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Editorial Note 
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Articles that cut across disciplinary boundaries are particularly welcome. Uganda is a key regional 

focus for the Journal, but contributions from the whole East African region and beyond are 
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The two-decade war between the Lord’s Resistance Army (LRA) and the Government of Uganda 

(1986-2006) in the northern part of the country has taken its toll on individuals, as well as society. 

Tens of thousands of children and youth were abducted and recruited into the ranks of the LRA. 

Civilians suffered extreme forms of violence, killings, rape and mutilations. Ultimately, some 

ninety percent of the population of northern Uganda was forced to live in camps for Internally 

Displaced People (IDP). Today, after ten years of peace, the people of northern Uganda still have to 

cope with their difficult past.  

The significant rate of mental illness in post-war northern Uganda, which is among the 

highest worldwide (Businge 2008), can be attributed to the prolonged experience of war, 

internment, continuous poverty and lack of future prospects (Ssebunnya et al. 2009). Yet the 

weakened health care system does not recognise mental health as a priority (Kagolo 2012, Kigozi 

et al. 2010). Many people suffer from posttraumatic stress disorder, anxiety disorder, depression, 

bipolar affective disorder and schizophrenia. Substance abuse and alcoholism are widespread. The 

suicide rate is particularly high among young people (cf. Deleu & Porter 2011, Okudi 2014, Owich 

2015, Pham et al. 2009, Roberts et al. 2008, Tumwebaze 2014, Vinck et al. 2007). Although 

reports and figures demonstrate the desolate situation of mentally ill people in northern Uganda, the 

state budget for health care and services is still insufficient to finance adequate programmes 

(Kigozi et al. 2010). 

Society lacks knowledge and understanding of the problems of mentally ill people, who are 

confronted with prejudice, stereotypes and stigmatisation every day. Many mentally ill people have 

become victims of abuse, neglect and exploitation. Families and relatives are overwhelmed and do 

not know how to cope with the tremendous physical and emotional demands. They sometimes 

restrain their mentally ill family members for hours, days, weeks and even months so that they can 

carry out their everyday work such as cultivating the fields, but also to protect the mentally ill from 

danger. Moreover, many neighbours react in a hostile way, because they fear the ‘weird and strange 

behaviours’ of the mentally ill, and even discriminate against family members who help care for 

them. Persistent abuse and stigmatisation in the workplace and school force mentally ill people to 

leave employment and education, which in turn reinforces the already high level of poverty among 

them (MDAC & MHU 2014a). 

Only a few people resort to biomedical psychiatric care. Mental illness is often associated 

with spirit possession or attributed to past offenses. For this reason, traditional healers who cast out 

spirits are in many cases the first and often the only ones addressed for help. Others use services 

provided by Christian churches such as intense prayer sessions in search of healing. In all these 

settings, human rights violations have been reported (MDAC & MHU 2014a, 2014b, Ssebunnya et 

al. 2009). 
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The contributions to this JPSS Special Issue on Mental Health in Post-War Northern Uganda offer 

perspectives from psychology and social science. They are concerned with the situations of 

mentally ill persons and their families, the attempts at treatment, and the conditions that affect 

mental health in this post-conflict setting.  

Kamila Krygier examines the extent to which human rights legislation is being 

implemented to secure the situation of people with mental health problems. Her research found that 

mental illness is widely recognised as a serious community concern. Yet attitudes are often 

unsympathetic and biomedical service provision is gravely deficient.  

Sung-Joon Park addresses post-traumatic stress disorder (PTSD), a mental condition that has 

attracted increasing attention in the wake of war and disaster (Fassin & Rechtman 2009). Specifically, he 

relates the scientific language and standardised measures of PTSD to the exceptional, often traumatic, 

circumstances of everyday life in northern Uganda. He suggests that the simplicity conveyed by the 

language of PTSD creates misrepresentations that can actually prolong states of disorder.  
Adrian Sutton explores the psychodynamics of forgiveness after conflict. While many in northern 

Uganda have extolled the virtues of forgiveness and some claim that it has positive effects on mental health, 

Sutton takes a more nuanced approach, questioning its therapeutic use as a mechanism for achieving well-

being. Rather, he argues, it is one aspect of an emergent state of equanimity that some people gain after 

being victimised.  
Kamilla Bjørkøe Jensen and Mia Jess present a study of one of the many forms of loss that 

affect mental states in northern Uganda: the ambiguous loss of abductees who have not returned. 

Their families live in a state of uncertainty, not knowing if they are dead or alive; they are subject 

to the suspicion of their neighbours that the missing people might be living in the bush as LRA 

rebels. Fieldwork with these families revealed the ways in which they tried to manage life in this 

liminal situation.  

Karin van Bemmel’s research on nodding syndrome deals with the quest for therapy 

pursued by the parents of children afflicted with a disease they associate with the war. Whether it is 

a form of epilepsy (and thus categorised as mental illness in the Ugandan treatment framework) or 

in some way the result of violence, the condition resembles other mental health problems in that 

treatment is so elusive.  

Together these articles describe and analyse an area of health care that merits continuing 

and critical social science research.  
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Abstract 

People with mental health problems constitute a particularly vulnerable group, whose rights 

have been and still are abused and violated all over the world. The challenges are amplified 

in post-conflict regions of developing countries, where the prevalence of mental illness has 

been found to increase drastically. The present study takes the example of northern Uganda 

to examine the extent to which international human rights law is reflected in the daily lives 

of the rural communities.  

The findings indicate that service provision is inadequate in terms of quality and 

accessibility. There is widespread discrimination against and abuse of people with mental 

health problems and little is done by the government to combat the common prejudices, 

raise awareness or assist the families with mentally ill relatives—all state obligations under 

the human rights treaties ratified by Uganda. Finally, it is argued that the existing 

international law itself is inadequate to cater for the unique situation of people with mental 

ill-health.  

 

 

Background 

Introduction 

The field of mental health and mental illness has always been and still is a realm of serious and 

often disastrous human rights violations (Porter 2002: 4-9). Although the right to health, which 

explicitly refers to physical as well as mental health, is part of the International Covenant on 

Economic, Social and Cultural Rights (UN 1966), one of the earliest human rights documents, most 

countries, including those in the North championing these rights, have been equally complicit in 

abusing and violating them. It is important to note, however, that over the last centuries, and 

particularly decades, there has been considerable improvement with regard to the human rights 

situation of people with mental ill-health. In many countries new legal documents safeguarding the 

rights of people living with mental illness replaced the old ones, which frequently used abusive 

language and provided opportunities for mistreatment rather than legal protection (Lawton-Smith & 

McCulloch 2013: 1-10). Furthermore, new international human rights documents have been 

developed which are supposed to address this group more specifically, such as the Convention on 

the Rights of People with Disabilities (UN 2006) or the Guidelines for the Promotion of Human 

Rights of Persons with Mental Disorders (WHO 1996). 

                                                           
1 This article is based on research carried out in 2014 by the author and members of staff of the Research Department 

of John Paul II Justice and Peace Centre, Kampala, Uganda. 
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Despite the above-mentioned positive developments, the situation of people with mental 

health problems is still rather dismal in most parts of the world. In particular, poor or developing 

countries struggle to provide adequate or sometimes, in fact, any care at all (Kohn et al. 2004: 858-

866; Read, Adiibokah & Nyame 2009). A post-conflict setting aggravates the existing challenges. 

In some countries, where service provision existed previously, the infrastructure got destroyed 

during the conflict and in places where mostly the community cared for the mentally ill, the 

destruction of the social fabric leaves this group more vulnerable than ever (Sayon 2011; UN 

Peacebuilding Programme 2011: 4). Moreover, mental health rarely appears to be an immediate 

need as the inadequate provision of this type of care does not seem as serious or life-threatening. At 

the same time it is known that mental disorders, in particular post-traumatic stress disorder (PTSD) 

and depression, increase considerably as a result of violent conflicts (de Jong et al. 2001: 555). 

Uganda provides an example for most of the described challenges. It is a developing 

country with a long history of violent conflicts. Various studies have found an extremely high 

prevalence of PTSD and depression within the population of northern Uganda most affected by 

conflict (Vinck et al. 2007: 543; Roberts et al. 2008). 

Conflict and mental illness in northern Uganda 

Northern Uganda is right now in the process of recovering from a decades-long conflict, which 

formally ended in 2006. The war between the rebel movement, the Lord’s Resistance Army (LRA), 

and the Ugandan national army was characterised by countless atrocities, mutilations and 

abductions of children, many of whom were turned into child soldiers. The main victims, the 

civilian Acholi population, were forced into internally displaced people’s (IDP) camps which, 

instead of protecting them, rather added to their ordeal (HURIPEC 2003: 8). The multiple 

exposures to traumatic events and the lack of a secure and conducive environment for victims of 

violence have been found to contribute considerably to a later development of PTSD (de Jong et al. 

2001: 556). Therefore, it appears that the prevalence of mental disorders, in particular PTSD and 

depression, can be attributed to a large extent to the conflict, the living conditions and experiences 

of the population of northern Uganda during, as well as after, the war, even though comparative 

statistics from the time before the conflict are not easy to obtain (Amone-P'Olak et al. 2013: 8-10). 

International and national human rights law and mental health in Uganda 

Uganda has signed and ratified the international human rights treaties that guarantee the rights of 

people with mental health problems. The International Covenant on Economic, Social and Cultural 

Rights (ICESCR), including article 12, which deals with the ‘right to health’, was ratified by 

Uganda in 1987. The right to health aims to ensure the enjoyment of the highest attainable standard 

of physical and mental health.  

In 2008, Uganda ratified the Convention on the Rights of People with Disabilities (CRPD), 

another human rights treaty dealing with the rights of people with mental ill-health (UN 2006). The 

CRPD emphasises the respect for dignity, individual autonomy including the freedom to make 

one’s own choices, the independence of persons, non-discrimination, full and effective 

participation and inclusion in society, respect for difference and equality of opportunity. The 

ratification of international human rights treaties renders them legally binding in Uganda and, 

therefore, the fulfilment, respect and protection of its articles is a state obligation.  

Ugandan national law, on the other hand, lags behind these signed and ratified international 

documents. The current law regulating the status and treatment of people with mental health 

problems in Uganda is the outdated and offensive Mental Treatment Act 1964. The new mental 

health bill, developed to address the shortcomings inherent in the Mental Treatment Act 1964, 

remains a bill and has not been passed by parliament into law for several years now.  
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The present study aimed to assess the human rights situation of people with mental ill-

health in northern Uganda with regard to service provision and the attitudes of the communities. 

One of the questions is: To what extent is human rights legislation being implemented to secure the 

situation of people with mental health problems in this region? 

 

Methods 

Survey sites and participant selection 

The data collection for this study was carried out in the Lango and Acholi sub-regions of northern 

Uganda over a period of two weeks in 2013. The districts were selected by convenience, based on 

their location, while the selection of sub-counties within the districts was randomised. However, in 

cases where the nearest health facility was located in another sub-county, this health facility was 

visited. The surveyed sub-counties in the districts of Gulu, Amuru, Lira and Oyam included: 

Awach and Koro in Gulu; Amuru and Pabbo in Amuru; Lira, Amach and Ogur in Lira; and Aber, 

Loro and Oyam in Oyam.  

The health care system in Uganda is hierarchical. It starts from the lowest village level, at 

which local village health teams (VHTs) with very basic health training operate, followed by health 

centre II, health centre III, health centre IV, district hospital, regional referral hospital and finally a 

national referral hospital. On each level there should be a specific category of professionals present 

with a defined level of knowledge on mental health (see Chart 1). 

The research teams visited all health care levels within the selected geographical areas. 

Additionally, the national mental health referral hospital, Butabika, was surveyed, since it is the 

major mental health facility in the country and admits people from all regions of Uganda. 

The participants in the study included health workers at all levels of the health care system, 

namely: village health team members, persons in charge of health centres II, III and IV, clinical 

officers, nurses, social workers, psychiatric doctors, clinical psychologists and occupational 

therapists at the district, regional referral and national referral hospital levels. Whenever available, 

private health facilities, such as hospitals, were also included. Furthermore, district officials, Local 

Council (LC) I2 chairpersons, traditional healers, people with mental health problems as well as 

their relatives and caretakers, were also interviewed as key informants. Community members 

participated in the focus group discussions. Finally, the Principal Medical Officer in charge of 

Mental Health and Substance Abuse at the Ministry of Health was interviewed. The total number of 

participants in this study was 329, with 313 from northern Uganda and 16 from Kampala, with the 

latter either working at the national referral hospital or the Ministry of Health. Gender balance was 

observed, particularly during the focus group discussions, while other respondents were selected on 

the basis of their roles. Moreover, to prevent biased responses, participation in focus group 

discussions was strictly limited to people not directly affected by mental illness; for instance, the 

participation of relatives of a person with mental health problems in a focus group discussion could 

potentially influence the responses of the other group members. People affected by mental illness 

were instead interviewed individually as key informants. 

Chart 1: The health care system in Uganda 

                                                           
2 Local Council (LC) chairperson I is the lowest administrative level (village level) in Uganda. The highest is Local 

Council (LC) V, which is the district level.  
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Research design and instruments 

The research design was a descriptive mixed-method study combining literature review, the 

quantitative survey approach with semi-structured key informant interviews and focus group 

discussions. The mixed-method approach allowed establishing the prevalence and frequency of 

certain opinions or beliefs through a survey methodology, while the open questions contributed to a 

deeper understanding of perceptions and attitudes. Individual interview guides were developed for 

each group of respondents.  

A member check was applied in order to increase the validity of the study by presenting and 

discussing the outcomes of the study with selected groups of respondent representatives.  
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Results 

Is mental illness a community concern? 

A number of studies carried out during or immediately after the conflict found extremely high 

levels of PTSD and depression among the affected populations of northern Uganda (Vinck et al. 

2007: 549; Roberts et al. 2008). Some newer studies indicate psychological long-term effects and 

poor functioning of the war-affected youth in the Acholi sub-region (Amone-P'Olak et al. 2013: 7). 

The above-mentioned studies, however, did not specify if this was perceived by the communities as 

a serious issue and how they estimated the extent of the prevalence of mental illness cases. 

Therefore, the LCIs of the surveyed villages were asked if they saw mental health as a 

serious concern. 

Out of 47 LCIs, 43 were of the opinion that mental health was a serious concern. Further, 

LCIs and village health team members (VHTs) were asked to estimate the number of cases of 

mental illness in their respective villages. While the majority of respondents reported some mental 

illness cases in their villages, Gulu and Amuru reported the highest numbers, with 26% and 19% 

respectively estimating the number of cases in their villages as being 16 or above (see Chart 2). 

Chart 2: Estimated number of mental illness cases by VHT members and LCIs  

 

 

Further, the participants in the eight focus group discussions perceived mental health as a 

critical matter and some even described the numbers of people suffering from mental illness as 

alarming.  

The numbers are alarming. [There are] 11 [cases] in our village, but 

50 in the parish.  

There is quite a number of cases and then it becomes a concern for 

the whole community.  

 

Mental health service delivery—quality and accessibility  
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The ‘right to health’ aims to ensure the ‘highest attainable standard of health’ for all people with 

regard to physical and mental health. How, therefore, is the quality of service delivery in the field 

of mental health? And how is the perceived accessibility to those services in northern Uganda? 

Different studies and articles described mental health service delivery as deficient. The 

various challenges described included lack of qualified staff and inadequate provision of drugs, 

abusive treatment of patients by health care professionals, and the general underfunding of the 

whole mental health sector (Kigozi et al. 2010: 3, 5-6; Cooper et al. 2010: 581; Baingana & 

Mangen 2011: 291). The situation in upcountry facilities is even more deplorable, especially since 

of the 1% of health funds dedicated to mental health 55% goes to the national mental health referral 

hospital, Butabika (Kigozi et al. 2010: 3). The Acholi sub-region, despite its high prevalence of 

mental illness, is no exception, according to a UN study from 2011 (UN Peacebuilding Programme 

2011: 16).  

Personnel at all levels of health facility were interviewed and patients and caretakers were 

asked for their assessment. People affected by mental health problems, such as the service users 

themselves, the caretakers and family members interviewed for the present study, varied in their 

subjective assessment of the quality of the available services. This might be due to the personal 

differences regarding the understanding of what ‘good services’ mean. For example, though the 

majority of this group of respondents perceived the services as ‘good’, less than half of former 

patients felt they had been treated with respect and dignity. It appears as if respectful treatment is 

perceived as a luxury, rather than as something that should be expected or even demanded and that 

should definitely constitute a fundamental part of good quality service delivery. One mental health 

service user described her stay in a mental health facility:  

Cleaners [are] pouring water on patients or punishing those who 

delay to wake up like locking them in bathrooms or chasing them to 

stay in cold.   

Other reported challenges are inadequate supply of drugs and insufficient information 

provision for patients and caretakers. One mental health worker in Gulu Regional Referral Hospital 

explained the reasons for inadequate amount of drugs: 

The drugs, especially the modern ones, are expensive and it is not 

perceived as sustainable, since patients have to take them for long or 

forever. The same amount can buy many other drugs, [for example] 

for Malaria.  

In extreme cases the lack of information can have tragic consequences, as narrated by a 

health professional interviewed at the Gulu Regional Referral Hospital:  

A mentally ill girl has been discharged from the hospital upon 

insistence of her family and given drugs to take at home. One of the 

side effects of the drugs has been an extreme swelling of the tongue. 

The family tried to push the tongue back inside the mouth and after 

failing they decided to visit a witchdoctor, thinking it must be 

witchcraft. The witchdoctor also failed but in the course of trying to 

push the tongue back in it got infected and the girl died from the 

infection.  

In addition to the above-mentioned challenges, the caregivers also reported hostility and 

lack of support as the challenges they faced while caring for their ill relatives. 
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Table 1 summarises the most common responses by 114 respondents from communities and 

the health sector regarding the major challenges in accessing treatment.  

Table 1: Challenges in accessing formal treatment3 

 

 

As can be seen in the table above, the second biggest perceived problem is the distance to 

the health facilities. This directly addresses the second question of accessibility of health services. 

For many poor people in rural settings, even reaching the next health centre can be extremely hard 

without transport and, moreover, accompanying a possibly difficult patient; accessing the more 

qualified services at Gulu Regional Referral Hospital is even more problematic.  

The immediately available first level of health care services, the village health teams 

(VHTs), mostly lack even basic knowledge of mental health. Almost half of the interviewed VHT 

members have not received any training in mental health. The ones who reported to have received 

training stated that it was mostly in counselling. The required type of staff (see Chart 1) with 

professional knowledge of mental health seems to be mostly present at health centre (HC) IV level. 

At the four HCs IV visited, all informants reported that they had had some specific training in 

mental health. At the HCs II and III levels, the required type of professional staff was present in 

three-quarters and half of the cases respectively.  

However, even at the regional referral hospitals the situation is not satisfactory. At the time 

of the study there was reportedly only one psychiatrist in northern Uganda; and it emerged from a 

recent presentation by Dr. Sheila Ndyanabangi, the Principal Medical Officer in charge of Mental 

Health and Substance Abuse,4 that the total number of active psychiatrists in Uganda is 28, for a 

population of over 30 million.  

Only a few respondents mentioned the preference for witchdoctors as a challenge. Possible 

reasons are that a number of people do not perceive this as a challenge or traditional healers and 

witch doctors are less frequently visited than generally assumed. In fact, though the health 

professionals interviewed stated that visiting traditional healers or witchdoctors was the first 

recourse for people in rural communities, this could not be verified through interviews with 

community members themselves or even with traditional healers, so it appeared to be less common 

than generally believed.  

The assessment of private services was even more unsatisfactory. The facilities visited had 

very rudimentary mental health services or none at all. Though a few NGOs offer some support, the 

access to quality services is highly inadequate and the non-governmental facilities and 

organisations contribute very little to improving the situation.  
                                                           
3 The questions were formulated as open questions, providing participants the option of giving several answers. 

Therefore the combined number of responses for all categories is higher than the total number of respondents.  
4 Presentation at John Paul II Justice and Peace Centre, Kampala, for a mental health stakeholders meeting on 31 July 

2014. 

