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Abstract 

Background: University‑based mental health services for medical students remain a challenge, particularly in low‑
income countries, due to poor service availability. Prior studies have explored the availability of mental health services 
in high‑income countries but little is known about mental health services in countries in sub‑Saharan Africa, such as 
Uganda. Medical students are at a higher risk of developing mental health challenges during their course of study 
as compared with other students. Thus, there is a need for well‑structured mental health services for this group of 
students. The aim of this study was to explore perspectives on mental health services for medical students at a public 
University in Uganda.

Methods: This was a qualitative study where key informant interviews were conducted among purposively selected 
university administrators (n = 4), student leaders (n = 4), and mental health employees of the university (n = 3), three 
groups responsible for the mental well‑being of medical students at a public university in Uganda. Interviews were 
audio‑recorded, transcribed, and thematically analyzed to identify relevant themes.

Results: The working experience of university administrators and mental health providers was between 
eight months to 20 years, while student leaders had studied at the university for over four years. We identified five 
broad themes: (1) Burden of medical school: A curriculum of trauma, (2) Negative coping mechanisms and the prob‑
lem of blame, (3) The promise of services: Mixed Messages, (4) A broken mental health system for students, and (5) 
Barriers to mental health services.

Conclusion: Distinguishing between psychological distress that is anticipated because of the subject matter in learn‑
ing medicine and identifying those students that are suffering from untreated psychiatric disorders is an important 
conceptual task for universities. This can be done through offering education about mental health and well‑being 
for administrators, giving arm’s length support for students, and a proactive, not reactive, approach to mental health. 
There is also a need to redesign the medical curriculum to change the medical education culture through pedagogi‑
cal considerations of how trauma informs the learning and the mental health of students.
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Introduction
Medical students are at an increased risk of developing 
psychological distress and mental health disorders relative 
to other undergraduate students [1, 2]. This vulnerability 
is hypothesized to be secondary to exposure to a stress-
ful curriculum, which places significant demands on the 
student in terms of the volume of work, the inherent com-
plexity of learning the practice of patient care, feeling a 
lack of control over the educational experience, and expo-
sure to death and dying for the first time [1–3]. Robust 
empirical data from meta-analyses suggests that over one 
in ten medical students experience mental health stressors 
that meet diagnostic criteria for psychiatric disorders and 
related complications. For example, prevalence rates of 
depression (27.2%), anxiety (33.8%), burnout (12.1%), and 
suicide (11.1%) for medical students are alarming [4–6]. 
Although the student populations evaluated in these stud-
ies primarily represent high-income settings, low- and 
middle-income countries (LMICs) have also reported a 
high pooled prevalence of mental stressors such as burn-
out, depression, and stress among medical students [4, 7]. 
Symptoms of depression have been found to be higher 
among African medical students as compared with medi-
cal students from other LMICs [7]. This higher prevalence 
rate among African medical students has been attributed, 
in part, to the overwhelming burden of poverty within 
public systems of learning, which inevitably affect the 
learning environment [8]. Additional challenging socio-
political phenomena in Africa including chronic civil 
unrest, warfare, low rates of employment, and systemic 
human rights abuses, such as gender-based violence, 
also directly influence medical education in addition to 
the under-resourced healthcare system [9]. In Uganda, 
more than half (57.4%) of medical students at one univer-
sity reported being extremely stressed [10], whereas one 
in five medical students was depressed [11]. At another 
Ugandan university, 54.5% of the medical students experi-
enced serious burnout [12] and two medical students died 
by suicide within an 11-year period (2010-2020) [13]. The 
prevalence of mental health symptoms (depression, anxi-
ety, and stress) was even higher during the COVID-19 
pandemic, with over four-fifths of students having severe 
symptoms [14].

Compromised mental well-being for medical students 
is associated with student dropout, poor academic per-
formance, substance experimentation and abuse, com-
promised patient care, and weakened social support 
systems [1, 2]. In response, medical bodies and associa-
tions have increasingly advocated for the improvement 

of medical students’ mental well-being. For example, 
the Association of American Medical Colleges has rec-
ommended access to confidential counselling by men-
tal health professionals for all medical students, as well 
as establishing policies for student wellness evalua-
tion, treatment, and confidentiality [15]. However, lack 
of resources, and in particular, human resources, often 
keep medical schools and universities from effectively 
implementing these recommendations [8, 15]. This is 
especially true for low-income settings such as Uganda. 
Realities such as these often force universities to rely on 
a combination of sparsely staffed university counselling 
centres, community mental health providers, and univer-
sity faculty who may be called on to provide psychiatric 
consultation in urgent cases [1, 15]. There are obvious 
challenges with this approach, including wait times for 
students, lack of confidentiality, and stigma [15]. How-
ever, medical students may benefit from mental health 
services offered by the university and medical school, 
particularly through their direct exposure to the mental 
health providers during their psychiatry clinical rotations 
(fourth year in Uganda) who teach them how to identify 
and manage mental health challenges, thereby leading to 
better self-care [1, 16].

Despite the challenges present in providing men-
tal health services to students, general patterns in the 
literature suggest that the global use  of the available 
mental health services by medical students is poor, 
which is mainly attributed to perceived stigma, lack 
of knowledge about existing services, and students’ 
poor attitudes towards the offered mental health ser-
vices [17–20]. A review in Nigeria also found stigma 
to hinder the mental health-seeking behaviors of 
medical students [21]. Ugandan literature has recently 
described an introduction of peer counselling services 
for medical students at Makerere University in 2002, 
although this program has not yet been evaluated [22]. 
No literature exists describing perspectives towards 
the mental health services currently offered to medical 
students in Uganda. Therefore, we sought to under-
stand different stakeholders’ (i.e., university adminis-
trators, student leaders, and mental health employees) 
perspectives about the mental health services offered 
to medical students at a large Ugandan university.

Methods
Study design and study population
This was a qualitative descriptive study [23] that involved 
key informant interviews with purposively selected 
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mental health stakeholders in Mbarara University of 
Science and Technology (MUST). The stakeholders 
selected included university administrators in the Office 
of the Dean of Students  (i.e., those responsible for stu-
dents welfare),   student leaders (i.e., those responsible 
for coordinating activities related to student wellness); 
staff in the Office of the Dean of the Faculty of Medicine 
(i.e., those  responsible for the academic affairs of stu-
dents), and mental health service providers (i.e., univer-
sity counsellors, psychiatrists, and nearby mental health 
facility health workers) at MUST. This study was reported 
in accordance with the COnsolidated criteria for REport-
ing Qualitative research (COREQ) checklist [24].

Study area
MUST is public university in Southwestern Uganda 
and it is the second largest, and oldest among the 12 
universities training medical doctors in the country. 
MUST is located in Mbarara City, 260 km from Kam-
pala, the capital city. The Faculty of Medicine has 28 
departments that offer Bachelor degrees (medicine, 
surgery, nursing, medical laboratory science, pharmacy 
and physiotherapy), Master’s degrees (medicine, nurs-
ing, public health, and different fields of science), and 
PhDs (different fields of science). Annually, the Faculty 
of Medicine graduates approximately 90 doctors per 
year. As of January 2022, the MUST medical school 
curriculum runs for five  years with students spending 
two years in pre-clinical training and three in clinical 
training at the Mbarara Regional Referral and Teaching 
Hospital. The medical students are exposed to psychia-
try in the first semester of their fourth year.

