills were not catered for e.g. HIV, diabetics, 
hypertensives, cancer, mental conditions, 
sickle cell disease, TB, respiratory, heart, 
kidney problems etc

• The common daily physical illnesses which , 
if not promptly treated, can become serious 
and may even result in death e.g. malaria, 
pneumonia, typhoid, etc

• Children physical illnesses such as severe 
diarrhea, tonsillitis, convulsions etc

• Acute Mental illnesses such as epileptic 
attacks, acute psychosis, suicide attempts

• The homeless in towns and many may 
have severe mental illnesses or extreme 
poverty. Moreover mental health units in the 
country have been turned into isolation units. 
What then happens to those helpless mentally 
ill patients especially who have no families?

12. Limited consideration for healthcare workers: Of 
topmost concern was the case of the health-work force. 
Health-workers can breakdown as these can become 
distressed especially over the following:
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• Fears of exposure to the virus without 
adequate Personal Protective Equipment , 
PPE

• Being overwhelmed and overworked resulting 
in acute exhaustion/burnout at seeing so 
many sick and dying patients. Many develop 
anxiety, PTSD & depression

• Lacking transport and security to work. 
Some health workers were roughed up by 
inconsiderate and overenthusiastic security 
agents. Car stickers came late.

• Lacking adequate medical staff and equipment 
e.g. safe isolation facilities/measures. Some 
facilities (e.g.Gulu RRH) rejected Covid-19 
patients

• No transportation of health workers. 
This includes doctors, nurses, laboratory 
attendants, pharmacists and all people 
who work in hospitals including cleaners, 
food dispensers etc. Most health workers in 
Uganda cannot afford and do not own cars

• Not enough income/salary to also look after 
their families in this crisis.

13. Unsupervised use of force: Involving Law 
Enforcement to ensure that the public follows the 
guidelines has been widely used in many countries. 
Uganda deployed Police, UPDF, Prisons, LDUs and 
local chiefs in this exercise[5]. Unfortunately our Law 
Enforcement officers became overzealous and used 
undue force in enforcing the guidelines. They beat up 
people (including pregnant mothers), kicked others, 
used tear gas, and even shot at people (the Mukono 
lady). They entered people's houses and compounds 
during the lockdown and curfew. They arrested people, 
impounded cars, motorcycles and confiscated peoples 
goods and properties. They even manhandled health-
workers on their way to hospitals and clinics. Thanks 
to the media (TV, radios & smartphone social media) 
which publicised this brutality [5]. The President 
cautioned these errant Law enforcement officers and 
directed that they be arrested. Indeed the Military and 
Police spokespersons announced some arrests [5].

3. The Mental Health Fall out

The national response to COVID-19 caused much 
anxiety, panic and stress in the population. Some worried 
that they may fall sick and get no help. The public got 
alarmed as their psychological distress escalated with 
uncertainty and loneliness. No studies regarding the 
mental health fallout of the COVID-19 pandemic have 
been carried out yet in Uganda. However anecdotal 
reports and the daily newscasts show that there is 
considerable unaddressed mental distress in the 
country.

In the early days of  the COVID-19 national response 
there was no comprehensive mental health national 
psychosocial social support as part of the task force 
effort to help Ugandans to psychologically cope with 
the epidemic. In the later stage of the national reponse, 
some efforts began to pick up but this was still not 
comprehensive. In  some past crises psychosocial 
interventions were proposed for disasters e.g. 
NUPSANA (Northern Uganda Psycho-Social And 
Needs Assessment) or following the Lugogo terrorist 
bombings [9]. The following are some of the mental fall-
outs which have been heard, especially in mass media 
on TV, radio, newspapers and social media [5]:

• There is increased domestic violence in 
communities during the lockdown and curfew

• Homicides and suicides have been reported. 
There is no crisis hotline or rescue response.