Response  Frequency 

Lack of drugs 58 

Distance to health facility 38 

Family negligence 28 

Lack of skilled staff 28 

No challenges 14 

Preference for witchdoctors 7 

Staff absenteeism 7 
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Finally, the mental health professionals were asked about the existence or extent of legal 

protection of patients severely mistreated by family or community members and reporting to a 

health facility in a state clearly indicating abuse or neglect. It turned out there are no official 

guidelines for health staff to deal with such cases, which means that the decision on how to best 

protect the rights of the patients and, indeed, if to take any action at all is left at their discretion.  

Mental illness at community level—beliefs, attitudes and family care 

The second objective of the study, apart from health care service provision, was to assess the daily 

living situation of people with mental health problems. What are the perceptions and beliefs with 

regard to mental illness? Is there widespread discrimination and stigma generally surrounding this 

group of people (Corrigan & Watson 2002: 16)? And what are the initiatives undertaken by the 

state to ensure the protection of the rights of people with mental ill-health? 

The common themes that emerged from the narratives of family members, people with 

mental health problems and community members emphasised widespread stigma, mistreatment and 

exploitation. Several of the LCI’s reported particular cases of mistreatment: 

They are insulted, neglected, tied up and beaten. They are not well 

treated in the community, although some people are kind and feed 

them.  

One respondent with mental health problems reported: 

I was beaten constantly by my brothers because they considered me 

useless.  

Some families reject the burden straight away, abandoning their ill relatives, while others 

tried to cope with the challenge by locking them up. Another LCI reported: 

A girl born with mental illness was left by her family. Now she has to 

beg for food from other homes.  

A number of families, however, struggle at first to provide for their mentally ill relative, 

especially in the case of children. In many cases those families face hostility from neighbours and 

experience a complete lack of support, a situation, which overwhelms them and renders appropriate 

family care impossible. According to the interviewees’ reports, most families end up abandoning 

their ill relative to a life on the streets.  

Those with acute states of mental illness who live on the streets are completely helpless and 

unprotected from any form of verbal or physical abuse. A participant of one FGD said: 

People do not like them. Mentally ill people are always abused each 

time they appear in public. This results in fights. Others are feared or 

isolated. (…) Some attempt to rape women (…). [They are] seen as 

people who are less important because they don't bathe. Not allowed 

near others, sent away.  

Many women experience sexual abuse and rape and some get pregnant, hence perpetuating 

the vicious circle of poverty, abuse and discrimination over generations. Mostly, they are not in a 

position to report the crimes committed against them, and in the rare cases where they get support, 

for example from NGOs, the cases are not taken seriously and not followed up. As one respondent 

from a local NGO reported: 
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There has been a child defiled in Bungatira. She was 13 years old 

and mentally ill. No one bothered about her. Even the police did not 

take action. (…) We took the case to the police and they said they will 

follow it up but they did not. People with mental illness are not taken 

seriously by the community or by the law. They cannot access legal 

help. These days even clan leaders are not bothered.  

In one of the sub-counties visited, incidents involving the rape of mentally ill women were 

so rampant that most left the area. Many respondents stressed that the most excessive forms of 

abuse were mainly perpetrated by youth and that elderly people were generally more empathetic 

and understanding.  

There are, however, also positive examples of supportive families or communities showing 

sympathy. According to one LC I: 

Some are well taken care of, engaged socially [for example] in 

football games, offered compassion or food (…)  

And some caregivers reported acceptance and understanding on the side of the community: 

People don’t mistreat her because they feel sorry for her.  

People in the community have accepted him the way he is.  

Mothers, especially, often strive to take care of and protect their mentally ill children.  

Many families see them as useless [lac ma owing, ‘spoilt sperm’]; 

they give them a piece of clothing and some food and don't want them 

to get lost or die of negligence because they fear a curse for the 

family. Mothers take better care, men do not care.  

It seems, however, that discrimination and mistreatment are far more common.  

Another form of abuse highlighted in one of the focus group discussions was work 

exploitation, whereby people with mental health problems are made to do hard labour and are 

afterwards chased away without payment.  

[There are] also cases of exploitation. [They are] made to work in 

the field for free and then chased.  

Sometimes mentally ill people are cheated by others, as one caregiver reported: 

People refer to him as a mad man, which makes him turn violent. 

People cheat him at the shop during the exchange of money. 

Sometimes he gives more balance. People take advantage of him.  

An important factor contributing to stigma of people with mental ill-health could be the 

limited knowledge or misinformation about the nature of mental disorders, especially in rural 

regions. One caregiver narrated the history of mental illness in her family: 

The great grandmother brought home a boy and took care of him. 

The boy was slaughtered by the brother of the great grandfather. He 

did not die immediately but later died from the injuries. The family 

never compensated the death of the boys' family. Therefore mental 

illness is occurring. Even the brothers of the patient suffered from it, 

but since this occurred to the father's side of the family and the father 
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is dead, so one must take the responsibility and compensate the 

family.  

Traditional or supernatural beliefs are often mixed up with a Western medical approach or 

religion. For example, a number of respondents suggested vaccination to prevent the occurrence of 

mental illness. Others linked the aggression towards mentally ill people with the belief that their 

illness can be transmitted, as reported by two different LCIs: 

Some attack them violently for fear their illness can be contagious.  

The mentally ill people are suffering in many cases from violent 

attacks because of fear the illness can be transmitted.  

Table 2 below summarises the most common responses by 157 respondents regarding the 

causes of mental illness. 

Table 2: Community perceptions of causes of mental illness 

Response  Frequency 

It is the result of past experiences 54 

It is inherited 52 

It is due to witchcraft  32 

It is like any other illness 27 

It is a curse 25 

It has a supernatural cause (unburied bones, 

spirits)  21 

 

Of the 157 respondents, 40.8% (64 persons) believed in some sort of supernatural cause of 

mental illness. It is possible that the number is even higher in the average rural population, since 

the respondents here included people with mental health problems, their relatives and caregivers as 

well as VHT members, i.e. people expected to have better knowledge of mental illness owing to 

their personal experiences. This assumption was underpinned by responses from the focus groups 

discussions, in all of which beliefs about supernatural causes of mental illness were mentioned.  

The general ignorance on the part of the scientific community regarding local beliefs and 

understanding of mental illness is an additional problem. Though some studies have been 

conducted that try to understand and describe the perceptions and categorisation of mental 

disorders in the Acholi sub-region, those attempts are rather isolated and limited (Betancourt et al. 

2009: 6-7). Mostly, effort is made to replace the traditional beliefs with Western medical terms, 

which contrast considerably with the spiritual understanding and worldview of local communities.  

While knowledge about mental health is not common, initiatives for community education 

are also almost non-existent. 107 respondents, including LC1s, VHT members and people with 

mental ill-health, were asked if they were aware of any community education on mental health 

carried out in their village. Only 19 responded positively, which constitutes 17.7 % of the 

population studied. Moreover, the majority of those educational activities were carried out by 

NGOs and in only a few selected cases was a government institution involved. Most of the reported 

education activities were carried out in Gulu District, followed by Amuru and Lira Districts, with 

the fewest in Oyam District.  
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The mental health focal person of one of the districts studied admitted that although 

community education should have been one of his duties, no budget was attached to the position or 

assigned for educational activities. The same challenges have been reported by health professionals 

at the regional referral hospital. At the same time a number of respondents stated that in cases 

where community education had been carried out, the treatment of people with mental health 

problems by community members improved considerably.  

In conclusion, it can be stated that people with mental ill-health are left to the mercy of their 

families and communities. If they are lucky enough to be in a supportive environment their chances 

of recovery and survival are much higher. The less lucky ones remain unprotected, without help or 

assistance, and prone to fall victim to any form of abuse and mistreatment, which, moreover, 

mostly goes unpunished.  

Situation of mental health professionals 

The stigma surrounding mental illness clearly emerged from a number of the articles cited above as 

well as from the present study. This leads to the following questions: How do mental health 

professionals perceive their situation? Do they also experience stigma or discrimination?  

The majority of the health workers interviewed stated that the situation of mental health 

professionals is in many ways different from the work and general conditions in other health care 

sectors. Some described the differences in positive terms, explaining that, since the diagnosis and 

treatment were more complex and required more personal expertise based on the knowledge and 

assessment of the medical staff rather than on machines or equipment, mental health professionals 

were very skilled and experienced. 

However, of the 20 mental health professionals working in the mental health unit of Gulu 

Regional Referral Hospital or at the National Mental Health Referral Hospital, Butabika, 12 stated 

that the general population and even their fellow health workers mostly perceived them as being no 

different from their patients. One psychiatric nurse in Butabika explained: 

Many people think that to look after the mentally affected people one 

has to have some degree of mental illness. 

Some felt that they were not taken seriously and that their unit received less attention, funds 

and resources than others. One respondent pointed out that, owing to the widespread stigma 

attached to mental ill-health, many of her colleagues chose this profession only if they had no other 

option. 

They always make fun of us that we are like our patients. Even very 

few take it up as their profession. Many just do it if they don't have 

any other choice—not voluntarily.  

In addition to this widespread stigma, the work conditions of mental health workers are 

extremely difficult. There are not many special security provisions, neither for patients nor for the 

professionals. A number of unproven anecdotal incidents have been reported in the course of this 

study, in which mental health workers were severely attacked by the patients.  

Obviously, those difficult and not very conducive working conditions, combined with the 

negative stereotypes surrounding this field of work, do not make the profession of a mental health 

worker very appealing. Hence this contributes to the lack of adequate human resources in the area 

of mental health in Uganda.  

 

Discussion 
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So how does the reality of northern Uganda relate to the international human rights treaties ratified 

by the country?  

Apart from the already mentioned article 12 of the ICESCR that deals with the ‘right to 

health’, in 2008 Uganda also ratified the Convention on the Rights of Persons with Disabilities 

(CRPD). The term ‘persons with disabilities’ includes people with long-term ‘mental impairments’ 

(UN 2006). The convention stipulates, among others, equality and non-discrimination, access to 

justice, freedom from torture and cruel treatment as well as the state’s obligation to raise awareness 

and educate its citizens. Moreover, the convention emphasises the special situation and the 

resulting need for protection of women and girls with disabilities. The convention obliges states to 

assist people with disabilities living in a state of poverty. The state is also compelled to collect 

statistics and data regarding people with disabilities in order to be able to design appropriate 

policies.  

Obviously all of the above-mentioned obligations are not fulfilled. There is widespread 

discrimination, even extending to professionals working in the field, and the state does not provide 

the awareness-raising and education on the topic stipulated in the CRPD. There is no protection 

from cruel and inhumane treatment and limited access to justice for the victims. The women, who 

are frequently subjected to rape and sexual abuse, do not enjoy any kind of protection and no 

particular assistance is provided for people with mental health problems living in a state of poverty. 

Since the reciprocal relationship between poverty and mental illness has been highlighted by other 

authors, such assistance would be especially crucial (Ssebunnya et al. 2009: 4). 

Data collection is another important point to be highlighted separately, as this might not be 

an issue commonly expected to be included in a human rights treaty. Taking the present example of 

northern Uganda, it becomes apparent why such measures might be important. Most of the people 

interviewed believe that the problem of mental illness is particularly severe in the North. There 

have also been a number of studies, mentioned previously, which point to a very high prevalence of 

certain disorders in this region. There are, however, no official statistics in this regard. Even 

Uganda’s only national mental health referral hospital, Butabika, does not keep statistics regarding 

the regions the patients come from, as admitted by the employees surveyed for this study. Knowing 

that certain illnesses are particularly common in some areas would help in extending specialised 

services and drug provision. However, as long as such information is not collected, the kinds of 

services that are most necessary as well as the budget implications become difficult to determine. 

The need for more services in the field of mental health in northern Uganda as well as that for more 

data has been a clear result of our study and also something emphasised by other scholars (Amone-

P'Olak et al. 2013: 9).  

It has to be noted that the development of the Mental Health Bill 2011 was a clear step 

towards the fulfilment of some of the obligations. The bill, however, remains a draft to-date. It is 

not clear if and when it will finally be passed into law. 

The inadequate realisation of the obligations arising from the ratification of the international 

treaties is, however, only part of the problem. Also, the international treaties can be perceived as 

generally insufficient to offer the necessary protection of the human rights of people with mental 

health problems. Of course it could be argued that the basic human rights treaties clearly state that 

human rights are inherent rights of all people irrespective of origin, sex, age or their state of health. 

In the history of international human rights legislation it has been recognised, though, that certain 

groups are more vulnerable than others and, therefore, need additional protection, as reflected in 

specific documents developed on their behalf. This is how treaties dealing with the rights of women 

(Committee on the Elimination of Discrimination against Women), the rights of children 

(Convention on the Rights of the Child) or the previously described Convention on the Rights of 

Persons with Disabilities came about. Clearly, people with mental health problems are a 

particularly vulnerable group who need specific consideration, and not only in developing 
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countries. They have distinct challenges, which need to be taken into account and addressed 

separately in order to adequately ensure their enjoyment of their human rights. The CRPD, though 

it can be perceived as a step forward, does not satisfy or fulfil those requirements.  

First, a problem exists with the groups of people it is meant to address. ‘Long-term mental 

or intellectual impairment’ does not cover all forms of mental health problems, apart from the fact 

that ‘long-term’ is also not clearly defined in this context. Second, even if this formulation had 

been rectified, it could still be argued that people with mental health problems need to be 

considered separately from people with physical disabilities, who not only face challenges of a 

different nature in their daily lives but are also perceived differently by the general population. 

Finally, combining those diverse groups can amplify the discrimination of people with mental ill-

health. The perception that the CRPD already caters for the situation of people with mental health 

problems might obscure the fact that it is insufficient and does not take into account the 

distinctiveness of their circumstances as well as the stigma they face. For example, as has been 

admitted by the Principal Medical Officer in charge of Mental Health and Substance Abuse, Dr. 

Sheila Ndyanabangi, though persons with disabilities, the group under which people with mental 

ill-health are subsumed in Uganda, are entitled to official representation in the government in order 

to make their voice heard, people with mental health problems are discriminated against within this 

group and rarely get elected into such positions of political influence.  

Limitations of the study 

The study has a number of limitations. Since the focus was on describing the situation of people 

with mental health problems from the human rights perspective, the types and categories of the 

mental disorders have not been and could not be established. This kind of categorisation is difficult 

in itself owing to the differences that exist between the local understanding of mental illness and 

Western diagnostic systems. Further, the geographical coverage was limited owing to time and 

funding limitations. 

Finally, it is important to point out that all statements rely on the perceptions of the 

respondents interviewed. As reliable statistics are one of the challenges highlighted in the results, 

those perceptions or estimates could mostly not be verified through official sources. For example, 

the assessment of the prevalence of mental illness cases is an estimate by the interviewees; also, 

though other studies emphasise a high percentage of depression and PTSD, the numbers presented 

in this study should be seen as supporting the conclusion that mental health is a concern for the 

communities and not as absolute numbers or facts.  

 

Conclusion 

The human rights of people with mental health problems remain in a dire condition all over the 

world but particularly in poor developing countries, and even more so in post-conflict settings. The 

example of Uganda clearly demonstrates that the ratification of the relevant human rights treaties 

does not guarantee any improvement in real-life conditions. First, the state does not fulfil its legally 

binding obligations towards people with mental health problems. While this is also true of other 

vulnerable groups, most do receive national and international attention and there are some steps 

being taken to rectify their situation. This is not the case with people with mental ill-health, who are 

mostly forgotten or neglected by international and national NGOs, donors and human rights 

organisations alike.  

Second, the existing international human rights treaties are not sufficient to cater for the 

needs and challenges faced by people with mental health problems. Subsuming them under the 

group of people with disabilities does not do justice to their particular situation. Moreover, the 

formulation in the CRPD does not cover, in its current state, all groups of people with mental ill-
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health. For successful advocacy on behalf of the rights of people with mental health problems and 

for their voice to be heard, they need to be recognised and acknowledged as a distinct group under 

international human rights legislation.  
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Abstract 

This article examines how trauma, a vague expression encompassing a wide array of 

debilitating circumstances, is conceptualised and measured as post-traumatic stress disorder 

(PTSD) in northern Uganda. More specifically, it examines the misrepresentations produced 

by the measurement of PTSD and asks what injuries are inflicted upon people’s everyday 

lives by these misrepresentations. The aim is to draw on Wittgenstein’s insistence that it is 

necessary to grasp the circumstances under which concepts and instruments are used in 

order to understand the misrepresentations that occur, in this case, around the use of 

instruments to measure PTSD. The paper discusses two cases of ordinary hospital days, 

where everyday research routines make disorder visible. It argues that these exceptional 

circumstances, with traumatising consequences on patients, provide critical insights into the 

inner workings of the apparatus of mental health and how this apparatus is intricately 

interwoven with the ordinary conditions of everyday life. 

 

 

In this paper I examine how trauma, a vague expression encompassing a wide array of debilitating 

circumstances, is conceptualised and measured as post-traumatic stress disorder (PTSD) in northern 

Uganda.5 More specifically, I attend to the apparatus of mental health research in northern Uganda, 

which deploys standardised instruments to assess what part of the population is at risk of PTSD.  

After the end of the war in northern Uganda in 2006, studies on mental health revealed a 

high rate of PTSD in this region. These rates are of course statistical estimates, though they may 

not be unexpected after two decades of war, displacement, and encampment. Nonetheless, 

commentators like Morton Jerven question the accuracy of statistics in African countries arguing 

that donor assistance is often misled by ‘poor numbers’ (Jerven 2013). In this paper I suggest that a 

lack of accuracy is not the only problem haunting the measuring of PTSD in northern Uganda. On 

the contrary, the desire for accurate numbers is a driver for the development of more reliable 

techniques to test the validity of measuring instruments in mental health research. Moreover, these 

instruments underwrite the rapid proliferation of measurement systems in various fields of global 

governance (Merry 2011, Rottenburg et al. 2015). One of the reasons for this trend is that 

standardised measurement systems simplify complex problems for decision-making processes. In 

the case of PTSD, the instruments consist of a set of questions inquiring into the multiplicity of risk 

factors, which are weighed and calculated to assess PTSD cases and to compare PTSD rates across 

different places and populations. In this respect, numbers are not misleading, but, according to 

                                                           
5 I am very grateful for helpful and inspiring comments by Andrea Behrends, Siri Lamoureaux, Rene Umlauf and the 

anonymous reviewer. 
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Wendy Espeland, simplifications are the very reason ‘why we value indicators so much and why 

we often feel they misrepresent us’ (Espeland 2015: 77, my emphasis). 

In this paper, I examine the misrepresentations produced by the measurement of PTSD and 

ask what injuries are inflicted upon people’s everyday lives by these misrepresentations. My aim is 

to draw on Ludwig Wittgenstein’s insistence that it is necessary to grasp the circumstances under 

which concepts are used in order to examine the misrepresentations that occur, in this case, around 

the use of instruments to measure PTSD (Wittgenstein 1953). This examination of circumstances is 

inspired by Veena Das’s suggestion that reading Wittgenstein prompts us to ‘descend into the 

ordinary’ to understand everyday violence (Das 2007; see also Cavell 2007). Following Das’s 

argument (2007), I will examine the circumstances under which the language of PTSD is evoked 

and translated to endorse an understanding of violence grounded in the ordinariness of everyday 

life. As I maintain here, these circumstances are overlooked and misrepresented by mental health 

research concerned with measuring determinants, stressors, or conditions of PTSD.  

My discussion of the ordinariness of everyday violence will elaborate a critical analysis of 

measuring PTSD and the emphasis it is given in current mental health research. This emphasis is 

seen in a range of scientific practices to standardise measures for PTSD and subject these measures 

to scientific testing. These tests essentially seek to demonstrate that questions about the exposure to 

traumatic events are correctly translated into the language spoken by respondents—in the case of 

this paper, Luo. As I argue in this paper, such practices of translating and testing instruments, 

foundational for the idea of transcultural psychiatry, show far more about the workings of the 

apparatus of mental health than the actual measuring of PTSD.6 Here, I draw on Wittgenstein who 

rejected the belief that the meaning of concepts and more generally representations of a certain 

reality could be tested by giving a correct translation (Wittgenstein 2003). Such tests do not fail due 

to the incommensurability of different worldviews. Rather, testing the translation of PTSD verifies 

only that part of the reality that constitutes the condition of possibility of mental health research. 