Data collection
Interviews were conducted by members of the research 
team trained in qualitative data collection methods (RBK, 
RNM, DMR, TMK, DJM, PA, and IA). Each interview 
was led by one member in the presence of at least two 
members of the team, so that their different memos sum-
marising the interaction were recorded. Interviews took 
place between July 8, 2020 and July 31, 2021. The inter-
views were scheduled based on participants’ availability 
and lasted between 30 to 60 min (average: 40 min). Two 
informants were interviewed in person (on campus, in 
the office of the participants) and 9 were interviewed 
virtually via Zoom due to pandemic restrictions. Partici-
pants were purposively selected based on their position 
in the university. A total of four administrators did not 
participate in the study due to having a conflict of interest 
(i.e., helped in the conceptualisation of the study) or some 
having no time to participate. One mental health pro-
vider was not included due to being extremely physically 
unwell during the period of data collection. However, all 

student leaders from medical school participated in the 
study. All interviews were conducted in the English lan-
guage given that medical education is taught in English 
and all participants were fluent in English. Interviews 
were audio-recorded and transcribed by two independ-
ent members of the research team (RNM, DMR, TMK, 
DJM, PA, NJ, SMN, or IA).

The interview guide was generated through reading 
literature relevant to mental health services among uni-
versity students [1, 17–20, 25–27] and with input from 
mental health and medical education experts in the 
region. The questions from the semi-structured interview 
guide (Supplementary Material 1) explored the services 
offered at the university, aspects of their use of mental 
health services, and future prospects to improve use of 
the services.

Analysis
The transcribed documents were checked by RBK for 
any inconsistencies  and the final version was proofread 
by MMK. Personal identification data were removed at 
this stage before further analysis. Two of the approved 
the transcribed interviews were sent to the participants 
to confirm the accuracy of the transcribed interview 
and the transcription process. Analysis occurred con-
currently with data collection process using thematic 
analysis [28] to understand and explore perspectives and 
experiences with the mental health services offered at the 
university. The specific six steps followed in the thematic 
analysis [28] were: (i) familiarising oneself with the data, 
(ii) generating initial codes, (iii) searching for themes, 
(iv) reviewing themes, (v) defining and naming themes, 
and (vi) producing the report. After reading three ran-
domly chosen transcripts (one from each of the different 
stakeholder groups), the research team developed a code-
book to guide the analysis for the remaining interviews 
through relational content analysis. During the analytic 
process, members of the research team (MMK, RBK, 
SMN, AA, AS, and SH) held weekly meetings to harmo-
nise the identified themes and to discuss their interpreta-
tions of the data. The team reflected a collaborative effort 
between researchers from Mbarara University (RBK, 
RNM, DMR, TMK, DJM, PA, IA, MMK, NJ, and AS), and 
other medical training institutions in Uganda (SMN) and 
beyond (FK, AA, and SH). This diversity of the research 
team characteristics helped inform a more robust inter-
pretation of the data. As data analysis was ongoing, we 
kept collecting data until data sufficiency was achieved. 
After analysis, we conducted member checking to ensure 
trustworthiness of the data [29]. The summaries of the 
analysis were read out to two of the participants to check 
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if the interpretation of the information was aligned with 
their experiences, to which they concurred.

Ethics
The study received ethical review and approval from the 
Research Ethics Committee of MUST (MUST-2021-99). 
Permission to collect data from participants was granted 
by the Dean of Students at MUST. All participants pro-
vided voluntary, written informed consent before the 
interviews were conducted. Potential participants were 
contacted via email and given a copy of the informed 
consent form as well as a link to a Google Form contain-
ing the detailed consent form and an option to schedule 
an interview if they were interested and consented to par-
ticipate. At the start of data collection, the consent form 
was reviewed with each participant to make the informa-
tion clear to the participants. Participants who had their 
interviews via Zoom consented to have the interviews 
recorded.

Results
Participant demographics
Eleven key informant interviews were conducted (i.e., 
five females and six males, age range of 22 to 60 years). 
The university staff had a working experience with the 
university of between eight  months to 20  years, serving 
in various positions including university administrators 
(n = 4) and mental health employees of the university 
(n = 3). The student leaders (n = 4) had studied for four 
to five years at the university. Three of the administrators 
were also physicians and one was a psychiatrist.

Theme 1: Burden of medical school: A curriculum of trauma
Students spoke about the lack of knowledge about what 
medical school and practice of medicine entailed prior to 
applying for the course. For medical students, the learn-
ing experience was stressful at every stage of training, 
including experiencing a kind of “buyer’s remorse” in 
the sense that learners did not know what they were get-
ting themselves into prior to studying medicine. Students 
spoke about never being told the demand of the course 
before joining but only the advantages of being a doctor. 
One student said,

“Unfortunately, when we are being guided career-
wise [before medical school], we are really never told 
what exactly it entails. So, when we get to medical 
school it gets hard.” (Interview 9, Student Leader)

Students also described a lack of mentorship from 
people who had gone through the medicine course, 
which did not prepare them for emotional agonies such 
as witnessing someone die. Furthermore, students rec-
ognized that these learning encounters with serious 

illness and death were not being discussed or processed 
as part of their curriculum while at the same time rec-
ognizing that the existing structures of “peer support” 
meant that they were responsible for taking care of each 
other’s mental well-being in response to these traumatic 
events. Students acknowledged that their own mental 
health was being affected by the curriculum; however, 
the demands of the training program were described 
as extremely intensive and time-consuming, such that 
when students experienced mental health symptoms, 
they had no time to go for help or assistance. The issue 
of lack of time was particularly salient for most of the 
student leaders and university mental health providers, 
as illustrated by this comment:

“The medical students … [are] busy most of the 
time, … so, for that reason, you find that getting 
them is a challenge. Counselling is a process; it is 
not a one-day thing. If the first time I have done 
a rapport, then the next time I want to start the 
counselling. Now, the student stops at building the 
rapport. The next day he is not able to come back 
because of the nature of his course and that also 
hinders the counselling process.” (Interview 7, Uni-
versity Counsellor)

All participants, irrespective of their position in the 
university, described the medical school experience as 
extremely difficult. At times, learning was described as 
a traumatising experience where students unexpectedly 
underwent learning encounters never previously antici-
pated or discussed.