• As people's anxieties and tensions increase, 
they have turned to alcohol and drugs 
especially in the curfew hours. Loneliness, 
depression, anxiety & panic disorders increase

• Some people had turned to public jogging 
and exercises but this contravened the social/
physical distancing guidelines and they were 
stopped. The President advised on exercising 
in compounds or indoors, with a video 
recording of himself doing exercises.

• Mental health units in regional referral 
hospitals have been turned into isolation units 
for possible COVID-19 cases e.g. in Masaka, 

http://e.g.Gulu
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Hoima, Mubende etc. However, there is 
silence on the plight of the mental patients who 
usually get treatment there. An example is the 
case of a mentally ill patient who was widely 
reported in the news. He missed his drugs 
as he could not go to hospital, relapsed into 
psychosis, started wandering the streets,was 
picked up, arrested and beaten badly by the 
police/LDUs. Only his sister rescued him [5].

• Health-workers feel frustrated at the lack of 
PPE, transport, personal security and support 
as they gear up to combat the COVID-19 
pandemic. Many are staying home.

• Many chronically mentally ill patients are 
relapsing. Some mental health workers are 

trying to help their patients by telephone but 
this is frustrating and has limited reach.

• In mitigation, some psychiatrists and other 
mental health workers have gone on the 
media to talk about mental stress in this 
pandemic e.g Dr J. Muron, Dr C. Abbo and Dr. 
R. Alinaitwe. They have also tried to organize 
themselves into a response team to go out 
to the regional hospitals to give advice and 
guidance on how counseling can be carried 
out to COVID-19 victims and their families. 
There is no national mental health initiative 
for the COVID-19 pandemic; and there has 
been no direct mental health input to the 
President who is boldly leading the effort to 
combat the COVID-19 spread in Uganda.

4.  Suggested Remedies and Recommendations

In the past, Ugandans have faced many national 
health crises/disasters touching on health. Examples 
include insurgency and civil war, HIV/AIDS, Ebola 
virus disease outbreaks, terrorist attacks, landslides, 
floods & storms, mass cult deaths (Kanungu), famines 
and earthquakes. However, the COVID-19 pandemic 
poses a Complex Humanitarian Emergency (CHE) 
affecting all nations worldwide. 

CHEs are situations of disrupted livelihoods, threaten 
life, often lead to civil disturbances / disasters and 
cause large-scale movements of people and a difficult 
political and security environment (WHO, 2002). As in 
all global CHEs, no one country can deal with it alone 
[6]. COVID-19 fits the definition of a global health crisis 
defined as “ Health problems, issues and concerns 
that transcend national boundaries, are influenced by 
circumstances or experiences in other countries and 
are best addressed by combined co-operative actions 
and solutions by all nations of the world. No one nation 
is immune to them” [8]. However all nations, Uganda 
inclusive, need an individual psychosocial intervention 
to help their citizenry to psychologically cope.

For this COVID-19 pandemic, the following are 
suggested recommendations for a psychosocial 
response based on WHO and Uganda's past/present 
unique circumstances [12, 13, 14]:

A.  Immediate Psychosocial Response

1. Comprehensive Crisis Counseling and Support: 
This should  be addressed to:

I. Identified individuals who test positive for 
COVID-19

II. Families and contacts of individuals who test 
positive for COVID-19

III. People in quarantine
iv. People affected by stigma outbursts e.g. recent 

returnees from abroad, Chinese ethnicity, those 
who were COVID-19 positive but have now 
recovered. Suspects.

v. Grief and anger therapy for people who lose loved 
ones to the COVID-19 virus.

2. Debriefing of frontline health-workers who are 
directly managing COVID-19 patients

3. Debriefing of Law Enforcement officers deployed 
to enforce government guidelines in response to 
curtail spread of COVID-19. They need to use 
humane approaches.