What is translated in the development of standardised measures is a distinct language of PTSD to 

legitimate mental health interventions in the name of humanitarian assistance and development 

(Pigg 1997, Rottenburg 2002). 

More specifically, my aim in this paper is to argue that the apparatus of mental health is 

intricately interwoven with the ordinary conditions of everyday life. Understanding everyday life in 

post-conflict northern Uganda has to take a large number of projects into account, which Susan 

Reynolds Whyte, Lotte Meinert and their colleagues elaborate as the projectification of health care 

in Uganda (Whyte et al. 2013, Meinert & Whyte 2014). In this projectification, mental health 

research is conducted and more generally claims to scientific objectivity are raised under the same 

circumstances of existential insecurities characteristic for everyday life in post-war northern 

Uganda. It is this form of existential insecurity that is circumscribed by the vagueness of the term 

trauma and its wide use in northern Uganda, in contrast to the medical term PTSD.  

The projectification of health care is perhaps even more pronounced in northern Uganda 

than in the rest of the country; images of child soldiers, abductions, and a horrifying Lord’s 

Resistance Army attracted a broad range of humanitarian relief organisations and research projects 

evoking the language of PTSD. Erica Caple James argues that the language of PTSD authorises 

claims to restoration in what she terms the political economy of trauma (James 2004, James 2010). 

The language of PTSD, however, fails to provide a detailed and nuanced account of the messy 

politics of war and displacement and its interpretation in the broader region, which is necessary to 

understand the trauma of war in northern Uganda (Allen & Vlassenroot 2010).  

In this paper I address the everyday conditions under which trauma and mental health 

research prolong states of disorder after the official end of the war. My discussion of the language 

                                                           
6 See Jörg Potthast (2012) and Rene Umlauf (2015) for social scientific accounts of testing. According to Umlauf, 

testing constitutes a distinctive epistemic practice of contemporary global health interventions. 
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of PTSD is not denying the devastating experience of war, violence, and trauma. Rather, the effects 

of the projectification of health care, as I maintain in this paper, bring the experience of trauma into 

sharper relief. In what follows, I will first provide a brief description of the measurement of PTSD 

and the broader apparatus of mental health research in the context of northern Uganda. I will then 

discuss two cases. The first case is about a single person, whom I will here call Grace.7 I discuss a 

conversation with her to illuminate what I mean by the circumstances underlying the experience of 

trauma in the post-war context of northern Uganda. More importantly, the events making her life 

unliveable show the limits of mental health in addressing traumatising conditions of everyday life. 

This first case will be juxtaposed with a second case concerned with the instruments used to 

measure PTSD. The second case describes how practices of testing these instruments 

unintentionally produce traumatising experiences. Both cases are based on field research, which I 

conducted in 2011 and 2012 in northern Uganda. I present these two cases in the form of an 

extended case study connecting a series of events that prolong states of disorder (Burawoy 1998). 

An important reason for looking at the circumstances is to endorse that an ethnographic 

understanding of description shows rather than tells how concepts of PTSD or how technologies of 

measuring PTSD are used by experts and health professionals.8 The ethnographic task of showing 

cases of traumatisation is not a simple one and in the absence of a satisfying solution, I stress the 

circumstantial dimensions of my own field research, which I will make explicit throughout the 

paper. 

 

Trauma and the Language of PTSD 

According to Chris Dolan, the term trauma had been widely in use during the peak of armed 

conflict in northern Uganda (Dolan 2009). Dolan notes that during his research on the so-called 

IDP camps between 1998 and 2002, it ‘was very common for people to say “we are all 

traumatised”’ (Dolan 2009: 6). Trauma was, according to Dolan, even a currency, which he 

initially dismissed as being a politically charged expression. Similarly, James suggests that the 

production of trauma narratives in the case of Haiti belongs to a political economy of trauma 

emerging out of terror economies intersecting with a ‘compassion economy of trauma’ (James 

2010: 107). In fact, the war between the Lord’s Resistance Army and the Ugandan government was 

exacerbated by everyday life in the IDP camps. As Dolan clarifies, the notion of trauma reflected 

the debilitating living conditions in the IDP camps, which instead of protecting people, constituted 

a form of ‘social torture’ (Dolan 2009). 

The medical term PTSD, understood as a mental disorder, has been an integral element of 

the apparatus of mental health in northern Uganda emerging immediately after the end of the war in 

2006. One of the first accounts of PTSD was provided by Roberts et al. (2008a, 2008b, 2009) in a 

series of articles based on their research in two IDP camps in 2006. These studies provided one of 

the first assessments of PTSD rates in northern Uganda. One of the articles describes a qualitative 

investigation in which the authors conducted semi-structured interviews on the ‘social determinants 

of health’. Asked how life in the camp affected health, respondents are quoted saying that: ‘mental 

disorders can come as a result of too many thoughts about poverty [life in IDP camps]. What you 

used to do and things you used to see and have are not there. If you think deeply about them, you 

can develop mental illness’ (Roberts et al. 2009: 5).  

Luo-speaking respondents describing PTSD as a ‘mental disorder’ and a ‘mental illness’ is 

surprising, in particular, as the authors state that the interviews were conducted in Luo by one of 

                                                           
7 All names in this paper are pseudonyms. 
8 See Duerr (1985) and Rabinow (2008) on what Wittgenstein termed ’übersichtliche Darstellung’ (in English: ‘clear 

representation’) in his discussion of Frazer’s The Golden Bough (Wittgenstein 1967). 
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the co-authors fluent in English and Luo. To what extent the interviewees used these terms is not 

stated, while the analysis omits a closer examination how the medical term PTSD relates to the 

term cen widely used to account for ‘madness’, which can be literally translated as the spirits of the 

“resentful dead” (Meinert & Whyte [forthcoming]; see also Finnström 2008). This is not to say that 

the authors failed to match terms like mental disorder (presumably more neutral than madness and 

more general than PTSD) to local concepts like cen. Rather words, experiences, and scientific 

knowledge are to an indefinite extent fused in everyday language in the post-war environment of 

northern Uganda (Dolan 2007; see also James 2010). What interests me most is to examine the 

specific circumstances under which concepts are used in everyday life, which essentially includes 

concepts and models derived from the scientific language evoked by mental health research. 

A parallel quantitative study to measure the rate of PTSD among IDPs conducted by the 

same authors confirmed the mass traumatisation of the population. According to the study, 52.2% 

of the population evinced the symptoms of PTSD giving strong evidence for the debilitating 

conditions found in IDP camps (Roberts et al. 2008a). Quantitative studies to measure the rate of 

PTSD highlight that the strength of scientific rigour lies in standardising the translation of both 

questions and answers. The instruments used to measure PTSD consist of a set of questions on the 

exposure to traumatic events, which are based on the translation of the Harvard Trauma 

Questionnaire into various languages (Mollica et al. 1992). There is an Indochinese version of the 

Harvard Trauma Questionnaire (Mollica et al. 1992) and a French version for French-speaking sub-

Saharan Africa (de Fouchier et al. 2012), which all passed the validation test. The Luo version too 

was found to be a valid translation by the above-mentioned group of authors (Roberts et al. 2008b). 

I mention these exemplary studies to bring to the fore that terms like trauma and practices 

of measuring PTSD have been early on an integral part of everyday experiences of war and 

humanitarian assistance in northern Uganda. The circulation of these measurement instruments 

suggests that PTSD constitutes a model that travels from one post-conflict setting to another 

(Behrends, Park & Rottenburg 2014). Understanding PTSD as a travelling model stresses that 

translation is more than a linguistic operation. In the case of PTSD, a set of instruments, models, 

and ideas gets translated into a particular setting stabilising a specific conceptualisation of trauma 

as PTSD. 

In the case of northern Uganda, PTSD is translated under circumstances that are less than 

ideal and are moreover ignored by the apparatus of mental health promoting ideas of evidence-

based medicine. As Dolan writes, the experience of violence is far more ambiguous than the 

language of scientific objectivity deployed in trauma projects. The boundaries between mental 

health research and its research objects, between perpetrators and victims, between conflict and 

humanitarian assistance lack the moral clarity expected of it. To quote a longer passage: 

If your whole world has become the torture chamber, then 

determining a clear beginning becomes hard (…). Forcible 

displacement prior to an act of individual torture does not just render 

the victim more susceptible to PTSD symptoms after such an act, it is 

a part of the torture process itself. Just as the beginning is hard to 

pinpoint, so is the end. What people experience and the symptoms 

they exhibit can barely be described as post-traumatic, as for most 

people there is no end to the circumstances, which caused the 

trauma. Whereas the aid workers in war zones are sent on R and R 

(Rest and Recuperation), there is no such respite for the population 

at large. From this point of view to use the term post-traumatic stress 

to describe what is happening inside the war zone can itself be seen 

as part of a structure of denial, or at least a refusal to acknowledge 
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that there is no 'normal' or pre-traumatic situation to revert to. 

(Dolan 2009: 14, my emphasis)  

The passage highlights that the circumstances of ordinary life in IDP camps under which 

people experienced trauma did not have a clear beginning or end. The prolonged state of disorder in 

the aftermath of war escapes the language of mental health, which divides everyday life into a 

discrete number of conditions and events to be measured as PTSD. Moreover, mental health 

research focused on specific conditions implicitly presumes that its instruments are deployed under 

‘normal circumstances’—necessary for ensuring that methods can be replicated and that findings 

are not biased. As I show in the following ethnographic part of this paper, the implicit assumption 

that knowledge about disorder is produced under normal circumstances is conflated with the 

ordinary circumstances of everyday life in Uganda shaped by the large number of donor projects in 

the country (Whyte et al. 2013, Meinert & Whyte 2014).  

 

Not plain PTSD 

In July 2011, I visited several hospitals in northern Uganda to conduct interviews with patients on 

HIV treatment in the course of my research on the logistics of antiretroviral medicines in various 

Ugandan districts. The interviews were conducted with the help of Joyce Akol who had worked as 

an interpreter for several research projects in northern Uganda. Our visits to HIV care and 

treatment programs always followed the same procedure. We made contact with the officer in 

charge of the hospital the day before our visit and asked for permission to conduct interviews. At 

the hospital we would first introduce the project and describe the research questions before 

interviewing patients. 

One of these visits took place at a hospital close to the border of South Sudan. After 

introducing our research question on the availability of HIV treatment, the clinical officer in charge 

provided us with a room to conduct interviews. He immediately directed a group of women to us. 

We decided to conduct a focus group discussion instead of individual interviews that would delay 

them from returning home. In 2011, HIV treatment had been rapidly rolled out in the whole 

country and, in spite of serious stock-outs in the previous years, the supply of antiretrovirals had 

stabilised and our interviews focused mostly on patients’ past experiences of stock-outs. Before we 

could pose our questions on the availability of antiretroviral medicines, we noticed that one of the 

participants of the focus group, whom I call Grace, looked restless. Grace was incessantly rubbing 

her arms as if she felt uncomfortable. We stopped the focus group discussion immediately and 

Joyce asked Grace in Luo if she was not feeling well. Grace started to talk non-stop to Joyce for 

more than one and a half hours. During this conversation, she would turn her head towards the wall 

to hide her tears. Joyce just listened and at times interrupted her to ask a question to understand 

better or to translate for me.  

Grace stayed in Palaro, between Gulu town and the hospital where we were seated. A 

soldier from the Ugandan army had taken her as a wife at the age of fourteen while she was living 

in the IDP camp. She produced five sons and one daughter. During her fifth pregnancy, she was 

diagnosed with HIV and started to take Septrin, which is prescribed as prophylactic treatment 

before patients start antiretrovirals. She told her husband to go for a test, too. He refused and started 

to beat her and steal her Septrin. She would try to hide it, but he would always find the pills. At one 

time she even stopped coming for her refills, because it seemed to be useless. Yet, these drugs were 

meant to save her life, as she told us. The birth of her last son was a nightmare. She almost died on 

the way to the health centre. Her husband had refused to take her to the hospital and she had to 

crawl the last miles until she could pay somebody 500 Uganda shillings, about 0.14 US dollars, to 
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drive her to the hospital. Then her husband left her and her children. During this period, she heard 

that he was staying in Gulu with another woman and taking antiretrovirals from Gulu. 

Then two years ago he suddenly returned and demanded sex. She first refused. Then she 

became pregnant again and gave birth to a daughter, also HIV positive. Her husband brought his 

other wife to settle on the land she was using. So Grace left and moved to her parents’ place. But 

her brothers told her she should stay with her husband. They would come during the night and steal 

from her garden. She would quarrel with her brothers although they had left already and she was 

alone in her hut. Then she would quarrel with herself. She could hardly sleep these days. Her eldest 

son, twelve, dropped school to dig in the garden and feed the younger ones. She constantly worried 

about her children. She thought of moving to Gulu to do casual labour. But it was not easy to move 

to Gulu with six children. She thought of suicide, but who would take care of her children? Joyce 

and I could not help other than by asking her if she was receiving any support to ‘get some rest’, 

which she denied having. When she wanted to leave and return home quickly, we gave her some 

money to pay for transport. 

Grace was not receiving psychosocial support when we met her. Her case may corroborate 

the need to expand the coverage of mental health services in northern Uganda, embark on 

sensitisation campaigns, and screen the population more systematically. However, I mention Grace 

not to support or object to mental health care, but to draw attention to the circumstances under 

which people get screened, diagnosed and treated for certain conditions, or are neglected. 

Furthermore distinguishing these circumstances from other statistical terms like determinants, 

conditions, or stressors provides insights into the workings of the mental health apparatus.  

Her story differs remarkably from the findings presented by Roberts and others above in 

their study on health determinants in northern Uganda. Yet her experiences were not unique among 

the women we interviewed later on. Their experiences of everyday violence contrasted with the 

narrower definition of war-related violence underlying common understandings of PTSD. There 

was no single clear-cut traumatic event resulting from armed conflict. Rather, Grace described her 

worries, sleepless nights, and hopelessness as a series of events prolonging the state of disorder in 

her life. 

There is a controversy in mental health research concerning what counts as causes of PTSD. 

The anthropologist Allan Young in his work on PTSD among Vietnam veterans describes how 

psychiatrists’ assessments of PTSD were centred around practices of distinguishing between false 

or complicated cases, on the one hand, and cases dubbed as ‘easy diagnosis’ readily meeting the 

case definition of PTSD, on the other (Young 1995: 149). Similarly, health professionals in 

northern Uganda describe those latter cases as ‘plain PTSD’, which suggests that in practice the 

diagnosis of PTSD is often more difficult. A case of plain PTSD evinces a clear causal relationship 

between the experience of war-related violence and a state of mental disorder, which contrasts with 

the many circumstances manifesting as a state of disorder exemplified by Grace. It was not one 

single traumatic event that emerged in the conversation with Grace, but rather an array of 

traumatising events. There was neither a temporal nor a causal order but many ruptures and breaks 

in her narration of violence. Her experience of the IDP camp, the abusive husband, the HIV 

infection, and the fighting over land9 had accumulated over the years reaching a point where her 

life had become unliveable. 

The psychiatrists Miller and Rasmussen argue that ‘stressful social and material conditions’ 

should be included in the assessment of PTSD and other mental disorders (Miller & Rasmussen 

2010). The authors define these conditions as ‘daily stressors’, comprising poverty, the loss of 

livelihood, and the unbearable living conditions in IDP camps—a definition that seems to explain 

Grace’s state of disorder. The psychiatrist Frank Neuner, who conducted extensive mental health 

                                                           
9 None of these experiences, except her forced marriage during the era of IDP camps, are directly related to war. Yet 

there might be correlations; for instance land conflicts in northern Uganda have been on the rise after people returned to 

their homes (Obika & Mogensen 2013, Lenhart 2013). 
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research with former abductees in northern Uganda, questions the practical implications of 

addressing all these daily stressors (Neuner 2010). According to Neuner, mental health research is 

far too influenced by the latest donor fashions instead of focusing on what professional 

psychiatrists can realistically achieve (Neuner 2010: 1343).  

Grace’s experiences were extreme but not unique in post-conflict northern Uganda. These 

experiences highlight the necessity of bringing the circumstances prolonging states of disorder into 

fuller view. Medical anthropological contributions to an understanding of the current expansion of 

medical research in African countries point out that these circumstances accrue from weak public 

health infrastructures lacking proper diagnostic technologies and medicines (Feierman 2011, 

Livingston 2012). Moreover, these patchy health infrastructures essentially include newer global 

health interventions embracing particular diseases, providing resources for these diseases, and 

establishing whole infrastructures of specialised care, while other diseases and public health care 

are ignored (Pfeiffer & Chapman 2010, Whyte et al. 2013; 2014; Meinert & Whyte 2014, Prince & 

Marsland 2014, Geissler 2015). 

The experiences underlying Grace’s state of disorder intersect with the projectification of 

health care, which Whyte and Meinert elaborate on concerning the expansion of HIV treatment 

(Meinert & Whyte 2014). The HIV treatment programme that Grace attended was funded by an 

international donor agency offering HIV services twice a week. In contrast, the mental health day 

was a late introduction at the same hospital and was held on another day of the week. The number 

of PTSD cases recorded in the register books was much lower than expected. The majority of 

‘mental health’ cases were epilepsy, followed by bipolar disorder, a pattern found across most 

hospitals in northern Uganda. In contrast to the antiretroviral therapy programme of the hospital, 

the mental health clinic did not receive any ‘NGO support’ as the psychiatric nurse told us. Anti-

depressants were regularly out of stock. The mental health clinic lacked reference books. Fuel to 

transport severe cases to Gulu Hospital or visit families of the mentally ill was lacking. Yet these 

HIV treatment and mental health service were provided by the same hospital. Good mental health 

services were instead provided outside the public health system by various NGOs specialised in 

psychotherapy, but were limited in their capacity. 

According to the nurse and other mental health practitioners in northern Uganda, a major 

reason for the low attendance at mental health clinics is that the signs and symptoms of PTSD first 

lead people to traditional healers and churches, which may be effective under certain 

circumstances. However Grace’s case points toward a quite mundane reason, namely, that 

attending the hospital takes time and costs money for transport. Such costs are undertaken in life 

threatening conditions such as shown by the birth of Grace’s youngest child. This does not mean 

that trauma and PTSD are harmless conditions or that mental health services are completely absent 

in northern Uganda. Rather it is to suggest that these conditions are bound up with the production 

of order and disorder by donor assistance. 

 

Testing the Translation of PTSD 

In this section I elaborate on the circumstances shaped by the projectification of health care by 

examining the measurement of PTSD. After my research on HIV treatment, where I had met Grace, 

I participated in a collaborative study on chronic treatment in northern Uganda the following year 

in 2012 (Whyte et al. 2015). This study examined the visibility of PTSD, depression, diabetes and 

hypertension among out-patients in northern Uganda. Within this collaborative study we counted 

25 non-governmental organisations providing mental health services and conducting applied 

mental health research. Some organisations were specialised in the provision of psychotherapy for 

PTSD patients like the Alderman Clinic at Gulu Hospital funded by a philanthropic organisation 

from the US. Other organisations were providing psychosocial support. Still other organisations, 
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for example the Association of Volunteers in International Services, were addressing PTSD within 

their projects on economic recovery and sustainable livelihood. Finally, a variety of mental health 

research projects conducted surveys on PTSD on a regular basis. 