“The course content is hard, what it takes is hard; 
the ward rotations, the interactions with doc-
tors, the meeting of death, the first time you lose 
a patient, the first time you see breath leave some-
one, those things can get depressing. And also, the 
stress itself, I mean you are around sick people all 
the time.” (Interview 9, Student Leader)

The burdens in medical school curriculum were also 
emphasized by one of the faculty of medicine adminis-
trators who said:

“Medical school is the most stressful course. Train-
ing as a doctor is the most stressful course on 
earth. You find that medical students are the ones 
who are most stressed. The curriculum is so tight, 
you are studying from eight or even seven. You 
go to the ward. In the ward there are many chal-
lenges, you are going to see sick people, you see, 
going to see people who are dying. And then there 
is lots of work to read. Some courses are tough and 
so medical school is very stressing.” (Interview 11, 
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Administrator)

Theme 2: Negative coping mechanisms and the problem 
of blame
Due to the demands and perceived stressors associated 
with the training program, many students described 
turning to the use of drugs and alcohol to cope. Students 
described a feeling of impending breakdown and strug-
gled not only within the medical school program, but 
also as an effect of the training that impacted their per-
sonal lives, such as romantic relationships. The feeling 
of being overwhelmed and helpless can be read from the 
following quote, where the student clearly linked affective 
struggle with the use of substances:

“The toll of pressure was a lot and some people 
resorted to drugs and all that, and I had my own 
tolls of overweight, mainly academic but also from 
outside relationships and all those pressures that 
come from academics, from dating, you always feel 
you are overwhelmed, you always feel like you are 
iminent... for a breakdown but you have no access 
for help … or you don’t know where to access for 
help.” (Interview 9, Student Leader)

Some of them tell me your students [medical stu-
dents], some use drugs. That is why they are having 
break downs. … They engage in risky sexual behav-
iours, don’t want to study, and they don’t realize 
that some of these issues are now really imminent.” 
(Interview 8, Student Leader)

Administrators, mental health counsellors, and stu-
dents recognized that students were struggling to cope 
but ultimately saw the use of drugs as dangerous, risky, 
and illegal. The use of addictive substances was consid-
ered the main cause of student mental health challenges 
by most administrators in the university. Most partici-
pants did not acknowledge the role of substances in stu-
dent coping. Administrators mentioned that in Uganda, 
the use of drugs is illegal, which therefore led to a dis-
course of criminalization that superseded concerns about 
student mental health. Students were blamed for using 
such methods to cope with the stress of the program or 
to self-medicate emerging psychiatric symptoms. The 
criminalization of substance use was clearly articulated 
by the students as being a deterrent in seeking mental 
health services. The following comment illustrated how 
students coped as well as their attitudes about being con-
sidered criminal in their attempts to self-medicate:

“Most of the students that I have encountered that have 
mental health issues actually have bad coping mecha-
nisms. So, some resort to either drugs others resort to 

unexplained activities or indiscriminate sexual activ-
ity or certain things like that and it really hurts me that 
very many people in the university instead of facing 
their mental health issues resulting from their social 
and academic lives. They tend to resort to coping mech-
anisms that are not sustainable and may not stand the 
test of time.” (Interview 8, Student Leader)

“The first thing, most especially like now for sub-
stance abuse being a crime, most students really fear 
to get help from the university. Not knowing that by 
virtue of being a university student, as long as you go 
through the university process, there’s a certain form 
of protection that the university will try to give you 
until they absolutely can’t. …. So, the majority of the 
students for those who are engaged in criminal activ-
ity will fear to actually getting help from the univer-
sity.” (Interview 5, Student Leader)

Theme 3. The promise of services: Mixed messages
Mental health services were introduced to the students 
during their first year in university through an orienta-
tion process. However, the clarity of the messages was 
compromised and instead, resulted in mixed messages 
between the different stakeholders. Almost all admin-
istrators and counsellors believed that the message of 
availability of mental health services was clearly delivered 
during first year study orientation, including information 
about the process of accessing services. However, students 
claimed that few were in attendance during the orienta-
tion and that vital information was not communicated. 
Opportunities to hear about mental health services were 
not available after the first year. One administrator said:

“Usually, they get to know about them when they 
are reporting to campus during orientation. I know 
that the Office of Dean Students usually speaks 
about the services available to students. When we 
have some specialists invited to give some brief 
talks, they hint about the availability of some of 
these services. I know that students when they are 
rotating through the Department of Psychiatry (in 
the fourth year of medical school), they get to know 
about the services offered there. Another way that 
students get to know is a peer. I know of students 
who have said they got to know about services from 
their colleagues.” (Interview 4, Administrator)

“When the students come into the university in the 
first year … all of them are oriented, they must attend 
an orientation process where different personnel in 
the university, different relevant people in the univer-
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sity come and explain to them the different services 
offered. I realised while that service is offered, the 
attendance is quite low, most first years do not attend 
that program.” (Interview 5, Student Leader)

Administrators added that the specific mental health 
services offered by the university included several dif-
ferent options such as peer support systems, counselling 
services, and psychiatric treatment offered at the psy-
chiatry hospital. The perspectives about the availability 
and effectiveness of the described services varied widely 
among the stakeholders.

Administrator confidence and conviction The adminis-
trators were very confident in the services they offered, 
emphasising the ways in which services had been adver-
tised and promoted, such as advertising through univer-
sity websites, encouraging students to take advantage of 
the well-established peer support system, relying on stu-
dent leaders to help triage mental health needs within 
the student population, and accessing the two active 
university counsellors. However, students believed oth-
erwise. Administrators made statements suggesting that 
their input was the extent of their responsibility because 
students were not accessing the offered services. This is 
clearly described by the following quotation:

“Of course, the services have been there. I don’t know 
how else you want us to make them known because 
they are there. If people can come for the service, 
we are there to help. … We can’t say we have failed, 
though the services are not being accessed. For me 
who offers the service, I am there. It is a known ser-
vice, like I said when we do orientation for first-year 
students who are thinking about other things that 
are going on in their minds and say they have never 
seen you. You realise they are not there mentally 
when you are doing orientation. I really do not know 
how best we can improve the information.” (Inter-
view 3, Administrator)

Students believed that online platforms could be used 
to improve the spread of information about the offered 
mental health services. However, despite the conviction 
of the administrators and the counsellors, even student 
leaders reported having little knowledge about services 
offered or the presence of counsellors. The following 
quote illustrates this:

“No, there’s no mental health service that I know 
of. But I think they [university administration] also 
realise that there’s a gap. But I think they are not in 
a rush or they don’t think it is an urgent matter that 

needs to be handled now because I have tried to 
interact with them.” (Interview 8, Student Leader)

Some students only found out about counsellors and the 
services they offered in their final years of the medical 
degree program (years four and five):

“They’ll probably struggle not because that help is 
not there but because they don’t know that mental 
health help is there, so the recommendation is that 
information is spread. I mean we have social media 
platforms; we have notice boards and engagements. 
… We have a counsellor, the first time I got to hear 
of it, I was even shocked, of course, it’s not that I 
didn’t expect that there is one but the fact that am 
four years in the university, I don’t even know a 
friend or a friend of a friend who went to a counsel-
lor.” (Interview 9, Student Leader)