4. Debriefing of anybody/officer in the COVID-19 
response including food distributors, government 
officers, and to cooperate with helping agencies 
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e.g. Red Cross, UNICEF etc

5. Setting up emergency mental health interventions 
in hospitals, health centers or health clinics for 
anyone who acutely breaks down. This is especially 
important as mental health units in some regional 
hospitals have been converted into COVID-19 
isolation centers. Private hospitals should be 
supported to offer usual mental healthcare to 
Ugandans.

6. The Uganda Medical Association, the Allied 
Professionals Association (nurses, paramedicals, 
psychologists, pharmacists, lab technicians 
etc), the Uganda Counselling Association, Basic 
Needs & related mental health NGOs should all 
be critically involved in the psychosocial response 
to the COVID-19 pandemic. This includes them 
advising on setting up psychosocial care based 
on the WHO mhGAP and Psychological First Aid 
intervention in disasters as well as WHO's recent 
COVID-19 mental health guidelines [12].

7. Set up a national COVID-19 Psychosocial 
Response Initiative with weekly briefings to the 
President through and working closely with the 
NTF

B. Short-Term Response

I. Training of Trainers for Psychosocial responders 
going to regional referral Hospitals. This makes 
it easier to accept treatment of victims in their 
locales.

II. Supervising of Psychosocial responders going to 
regional referral Hospitals

III. Protection of vulnerable populations e.g. the 
homeless, orphans, mentally ill, elderly, refugees, 
extreme poverty including people who live in 
slums.

IV. Preparing and equipping mental health clinics in 
hospitals, health centers or private clinics to deal 
with patients needing mental health treatment at 

any time.

V. Procuring Epi-tents for the isolation and treatment 
of infected individuals. This will circumvent the 
need to convert mental health units into COVID-
isolation units. Moreover, Epi-tents can be stored 
for future use after the pandemic is over. They are 
also cheaper than building new hospitals as we 
see in some countries.

C. Long-term Response[9]

I. Follow up plans for frontline workers to check on 
their mental well-being and to address any possible 
long-term mental complications such as vicarious 
traumatization, PTSD, depression or addictions. 
This includes health-workers, law enforcement 
officers and media who are always involved in 
mass disasters and face re-traumatization.

II. Setting up a permanent coordinator position for a 
Psychosocial Response Strategy in the Ministry of 
Health to handle mass public health emergencies. 
There is a need for harmonization of the national 
strategy and hospital disaster plans as well as 
logistics and a budget for a psychosocial response 
in case of disasters and CHEs.

III. Build capacity of health staff in Regional Referral 
Hospitals in mental health and psychosocial 
support and empower them to carry out rapid 
psychosocial needs assessments and lead 
intervention teams as was the NUPSANA case [9].

IV. Integration of psychosocial support into the training 
curricula of all health-workers, psychologists, 
social worker, counselors and law enforcement 
officers.

V. Setting up a family services division/secretariat at 
all levels of administrative units: LCI, II, III & IV and 
district (LCV). This helps cater for domestic issues 
including extreme poverty, orphans and domestic 
problems which always increase in disasters.
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Conclusion

Health is a global public good of human rights importance. The COVID-19 pandemic is a global tragedy creating 
a global complex health emergency with catastrophic psychosocial consequences. It has made health a defining 
characteristic, key to the social justice agenda of the 21st century. COVID-19 is a challenge to each and every 
citizen as it impacts all aspects of life. The WHO defines health as “a state of complete physical, mental and social 
well-being and not merely the absence of disease/infirmity”. Without health and mental health, social justice, 
development and democracy cannot be realized. As in all complex humanitarian emergencies, providing and 
ensuring mental health interventions safegurads the human rights of all. As at present, in Uganda, there is a 
glaring absence of a comprehensive national psychosocial intervention initiative to the COVID-19 pandemic. It is 
therefore imperative that we set up a comprehensive national psychosocial intervention initiative to safeguard the 
mental wellbeing of everyone as we respond to this COVID-19 pandemic.
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