Most of these projects based their intervention and surveys on instruments to measure and 

assess PTSD (see Figure 1 below). As mentioned above, a widely used blueprint is the Harvard 

Trauma Questionnaire based on the Diagnostic and Statistical Manual of Mental Disorders, which 

is often combined with the John Hopkins Symptom Checklist-25 to measure depression. In 

practice, there is a great diversity of tools. Other organisations prefer questionnaires based on the 

ICD10 classification system of the World Health Organisation. Furthermore, trauma projects 

pursue different research interests such that tools are adjusted to the research objectives or require 

the collection of additional demographic data. The tools themselves are relatively cheap compared 

to other diagnostic equipment. The questionnaires are basically photocopies, which are easily 

reproduced for screening large populations.10 Time for administering these questionnaires is the 

most important cost. Moreover, the administration of these questionnaires requires a clinical 

professional. These instruments allow for the screening of large populations, but do not replace a 

diagnosis by a medical doctor. An interviewed person is considered to be at high risk of PTSD 

when the score of the answers passes a predefined threshold. That person has to be referred to a 

hospital for a proper diagnosis.  

 

Figure 1: Questionnaires  

These two questionnaires are examples of the instruments used to collect data during the 

collaborative research on chronic medication. The questionnaires were also translated into 

Luo. Responses on each question item were weighed and allowed the calculation of a final 

score. 

Project:___________________ 

Participant code: _________________________  Interviewer:_________________________ 

Date:_______________________ Place of Interview:_________________________________ 

 

The Harvard Trauma Questionnaire—Parts I and IV 

Instructions 

We would like to ask you about your past history and present symptoms. This information will be used 

to help us provide you with better medical care. However, you may find some questions upsetting. If so, 

please feel free not to answer. This will certainly not affect our treatment. Your response will be kept 

confidential. 

Part 1: Traumatic Events 

Please indicate, by answering ‘yes’ and ‘no’ whether you have ever experienced (E), witnessed (W), or 

heard stories (H) about any of the following events 

 

Trauma event experienced Experience

d 

Witnessed Heard 

stories 

Never 

1. Lack of food or water     

                                                           
10 The Harvard Trauma Center charges a fee of 130 US dollars on its website for the complete manual, which will be 

distributed in the form of a CD. However, beyond this fee, I believe, there are no other cost aspects involved as in the 

case of health assessments by other diagnostic technologies like Rapid Diagnostic Tests for malaria, microscopes and 

so on.  
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2. Lack of housing or shelter 

3. Unnatural death of family 

member or friend 

4. Murder of family member or 

friend 

5. Being close to, but escaping, 

death 

6. Ill health without medical care 

7. Witnessing the murder of 

stranger(s) 

8. Tortured or beaten 

9. Forced separation from family 

10. Being abducted or kidnapped 

11. Made to accept ideas against 

your will 

12. Serious injury 

13. Forced isolation from other 

people 

14. Being in a war fighting 

situation 

15. Imprisonment against your will 

16. Rape or sexual abuse 

 

Part IV: Trauma Symptoms 

Instructions  

The following are symptoms that people sometimes have after experiencing hurtful events in their lives. 

Read them to the person being interviewed and circle the number that best describes how the 

respondent has been feeling in the past week using the following scale: 1 = not at all, 2 = a little bit, 3 

= quite a bit, 4 = extremely. 

 

Trauma symptom not at all a little bit quite a bit extremely 

Recurrent thoughts or memories of the 

most hurtful or terrifying events 

1 2 3 4 

Feeling as though the event is 

happening again 

1 2 3 4 

Recurrent nightmares 1 2 3 4 

Sudden emotional or physical reactions 

when reminded of the most hurtful or 

traumatic events 

1 2 3 4 

Feeling detached or withdrawn from 

people 

1 2 3 4 

Unable to feel emotions 1 2 3 4 

Avoiding doing things or going to 

places that remind you of the traumatic 

or hurtful events 

1 2 3 4 

Inability to remember parts of the most 1 2 3 4 
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traumatic events 

Less interest in daily activities 1 2 3 4 

Feeling as if you don’t have a future 1 2 3 4 

Avoiding thoughts or feelings 

associated with the traumatic or hurtful 

events 

1 2 3 4 

Feeling jumpy, easily startled 1 2 3 4 

Difficulty concentrating 1 2 3 4 

Trouble sleeping 1 2 3 4 

Feeling on guard 1 2 3 4 

Feeling irritable or having outbursts of 

anger 

1 2 3 4 

 

 

The validation of these instruments plays a critical role since a false assessment of PTSD 

has far-ranging implications for the respondents. An instrument is considered to be scientifically 

valid if questions on the exposure to traumatic events yield the same responses in any language. In 

the case of northern Uganda, questions translated from English into Luo need to yield the same 

response as in any other possible language. The validation of tools is a test of whether questions on 

the exposure to trauma were translated correctly. This test occurs in two steps. First, the questions 

are translated into Luo. Secondly, the items are ‘back-translated’ from Luo into English to test the 

correctness of the translation. The first translation requires a bilingual expert. The back-translation 

requires someone who is not familiar with the original questionnaire. In most cases this will be an 

informant from the target population. Finally, the ‘concordance’ of these two translations is 

evaluated and measured. Each of these steps can be refined to eliminate subjective interpretations 

and thereby increase the objectivity of PTSD measurement. 

During our collaborative research project on chronic treatment, we—Morris Ojara and 

George Odong, two fourth-year medical students, and myself—attended a mental health clinic day 

at a health centre. The day of our visit happened to be very busy. The AIDS Support Organisation, 

known as TASO, which is one of the largest providers of HIV care and treatment in Uganda, was 

running an outreach on that day and a large group of patients had gathered around a tent in the 

compound. Construction work was going on at the back of the health centre building.  

In addition, a non-governmental organisation specialised in psychotherapy had come for the mental 

health day to assist the health staff. Moreover, this NGO had brought a researcher from Kampala 

whom I will call Jeanette, to run focus group discussions in order to validate the measurement 

tools. Finally, our team was looking at the records on PTSD, depression, hypertension, and 

diabetes.  

During our stay at this health centre, I talked to Jeanette, who explained that she had come 

to see if her organisation was ‘getting the numbers we want to reach in these communities’. When I 

asked her about the low number of cases of PTSD opposed to the large number of cases of 

epilepsy, Jeanette immediately explained: 

That is why we measure. If we realise that the communities are 

mostly affected with epilepsy, then we would not completely pull out, 

but we would reduce the number of outreaches. We need to get the 

effect we want. The outreaches help us to get to know that patients 

with PTSD or depression are traumatised. We gauge that health 

centre. Like for instance in Arua District and at the first outreach 
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that had been suggested at Adjumani. But most of the patients there 

have epilepsy. So we are now changing the direction to the refugee 

settlements. That is where most of our patients are traumatised.  

Jeanette had come to the health centre to validate the instruments used to measure PTSD. 

These instruments had been translated into Luo with the aim that patients would at some point 

administer the tools themselves. Since she did not speak Luo, as she told me, her colleagues from 

the local NGO were running the validation of the tools. Luo questions were translated into English 

and then back into Luo by the participants of two focus group discussions. 

After a couple of consultations, the social worker, whom I will here call Dennis, began with 

the validation of the translation by randomly inviting twenty patients for the focus group 

discussions. During one of the discussions, the newborn of a young mother was continuously 

coughing and had difficulty breathing. Jeanette interrupted the focus group discussion and asked if 

the young mother with her coughing son should not see a doctor. But no health worker was present, 

as the NGO was running its mental health day and Dennis was a social worker. Dennis looked at 

her and searched for the patient records. The mother had come with her newborn a week ago. Her 

three-week-old son had been coughing and had refused breastfeeding. She had presented the 

complaints to the clinical officer who diagnosed a respiratory tract infection. The clinical officer 

gave her a prescription of erythromycin syrup and paracetamol. As the young mother told us, the 

medicine had been out of stock at the health centre and she had to buy them at a local drug shop. 

Over the last days, her son was only ‘suckling a bit’, and there was no improvement. So she 

returned with her son and her younger sister to see the clinical officer, who was not present on this 

day; instead she ended up in a focus group discussion. It happened that Kenneth Okello from our 

research team had conducted his internship as a medical student at this same health centre a few 

months ago. He immediately admitted the mother and the son, prescribed antibiotics, and wrote 

detailed instructions for the nurses. Jeanette felt extremely sorry and gave the sister of the young 

mother 20,000 Uganda shillings for transport. 

After the focus group discussions were over, another female participant remained seated. 

She did not move and was sweating. She suddenly started to cry. She was pregnant and had been 

bleeding. Dennis immediately called Kenneth again, who came and made a preliminary 

examination and admitted the women to the in-patient ward. The bleeding had started the day 

before with clots and lower abdominal pains. No vomiting. She felt dizzy. She had sat throughout 

the whole focus group discussion without asking for help. It was her sixth month of pregnancy and 

it may have been a miscarriage. 

For the validation of the instruments any random patient could have been selected. Yet two 

of the patients had come to the hospital for acute problems and needed immediate care. Kenneth 

Okello’s swift intervention raises the question about the many contingencies and uncertainties that 

characterise an ordinary health facility day. And more importantly, the measuring of PTSD is 

influenced by the frequent lack of staff and the large number of projects at this health unit. 

It is important not to mistake these circumstances for determinants or stressors causing 

PTSD. Instead these experiences form the existential ground of everyday life. Mental health 

research wrongly presents itself as independent of such circumstances in its use of words, numbers, 

and technologies. Under ‘normal circumstances’ the focus group discussions could have been 

routine. However, the exceptional circumstances described above are the rule at Ugandan health 

facilities. Social workers like Dennis fill in for the notorious lack of health professionals at 

government hospitals. The contingency of health service delivery experienced during an ordinary 

day also includes Kenneth’s improvising care in the absence of an ultrasound machine and other 

diagnostic equipment to confirm his initial diagnosis. 
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Prolonged Disorder 

I presented two cases on trauma in this paper to exemplify the circumstances under which people 

experience trauma, which essentially includes the broader humanitarian apparatus. In both cases, 

the circumstances make a life unliveable and moreover reproduce the trauma that characterises the 

prolonged state of disorder in the region. It is not my aim in this paper to ask if the term PTSD is 

applicable in the context of northern Uganda. Nor do I want to question the need for mental health 

services in northern Uganda. Instead, I wish to draw attention to the fusion of words and languages 

in the everyday experience of violence, which opens a range of questions about the translation of 

trauma into the scientific language of PTSD. 

Both cases also describe ordinary but exceptional hospital days, where everyday routines 

make disorder visible. Following Wittgenstein, I examined how instruments used to measure PTSD 

are validated by looking at the circumstances under which the concept of PTSD is used. In contrast 

to Wittgenstein’s philosophical argument, this paper focused on less ideal conditions characterising 

the health system in northern Uganda. I juxtaposed the two cases assuming that they show us more 

about the inner workings of the apparatus of mental health. The circumstances making life for 

Grace unliveable contrast with the imagination of plain PTSD cases and the methods used to assess 

these cases which all presume a temporal and causal order between the exposure to violence and 

the development of mental disorders. By contrast the prolonged state of disorder presented by 

Grace was unordered and more importantly included the living conditions created by the 

projectification of health care. In the second case, I suggested that the validation of instruments for 

measuring PTSD tells us more about the scientific language of PTSD than the actual measuring 

itself; and more importantly how states of disorder are prolonged by the projectification of health 

care.  

Circumstances just seem to happen and viewed from any particular situation none of them 

could have been anticipated. The exceptionality characterising an ordinary health facility day gives 

an idea as to how states of disorder are prolonged, how the simplicity conveyed by the language of 

PTSD creates misrepresentations, and how these misrepresentations inflict physical injuries on 

people’s lives. They remind us of Walter Benjamin’s famous thesis on the concept of history: ‘the 

tradition of the oppressed teaches us that the “state of emergency” in which we live is not the 

exception but the rule’ (Benjamin 1986: 257). In paraphrasing this thesis we may need to attain a 

conception of science ‘that is in keeping with this insight’ (Benjamin 1986: 257). That is, a 

conception of science that acknowledges the exceptional and often unexpected circumstances under 

which people seek care and provide help.  
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Abstract 

Forgiveness, its presence or absence, its significance for individuals, communities, justice 

and international relations, is central to conflict management, resolution and recovery 

discourse. It comes sharply into focus for communities emerging from armed conflict and 

civil strife in seeking to ensure people’s homes and communities become places where there 

can be reasonable expectation of safety, trustworthiness and personal development. The 

relationship between forgiveness, mental health and well-being is complex not least because 

of the difficulty of definition and applications of the concept across a variety of fields 

involved with mental health, sociology, anthropology, theology and politics. This paper 

explores key psychodynamic issues to highlight confusions that arise and discusses their 

implications for the personal experience of those who have been victims. The place of 

maturational/reparative processes and a facilitating environment are described and explored. 

Conceptualisations of forgiveness that implicitly or explicitly place an emphasis on 

‘choosing to forgive’ are challenged and the possibility of these compounding victims’ 

difficulties discussed. 

 

 

Evidence from different social, cultural and national contexts has been presented to support the 

existence of a relationship between forgiveness and improved physical and mental health (e.g. 

Ovuga et al. 2011; Toussaint et al. 2014; Gangdev 2009; Luskin 2010). Some authors have argued 

that the relationship is one of correlation, others explicitly or implicitly suggest a linear/causal 

relationship, e.g. ‘forgiveness is not only a virtue and a moral act, but it also has therapeutic 

potential’ (Gangdev 2009); ‘a lack of forgiveness may be an important predictor of psychiatric risk 

among survivors of human rights abuses’ (Kaminer et al. 2001:377); ‘Attainment of Positive 

Mental Health Through Forgiveness in Northern Uganda’ (Ovuga et al. 2011). Some see it as a 

specific focus for psychological therapy, e.g. Google Scholar search of ‘Forgiveness Therapy’ 

produced 828 hits and a simple Google search, 27,100 (8th June 2015); others see it as an outcome 

of successful therapy rather than a focus (Smith 2008). Forgiveness has been a major topic in post-

conflict northern Uganda following 20 years of insurgency and civil war combined with the 

consequences of prior political conflict. It has given rise to locally-based interdisciplinary work 

from a moral, cultural and political perspective involving international collaborations such as the 

Forgiveness Project (ENRECA 2012).  

My own work as a Child and Family Psychiatrist and Psychotherapist in England across 

four decades has involved the clinical exploration of emotional, physical and sexual abuse, its 

causes, impact and consequences. Increasingly the direct and indirect consequences of violence for 

Displaced People arriving here as refugees and asylum seekers has also featured. Since 2011 I have 
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been visiting Gulu University Medical School and Gulu Regional Referral Hospital as a member of 

an educational collaboration; this has included working with mental health staff whose patients 

include some who have suffered extreme violence and some who have perpetrated these acts. 

Working with the victims of profound transgressions, whether in the context of their intimate 

relationships, community, regional or international events, has directed me to thinking more deeply 

about the significance of forgiveness and un-forgivingness at an individual, interpersonal and 

societal level. This article explores the relationship between forgiveness and mental health from a 

psychodynamic perspective using clinical observations derived from my work in both the UK and 

northern Uganda. 

 

Forgiveness—Well-defined or Elusive? 

The lexicon of forgiveness discourse is complex. The Oxford English Dictionary’s (OED 1971) 

defines ‘forgive’ as ‘Pardon (an offence); cease to resent or claim requital for; give up resentment 

against a person’ [author’s italics]. The italicised words emphasise a central conundrum when 

considering the dynamics of emotional life and relationships. If something ceases, it simply stops; 

there are no implications regarding causation or agency. To ‘give up’ does imply agency. However, 

Smith (2008: 7) describes how there has been ‘[an historical] trend toward viewing forgiveness as a 

passive process or description of something that is not felt’. The OED further describes forgiveness 

as: ‘The action of forgiving; the state of being forgiven.’ The former indicates a process or event in 

which a victim is the source, the latter a consequence for an offender.  

In the arena of mental health Gangdev (2009) confidently defines forgiveness as the 

‘releasing or foregoing of bitterness and vengeance by a victim toward the perpetrator of an 

offence, while acknowledging the seriousness of the wrong.’ Toussaint et al. (2014: 2) cite Enright 

and colleagues’ (1998) definition: ‘the release of negative—and the potential enhancement of 

positive—feelings, emotions, and behaviors toward an offender.’ How one defines 

‘positive/negative feelings’ is debatable in terms of what may be considered virtuous, justifiable, 

socially desirable or ego-syntonic (see below).   

In this article I will argue that fundamentally different approaches arise from whether one 

understands the processes of forgiveness as active, passive or emergent from a complex admixture 

of these. Further consideration will also be given to distinguishing personal experiences of the 

emergence of ‘forgiveness’ and events in the interpersonal, community or societal arena in seeking 

to create a better state for the majority of people. 

 

The Psychodynamic Framework 

Psychoanalysis and applied psychodynamics are founded on conceptualisations of: 

- A personal ‘internal world’  

- in which there are conscious and unconscious processes,  

- whose mechanisms and dynamics are manifest at the personal, interpersonal and societal 

level 

- and influenced directly and indirectly by internal and external events. 

Freud’s original description was of developmental phases shaped by personal, physical, 

social and cultural experiences, which, in turn, influence subsequent development. This does not 

imply development along ‘genetically predetermined’ pathways. Rather, the theory describes the 

emergence of identifiable common constellations given an ordinary range of genetic endowment 

and a sufficient level of physical and relational provision. This is more succinctly described by 

Winnicott’s (1963) phrase: ‘The maturational processes and the facilitating environment’. 
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Psychoanalytic theory is consistent with the newer field of Complexity Theory (see e.g. 

Johnson 2002), which describes how recognisable, consistent patterns arise through the 

‘Participative emergence of form [which is] the process by which the various constituents of a 

complex system contribute to the maintenance or change of that system (...) The resultant form may 

or may not be that which was intended.’ (Tan, Sutton & Dornan 2010: 5). An individual’s inner 

world and external environment are agents, agencies and products of a complex system in which 

the magnitude of effects cannot necessarily be predicted from the magnitude of the elements 

relative to each other. The movement from childhood to adulthood in stages is an example of the 

participative emergence of form. The expectation of patterns of recovery after injury (whether 

physical or psychological) or in therapy can be seen as analogous and encapsulated as ‘the 

reparative processes and the facilitating environment’ to resonate with Winnicott’s term. 

A key element for Ovuga et al. (2011: 77) is the experience of a sense of control and 

agency: ‘our participants mostly attributed their decision to forgive to their own intrinsic agency.’ 

Agency and autonomy are interlinked but personal autonomy is not simply a matter of the ability to 

act (autonomy of action). It can be subdivided into  two further aspects—autonomy of will and 

autonomy of thought (Gillon 1985). Hence, a sense of autonomy and being able to act cannot be 

directly equated. Psychoanalysis emphasises how people may act without knowing why; even after 

careful consideration they may not be able to account for their actions. Thoughts and feelings may 

also come into conflict or a person may experience ‘having mixed feelings’ but still be left in no 

doubt about his own agency in any actions that follow.  

Mental states in which the sense of agency is disrupted can be deeply disturbing. They may 

occur in the course of everyday interactions as well as in major mental disorders. Psychoananalysis 

describes how events in intimate and wider relationships may be governed by unconscious 

processes in which the thoughts, feelings and actions of one person are fundamentally influenced 

by the emotional and mental state in another person (countertransference and projective 

mechanisms). Most often the recipient of these projections does not consciously register what is 

happening but finds himself with feelings and thoughts, or acting in ways, which do not feel 

congruent with his sense of himself; he may even think ‘what’s got into me?’ Actions carried out in 

this context are therefore ‘under the influence’ of the relationship but the person will still be held 

accountable for them. 

The discourse of forgiveness is often couched in terms of free will with its corollary, ‘free 

won’t’, e.g ‘To hold someone or something in the heart meant to be blocked by resentment and 

anger, fixed on something in the past (...)’ [authors’ italics] (Ovuga et al. 2011: 77). A 

psychoanalytic re-formulation might say: ‘To hold someone or something in the heart meant to be 

blocked by resentment and anger, fixed by something in the past (...)’. Similarly, ‘the memories of 

past wrongs had been held in their hearts’ [author’s italics] (ibid.: 77) can be changed to ‘lodged in 

their hearts’. The implications in terms of accountability or culpability are very different. If 

someone does not feel forgiving and does not experience ‘well-being’ is she failing through an act 

of will and to blame for her state of lesser well-being? But if something has her in its grasp, 

preventing her from achieving this state-to-be-aspired-to, then it can be seen as another, possibly 

inevitable, consequence of the acts committed against her. 