Student leaders are mental health services chaper-
ones Students, especially student leaders, were trained 
by the university to lead a peer support system within 
the university. This involved communicating the avail-
able mental health services to other students and help-
ing those with mental health concerns by offering basic 
counselling or referring them to the university counsel-
lors or administrators. However, students found this to 
be draining and at times traumatising due to the volume 
of students who were seen to have mental health chal-
lenges. They believed that the number of mental health 
issues were excessive for student leaders to manage and 
that the university counsellors were not doing enough 
to address the issues. A student leader clearly elaborates 
their perspective in the following comment:

“Being a leader in the university is quite traumatic; for 
the leaders themselves because you’re constantly being 
exposed to the horrors that different people are going 
through and therefore it is hard to keep a straight face; 
it is hard to alienate yourself from these experiences 
and it even takes you back to your own past, your own 
history, your own family and relatives. It really a tough 
thing to handle but you have to as a leader, you liter-
ally don’t really have a choice. So yes, there are defi-
nitely countless mental health issues in the university 
and around the university that are not being dealt 
with. I believe the services that we have at the univer-
sity include having counsellors, we only have one offi-
cial counsellor, and then the other people are basically 
posing as counsellors.” (Interview 5, Student Leader)

University mental health counsellors struggle to provide 
services The mental health counsellors described trying 
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to do their best to use the available resources (i.e.., lim-
ited funding, space, human resources, and support from 
administration) to provide care to all university students 
and faculty. However, they described being understaffed 
and given too many additional responsibilities such as 
teaching, administrative roles, training peer support 
teams in the university, and being expected to manage 
clinical practices within the hospital. The available coun-
sellors whose primary role was to support students were 
described as being inadequate to meet student needs. 
The workload was so excessive that counsellors described 
losing track of what was happening. The conundrum is 
illustrated by the following quotation:

“We have about five counsellors who are counselling 
psychologists by profession, and [they are in differ-
ent areas of the university]. We handle them under 
the Dean of the Student’s Office. But then we are also 
those who could be referred because of the mental 
health challenges to the psychiatric department for 
further management and we know there is a need 
that a counsellor is also needed on that side.” (Inter-
view 7, University Counsellor)

Theme 4. A broken mental health support system for students
All participants acknowledged that the university sys-
tem for supporting student mental health was flawed and 
required repair. One administrator said:

“We need to identify enough numbers of people who 
can offer the service. We need to have adequate 
space where the services can be accessed. We need 
to involve the students themselves in coming up with 
possible solutions to challenges that affect them. We 
need to have a program for continued sensitiza-
tion through either physical or virtual or whichever 
means. We need to identify resources to support 
the provision of those services because quite often 
students may get prescriptions that are not readily 
available in the hospital and need to find ways of 
accessing them.” (Interview 4, Administrator)

All participants also acknowledged the multiple chal-
lenges related to accessing available services. For instance, 
students reported underuse of existing services whereas 
the administrators appeared to be struggling with how to 
help students. In contrast to this, the counsellors described 
being overwhelmed with no special designated area or 
space for mental health services. In response to this con-
fusion, students described taking the initiative to start up 
mental health service delivery groups:

“I have seen a number of students come up with 
many campaigns regarding mental health.” (Inter-
view 9, Student Leader)

Peer to peer support for mental health The process 
of obtaining mental health support was described as 
laborious, lengthy, ineffective, and inefficient. Given 
the challenges with the mental health support system 
for medical students in the university, all participants 
described relying on a peer support system to address 
the mental health needs of students. Participants 
described appreciating the effect of the peer support 
system in assisting the university offered mental health 
services. For this reason, peer support was promoted 
and student leaders were trained to offer the service 
among their colleagues by the university counsellors. 
This one-week training transformed students into a 
pseudo role of a fully trained counsellor. However, in 
case these student leaders faced challenges with the 
cases that they had, they were supposed to refer to the 
counsellors and administrators. As mentioned pre-
viously, many students had decided to form mental 
health groups to help others with mental challenges 
to which the university was grateful for the assistance 
offered. However, the peer support system was associ-
ated with challenges such as compromised confiden-
tiality, which was described as a significant detractor 
from accessing mental health services. The peer sup-
port system also comprised a group of students who 
did not have professional training in the management 
of mental health challenges:

 “I know there is peer to peer support. I have quite 
often listened to students trying to support their 
fellow students who have got some mental health 
challenges. I have received students coming to my 
office telling me of how they are trying to help their 
colleagues to access psychiatrists and pull through 
some of the challenges they are facing.” (Interview 4, 
Administrator)

“Mental health is not something you can easily just 
refer, because you are dealing with someone’s con-
fidential issues, you’re not sure if they want to go 
somewhere else. So, maybe I can understand why 
people (student peers /  leaders) try to help you by 
themselves, but I feel we should really work with 
other especially more qualified people to see that we 
help the students that come to us.” (Interview 5, Stu-
dent Leader)
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Waiting for a breakdown Without explicitly saying so, 
the descriptions of service access referred to a waiting 
period where the institution waited for students to have 
an overt “breakdown” at which point it was obvious that 
there was a psychiatric problem which required a medi-
cal intervention. For example, students reported a series 
of process steps which included speaking to a psychia-
trist about a fellow student as one way of accessing help, 
even without consent or permission. At times, this would 
allow “forced” hospitalisation for the student. Students 
described witnessing very sick colleagues and the way in 
which they were publicly “apprehended” because of their 
mental illness, which caused trauma. It also resulted in 
serious resentment towards the psychiatric ward and its 
services, thereby increasing stigma associated with men-
tal illness:

 “There is a student who came here [from a referral 
from peers]. I told her to go to the psychiatry ward 
and I think she almost hated me for it. She actually 
didn’t go and came back here when she was kind of 
worse. When I asked her if she went, she said, ‘No, I 
could not.’ I actually forced her to go.” (Interview 3, 
Administrator)

“Many times, with the support of fellow students 
and the university security teams, we have to actu-
ally force them to go or work with the psychiatry 
unit to actually handle some students and force 
them into the psychiatry unit for care … so, that 
kind of stigma that initially not many people will 
voluntarily walk in the psychiatry unit for care 
because of the thinking mental health is associated 
with madness.” (Interview 2, Administrator)

Theme 5: Barriers to mental health services
Despite counselling being a key element in mental 
health services, students perceived receiving any form 
of care as being labelled mentally handicapped. This 
was an element attributed to reduced awareness about 
the services in the region rather than stigma. This was 
clearly illustrated by the following quotation:

“In Uganda, counselling is a very young profession 
and so for that reason when you tell somebody that 
you need to see a counsellor somebody thinks [they 
are] mentally sick. And therefore, telling the per-
son you need a counsellor is kind of saying … [that] 
you are not stable in your head.” (Interview 6, Uni-
versity Counsellor)

Stigma All participants emphasized stigma’s disabling 
effect and reported several ways they had tried to com-
bat this. For example, the students described organizing 
mental health awareness functions and public lectures, in 
addition to forming mental health support groups. The 
administrators described attempting to provide special 
care for students experiencing mental challenges whereas 
the counsellors described locating in strategic places at 
the university to help students access services in a way 
that would not attract a lot of attention:

 “In interacting with the student, you realise this 
student may be dealing with this loss [of a patient] 
and probably they are slipping into depression. The 
moment you suggest that you need to see the univer-
sity counsellor and you need to be supported and be 
able to cope with the loss before you even try to con-
centrate with the exam alone, the student feels you 
are telling them they are mentally unwell. They feel 
a certain level of stigma.” (Interview 6, University 
Counsellor)

Cultural concerns and religious views Several partici-
pants described cultural practises in Uganda as it relates 
to speaking about personal matters. Specifically, counsel-
lors were seen as being relative strangers and were not 
perceived as offering therapeutic anonymity. Participants 
noted that in speaking to a counsellor, privacy was poten-
tially challenged and did not feel that confidentiality 
would be respected. Participants elaborated on the fear 
most students had towards the use of mental health ser-
vices offered by the university, particularly with the coun-
sellors. Cultural views on mental health were also offered 
as it related to religious views where sharing of thoughts 
and feelings would be seen as a sign of weakness. Addi-
tionally, a cultural belief of mental illness having a spir-
itual aetiology was common. This is illustrated with the 
following quotations:

 “I think that most times we have a culture where 
talking to a stranger is not something that is com-
monly done in the African societies, especially if you 
come from different cultural backgrounds.” (Inter-
view 6, University Counsellor)

“We have the different culture and so the culture 
itself is also another big hinderance of counselling 
services and then the religious belief. For example, if 
the counsellor is a Muslim, sometimes you [student] 
say, ‘This is a Muslim, I am not going there.’ You for-
get that this is a professional service that somebody 
is going to give.” (Interview 7, University Counsellor)
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Privacy and confidentiality The students believed that 
information about their mental issues was tracked on 
their academic documents, which was confirmed by the 
administrators. The administrator kept records of stu-
dents who broke down and also informed their families 
about the incident. Students did not feel comfortable 
with this, and they felt it was a breach of confidentiality 
making many shy away from using the offered services:

“When a student breaks down, we actually go to 
their file, check for the next of kin, call that person, 
and if possible, encourage them to come to let them 
know what is happening and engage them as well.” 
(Interview 3, Administrator)

“Most people would prefer that their situations or 
their issues remain private, so that also really dis-
courages getting help.” (Interview 5, Student Leader)

Discussion
Despite many studies conducted about students’ per-
spective about mental illness [15, 30, 31], no study has 
previously been conducted to assess perspectives related 
to mental health services offered to students. This quali-
tative study described the perspectives and experiences 
of student leaders, university administrators, and univer-
sity counsellors with the mental health services offered 
at the MUST in Uganda for medical students. These 
perspectives were described in five broad themes: (1) 
Burden of medical school: A curriculum of trauma, (2) 
Negative coping mechanisms and the problem of blame, 
(3) The promise of services: Mixed messages, (4) A bro-
ken mental health system for students, and (5) Barriers to 
mental health services. In answering the research ques-
tion, the data obtained from the three groups involved 
in this study revealed some contradictions and set the 
stage for this discussion. In general, administrators and 
university counsellors reported that mental health ser-
vices were readily available to medical students whereas 
the student perspective was in direct contradiction to 
this, underscoring a tension that was present throughout 
the interviews between the groups. One of the conflicts 
that emerged from the discrepant perspectives was the 
problem of blame where students described a university 
mental health system that failed to address their psycho-
logical distress and mental health needs whereas the uni-
versity administrators and counsellors suggested that by 
not making use of the services and for turning to other 
coping mechanisms such as drug and alcohol use, stu-
dents were to blame. This problem further reinforces the 
lack of clarity and uncertainty about the effectiveness of 
the offered / available services.

In this study, the voice of the student leaders articulated 
an experience of suffering and stated a need for both an 
understanding of the origins of their distress, as well as 
the need for mental health services. However, the differ-
ent perspectives reflected in the interviews demonstrated 
that there were differing interpretations of the problems 
or lack of problems at hand. The counsellors may want 
to show how much work they are doing or demonstrate 
knowledge about the idea of counselling to ensure job 
security. University administrators may want to highlight 
the effectiveness of their planning and administrative 
capability, thereby mentioning only the positives about 
the system. Despite the different perspectives, most 
participants observed a broken system in the university 
to support the mental well-being of medical students, 
whereas a small group of administrators believed the sys-
tem to be functional and effective.

Ugandan students come to medical school with a lot 
of pressure on them given that medicine is a course for 
the brightest youth in the country. They are pressured to 
pass and meet the expectations of themselves, parents, 
peers, and government [32]. Failure is never an option. 
This causes significant distress and pressure to perform 
as expected even before they start medical school. With 
no proper mental health system to handle such distress-
ing events, coupled with other psychological distresses 
encountered by students in medical school, such as wit-
nessing death for the first time [1, 2], puts many students 
at risk of psychological or mental struggles. These strug-
gles lead to many leaving medical practice after medical 
school to join other professions, such as business [33, 
34]. However, not entering practice after completing a 
medicine is considered a failure since medical school is 
an opportunity to build a better life and future, especially 
in the struggling economy of Uganda [35]. With all this 
psychological suffering and pressure on young students, 
they are fragile and need to be handled with absolute care 
for the betterment of the future health system.

More recent medical education literature suggests that 
historical attempts to develop medical school curricula 
must focus on the mental health of students [36]. The 
nature of medical school training [15] requires students 
to be in  situations of human suffering that affect them, 
as well. These situations have been widely described as 
being associated with the development of psychologi-
cal distress as well as potential anxiety, depression, and 
burnout being a part of the learning experience [11, 12, 
14, 22]. However, in the observations made by the coun-
sellors and the administrators, there is a conflation of 
psychological distress and psychiatric disorders, which 
is understood implicitly by the students. Given the pro-
found stigma that exists in Uganda around mental health 
disorders, a hidden curriculum of suppressing thoughts, 
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feelings, and reactions to potentially psychologically 
distressing or traumatic situations emerged for the stu-
dents. Otherwise said, the hidden curriculum tells stu-
dents that their feelings are best left unspoken and dealt 
with by employing a “stiff upper lip.” In turn, there is an 
unspoken expectation that students deal with the routine 
psychological stressors experienced in medical school 
precisely because they are common and expected as part 
of the experience. It is interesting to note that some of 
the participants representing the administrator perspec-
tive were physicians and would have lived experience 
with respect to a medical school curriculum marked by 
hardship. These views about the “typical stressors” such 
as exposure to dying patients and situations where inter-
ventions are futile because of lack of resources endemic 
to public hospitals in Uganda have likely contributed to 
a lack of curriculum development to support students in 
these situations [37]. Experiencing these kinds of events 
can therefore lead to significant vulnerabilities for stu-
dents with respect to their mental health, where the 
implicit message is “deal with sickness but don’t get sick.” 
However, mental illness is increasingly being recognized 
within the medical student population [11, 12, 14, 22]. 
In this study, any Ugandan medical student willing to 
acknowledge that they may have a psychiatric condition 
requiring help becomes a potential for serious stigmatisa-
tion, since mental health services are considered to be for 
the seriously mentally ill in Uganda [38].