Smith (2008), a psychoanalyst, discussing forgiveness, summarises the complexity: ‘(...) if 

we take an ambiguous term that refers to a conscious endeavor and try to explain its unconscious 

roots, it would seem we might be asking for trouble.’ However, not to engage with this complexity 

can have dire consequences for individuals and their communities. In psychoanalytic terms 

believing in one’s agency and control can be a powerful defence against and support through 

profoundly disturbing feelings of powerlessness—even if the belief is an illusion. 

These preliminary points give rise to four key questions that will be examined in this paper: 
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- Is ‘Forgiveness’ a driver of change, a target to be aimed at to attain mental health/well-

being or is its presence a marker of healthy change? 

- Does ‘Forgiveness’ result from acts of will or does it emerge when a variety of processes 

interact? 

- What is necessary and sufficient to attain a state of forgiveness? 

- What is the relationship between individual experiences of ‘Forgiveness’ and wider societal 

and relational processes that promote ‘Forgiveness’? 

 

Forgiveness in the Clinical Context 

What is healthy or unhealthy? 

Clinical example 1 

A clinical paper presented at a conference included a family therapy session attended by a 

father who had sexually abused his daughter. He was not allowed to live with his family but 

the rehabilitation was being considered and family reunification appeared to be the 

therapists’ aim. Crucial for this was that father apologised and ‘took responsibility’. A 

video-clip was shown in which he apologised directly to his daughter. Alongside this the 

child’s wishes were to be taken into account in deciding whether father could return home: 

could she/would she accept his apology and forgive him? The video showed father asking 

for forgiveness. There was then a period of silence awaiting her response. 

I was incensed by what I believed was an anti-therapeutic process. A child was in 

effect being asked to take responsibility for the whole family. Father was presented as 

having ‘discharged his responsibility’ by apologising. But this did not truly establish 

whether he could ‘fulfil his obligations’ to his daughter and behave responsibly in her 

continuing care and protection. Although her safety was the stated aim, the decisive factor 

was to be her ability or inability to be forgiving—a heavy burden for someone of any age. 

Adults were abdicating responsibility for making decisions about her safety and welfare, 

placing this judgement on inexperienced, vulnerable shoulders. I was able to voice my 

indignation and the reasons for it to the principal author during the plenary and 

afterwards. My points were accepted as totally valid and central to practice. 
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Clinical example 2 

I was consulting to social workers caring for six siblings who had been present at the 

killing of their mother by their father. Father was in prison pending his trial and great care 

was being taken in establishing a safe home for the children and supporting them in their 

schools and nurseries. One of the older children, Sandi, was very vocal in repeatedly 

stating her father had been punished enough and should be let out. She wanted to see him. 

The social workers and I decided that we would take the older children to visit father in 

prison if we felt they could cope. In the next few months we made a number of visits. 

Father’s trial finally took place after nearly a year; he was found guilty and 

received a life sentence. We were then able to state to the children unequivocally that he 

would be in prison throughout their childhoods. In the subsequent child psychiatry 

consultation, Sandi told us that she did not want to see her father again. She was able to 

explain that she had not felt able to say this before because she was afraid of what her 

father might say or do if he knew she did not want to see him. We told her that we would not 

arrange any further meetings and that we would tell him this was the decision of the 

professionals responsible for her care and protection. 

 

These examples illustrate the circumspection that is required in terms of seeking an 

expression of forgiveness or accepting an apparent statement of forgiveness as ‘positive’ in terms 

of the best interests of a vulnerable person.  

The next clinical example illustrates the problem of a particular form of wishing to forgive 

that may lead to the continuation of a disturbed state of mental ill health. 

Further positives and negatives of forgiveness 

Clinical Example 3  

Mrs T. was attending the child psychiatry clinic with her young daughter. In the course of 

individual sessions over a number of years, Mrs T. disclosed that she had suffered from a 

major eating disorder in adolescence with some persisting symptoms and continuing 

obsessive compulsive disorder. She also disclosed mistreatment by her parents in childhood 

which was continuing into adulthood. Despite this she continued to seek a better 

relationship with them, hoping they and she might gain a sense of well-being together.  

At various times I found myself thinking, ‘If she could simply hate them, maybe she 

would be able to get on with her life without them; her symptoms would reduce and she 

would suffer less.’ She wanted them to be the parents she had needed and still wanted, and 

was prepared to tolerate and/or forgive an enormous amount. She did not deny her anger 

or resentment. What appeared most destructive was that she would so readily ‘forgive’ 

continuing offences without ensuring her own physical and psychological safety and well-

being. Her need for her parents and an altruistic wish to help them be better parents was 

paramount. 

A combination of conscious and unconscious ‘splitting off’ of vulnerability served to 

protect something in Mrs T. that persisted in believing that they could be the trustworthy, 

not-in-need-of-forgiveness people whom she had longed for, loved and, at times, 

experienced. However her wish for them to be different, stemming from an unconscious 

belief that she could create them as the parents she needed, had only ever led to further 

disappointment and trauma.11 

                                                           
11 Further clinical material can be found in Sutton 2013: 71-75.  
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So ‘positive feelings’ can have adverse outcomes. Being able ‘simply’ to hate without acting 

towards anyone with ill will could be seen as a healthier outcome. This contrasts with Tourraint and 

colleagues’ (2004) summary: ‘Forgiveness has been conceptualized as an emotion-focused coping 

process or style that can help people manage negative psychological and emotional experiences 

(i.e. unforgiveness) evoked by interpersonal conflict and stress (...) it has been proposed as one of 

the more healthy options for dealing with adversity.’ For Mrs T., counterbalancing hatred with 

forgivingness maintained her in a dangerous position, which in turn perpetuated her psychiatric 

symptoms. Ultimately, Mrs T. needed to mourn the loss of the wished-for parents and forgive her 

parents for not being these people; forgiving them for their continued behaviour would be a step 

beyond this. 

To be driven by wishing to be forgiving can be considered pathological in a mental health 

sense if it is not based in adequate judgments about personal safety and the trustworthiness of 

others: ‘Fool me once, shame on you. Fool me twice, shame on me’. Becoming fixed in such a 

position makes the individual avoidably vulnerable to further adverse events at the hands of 

others.12  

The next clinical example further emphasises the danger of potentially over-simplifying 

what constitute ‘positive’ and ‘negative’ in terms of psychological experience. 

Clinical example 4 

Joe was ten years old when referred for aggressive outbursts. His history was of severe 

abuse and neglect. He had learning difficulties and was not usually able to express himself 

very readily or clearly. Through the course of a consultation he became more able to 

communicate and articulate what was important to him. His anger became more apparent 

and he was able to link this with specific historical and current events in relationships and 

the care he received. This was in contrast to the reports of him being emotionally restricted 

and verbally inhibited. I commented on how angry he sounded and felt. He simply said: ‘If I 

haven’t got my anger, what have I got.’ 

 

Joe’s anger and outrage manifested a very healthy aspect of him, in touch with the reality of 

his mistreatment, past and present, ensuring that he survived with a sense of physical and 

psychological integrity. An accepting relationship in which to talk about this enhanced his ability to 

use his verbal abilities and relationships. Behaviour considered undesirable in his everyday care 

was actually a manifestation of healthy anger. Winnicott (1956) refers to such processes as the 

‘Antisocial Tendency’, a manifestation of the preservation of a ‘True Self’ to contrast with the 

development of a ‘False Self’, which lives life as if failing care and protection is actually the care 

required. 

These latter two cases counterbalance a formulation of ‘anger and resentment [as] potential 

pathogens’ (Ovuga et al. 2011: 77) since they represent a wish for and determination to try and 

ensure the correct thing happens. Assigning psychological experiences as either positive or 

negative without full reference to their developmental and contextual significance may be harmful. 

In this context, the ability to hold a position of ‘negative culpability’ (Sutton 2013: 174 and 221), 

seeking to understand rather than to assign causation or apportion blame when confronted with 

uncertainty and anxiety, is essential to guard against precipitate judgements about the desirability 

or undesirability of different events or outcomes. 

                                                           
12 However, for some people, at certain times, it may be that there is a ‘fate worse than death’ such that the idea of a 

different way of being is intolerable. Although this paper presents an atheous consideration of forgiveness, it is 

interesting to consider the Biblical account of Christ on the cross that describes him as crying out: ‘Father, forgive 

them; for they know not what they do’ (Luke 23:34). Perhaps to die without forgiving or seeking forgiveness for the 

final actors in his crucifixion would have been a fate worse than death. 
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Duty and Personal Integrity 

Morality, health and unforgivingness 

Those who have achieved ‘Forgiveness’ as a state of equanimity can be inspirational figures: their 

lives and teachings may be examined and used as exemplars. However, inspiration may derive 

from and bring with it processes of idealisation: reality and fantasy become combined to produce 

chimeric figures. Desired elements are consciously or unconsciously selected; personal longings 

are added to them and edifices built which bear some relation to the original figure but obscure 

essential features. Clark (2013) warns of these processes: ‘Many African societies recovering from 

mass conflict have suffered from their romanticised portrayal as inherently forgiving and 

reconciliatory. These stereotypes usually come from foreign journalists and academics (…) [and] 

from some African leaders who prefer quickly moving on from the past to having to address the 

legacies of violence.’ In seeking to build a better future, desperation and aspiration may coalesce to 

produce fertile ground for the idealisation of ‘forgiveness’. 

It can take courage to admit to being ‘unforgiving’. In ‘The Futility of Forgiveness’, 

Richard Wilson (2012) writes about his experience in the aftermath of the killing of his sister in 

Burundi. It raised profound questions for him. ‘Was forgiveness an intellectual decision or an 

emotional state? Was it simply a psychological process or did it have a more abstract, moral 

dimension?’ Ovuga et al. (2011) implicitly address the moral aspect in their review of the 

forgiveness discourse, citing Heelas’s (1981: 3) description of ‘indigenous psychologies’ as 

‘contain[ing] advice or injunctions about the ways people should act, should feel (...).’ The use of 

the imperative ‘should’ demands further examination—is it authoritative and morally defensible or 

authoritarian and therefore morally indefensible? 

In Freud’s original Structural Model of the Mind, the Ego is the manifestation of that aspect 

of the self that ‘uses’ personal physical and psychological resources to manage the conflicting and 

competing pressures and demands arising from both the internal world and external world (see 

Sutton 2013: 16-19). Internal pressures can arise when the ‘simple’ wishes (‘urges’) of the Id to 

experience fulfilment and pleasure come into opposition with forces which are experienced initially 

as external prohibitions; the opposition may actually arise internally but be projected onto the 

external world. These prohibitions are incorporated into the emerging personality structure and as 

they become established as internal processes (inhibitions), the Super-ego emerges.  

With healthy psychological maturational processes and ‘good-enough’ experiences, the 

conflict between internal and external demands decreases, the more draconian, less reality-based 

forms of prohibition/inhibition decrease, and what was formulated as a ‘Superego function’ 

becomes an ‘Ego function’. Subsequently, a wish acted upon and fulfilled can be described as ‘ego-

syntonic’, if it does not disrupt the person’s general functioning. Although the Super-ego is often 

equated with the idea of ‘conscience’ and moral agency, this does not mean that what happens is 

necessarily a ‘good thing’ in a moral sense. Actions can arise without the individual being deemed 

morally responsible when defining certain states of mind as ‘illness’ such that a person has 

‘diminished responsibility’ or does not have ‘mental capacity’. But that does not mean they do not 

have a Superego. 

So does the word ‘should’ have any place in the discourse of mental health, well-being and 

forgiveness since to use it invokes a view which concatenates agency, thoughts, feelings and 

actions, placing an imperative to not-have thoughts, feelings and actions which it may not be 

possible for a person to not-have? 

One does not need to invoke a medical or psychodynamic model to challenge a position that 

presents forgiveness as a route to mental health. Richard Wilson (2012) describes meeting Julie 

Nicholson, a Church of England vicar whose daughter was killed in a terrorist bombing in London. 

She felt it necessary to resign as a priest because she did not feel forgiving of the terrorists. Wilson 
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describes Nicholson as being far removed from the stereotype of an unforgiving victim in telling 

him: ‘I don’t want revenge in any way (…). But neither do I believe that what happened is 

something (…) I should be forgiving. (…).To own an anger, to own real feelings and the 

immensity of the feelings—I would argue that in many cases it’s healthier than spending a lifetime 

trying to forgive something that you might do better just to lay to one side.’ 

Nicholson may encapsulate the second part of the OED definition of a victim: ‘(…) a 

person harmed as a result of his or her own action in seeking to attain an object, gratify a passion.’ 

For her to forgive would be ego-dystonic; but to be in a not-forgiving state was at variance with 

what she felt to be a fundamental requirement of the role of a priest. She did not feel she could 

extol others to be forgiving or be an exemplar so she resigned. She did not find ‘find happiness and 

success in life’ (Heelas 1981: 3) by the standards that she might previously have held (or others 

might have held in judging these), but she did achieve a state of moral and psychological integrity. 

Her position may also contradict that of Tourraint and colleagues (2014); for Nicholson accepting 

her ‘unforgivingness’ indicated health in terms of accepting her emotions and finding a place of 

‘better-being’ if not ‘well-being’. 

The Facilitating Environment and the possibilities of forgiveness 

So, is there no place for injunctions urging people to find it in them to forgive? 

Actions may have personal developmental consequences. Constellations arise in which an 

action may lead to an increased likelihood of its recurrence. This is analogous to the process of 

autocatalysis in chemistry. Usually in chemical reactions involving a catalyst, the catalytic 

substance is neither an agent nor a product of the reaction. However, in autocatalysis, the product 

acts as a catalyst causing increased reactivity and an increase in its own production. In mental life 

an experience can become ‘cathected’: the process becomes embedded and ‘takes on a life of its 

own’ in the developing personality and gratification of expressed impulses is the catalyst for their 

further expression. Internal and external processes that increase life-enhancing and prevent life-

diminishing outcomes of autocatalytic processes can therefore have advantage for personal and 

social development and recovery from trauma. 

Inhibiting the urge to harm others unless for self-protection seems reasonable and desirable. 

This requires a realistic expectation of present and/or future safety unless there is an ego-syntonic 

acceptance of being the recipient of harm.13 If an individual’s healthy inhibitory processes are 

permanently or temporarily impaired, the protection of others may lead to external restraints 

(metaphorical or literal) being placed on him and he may benefit from being prevented from doing 

something he might subsequently regret.  

Psychoanalytic theory emphasises the operation of unconscious elements but does not 

dismiss the idea of conscious choice. But as Smith (2008) describes, it is difficult to develop a 

language to communicate about how conscious choices and internal currents can limit or facilitate 

the creation of opportunities to deliberate upon and decide between different courses of action. One 

needs to juxtapose ‘forgiveness is just one of several approaches that individuals can use to cope’ 

(Tourraint et al. 2014) with ‘forgiveness is just one of several emergent states that individuals 

experience’. Neither does conceptualising a dimension or simple opposition of 

‘forgiveness/unforgiveness’ address the complexity. Such forms of conflict and ambivalence can be 

a consequence of the dynamic ‘love/hate’ perhaps tempered by ‘kindness’ as described by Philips 

and Taylor (2009), where awareness of the similarities between self and other guides behaviour 

towards minimising harm and maximising benefit for all. In a culture that exhorts forgiveness, a 

spontaneous expression of kindness could unwittingly be negated, making it apparently a 

consequence of obedience to authority rather than an expression of love for fellow humans. An 

authentic experience of forgivingness can be ‘stolen’ from its originator and set as an external 

                                                           
13 For a summary of the psychodynamics of safety see Sutton 2013: 86-89. 



 
44                                                                                                                                   JPSS, Vol. 2, No. 2, August 2016 

 

imposition—an ego-syntonic action potentially put in opposition to an archaic superego 

injunction—a heartfelt act of love undermined or even destroyed by dutiful obedience. 

The ‘Facilitating Environment’ in this sense will be one operating through the concrete and 

abstract expression of ‘healthy authority’ (as opposed to authoritarianism) manifest by consistent 

demonstrable trustworthiness and respect for basic human needs and rights. This will be 

recognisable in the culture and actions of individuals in their intimate relationships, wider family 

and community and in the justice systems and wider moral framework (whether humanistic, secular 

or religious). From a psychodynamic perspective, I would argue that of the five principles of 

sentencing—deterrence, rehabilitation, protection of the public, retribution, and symbolic 

denunciation—the latter two have least justification in terms of promoting mental health. 

Retribution may serve to fuel developmentally harmful aggressive impulses/patterns and model an 

acceptance of seeking to cause harm rather than promote safety. Symbolic denunciation may 

theoretically have unintended consequences by inducing further violence in some vulnerable 

perpetrators (see below). 

 

Forgiveness and Post-conflict States  

In taking a psychodynamic approach to forgiveness in the aftermath of civil war and insurgency 

one is examining the juxtaposition of an individual’s internal conflicts and the reality of danger 

from the acts of others being reduced even if not entirely eradicated. Despite the external world 

being relatively safe, the events of past external conflict remain alive because ‘If there is no 

certainty of safety from the perpetrator, living with fear means that inside (…) the attacks continue 

simply because they remain a possibility’ (Sutton 2008: 51). A state of hypervigilance may result. 

Defence mechanisms orientated towards the outside world but defending against internal states 

may be fragile in the face of objective or idiosyncratic external cues associated with the traumatic 

events.  

One constellation which may arise is the occurrence of flashbacks or intrusive thoughts and 

memories; these may be accompanied by temporary breakdown of reality testing in which the past 

is experienced and acted upon as being the present and the constellation constituting Posttraumatic 

Stress Disorder (PTSD) becomes manifest. This is a particularly important focus for mental health 

services in conflict and post-conflict zones. Since there is never any absolute guarantee of safety, 

recovery from PTSD requires a degree of reasonable confidence of judging safety and danger, 

which is a function of an individual’s mental apparatus and processes. In terms of intrapsychic 

dynamics, ‘post-traumatic’ requires the ‘internal reality’ of things being in the past and is not 

governed only by external events. If the experiences are re-awakened to a degree that is greater 

than the tolerance of the individual’s mental apparatus, states that are experienced in apparently 

safe situations may be traumatising. Hence what might be described psychiatrically as PTSD is 

better understood psychodynamically as ‘Compounded/Continuation Traumatic Stress Disorder’. 

To translate the implications of this into practice, consider the following hypothetical 

situation. 

A woman is re-settled in her home village having escaped the LRA on more than one 

occasion. She witnessed the events during which all her family and many others in her 

community were killed, others disappeared and her home, possessions and crops were 

destroyed. Soon after her return, another villager, a grown man, returns. As a child he had 

been abducted by the LRA and forced to be a child soldier. He had been one of those who 

had killed members of the community and destroyed homes on subsequent attacks and had 

been witnessed in some of this by the woman.  
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What might be the possibilities for each of these people? 

The woman may be fortunate. The combination of her own maturational/reparative 

processes and a facilitating environment may have helped her reach a state of healthy-enough 

functioning. She can feel safe-enough in and with the presence of the victim-perpetrator and able to 

function in an ordinarily sufficient state of vigilance, confident in her own ability to notice 

potentially adverse change and register if the trustworthiness of the man was compromised. She 

may even have attained that state of equanimity that includes ‘forgiveness’ and feels able to act 

‘positively’ towards him, and not simply tolerate his presence over which she has no control.  