In addition, students who turn to the use of alcohol and 
other illicit drugs as coping mechanisms to address their 
psychological distress are pathologized and criminalised. 
The issue of criminalization of drug use is a complex one 
in Uganda given that illicit drug use (except alcohol) is 
considered illegal in the country [39]. The medical cul-
ture intersecting with the socio-political context creates 
the “perfect storm” where the only kind of student coping 
that is not punished is silence, even if the silence worsens 
fear and distress [40]. Suffering often requires a voice in 
order for it to heal [40], and in order for this to happen in 
a natural way, a model of peer support seems to, at least 
on the surface, make a great deal of sense to implement as 
one strategy to support student mental health. Peer sup-
port models for mental health have been used in Ugan-
dan medical schools since 2002 [22]. The phenomenon of 
peer support models emerged in this study as the most 
relied upon format to address student mental health. Stu-
dents were introduced to mental health services offered 
by their peers, a method used due to the understaffing 
of the whole system, and the few mental health workers 
available would wait for patients to have broken down 
before being seen, often leading to severe consequences, 
such as forceful removal from the public and manage-
ment in psychiatric facilities. The preferential reliance on 

this model appears to be in response to inadequate men-
tal health services. This sets up a scenario that requires 
student leaders who are already suffering to not only 
observe their peers undergoing traumatic psychological 
distress but also be responsible for addressing peer dis-
tress when they are themselves distressed and not quali-
fied, thus leading to the aforementioned consequences. 
This finding resonates with other studies,  since exposure 
to people with psychological distress or trauma is consid-
ered "contagious" to less experienced people / therapists 
[41, 42]. The poorly structured system to handle stu-
dent psychological distress leaves many of the peer sup-
port team exposed to peers with psychiatric conditions, 
thereby worsening the mental health burden within the 
student groups and leading to more students diagnosed 
with psychiatric disorders.

Culturally, Ugandans are typically expected to be 
mentally strong and it is not easy for an individual to 
open up about their psychological suffering [13]. The 
medical culture and its labelling of mental health prob-
lems and services supports a stigma that contributes 
to the service underuse, as reported by participants in 
our study. The poor use of services is further affected 
by the university having a mental health service sys-
tem designed to handle students who have mentally 
broken down. For example, the university has the uni-
versity security ready to take and force students to the 
hospital psychiatry department /  hospital in case of a 
breakdown. This inhumane handling of ill students 
labels mental unwellness a handicap and increases 
the prejudice towards mental illness in the country. 
In turn, the loss of liberty due to being labelled men-
tally unwell leads to being treated like criminals or 
unwanted individuals in the university environment, 
which has been reported by other Ugandan research-
ers to lead to greater levels of stigma [38]. Mental 
patients in Uganda, have been handled in various inhu-
mane ways such as being put in seclusion rooms during 
admissions, tied like animals, and beaten by the com-
munity, mental health staff, police, and families [38, 43, 
44]; this makes people hide when they have psychologi-
cal distress or any mental symptoms. Universities, as 
being the highest institutes of education, should have 
a different approach to handling students with mental 
challenges, such as designing curricula that promote 
mental wellness (i.e., multiple breaks, mentorship, rou-
tine meetings with university counsellors), create safe 
spaces for mental health where people can practice 
mental wellness practises, and create cultures / systems 
where students and practitioners can talk openly about 
hardships, failures, etc. [3, 4, 45, 46]. Such methods 
can reduce psychological distress and can provide an 
opportunity for the early detection of symptoms.
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Since colonial times, there have been grave differ-
ences and poor relations among people belonging 
to different religions  /  culture  in Uganda [47], and 
there is disagreement about many perspectives in life, 
including mental health. Various religious denomina-
tions have emerged, with contradicting approaches 
to mental health. Some religions hold the belief that 
mental illness is work of the devil, and can be healed 
only  through prayer [48]. This has led to many stu-
dents being taken to churches for prayer, which can 
delay proper medical or psychological treatment. 
Researchers have developed interventions to overcome 
this barrier, but sustainability and scaling up to involve 
many cultures and religions is still a challenge [49–51]. 
For better student mental well-being, approaches to 
challenge religious and cultural barriers to proper 
mental health care should be incorporated into stu-
dents’ mental health services.

Strength and limitations of the study
The main strength of this study was that it employed a 
qualitative approach to explore the perspectives of differ-
ent mental health stakeholders in the university and the 
related narratives of how these participants understood 
the underlying mental health problems for students. This 
contrasts with many quantitative studies, which may 
fail to capture the detailed representative data consider-
ing the different perspectives of the stakeholders. This 
made it easier to understand the situation at hand and 
the complexity of the current situation at the university. 
Secondly, data were captured from the second oldest and 
largest medical university in Uganda, which may be rep-
resentative of the situation elsewhere since universities in 
Uganda have similar curricula. However, this approach 
posed some limitations. For example, the information 
provided by the different groups could have been affected 
by their position in the university, which may have 
resulted in a fear of being fully open about all aspects of 
their experiences.

The study had low numbers of participants represent-
ing the different targeted groups, partly due to the small 
numbers of people concerned with mental health care 
in the university. Although generalizability and reli-
ability are not explicit goals of qualitative research stud-
ies, we recommend that future studies  involve a larger 
number of stakeholders from other universities to help 
ensure the credibility of the findings.  

Conclusions
Based on the findings of this study, perspectives about 
mental health services for students  in Uganda dif-
fer depending on the groups interviewed. However, 

distinguishing between psychological distress that is 
anticipated because of the subject matter in learning 
medicine and identifying those students that are suffer-
ing from untreated psychiatric disorders is an impor-
tant conceptual task for universities. This can be done 
through offering psychoeducation for administrators, 
giving arm’s length support for students, and a proactive, 
not a reactive, approach to mental health. Additionally, 
there may be a need to re-think the undergraduate medi-
cal curriculum so that it intentionally seeks to name and 
describe the medical culture that impacts learning and 
to pedagogically prepare students for trauma and its per-
sonal and professional impacts.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12909‑ 022‑ 03815‑8.

Additional file 1. 

Additional file 2. 

Acknowledgements
We would like to acknowledge every individual that has been a success to 
this project, and in particular, those that participated in the interviews. Special 
appreciation is extended to Associate Professor Samuel Maling for the con‑
stant encouragement and guidance towards the production of this paper.

Authors’ contributions
Conception and design of the study: RBK, MMK, RNM, SMN, TMK, DRM, JNN, 
SF, and SA. Data collection (RBK, MMK, RNM, TMK, DRM, DJM, PA, and IA) and 
its coordination by RBK and MMK. Supervision: MMK, JNN, SH, and SA. Formal 
analysis and data cleaning: RBK, AA, MMK, SA, and SH. Initial draft: MMK, RBK 
and RNM. Review of the manuscript: RBK, MMK, RNM, TMK, DRM, DJM, PA, IA, 
JNN, SH, AA, SF, and SH. Final editing: MMK. All the authors approved the final 
version of the manuscript.