Or might she be less fortunate, held in and by the grip of past events, continually reminded 

by her surroundings and by the sight and sound of one of those who committed the acts? Or simply 

plagued by the possibility that she might see or hear him if she goes out into the community—

plagued by the past even without going out? She may object to his presence, which some in the 

community view as a vengeful act and this leads her into dispute with those promoting re-

integration. In not having been able to lay the past to rest, might she then be seen as setting herself 

against the process of recovery because although the community ‘has offered a form of symbolic 

forgiveness’ she ‘[does] not fully rejoin the forgiving community’ (Luskin 2010: 5). Could this 

result inadvertently or deliberately in social exclusion in order to promote a policy of social 

inclusion through re-integration of offenders? Will she be seen as wilfully ‘harbouring’ grievance 

rather than being someone who continues to be held in the grip of the traumatic experiences and 

their sequelae? 

And what of the victim-perpetrator? What do re-integration, rehabilitation and recovery 

mean for him? What if the necessary and sufficient facilitating environment is not available to 

match his maturational and reparative needs? My colleague, Dr. Grace Akello, a medical 

anthropologist who has studied ex-child-soldiers in Gulu, has questioned the rehabilitative and 

therapeutic viability of re-integration (personal communication). The events that led him to his 

current situation will have been traumatic and may have been psychologically traumatising, causing 

developmental disruption and psychiatric symptoms. He may have equivalent difficulties to the 

fellow-villager since the situation acts continuously as a stimulus to stress, compounding disorder. 

Two psychodynamic processes are of particular relevance in this situation—identification with the 

aggressor and the consequences of shame. 

Identification with the aggressor (A. Freud 1936) is a defence constellation that results from 

the experience of having been the victim of violence. As with all such processes it is unconsciously 

determined, not consciously chosen, but results in behaviour that can give perverse pleasure in 

causing others to suffer in the way the person governed by the process did; there may be conscious 

espousing of the aims of the aggressor as well as the actions. Making such processes cease is 

complicated. It requires the avoidance of situations in which potentially vulnerable others are 

present in the immediate life of the person or at least the provision of external constraints on 

enactment of any associated impulses. Returning to a healthier emotional and relational 

developmental trajectory will present the person with his original vulnerability plus the shame that 

often accompanies such states. He may also feel shame about his past actions. No matter how 

vulnerable he was, he cannot be other than the person who carried out the actions. To truly know 

and own these aspects of self and integrate them consciously can be intensely distressing and can 

have catastrophic consequences. Gilligan (2000) has highlighted the potential for explosive 

violence when acute shame occurs in people whose management of violent impulses is 

compromised. Intertwined with this is what has been called ‘self-forgiveness’—‘the willingness to 

abandon self-resentment in the face of one's own acknowledged objective wrong, while fostering 

compassion, generosity, and love toward oneself’ (Enright 1996, cited in Gangdev 2009). [I would 

wish to substitute ‘ability’ for ‘willingness’ in this context.] 

Forgiveness as ‘the action of forgiving; the state of being forgiven’ (OED 1971) is not 

straightforward for either of our hypothetical victims. The outcome will be mediated by their 
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internal processes, founded on their earliest experiences and responses to their needs, in 

conjunction with their community’s resources. Social, economic and political pressures may lead to 

practices and procedures that could have unintended adverse consequences for them. Unless they 

are to be simply written off as suffering or even causing unavoidable ‘collateral damage’ such 

policies will need to be responsive, open to modification and remediation in their development and 

implementation if the aim is humane rehabilitation and reconstruction. 

 

Conclusions: The Emergence of Forgiveness 

In the introduction I posed four questions as central from a psychodynamic perspective: 

- Is ‘Forgiveness’ a driver of change, a target to be aimed at to attain mental health/well-

being or is its presence a marker that healthy change has occurred ‘? 

- Is ‘Forgiveness’ a state arising from acts of will or does it emerge when a variety of 

processes interact? 

- What is necessary and sufficient to attain and maintain a state of forgiveness? 

- What is the relationship between individual experiences of ‘Forgiveness’ and the wider 

societal and relational processes that promote ‘Forgiveness’? 

 

Implicit in consideration of these has been that they are inextricably linked and intermingled 

so I have returned to basic principles to provide reliable reference points: carefully differentiating 

events and processes; distinguishing causes, correlations and contributions; appreciating what is 

necessary as opposed to sufficient; aspiring to practice consistent with the injunction ‘First do no 

harm’ whilst accepting the likelihood of only achieving the greatest good combined with the least 

harm; ensuring that clinical judgement is not confused with moral judgement. 

My contention is that ‘Forgiveness’ should not be viewed primarily as a mechanism for 

achieving ‘well-being’ but conceptualised as one facet of a state of relative equanimity arrived at in 

some people. To place it as the driver of change or a target to achieve is to misunderstand its nature 

as an emergent state of being. Its presence is a marker of the attainment of a desirable state of 

equanimity in which the person concerned is no longer victim to the consequences of having been a 

victim of events for which other people should be, have been or are held responsible. I do not 

accept that a case for ‘attainment of positive mental health through forgiveness’ has been proven. 

Processes and events involving personal, interpersonal and community approaches to forgiveness 

can all make a significant contribution to facilitating and promoting a state of ‘better-being’ across 

populations. However, someone who feels forgiving or forgiven may still suffer and a person who 

feels unforgiving may still attain a state of ‘better-being’.  

My argument seeks to protect victims from influences that are brought to bear which might 

ultimately and inadvertently place responsibility, implicitly or explicitly, on victims for having a 

duty to achieve a state of forgiveness. This would be to further victimise them. Seeking to find it in 

oneself to forgive may be something that gives a sense if not an actuality of agency in the face of 

victimhood. It thereby influences a person positively pending other processes occurring, better 

states of mind emerging and the state which is best called ‘forgiveness’ crystallising. It is perhaps 

one of those illusions that makes for a better life in the same way as ‘Transitional Objects’ 

(Winnicott 1951) and their continuing cultural manifestations contribute to greater well-being. 

 

Corollary: Duty and the Destruction of Love 

Dare we question whether it is morally justifiable to ask for forgiveness? 
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People who find forgiveness in themselves are in possession of something of great worth. 

Such people may find it in themselves to offer forgiveness to the offender, particularly if an 

unqualified apology has been offered. Finding themselves forgiven, offenders may find themselves 

feeling better. 

A request for forgiveness may arise sincerely from a wish for victims to have good health 

and well-being. However, is asking for forgiveness without knowing the state of the victim and 

how well-prepared they are to respond, at best enlightened self-interest? It may be a further 

example of responsibility being placed on a victim—this time for the sake of the offender. More 

respectful of fundamental experience and personhood would be the offender’s statement accepting 

responsibility for their part in what happened accompanied by an expression of the wish that the 

victim can have a satisfactory life despite these events and subsequent demonstration of their lack 

of risk of harming.  

Being with people who have recovered from severe trauma can be a profoundly enriching 

experience, and even more so when they have demonstrably found forgiveness in themselves. But 

to turn their gift of and for forgiveness into a duty may serve only to decrease the opportunities for 

them to have their own authentic experiences. 
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Abstract 

From 1986 to 2006 northern Uganda experienced a devastating civil war between the rebel 

group ‘Lord’s Resistance Army’ (LRA) and the Ugandan government. During the war 

abductions were a harsh reality for a large number of people, who as abductees were forced 

to act mainly as soldiers with the LRA. While some of the abductees managed to escape, a 

great many of these people did not, and thus, their families continue to live in uncertainty of 

their loved ones’ destinies; they might be dead or they might be alive and return one day. 

This article explores how the families of the abductees experience this ambiguous loss. 

Firstly, we argue that the absence of a missing abductee creates a void in the families that 

continues to have an impact on them and their everyday life through the presence of 

absence. Secondly, we argue that the lack of closure regarding the missing abductees 

creates a chronic state of liminality in the families, which thus becomes what is normal and 

what constitutes the context of the families’ lives.  

 

 

Introduction 

Abductions in large numbers were a devastating part of the civil war between the rebel group 

‘Lord’s Resistance Army’ (LRA) and the Ugandan government in northern Uganda, which lasted 

over twenty years. Between 1986 and 2006 the LRA abducted between 60,000 and 80,00014 

people, mainly children and adolescents, who were forced to become soldiers (Blattman & Annan 

2010: 883). Both during and after the war many of the abductees escaped LRA and spent time in 

reception centres, where reintegration initiatives took place to help them return to their 

communities (Verma 2012: 444). In 2000 an amnesty act was passed in Uganda, making it possible 

for abductees to return to their local societies without facing trial for atrocities committed with 

LRA in the bush (Dolan 2009: 51). The Amnesty Act was received with mixed reactions 

(Finnström 2008: 92-93, Justice and Reconciliation Project 2012). When people were abducted, 

they became abductees. When they were referred to as people committing atrocities they were 

labelled as rebels. And when returning home, they were all returnees escaping captivity in the 

bush. One of the reasons for the disagreements concerning the Act is thus the ambiguity 

surrounding the categorisation of the persons subject to the Act. Critics ask how rebels can avoid 

                                                           
14 There has been disagreement about the exact numbers of abductions (cf. Branch 2008:12). Therefore this number is 

only an estimate which is however based on several recent analyses.  
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trial, while others fail to understand how abductees as victims can be forced to apply for amnesty. 

During 2012 the Amnesty Act was substantially reduced, but extended. Today fewer abductees 

return from the bush and reception centres are closing down. During our fieldwork in Gulu in 2012 

we visited two of the reception centres still running. Through these visits we gained insight into 

how these centres were offering shelter, psycho-social support, health checks and education as well 

as helping returnees searching for their relatives. 

However a great number of the abductees have never returned home. Many died in the 

bush, either of hunger or disease, in battle, or in an escape attempt; others are still living with the 

LRA (Verma 2012: 443-444). Information on how many have never returned is limited. The only 

report addressing this issue is based on a survey conducted by the NGO ‘Children/Youth as 

Peacekeepers’ (CAP); in 2012 it estimated that 1036 abductees were still missing in Gulu (CAP 

2012: 10). The families of the missing continue to live in uncertainty regarding the fate of their 

loved ones. 

Today Gulu Town appears to be a city in growth. The reconciliation processes that started 

when the civil war came to an end are now being replaced by a focus on progress and the future in 

general. The Acholi people of the area seem to be once again united by the fact that the majority 

suffered and experienced horrifying atrocities. The families of the missing abductees are in some 

ways left out of this recently constructed solidarity, as they are ambiguous victims in relation to 

their abducted family members who possibly, if they are alive, are affiliated with the LRA. The 

families think of themselves as victims, but if their social surroundings get to know about their 

abducted family members, they risk becoming associated with the rebels’ immoral actions. 

Furthermore, the families struggle to move on because they lack knowledge concerning their 

family members, and are uncertain if they will ever return. Thus, the war continues to affect the 

lives of many of these families, and they find themselves stuck in the past, while the surrounding 

society struggles to move forward.  

In the aftermath of the war, there has been little focus on the families of the missing 

abductees, and they have thus become invisible. This article seeks to draw attention to this 

overlooked field of study, by addressing grief in the void of a missing family member, and 

discussing the nature of loss among the families of the missing abductees in northern Uganda.  

 

Making the Invisible Present: Fieldwork among Families of the Missing 

The ethnography in this article was generated during our fieldwork in Gulu Town and its 

surroundings from August to December 2012. The ethnographic field was defined by the absence 

of an abducted family member who continued to be missing and the uncertainty connected to this 

condition. Thus, the field was based on the significance of absence and uncertainty in the families 

of these missing persons. Our access to the field was gained through the conference ‘Dialogue on 

Disappearances’ in Gulu Town, which took place on 30th of August 2012. The conference was held 

by the NGO ‘Justice and Reconciliation Project’ (JRP) which, at the time, was one of the only 

NGOs focusing on the families of the missing abductees through their campaign ‘The Right to 

Know’. Through representatives from JRP, the reception centre GUSCO and the NGO 

‘Children/Youth as Peacebuilders’ (CAP) we established contact to families with abducted family 

members who were still missing. 

Fourteen families became our informants, and we visited four of them on a regular basis. 

We did not stay with one family at a time, but visited instead the different families several times a 

week, spending whole days with each family. Thus, we maintained a continuous contact with all 

the families during the entire length of our fieldwork. During our family visits it was often the head 

of the family we followed and talked with. This was partly due to their authoritative position in the 

family and, maybe more importantly, their close relation to the missing family member. Hence 
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these people became our key informants: Middle-aged Alice and young Geoffrey, both missing a 

brother; the older Patricia, missing her younger son; and the middle aged couple Christopher and 

Grace, missing their oldest son. The missing persons were all abducted between 1996 and 2002. 

The impact of the missing family member on the family seemed to be related to the gender and age 

of the missing. The majority of the missing family members among the families we met were 

young men, but the impact on the families differed according to whether the young man was a son 

or a father. When missing a father, the families were lacking the head of the family and thereby the 

primary provider, whereby the remaining family were not only emotionally but also practically and 

economically burdened. In addition ties to extended families could be damaged, if it was the head 

of the family who was missing. For example, one of our informants, being the wife of a missing 

husband, told us that his family had abandoned her and refused to help her, which left her 

economically and socially deprived. The four key families lived in the outskirts of Gulu Town, and 

made a living by growing and selling crops, letting plots of land and running small one-man 

businesses. 

During our fieldwork we involved ourselves in the daily lives of the families, which meant 

participating in household chores, daily social interaction, ceremonies like weddings and funerals, 

and going to church. Through our participation we were ascribed the roles of daughters in the 

families and thereby earned an intimacy and trust, which allowed us to gain access to sensitive 

topics. Our role in the families made us aware of the void left by the missing family members and 

the grief connected therewith, which was rarely articulated, but instead was embedded in the family 

members’ actions and daily life. Therefore we conducted in-depth and life story interviews in order 

to clarify and elaborate on the assumptions we generated through participant observation. Thus the 

fieldwork was in some ways an illumination of the invisible, as the void in the families was highly 

invisible outwardly due to the lack of family members’ articulation on the topic both in their 

families and in public. 

A special condition during our fieldwork was the fact that we were two fieldworkers 

cooperating at all times, which we found to be a great advantage. During participation in the 

families’ lives we were able to cover different aspects, and when conducting interviews we 

experienced that the interviewer was able to pay full attention to the conversation, while the other 

ethnographer would be taking notes. Especially the last mentioned condition proved to be very 

important in our field given that we engaged in a topic that was extremely sensitive for our 

informants. Our cooperation strengthened our subjective intimacy with our informants in the field, 

as well as our objective and analytical distance, since we constantly reflected on our continuous 

findings with each other. 

 

The Presence of Absence 

As an ambiguous interrelation between what is there and what is not, absences are cultural, 

physical and social phenomena that powerfully influence people’s conceptualisations of 

themselves and the world they live in (Bille et al. 2010: 4). 

From an outsider’s point of view it is difficult, if not impossible, to notice that something is 

different in the families of the missing abductees compared to other families who have experienced 

the devastating civil war in northern Uganda. All families in this region have suffered and all have 

lost loved ones, yet the families of the missing people abducted during the war are still living with 

an uncertainty about the fate of their family members. The families of the missing abductees did 

not talk about this condition in public nor very much at home with their families. However, through 

in-depth interviews, conversations and participation in the families’ daily lives we experienced the 

continuous influence of a missing family member upon the families, and found that the lack of talk 

was not tantamount to a lack of significance. Thus, while the missing family members were 
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physically absent from the families, they still remained present in different ways. 

Some of the families still had physical traces from their missing family members in the 

form of photographs and clothes. For instance, Nancy, a middle-aged woman missing her second 

born son, still kept her son’s suitcase full of clothes untouched in her home, waiting for her son’s 

return, and she had also kept his photographs. Another example was Grace, a middle-aged woman 

missing her eldest son, who still had a pair of her son’s trousers, which she kept from the rest of the 

family in a hidden place. Grace told us that once in a while, when she was longing for her son, she 

would take out and look at his trousers. In a similar manner, Winnie, a woman in her thirties 

missing her husband, told us that: ‘When the clothes [of the missing husband] are with me, I 

always imagine him’. According to anthropologist Carol Kidron, a person-object interaction can 

semiotically and sensuously reawaken the past (Kidron 2012: 15). In addition, anthropologist 

Michael Jackson states that inter-subjectivity also includes material objects, since objects can be 

charged with subjective meanings and sociality (Jackson 1998: 9). Thus, when Grace and Winnie 

take out the clothes from their son and husband, it strengthens their imagination of their missing 

family member. In this way clothes can be seen as a past materialisation that reaches into the 

present and creates a virtual presence of the missing family members through the women’s 

imagination and remembrance. This enables the women to maintain a connection to their relatives, 

even though they have not seen them physically for years.  

However, it was far from all of the families that interacted with objects from their missing 

family members; some had lost these personal effects belonging to the missing family member 

during the war, others just did not want to. A common stance among the families was that it served 

best to forget about their missing family member and the abduction, since remembering and 

memorising brought pain and worries:  

We [the family] have been keeping the photos [of the missing 

brother] for the children, but I don’t like to look at them [the photos], 

because whenever I take a look, it gives me more pain. It gives me a 

memory of him.  

The statement comes from Alice, a widowed woman missing her brother, but similar 

wordings were expressed in other families as well: 

The absence of the son from the family causes the family a lot of 

psychological things, especially from the mother [Grace], she 

mourns a lot. I think she shouldn’t keep thinking of the son. She says, 

if the son were there, he would do this and this. I think she should 

forget. (Christopher, Grace’s husband)  

Praise God for my sister if she was to be here (…) Sometimes we 

would get time, and we would talk and chat. And that is what makes 

me sometimes to have so much pain, when someone talks about my 

sister. And the pain makes tears falling down my face. (…) Always 

my brothers, they tell me not to be overthinking of my sister now. 

(Beatrice, a widowed woman in her early thirties, missing her sister)  

Their statements further stress the prevailing urge to forget among the missing abductees’ 

family members, incited by both themselves and others. A line can be drawn to anthropologist 

Eleanor Hutchinson’s study of orphans in Malawi, where she found that forgetting was a social 

practice that served to help the orphans recover from their parents’ death. She points out that 

forgetting can be seen as an active choice, and in continuation hereof silence becomes an important 

and positive non-verbal form of communication between the orphans and their social surroundings, 
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with the purpose of ensuring that the children can overcome the loss of their parents and sustain 

good relations with their social surroundings (Hutchinson 2011: 22). In a similar manner the 

attempt to forget by the families of the missing can be seen as a way to cope with overthinking, 

pain and worries that can have a negative impact on each family member, their social relations and 

maintenance of their daily life.   

However the statements by Alice, Christopher and Beatrice also reveal that forgetting was 

not fully possible, since talk, pictures and objects from time to time would reawake memories. This 

was applicable for missing abductees’ family members whether or not they were actively seeking 

to maintain a connection to their missing relative. As articulated by Atim Betty—a woman whose 

husband’s brother was abducted—the uncertainty surrounding the fate of the abductees also made it 

difficult to forget: 

(...) So many people were abducted and many people have not come 

back (…) You know, even if it is you, if someone dear to you is 

abducted and taken into captivity and you got no clear information 

whether the person is dead or not dead, you cannot forget. Because 

you are thinking one day, one time, the person will come back. But if 

you hear that the person is dead, then you can try to forget.  

As Atim Betty expresses, forgetting is only possible when uncertainty is replaced by 

knowledge of their family member’s fate. A strategy to gain knowledge among the families was to 

listen to the radio, where news about returnees was announced. When hearing about returnees, the 

families often turned to the reception centres looking for information on their missing relatives, as 

described by Alice, sister of an abductee:  

The radio was Mega FM. It was running this particular programme. 

The children who were rescued were brought to the radio to talk. 

None of them I know. But I went to the reception centre and asked. 

All the radio programmes I have been listening to, but I have not got 

any information. But I am still listening to the radio.  

Besides visiting reception centres, the families sometimes got information from returnees 

who came to them with news about their relatives whom they knew from the bush. In this way 

missing family members became present through the returnees. As explained by Patricia, mother of 

an abducted son: ‘People who are coming [returnees] say he is there [in the bush]. But I don’t know 

if it is true or not’. Patricia’s statement also illuminates the uncertainty concerning the information 

brought by the returnees, which was a general characteristic among the families. Rose, whose 

husband was abducted, explained: 

The people who came back didn’t have any information, but I think 

maybe they were afraid to tell me the truth, that he is dead (…) 

Sometimes if you hear somebody came back, I will go and ask. But 

they will say that he moved in another direction.  