Funding
The authors declare that the study did not receive any financial support to 
support the design, data collection, analysis, interpretation, and compilation 
of this manuscript.

Availability of data and materials
The datasets and transcripts used during the current study are included in this 
published article as Supplementary File 2.

Declarations

Ethics approval and consent to participate
This study was conducted in accordance with the Declaration of Helsinki. 
The study received ethics approval from the Research Ethics Committee of 
Mbarara University of Science and Technology (MUST‑2021–99). Permission to 
collect data from participants was granted by the Dean of Students at Mbarara 
University of Science and Technology. All participants provided voluntary writ‑
ten informed consent at study enrolment.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

https://doi.org/10.1186/s12909-022-03815-8
https://doi.org/10.1186/s12909-022-03815-8


Page 12 of 13Kihumuro et al. BMC Medical Education          (2022) 22:734 

Author details
1 Faculty of Medicine, Mbarara University of Science and Technology, Mbarara, 
Uganda. 2 African Centre for Suicide Prevention and Research, Mbarara, 
Uganda. 3 Department of Psychiatry and Behavioural Neurosciences, McMaster 
University, Hamilton, Canada. 4 College of Health Sciences, Makerere University, 
Kampala, Uganda. 5 Texas Juvenile Crime Prevention Center at Prairie View, A 
and M University (PVAMU), Texas, USA. 

Received: 13 June 2022   Accepted: 19 October 2022

References
 1. Jacob R. Li T‑y, Martin Z, Burren A, Watson P, Kant R, Davies R, Wood 

DF: Taking care of our future doctors: a service evaluation of a medical 
student mental health service. BMC Med Educ. 2020;20(1):172.

 2. MacLean L, Booza J, Balon R. The Impact of Medical School on Student 
Mental Health. Acad Psychiatry. 2016;40(1):89–91.

 3. Khanna P, Roberts C, Lane AS. Designing health professional educa‑
tion curricula using systems thinking perspectives. BMC Med Educ. 
2021;21(1):20.

 4. Kaggwa MM, Kajjimu J, Sserunkuma J, Najjuka SM, Atim LM, Olum R, Tagg 
A, Bongomin F. Prevalence of burnout among university students in low‑ 
and middle‑income countries: A systematic review and meta‑analysis. 
PLoS ONE. 2021;16(8):e0256402.

 5. Quek TT, Tam WW, Tran BX, Zhang M, Zhang Z, Ho CS, Ho RC. The Global 
Prevalence of Anxiety Among Medical Students: A Meta‑Analysis. Int J 
Environ Res Public Health. 2019;16(15):2735.

 6. Rotenstein LS, Ramos MA, Torre M, Segal JB, Peluso MJ, Guille C, Sen S, 
Mata DA. Prevalence of Depression, Depressive Symptoms, and Suicidal 
Ideation Among Medical Students: A Systematic Review and Meta‑Analy‑
sis. JAMA. 2016;316(21):2214–36.

 7. Tam W, Lo K, Pacheco J. Prevalence of depressive symptoms among 
medical students: overview of systematic reviews. Med Educ. 
2019;53(4):345–54.

 8. Mullan F, Frehywot S, Omaswa F, Buch E, Chen C, Greysen SR, Wasser‑
mann T, ElDinElGailiAbubakr D, Awases M, Boelen C, et al. Medical schools 
in sub‑Saharan Africa. The Lancet. 2011;377(9771):1113–21.

 9. Tralac. What are the top 5 challenges Africa is facing? 2017. [cited 23 
October 2022]. Available from: https:// www. tralac. org/ discu ssions/ 
artic le/ 11690‑ why‑ is‑ 25th‑ may‑ impor tant‑ for‑ afric an‑ natio ns. html

 10. Amanya SB, Nakitende J, Ngabirano TD. A cross‑sectional study of stress 
and its sources among health professional students at Makerere Univer‑
sity. Uganda Nurs Open. 2018;5(1):70–6.

 11. Olum R, Nakwagala FN, Odokonyero R. Prevalence and factors associated 
with depression among medical students at Makerere university. Uganda 
Adv Med Educ Pract. 2020;11:853–60.

 12. Kajjimu J, Kaggwa MM, Bongomin F. Burnout and associated factors 
among medical students in a public university in Uganda: A cross‑sec‑
tional study. Adv Med Educ Pract. 2021;12:63–75.

 13. Kaggwa MM, Muwanguzi M, Nduhuura E, Kajjimu J, Arinaitwe I, Kule M, 
Najjuka SM, Rukundo GZ. Suicide among Ugandan university students: 
evidence from media reports for 2010–2020. BJPsych International. 
2021;18(3):63–7.

 14. Najjuka SM, Checkwech G, Olum R, Ashaba S, Kaggwa MM. Depression, 
anxiety, and stress among Ugandan university students during the 
COVID‑19 lockdown: an online survey. Afr Health Sci. 2021;21(4):1533–43.

 15. Karp JF, Levine AS. Mental Health Services for Medical Students ‑ Time to 
Act. N Engl J Med. 2018;379(13):1196–8.

 16. De Witt C, Smit I, Jordaan E, Koen L, Niehaus DJH, Botha U. The impact of 
a psychiatry clinical rotation on the attitude of South African final year 
medical students towards mental illness. BMC Med Educ. 2019;19(1):114.

 17. Givens JL, Tjia J. Depressed medical students’ use of mental health ser‑
vices and barriers to use. Acad Med. 2002;77(9):918–21.

 18. Tjia J, Givens JL, Shea JA. Factors associated with undertreatment of 
medical student depression. J Am Coll Health. 2005;53(5):219–24.

 19. Vidourek RA, King KA, Nabors LA, Merianos AL. Students’ benefits and 
barriers to mental health help‑seeking. Health Psychol Behav Med. 
2014;2(1):1009–22.

 20. Chew‑Graham CA, Rogers A, Yassin N. “I wouldn’t want it on my CV or 
their records”: medical students’ experiences of help‑seeking for mental 
health problems. Med Educ. 2003;37(10):873–80.

 21. Okpalauwaekwe U, Melà M, Oji C. Knowledge of and Attitude to Mental 
Illnesses in Nigeria: A scoping review. Integr J Glob Health. 2017;1:1.

 22. Ovuga E, Boardman J, Wasserman D. Undergraduate student mental 
health at Makerere university. Uganda World Psychiatry. 2006;5(1):51–2.

 23. Neergaard MA, Olesen F, Andersen RS, Sondergaard J. Qualitative descrip‑
tion – the poor cousin of health research? BMC Med Res Methodol. 
2009;9(1):52.

 24. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 
research (COREQ): a 32‑item checklist for interviews and focus groups. Int 
J Qual Health Care. 2007;19(6):349–57.

 25. Chan JKY, Farrer LM, Gulliver A, Bennett K, Griffiths KM. University Stu‑
dents’ Views on the Perceived Benefits and Drawbacks of Seeking Help 
for Mental Health Problems on the Internet: A Qualitative Study. JMIR 
Hum Factors. 2016;3(1):e3.

 26. Massey OT, Armstrong K, Boroughs M, Henson K, McCash L. Mental health 
services in schools: A qualitative analysis of challenges to implementa‑
tion, operation, and sustainability. Psychol Sch. 2005;42(4):361–72.

 27. Pinto IC, Bernardo M, Sousa S, Curral R. Evaluation of mental health 
stigma on medical education: an observational study with Portuguese 
medical students. Porto Biomed J. 2020;5(4):e074.

 28. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 
2006;3(2):77–101.

 29. Lietz CA, Langer CL, Furman R. Establishing Trustworthiness in Qualitative 
Research in Social Work: Implications from a Study Regarding Spirituality. 
Qual Soc Work. 2006;5(4):441–58.

 30. Poreddi V, Thimmaiah R, BadaMath S. Medical and nursing students 
attitudes toward mental illness: An Indian perspective. Investigación y 
Educación en Enfermería. 2017;35:86–94.

 31. Kuek JHL, Koh GK, Ho CSH, Goh YS. Medical students’ perception towards 
mental health recovery: a descriptive qualitative study. Med Educ Online. 
2022;27(1):2106610.

 32. Nakalema G, Ssenyonga J. Academic stress: Its causes and results at a 
Ugandan University. Afr J Teach Educ. 2013;3(3).

 33. Kizito S, Mukunya D, Nakitende J, Nambasa S, Nampogo A, Kalyesubula 
R, Katamba A, Sewankambo N. Career intentions of final year medical 
students in Uganda after graduating: the burden of brain drain. BMC Med 
Educ. 2015;15(1):122.

 34. Kuteesa J, Musiime V, Munabi IG, Mubuuke AG, Opoka R, Mukunya D, 
Kiguli S. Specialty career preferences among final year medical students 
at Makerere University College of health sciences, Uganda: a mixed 
methods study. BMC Med Educ. 2021;21(1):215.

 35. Patel RS, Tarrant C, Bonas S, Shaw RL. Medical students’ personal experi‑
ence of high‑stakes failure: case studies using interpretative phenomeno‑
logical analysis. BMC Med Educ. 2015;15(1):86.

 36. Slavin SJ, Schindler DL, Chibnall JT. Medical student mental health 3.0: 
improving student wellness through curricular changes. Acad Med. 
2014;89(4):573–7.

 37. Molodynski A, Cusack C, Nixon JJBI. Mental healthcare in Uganda: desper‑
ate challenges but real opportunities. BJPsych Int. 2017;14(4):98–100.

 38. Quinn N, Knifton L. Beliefs, stigma and discrimination associated with 
mental health problems in Uganda: Implications for theory and practice. 
Int J Soc Psychiatry. 2013;60(6):554–61.

 39. Uganda Legal Information Institue: Narcotic Drugs and Psychotropic 
Substances (Control) Act, 2016. [cited on 23 October, 2022]. Available 
from: https:// ulii. org/ akn/ ug/ act/ 2016/3/ eng% 402016‑ 02‑ 05.

 40. Ullström S, Andreen Sachs M, Hansson J, Øvretveit J, Brommels M. Suf‑
fering in silence: a qualitative study of second victims of adverse events. 
BMJ Qual Saf. 2014;23(4):325.

 41. Hesse AR. Secondary Trauma: How Working with Trauma Survivors Affects 
Therapists. Clin Soc Work J. 2002;30(3):293–309.

 42. The Atlantic. When PTSD Is Contagious. [cited 0n 23 October, 2022]. 
Available from: https:// www. theat lantic. com/ health/ archi ve/ 2015/ 12/ 
ptsd‑ secon dary‑ trauma/ 420282/

 43. Kaggwa MM, Acai A, Rukundo GZ, Harms S, Ashaba S. Patients’ perspec‑
tives on the experience of absconding from a psychiatric hospital: a 
qualitative study. BMC Psychiatry. 2021;21(1):371.

 44. Mental Disability Advocacy Center. Psychiatric hospitals in Uganda: A 
human rights investigation. 2014. [cited on 23 October 2022]. Available 

https://www.tralac.org/discussions/article/11690-why-is-25th-may-important-for-african-nations.html
https://www.tralac.org/discussions/article/11690-why-is-25th-may-important-for-african-nations.html
https://ulii.org/akn/ug/act/2016/3/eng%402016-02-05
https://www.theatlantic.com/health/archive/2015/12/ptsd-secondary-trauma/420282/
https://www.theatlantic.com/health/archive/2015/12/ptsd-secondary-trauma/420282/


Page 13 of 13Kihumuro et al. BMC Medical Education          (2022) 22:734  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

from: http:// www. mdac. org/ sites/ mdac. info/ files/ psyci atric_ hospi tals_ in_ 
uganda_ human_ rights_ inves tigat ion. pdf.

 45. Al Mamun F, Hosen I, Misti JM, Kaggwa MM, Mamun MA. Mental 
Disorders of Bangladeshi Students During the COVID‑19 Pandemic: A 
Systematic Review. Psychol Res Behav Manag. 2021;14:645–54.

 46. Chang E, Eddins‑Folensbee F, Porter B, Coverdale J. Utilization of coun‑
seling services at one medical school. South Med J. 2013;106(8):449–53.

 47. Haynes J. Religion, ethnicity and civil war in Africa: The cases of Uganda 
and Sudan. The Round Table. 2007;96(390):305–17.

 48. Salifu Yendork J, Kpobi L, Sarfo EA. “It’s only ‘madness’ that I know”: analysis 
of how mental illness is conceptualised by congregants of selected Char‑
ismatic churches in Ghana. Ment Health Relig Cult. 2016;19(9):984–99.

 49. Queener JE, Martin JK. Providing Culturally Relevant Mental Health 
Services: Collaboration between Psychology and the African American 
Church. J Black Psychol. 2001;27(1):112–22.

 50. Peltzer K. Faith Healing for Mental and Social Disorders in the Northern 
Province (South Africa). J Relig Afr. 1999;29(3):387–402.

 51. Asamoah MK, Osafo J, Agyapong I. The role of Pentecostal clergy 
in mental health‑care delivery in Ghana. Ment Health Relig Cult. 
2014;17(6):601–14.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

http://www.mdac.org/sites/mdac.info/files/psyciatric_hospitals_in_uganda_human_rights_investigation.pdf
http://www.mdac.org/sites/mdac.info/files/psyciatric_hospitals_in_uganda_human_rights_investigation.pdf

	Perspectives on mental health services for medical students at a Ugandan medical school
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Methods
	Study design and study population
	Study area
	Data collection
	Analysis
	Ethics

	Results
	Participant demographics
	Theme 1: Burden of medical school: A curriculum of trauma
	Theme 2: Negative coping mechanisms and the problem of blame
	Theme 3. The promise of services: Mixed messages
	Theme 4. A broken mental health support system for students
	Theme 5: Barriers to mental health services


	Discussion
	Strength and limitations of the study
	Conclusions
	Acknowledgements
	References