Anthropologist Mikkel Bille points out: ‘Missing persons bring about a tension between 

progression and suspension of expected life courses. In these cases closure is not an option’ (Bille 

et al. 2010: 15). Thus, while many of the families of the missing abductees tried to cope with their 

situation through forgetting, this proved impossible since they had no certainty and no closure. In 

addition the personal belongings and pictures from the missing persons not only served as a way—

for some—to actively maintain a connection to their missing relatives, but also activated memories 

among missing abductees’ family members who attempted to forget. Thus, these objects testified to 

the anomalous absence of a relative from the families, which contributed to making the attempt of 
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forgetting difficult. Hence—while not being physically present in the families—the missing family 

members left a gap that was highly present in the families: 

You know, the person with whom you have been staying together, if 

you happen to miss [him] it causes you pain in the heart, because his 

missing left a lot of gap in the family. (Geoffrey, a man in his early 

thirties missing his older brother)  

It [him not being here] affects the family because his gap is there. 

(Patricia, a woman in her mid-fifties, missing her second born son)  

Geoffrey’s and Patricia’s statements indicate that the missing family member continues to 

influence the family several years after the abduction, since he or she constitutes a missing part of 

the family whose fate is not accounted for. 

A comparable finding can be traced in the anthropologist Lotte Buch’s study of the wives of 

detainees in the West Bank who are detained indefinitely: ‘(…) To talk about life as a wife of a 

detainee is to talk about a void: about places, times, and situations that were somehow not quite 

right because something was and continued to be missing’ (Buch 2010: 89). The void Buch is 

describing and the gap mentioned by Geoffrey and Patricia seem to refer to similar conditions—a 

sense of lack in the family, an anomaly, created by the abrupt and continuous absence of a beloved 

one whose fate is not known. However, the situation in northern Uganda also differs from Buch’s 

example from the West Bank, since the families in northern Uganda do not know what has 

happened to their relatives and do not have the possibility of keeping in touch with them. In 

addition, in the sphere of northern Ugandan society and the social surroundings of the families, we 

experienced that a fear of the abductees prevails, since they most likely have been, or are, affiliated 

with the LRA if still alive. In the example from the West Bank, the detainees have themselves 

chosen to commit an act with the risk of imprisonment, whereas the abductees’ affiliation with 

LRA is involuntary. But for both the wives of the detainees in the West Bank and the families of 

the missing in northern Uganda, it is through personal belongings of the missing, pictures and talk 

that memories reawake and the absence continues to be present in the families, reminding them of 

the ambiguous loss of their loved ones and maintaining a void in their lives.  

 

Chronic Liminality 

What we want is only answers that your person is not there or your 

person is there, so that you can start on a new life. (Flora, mother to 

a missing abductee) 

During our fieldwork in Gulu town in 2012 the rebuilding of society had been taking place 

for a while, and people were looking forward to a brighter future. In many ways the families of the 

missing abductees were an exception to this development. Many of them had not yet had the 

opportunity to forgive or reconcile, because of the uncertainty surrounding their missing family 

member. While living with this condition, some of the families were finding new ways to manage 

the situation. 

Geoffrey was a man in his thirties living together with his extended family in a large 

compound on the outskirts of Gulu town. During the war his older brother was abducted by the 

LRA as a young teenager. Geoffrey’s family, like the rest of the families we got to know in Gulu, 

did not know whether the abducted brother was dead or still alive. As a way to manage the impact 

that this void had left, Geoffrey’s family had held a funeral for the abducted brother in his absence. 

According to traditional Acholi funeral customs, there are three rituals that have to be performed: 
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the burial of the dead body; the cleansing of the tools used for the burial and the calling of the spirit 

of the dead (Odoki 1997). In many ways the funeral of Geoffrey’s brother deviated from the 

traditions and employed new practices. Geoffrey and his mother explained that they had combined 

several Acholi rituals to make an appropriate ritual for the special situation they found themselves 

in, with an absent body and the uncertainty surrounding the brother’s actual death.  

(...) the last funeral rite we did (...) was for two people that we 

combined together—specifically for him, we got small sticks we put 

like to represent the grave. On those we put a bedsheet to represent 

his grave. And we slaughtered a goat, in respect to making the 

funeral for him. That was what we did. But we didn’t call for his 

spirit, because we had some thinking that maybe he is not yet dead, 

that is why we didn’t call for his spirit.  

Concerning the missing brother’s possible return, they explained: 

What we do culturally when one comes back, even if one has taken 

(...), for example one has been in prison for long, after coming back, 

before the person steps on the compound they pour some water 

before he enters the compound, so that it cleanses him. That will also 

be the same way that will be done if a person abducted happens to 

return. And for one who is abducted and people shed tears for him, 

on his return, a goat has to be slaughtered, and the people who cried 

will have to eat that goat to give him blessings.  

In their constructed funeral ritual Geoffrey’s family was preparing themselves for a loss that 

had not yet arrived. And hoping for it to never actualize, they imagined the rituals to be performed 

if the missing abductee should return home.  

We couldn’t call for the spirit, as I told you. Hoping he [the missing 

brother] might be alive. On the other hand it could be true that he 

was dead.  

Together with the majority of the Acholi, Geoffrey’s family took part in a common 

narrative concerning the war, referring to a collective trauma, by which the Acholi people 

collectively identify themselves as victims of the atrocities committed by the LRA (cf. Dolan 2005, 

Finnegan 2010). However, the uncertainty surrounding the families of the missing abductees 

affects the categorisation of these families in the local Acholi society. This condition was made 

clear to us during our participation in a meeting of a women’s revolving loan group together with 

one of our key informants, Alice. At the end of the meeting we were asked to present ourselves 

whereupon we explained our research among families with missing relatives who were abducted 

during the war. The atmosphere at the meeting changed from unrestrained and casual to tense and 

this change was followed by silence. After the meeting our interpreter explained to us that our 

phrasing was stigmatising and that we should not put Alice’s situation into words publicly. When 

we asked whether it was known to everybody that Alice’s brother was abducted, our interpreter 

explained that everybody knew, but it could not be articulated because of stigma. The 

stigmatisation was bound to the possibility of Alice’s brother still being a rebel with the LRA. 

Thus, avoiding the uncertainty surrounding Alice’s situation as a family member of an abductee by 

not mentioning it in public precludes a categorisation of her as a victim or perpetrator. However, 

the stigma that follows the uncertainty was sometimes allowed out into the open. As a mother of an 

abducted son told us: ‘I remember they pointed, they said “his brother is a rebel somewhere!”’.  
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The families did not fit into the common story of suffering, as they found themselves placed 

between being secondary victims or secondary perpetrators (cf. Buch 2010). They were invisible in 

their social environment, because they had not yet been, or perhaps would not ever be, classified as 

victims or perpetrators (cf. Turner 1967: 96); they themselves were in an ambiguous void. The 

families were not regarded as families to victims, since the abductees have not yet become 

returnees, and have had the chance to tell their story. At the same time they were not classified as 

bereaved either, since the fate of their missing family member was not accounted for. Thus our 

ethnography shows that even though the Amnesty Act was enacted in order to erase the binary 

positions of victims and perpetrators, the categorisations remain and have a real impact on the 

families’ lives, since they stand outside of all recognised fixed points in the structural classification 

system which has emerged in the local society in the wake of the reconciliation processes (cf. 

Turner 1967: 97). 

Concerning the families’ loss and problems of classification in the local community, it 

seems rather natural to look at the families’ situations through the lens of a classic anthropological 

concept like that of liminality (Turner 1967), which refers to a demarcated temporal phase of anti-

structure. But looking closer, the concept seems hard to apply, because the assumed liminality risks 

transcending the temporal transition and becoming permanent (cf. Buch 2010). The funeral of 

Geoffrey’s brother encapsulates the ambiguity of the void that the missing abductees have left in 

the families. It explicates the liminal phase the families go through mourning the abductee and 

preparing for his funeral in the hope to feel more at ease. At the same time it illuminates the 

chronicity of this liminality. The family members prepare themselves for the liminal phase not to 

end, but to become more permanent. They do not expect the abducted brother to come back in the 

future, but nevertheless they perform the funeral rites leaving open the possibility of the abductee’s 

return.  

The anthropologist Henrik Vigh has elaborated on the concept of crisis and chronicity in his 

work on the urban youth in Guinea Bissau (Vigh 2008). Vigh focuses on how agents act in the 

crisis, instead of through it, and by this he offers an alternative way to understand crisis as context 

and not only as an abnormality. According to Vigh: ‘Crisis, when it is chronic, may become normal 

in the sense that it is what there is most (...)’ (Vigh 2008: 11, with reference to Taussig 1992: 17). 

Vigh’s concept of chronicity can be elaborated further and applied to the aspect of liminality; the 

liminality in which the families find themselves is the abnormality in the somewhat recovered 

normality. It allows for the families of the missing abductees to live both in chronicity and 

liminality at the same time, in a kind of suspended temporal frame. The families need to deal with 

the chronicity of the situation that their relatives are missing, sometimes even performing funeral 

rituals; and at the same time they still hope for their return, and thus closure is not an option.  

While Vigh, with the notion of chronic crisis, is concerned with crisis on a societal level, 

e.g. war or violent conflict, we adopt the notion of chronic liminality in relation to a specific 

dimension of crisis on a family level. Vigh is talking about crisis as societal context, and for many 

years that was the situation for the families in Gulu due to the long civil war. As the war has ended, 

the societal crisis has been altered, and while people are still struggling to create a better life, many 

people are also reconciling and trying to move on with their lives. However the families of the 

missing abductees are left in a chronic state of liminality because of the uncertainty surrounding 

their missing family member. As formulated by a young woman, whose father was abducted: 

‘People call it “peace is there”, but for you, you see peace walking there, but inside your heart, 

there is no peace’.  

 

Ambiguous Loss and the Normality of Uncertainty: Unifying the Threads 
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In this article we have examined how the ambiguous loss of an abducted family member manifests 

itself in family life as well as in the local community. We found, that in the aftermath of the civil 

war in northern Uganda, there is a general focus on leaving the atrocities of the past behind in order 

to reconstruct society. In this process, the families of the missing abductees have become a rather 

overlooked group15. These families have a difficult time leaving the past behind, since it is still 

present in their everyday life due to the ambiguous loss they have suffered, and continue to suffer. 

The void of the missing abductees in the families continues to affect them because of the presence 

of their absence, which manifests itself in different ways. Objects, in the form of pictures, clothes, 

and personal belongings, become charged with subjective qualities and rekindle imaginations, 

maintaining connections to the missing persons. This process did not only occur among family 

members who actively sought the connection, but also among family members who unsuccessfully 

strived to forget. Thus, forgetting is not an option, since the uncertainty surrounding the fate of the 

missing abductees keeps the possibility of their future return alive.  

Our engagement with the families showed us that as long as the uncertainty prevailed there 

could be no unequivocal closure—only a void characterised by ambiguity. Liminality is not a 

temporal demarcated phase as in rituals of transition. It becomes chronic and almost normal as a 

context for everyday life. Hence, as befits a permanent betwixt and between, Geoffrey’s family was 

burying a representation of the absent (presumed dead) body and preparing for the possible return 

of the very same (living) body.  

Whether or not this state of chronic liminality will continue to comprise the context in 

which the families’ lives unfold is uncertain. Other studies of post-conflict societies show that 

categories of victims and perpetrators have officially been erased in the form of a prohibition 

against certain categories in order for people to live peacefully together (Buckley-Zistel 2006: 144-

147). Even though categorisations have not officially been erased in northern Uganda, the Amnesty 

Act and local reconciliation initiatives can be seen as attempts to blur the lines between victims and 

perpetrators. However, as this article has shown, the categorisations are still present and have an 

impact on the families and their lives. In line with other studies of loss and grief among families of 

missing persons (Boss 1999: 13, 27) our analysis also points to the longevity of uncertainty and the 

lack of closure in family life. Thus, the families of the missing abductees are continuously suffering 

since they are not recognised as victims and because the presence of the missing relatives in the 

families remains constant. 
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Abstract 

Nodding syndrome is an unexplained affliction that affects thousands of children in 

northern Uganda. It is characterised by episodes of repetitive dropping forward of the head 

and often accompanied by convulsions. Symptoms were first reported in Uganda around 

1998, during two decades of violent conflict between the Lord’s Resistance Army and 

Ugandan government. Violence and politics have been assimilated into local narratives on 

nodding syndrome and illness experiences are connected to the trauma of past conflict. This 

paper provides insight into how narratives on nodding syndrome are affected by the 

experience of conflict and how they in turn shape responses to illness. Attention is paid to 

the complex politics of illness and healing in the context of a pluralistic medical system.  

 

 

Introduction 

Her arms are adorned with bangles and two colourful necklaces decorate her neck. She carefully 

chooses her words while sharing knowledge on the poorly understood affliction that recently 

emerged in this area. ‘During the past, it was not there. Nodding syndrome started happening 

during the era of the rebels. People were abducted and burned in their huts. They were killed for no 

reason. That is when this illness started coming’. The story of ajwaka Apira16 resonates with the 

many narratives I heard while spending countless hours with affected family members at their 

homes, in health centres and during burial ceremonies. ‘I know it’s the war that has brought this 

illness’, the mother of a young, shy-looking girl explains. ‘A lot of guns were fired, the ground was 

shaking. And the people who died are now cen, evil spirits, attacking the afflicted children’. An 

elderly man softens his voice when speaking about his experiences with violence: ‘During the 

period of war, people saw many different kinds of killing. Some people were slaughtered with 

pangas, some were beaten to death. Others were burned in the house and some were shot with 

guns’. In the surrounding area several memorial monuments show the names of numerous people 

who lost their lives during the twenty years of conflict in the northern part of Uganda. 

Based on fifteen months of qualitative fieldwork and ninety in-depth interviews with 

affected families, health workers, politicians and spiritual healers in Kitgum District (2012, 2013 

and 2014), this paper aims to create insight into the conceptualisation of nodding syndrome (NS) in 

relation to conflict, politics and the quest for treatment. First, I focus on the context in which 

meaning-making takes place in order to explore the relationship between health, conflict and 

politics. Attention is paid to the political connotations of NS and responses from the Ministry of 

Health. In the second part, this paper discusses the quest for treatment and the different non-

                                                           
16 I am using pseudonyms throughout. 
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biomedical actors involved in this process, shedding light on illness management in the context of a 

pluralistic medical system. The narratives on nodding syndrome illustrate how illness experiences 

are affected by conflict and how these narratives in turn shape responses to illness.  

 

Nodding Syndrome in a (Post-)Conflict Setting 

A variety of unknown symptoms were observed and mentioned for the first time in local discourse 

in northern Uganda around 1998. Nodding syndrome, as the illness has recently been labelled by 

biomedical actors, has affected thousands of children in post-conflict northern Uganda, South 

Sudan and in Tanzania (WHO 2012a). The syndrome mainly affects children aged between five 

and fifteen years old and is characterised by repetitive, involuntary nodding of the head, triggered 

by food and cold weather (Winkler et al. 2008; Sejvar et al. 2013); the children start nodding their 

heads when receiving food or—mostly in the morning hours—in response to feeling cold. The 

affliction can result in mental retardation and stunted growth, and many of the affected children 

also suffer from epileptic seizures. At least 170 deaths have been reported in Uganda, mostly due to 

injuries after falling into fire or water during convulsions (WHO 2012b). The number of affected 

children is not clear, but estimations have been made of 1,687 (Iyengar et al. 2014) up to 3,094 

(DGHS 2012) children in Uganda and 5,000-10,000 afflicted children in East Africa (Idro et al. 

2013).  

From a biomedical perspective, NS is believed to be a new type of epilepsy. 

Epidemiological researchers have suggested links between the syndrome and a variety of factors: 

Onchocerca volvulus (Winkler et al. 2008), a novel neurotropic virus (Colebunders et al. 2014), 

mycotoxins and food (Spencer et al. 2013), post-traumatic stress disorder (Musisi et al. 2013) and a 

link with pediatric catatonia (Dhossche & Kakooza-Mwesige 2012) have all been mentioned in 

etiological hypotheses. Despite the fact that more than ten NS-investigations have been conducted 

by the World Health Organization (WHO), Centers for Disease Control and Prevention (CDC), 

various academic institutes and the Ugandan Ministry of Health (MoH), its cause and cure are still 

unknown. 

The uncertainty of not knowing what nodding syndrome entails leaves much room for 

collective constructions of the affliction. Many ideas and speculations on the (various) cause(s) 

have been put forward as different actors try to make sense of the misfortune. Whereas academic 

discourse predominantly makes use of biomedical terms, in the local discourse nodding syndrome 

is mainly associated with social issues such as the trauma of past conflict and frustrations over 

neglect (Van Bemmel et al. 2014). The majority of the affected families experienced food 

shortages and have a history of living in Internally Displaced Persons (IDP) camps during the war 

between the Lord’s Resistance Army (LRA) and Ugandan government (WHO 2012a). It was in 

these camps that symptoms of nodding syndrome were first noticed. Since only children belonging 

to the Acholi community seem to be affected by the syndrome, suspicion arose over its cause, and 

anxieties emerged over whether it could be a planned attack on the local population. Its limitation 

to a politically sensitive area—targeting people who have for decades been associated with 

suffering, political opposition and conflict—elicited a lot of political statements and (inter)national 

media attention (Van Bemmel 2016).  

The dominant idea in local discourse is that not enough has been done to address nodding 

syndrome and to assist the local community. Negative remarks mostly concentrate on a perceived 

lack of governmental response; the current leadership has been criticised for a lack of support and 

downplaying the prevalence and impact of the affliction. In addition, stories circulate in northern 

Uganda about the hypothetical role of governmental actors and chemical weapons in the etiology of 

NS. Rumours on the role of explosives, the use of weapons, and poisoned or rotten food 
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distributions are prevalent, as are narratives on vengeful spirits as a result of countless deaths 

during the period of war.  

At the end of 2011, media houses and local politicians increased pressure on the Ugandan 

government to make firm statements about its role in handling NS. The topic was presented in 

hundreds of newspaper articles and discussed several times in parliament. During one of these 

meetings, member of parliament (MP) Hon. Dombo hinted at sensitive issues of political inclusion 

and exclusion in regard to NS: ‘Can you imagine what will happen if this House fails to relate with 

the plight of the people of northern Uganda? This (…) could have political ramifications and also 

make people think that as Parliament, we do not care about the people?’ (PoU 2012a). Shortly after 

this meeting, MP Hon. Anywar transported a group of afflicted children on a bus from Kitgum to 

Mulago hospital in Kampala, publically doubting the ability of an adequate governmental response. 

During a parliamentary meeting she stated: ‘The situation is so bad that we cannot just sit here and 

look on as Government dilly dallies over the emergency money. (...) It is a national disaster which 

needs attention’ (PoU 2012b).  

In northern Uganda, the distrust of political leaders and ideas about the suffering status of 

Acholi people stretch back to earlier experiences, including a long standing north-south divide in 

the country, involvement of Acholi soldiers in the Ugandan Bush War, where they fought against 

the National Resistance Army (NRA), Alice Lakwena’s Holy Spirit Movement and the war 

between the LRA rebel movement and Ugandan government, in which both sides committed 

serious crimes against civilians. NS mainly generated a lot of attention because of its political 

connotations: the idea (according to local comments) that national leaders had failed to offer 

adequate protection to the (already perceived as vulnerable) Acholi people in the (neglected) 

northern region of Uganda. The affliction quickly obtained prominence at the level of 

policymakers, media and the public, whereby politicians and Acholi spokespersons dominated the 

national debate and played out political battles. The discussions highlighted dissatisfaction about 

unequal accessibility of health care and the neglected status of Acholi people in Uganda.  

The frustration over a perceived lack of state support for the affected families resulted in a 

court case in which the government was accused of negligence and an inadequate response to NS. 

In this way, the syndrome became an instrument in a political struggle, highlighting perceived 

oppression from the government (Van Bemmel et al. 2014). Through the references to structural 

causes of suffering in narratives on nodding syndrome, it came to represent suffering on a 

collective level.  

 

Public Health Care and the Management of Nodding Syndrome 

The court case and accusations of governmental negligence touch upon pressing issues of health 

care accessibility and responsibility in Uganda. Questions arise about the role of the state and other 

actors in relation to NS. Who has the responsibility to take care of the afflicted children? In which 

manner and to what extent?  

It is clear that differences in health care provision and accessibility exist in Uganda. Far 

more people live below the poverty line in northern Uganda than in other regions of the country, 

and a direct relationship has been demonstrated between poverty and the prevalence of malaria, 

dysentery and diarrhoea (MoH 2010: 9). The lack of a comprehensive social security system makes 

the poor more vulnerable in terms of affordability and choice of health provider. In 2002, the 

population within a 5-kilometre radius of a health centre in Kitgum and Pader was 13.1 percent and 

in Gulu 32.6 percent (northern Uganda). In other regions such as Jinja, Tororo and Kampala, nearly 

100 percent of the population was able to access health care within 5-kilometre distance (MoH 

2005: 53). The distribution of human resources between the urban and rural areas is also 

disproportionate. In 2005, the density of nurses in or around Kampala was 13.4 times greater than 
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in the rest of the country (Kigozi et al. 2010: 6). A variety of reasons can be mentioned for these 

regional differences—let us not forget that the long period of war affected the infrastructure in 

northern Uganda—but regardless of the involved factors, these differences can lead to angry 

feelings of being ‘left out’.  

Over the past years the Ugandan government did address the issue of nodding syndrome in 

several ways. In 2012, the Ministry of Health developed a national response plan incorporating 

various activities focusing on the challenges of NS (WHO 2012a). A manual was developed on 

how to identify and effectively manage the affected children, and a selection of health workers was 

trained on the treatment guidelines (Idro et al. 2013). In March 2012, three NS treatment centres 

opened their doors and outreach services to the affected communities commenced. Forms for the 

detection of new NS cases were distributed among health centres and a ‘Medical Intervention 

Algorithm for Nodding Syndrome’ was developed in which ‘intervention packages I up to V’ were 

described, ranging from outpatient management to investigation with (unavailable) CT-Scan or 

MRI (MoH 2012: 78). Posters decorated with colourful drawings and written in the Acholi 

language urged caregivers to bring their sick children to the health centres. An aerial spraying 

program against flies associated with the syndrome was launched and an international conference 

on NS was organised in Kampala. The majority of afflicted children currently receive anti-epileptic 

drugs (AEDs), mainly Sodium Valproate, which are (irregularly) provided for free by the MoH. 

Although this medication does seem to alleviate the symptoms to some extent (Idro et al. 2014), the 

affected families are not satisfied with the results.  

The nodding syndrome treatment centres that have been constructed at several hospitals in 

northern Uganda could be approached as ‘zones of exception’ (Prince 2014), illustrating novel 

spatial and temporal forms of government. The centres were opened in response to the earlier 

mentioned allegations and look great in humanitarian reports and (inter)national media 

publications. In reality, the centres are under-resourced; there is a lack of equipment and adequately 

trained staff. Outreaches take place irregularly, as does the payment of workers’ salaries. The 

patients in the main treatment centre have been shifted thrice and the children spend months, some 

of them years, in the ward waiting for a ‘miracle pill’ that is not available. And despite much 

justified critique on the provision of governmental health facilities in northern Uganda, the question 

is what could be done for these families when answers are simply not there? Without the miracles 

the NS-affected families long for, the special hospital ward has become a zone of exception, not 

only detached from the village community but also from the medical system.  
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Help-Seeking and Social Wounds 

In the absence of a well-functioning governmental treatment programme (or of resources for such 

programmes to be deployed) the quest for therapy continues, engaging a large group of different 

actors in a complex struggle for ownership of illness and treatment. This leaves the families of 

afflicted children navigating within a fragmented landscape of health promotion and dealing with 

inequality in access to (uncertain) treatment. So far we have looked at the socio-political context in 

which NS exists and macro structures at work concerning health care provision in Uganda. Let us 

now shift focus to the actors who have to navigate in the complex landscape of health care 

providers in a situation in which a definite cure is not available and current treatment efforts seem 

to fall short. 

When people are distressed they frequently turn for help to family members or others 

around them. Kinship groups are implicated in the diagnosis and treatment choice, and often 

function as well-structured social support nets for illness management (Muela et al. 2000). The 

process of diagnosing illness, selecting therapies and evaluating treatment is not an isolated 

phenomenon (Janzen 1978: 7). Cultural factors and popular perceptions of what is appropriate care 

influence therapy management, as well as previous experiences with healing, socio-demographic 

criteria, accessibility, availability and flexibility of payment terms (Muela et al. 2000; Abbo et al. 

2008). The functioning and cohesion of support networks can be affected by the experience of 

conflict, since the scars of excessive violence remain entrenched within the social fabric of society 

(Hollander & Gill 2014: 217). In northern Uganda, the violent past has resulted in the breakdown 

of traditional kinship relationships. Numerous people disappeared during the period of war and 

many fathers of NS-affected children are no longer around. Mothers often take care of the children 

by themselves and at the same time deal with the visible and invisible scars of war. De Jong (2007: 

350) asserts that family disruption, parental illness and death can affect attachment, bonding, 

separation and socialisation. During fieldwork in Kitgum, mental health issues and memories of 

traumatic experiences often came up. Feelings of sadness, fear and despair were frequently 

mentioned, as well as alcohol abuse and interference with social and livelihood activities.  

Apart from looking for social support from family and neighbours, the affected children and 

their caregivers seek treatment within a landscape of medical pluralism. Given that biomedical 

practice has often been uncertain, inadequate, and sometimes counter-productive, its superiority 

over other medical practices and forms of healing is fragile (Prince 2014: 6). The majority of 

nodding children undergoes repeated efforts to find healing using medical systems in combination. 

In addition to the biomedical doctors at the hospital, traditional healers are appreciated as key 

sources of care and knowledge on illness. According to the Health Sector Strategic Plan, 

approximately sixty percent of Uganda’s population seeks care from traditional and complementary 

medicine practitioners before visiting the ‘formal sector’ (MoH 2010: 8). Abbo and colleagues 

(2008) argue that consultation of traditional healers is more likely to produce an illness identity that 

matches the patient’s perceptions. Traditional healers have the advantage over biomedical 

healthcare providers in that they spend more time and maintain a close personal relationship with 

their patients. As a result, patients usually feel secure enough to disclose their experiences, 

including family matters (Galabuzi et al. 2010: 15).  

Even if biomedical treatment has some effect, it does not address social wounds. Health is 

not only located inside but also beyond the biological body, and sickness can be seen as a form of 

communication through which nature, society, and culture speak simultaneously (Scheper-Hughes 

& Lock 1987: 31). An important question in many northern Ugandan minds is: who is going to heal 

the afflicted children? Since ‘nothing can be found in the blood’ despite the efforts of biomedical 

doctors, who is going to offer meaningful treatment? In the search for answers, many of the NS-

afflicted families turn to non-biomedical authorities.  

 



 
64                                                                                                                                   JPSS, Vol. 2, No. 2, August 2016 

 

The Quest for Treatment 

In a small mosque in Kitgum town, Islamic sheiks promote Quran treatment with anointed water. 

Nearby, ajwaki also concentrate on the questions that the poorly understood affliction poses, while 

addressing vengeful spirits of murdered people. Herbal healers sell powerful products that the 

affected children need to smear, drink and inhale, and in the boardroom of a neighbouring school 

Christian leaders organise a prayer event to chase away the devils thought to cause the mysterious 

symptoms. 

Healers, patients and their significant others all participate in negotiating and constructing 

meanings of illness. They are engaged in the quest for a cure, by ‘imagining alterative outcomes, 

evaluating the potential meanings of the past, and seeking treatment’ (Good & Del Vecchio Good 

1994: 838). Whereas the case description of nodding syndrome designed by the Ministry of Health 

mentions a range of biomedical symptoms (e.g. regression in growth, mental retardation), other 

signs and symptoms are added in its local definition. The lucluc (head-nodding) children are said to 

‘wander around’, attacks come ‘when the moon comes out’ and ‘shouting and noise are following 

them’. A mother describes how the eyes of her son ‘become yellow, like the eyes of someone who 

is dead’ and an elderly lady mentions that her granddaughter’s eyes ‘turn red’ during an attack. 

Caregivers call their afflicted children ‘confused’ and sometimes ‘aggressive’, they can ‘suddenly 

run away, as a mad one’. Many of the children see things that are invisible to others; often these 

visions are related to war. A caregiver talks about the behaviour of her daughter: ‘She shouts that 

she is seeing a group of soldiers, clothed in uniform and armed with their rifles, advancing towards 

her. And nobody sees the soldiers’.  

Among the affected families, ideas about NS and healing other than the biomedical 

circulate. The majority mentions that nodding syndrome comes as a result of war and spiritual 

actors are often part of their explanatory models. Mass political violence aggravates the severity of 

harmful spirit possessions, according to Igreja and colleagues (2010: 597). The body as an 

integrated aspect of self and social relations can be vulnerable to feelings, wishes and actions of 

others, including spirits or dead ancestors (Scheper Hughes & Lock 1987: 21). When illness may 

arise from the acts of evil beings that can harm humans, it is necessary to investigate alternative 

ways of negotiating illness and look beyond its biomedical importance. In what follows, focus is 

put on several non-biomedical actors involved in treating the NS-affected population.  

 

Ajwaki, Cen and Herbal Treatment 

A respected elder in Kitgum explains that different kinds of illness exist: ‘Some things are medical, 

some things are spiritual. (…) It NS has defeated the medics. People forgot how to differentiate 

sickness of bad spirits and scientific ways of illness.’ Like many others in this area, the mzee is 

convinced that NS is related to conflict and caused by revengeful spirits. ‘Twenty years of war 

brought bad spirits, many people died and were not buried. Their bodies were rotting in the bushes 

and no ceremonies were being held. The spirits became annoyed. When the spirits are unhappy, 

they can cause bad sickness. (…) The only way of stopping nodding syndrome is by chasing away 

the bad spirits’.  

The spirits of people who have died a bad death are said to become cen and are considered 

to be extremely evil, vengeful and dangerous (Behrend 1999: 27). Since numerous people were 

killed during the conflict between LRA rebels and the Ugandan army, many cen are now believed 

to roam northern Uganda. During the war, it was often not possible to carry out rituals of 

purification and the spirits of those who were killed remain unreconciled, inflicting different kinds 

of misfortune. Dealing with these spiritual actors is not easy and a visit to the hospital will have no 

results. ‘They sent samples to America and looked at it in a complicated laboratory’, an elderly 
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lady narrates. ‘They were testing A, B, C (…) and did not find anything. It is the evil spirit of the 

dead disturbing these children. You cannot treat this syndrome with drugs. (…) They should 

perform rituals to get cured’.  

When looking for treatment, some caretakers decide to bring their children to an ajwaka, 

the medium of a spirit. The spirit helps him or her to divine and investigate the cen. One of the 

ajwaki treating nodding syndrome is Apira, operating from a grass-thatched hut at the edge of 

town. The spirits have accompanied her for a long time, but she only recently started to offer her 

services. During the insurgency it was dangerous to do this kind of work and she feared that rebels 

would kill her. The spirits ‘found’ Apira when she was twelve years old and currently more than 

ten spirits accompany her. One of the spirits is a young government soldier who was killed in the 

bush during the war. When he is present Apira wears a camouflage army cap. Her sister-in-law 

Acomo also works as ajwaka, as well as her son Opio. He was very young when he started having 

seizures and a large number of spirits came to him.  

During a consultation, the ajwaka first needs to identify the spirit that is disturbing the 

client. In order to summon the spirits he/she shakes a gourd rattle (ajaa). Apira: ‘Then it the spirit 

starts talking. (...) It will say, I am the one who died at such and such a place, I was killed, that’s 

why I’ve come at this moment’. She also communicates with the spirits by using numerous cowry 

shells (gagi) and other objects, such as a large shell and stones. The spirits speak through the 

objects: ‘I can see what is wrong. The gagi make me understand if a person is sick’. A dialogue 

starts between her own spirit(s) and the evil spirit (cen) that is disturbing her client.  

All three ajwaki are convinced that nodding syndrome is a new disease that is caused by 

‘mostly young people, who were killed during the insurgency’. Apira explains: ‘The spirit of 

someone who died, who was killed when the rebels were killing seriously, it’s that spirit coming 

back to attack’. Young people were greatly affected by the violent conflict, since abduction of 

children was the main method of recruitment of the LRA (Derluyn et al. 2004: 861). By possessing 

the nodding children, the spirits wreak havoc and re-enact the wrongs that have been done to them. 

The head nodding often occurs at the sight of food and, according to local comments, this is 

connected to the experience of food shortage during the insurgency. The suffering that was inflicted 

on the war victims due to hunger is now preventing the nodding children to eat: ‘When you bring 

food for the child to eat, it immediately throws the child down, it stops the child from eating. (…) 

The spirits are saying that they died without eating food, so the children should also die without 

eating’.  

Cen needs to be appeased, otherwise the afflicted person is doomed to suffer. The spiritual 

mediums treated several children by calling the vengeful spirits and satisfying their needs. Apira 

talks about the spirit affecting a girl with NS who was recently brought to her:  

The rebels abducted and killed him in the bush. When he was killed, 

he was not brought back home, like Acholi tradition says the spirit 

should be summoned back. (…) Even a funeral was not organised, 

now it the spirit has come back to disturb this child. (…) During the 

time when we called and it spoke, the spirit said that it is sorrow that 

made it come back to disturb that child. (…) Its desire is that since it 

was abducted and died, it should also kill. People should also die like 

it, because there’s no happiness in its heart. The spirit says that it 

was abducted and killed without reason before its time to die had 

reached.  

Cen can be seen as polluting forces violating the bodies of their victims. Past experiences 

with violence are transferred to the nodding children, whereby NS becomes an intergenerational 

issue affecting more than the individual body. The violated body incorporates collective narratives 



 
66                                                                                                                                   JPSS, Vol. 2, No. 2, August 2016 

 

on conflict, and discussing NS therefore enables talking about experiences that took place during 

wartime.  

After the spirit is identified and asked for its wishes, preparations start in order to send the 

spirit away from the suffering person. Ajwaka Acomo explains how she removes cen from the 

afflicted children:  

For lucluc we found cen, this needs a sheep to remove it. (…) The 

sheep is placed upside down on the anthill. We hold the knife 

together with the mother of the person with the illness and then we 

pierce the stomach of the sheep and open it. Then we cut off the head 

separately and first pull out the intestines and put them back. The 

sheep is then laid in the anthill like a dead person to be buried. You 

now summon the spirit that has been removed from that person and it 

will speak from inside the anthill. Then you put back the head of the 

sheep and then it is buried like a dead body so that the person 

doesn’t die. The spirit will now go with the sheep instead of the 

person with the illness.  

It is the sheep that ‘collects the unhappy spirits’. The spirit is summoned with the gourd 

rattle, which is put on the head of the sheep while the ajwaka tells it to ‘stay on the sheep’.  

In addition to this ceremony, the afflicted children receive herbal medicine. One of the 

ajwaki uses two types of plants. She grinds them to a powder which the children need to inhale and 

she mixes them with water to ‘drop three times’ in the nose. Others talk about herbal medication 

that the children need to drink, eat or rub under their nose. An older lady explains that she had a 

dream in which the medicine was shown to her: ‘They showed me the picture while I was 

dreaming. When it was dawn I woke up and saw that medication right in front of the house’. She 

now sells the roots of this plant to the affected families, who smear it on the bodies of the children 

and mix it with their food.  

Some community members point out that NS could be seen as revenge for ‘all the sins the 

Acholi people committed in the past’, thereby not only referring to events that took place during the 

insurgency, but also to plundering and murdering acts of Acholi soldiers during the Ugandan Bush 

War. Besides the role of the many killings during wartime, elders mention that NS exists as a result 

of a lack of traditional ceremonies. The places of worship where the ancestral spirits (jogi) were 

being honoured have been ‘tormented during war and are no longer clean’. This evokes ideas about 

the moral order associated with (romanticised) notions on how things were done before the political 

upheavals (Allen & Storm 2012: 25). When the ancestral spirits feel neglected, they become angry 

and can start war and illness. ‘Right now, people don’t follow the right procedures’, according to an 

elderly lady who is well known in the area for her traditional knowledge. ‘People don’t bury their 

loved ones in the proper traditional way. (…) Most people also don’t have an abila ancestral 

shrine anymore. You have to please the spirits, otherwise they will become angry. That is what has 

happened now’.  

 

Sheikhs and Jinn 

A group of other spiritual authorities entered Kitgum town at the beginning of 2012. Their 

‘adventure’—as one of the Islamic sheikhs termed it—started when alarming reports of nodding 

syndrome appeared in the media. Soon after the first (quite sensational) stories were published, the 

four sheikhs from Kampala went on ‘expedition’ to the small northern Ugandan town, in order to 

treat children with the notorious syndrome. Their appearance in this area is striking, since only a 
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very small minority of Kitgum’s local population is considered to be Muslim. The decision to 

travel was made after previous efforts to heal the afflicted children ‘succumbed to timorous and 

perpetual failure’ and they concluded that ‘the disease is not scientific but explicitly devilish’ 

(Report compiled by Sheikh K. in 2012). According to the sheikhs, the children with nodding 

syndrome are being haunted by jinn. 

The primary written sources of Islam refer to the existence of jinn, which are attributed 

characteristics close to those of humans. A duality of living worlds is indicated: a human world and 

a jinn world. Although they can have good and bad qualities, the Quranic meaning of the word jinn 

is rather negative and many Muslims fear their unpredictable powers (Mackenrodt 2006: 5). Some 

types can be sent by a spirit practitioner to afflict a selected victim; others come on their own. They 

manifest themselves through illness and misfortune, and treatment requires the services of ritual 

specialists (Giles 1995: 90).  

Unlike cen, jinn are conceived of not as spirits of dead humans but as a separate form of 

creation. Whereas the sheikhs from Kampala are not familiar with the concept of cen, for the local 

Imam jinn and cen are both part of his spiritual surroundings. He states: ‘Jinn come here too much, 

because of killings. They like where blood splattered. (…) Those who died, their shadows cen are 

moving anyhow with those jinn now, in the area. They are together’. The combining of cen and 

jinn in Imam’s narrative on NS illustrates how his Acholi background mixes with an Islamic 

discourse on spiritual actors. Although cen and jinn are perceived to be different kinds of spiritual 

beings, both violate the bodies of nodding children in relation to past conflict.  

According to Sheikh K., one of the identified jinni (Limakaabir) in Kitgum can be seen as a 

‘symbol of atrocities’. He mentions: ‘When you kill me, that jinni comes to your family, like 

punishment. (…) The Kony war, what happened here was unimaginable, like cutting someone’s 

lips and nose. If you do something like that, a creature jinni can watch you because it is invisible. 

And Kony was using a lot of ghosts during his war. Even Alice Lakwena, she was using a lot of 

ghosts.’ Sheikh J. explains that when rebel leader Joseph Kony left the region after many years of 

fighting ‘the devils separated with him’ and they ‘mixed with the devils in the villages, so it 

became a bigger problem to fight’.  

There are many different types of jinn and it needs careful examination to detect which one 

is disturbing a person. The team of sheikhs identified several types that they believe to be involved 

in nodding syndrome. In their press release report (2013), we read on page 3:  

The prevalence of a Jinni (Devil) known as (Khadimu lilhammaamu) 

residing in toilets and dirty unhygienic places. Common signs of its 

presence: This type is very dangerous, it orders the possessed to 

commit suicide, fall in the river, crash with vehicle or drink poison 

(…) Swarms of flies buzz around the patient (…) Consistent 

trembling of the body. (…) Jinni Limakaabir. This type resides in 

cemeteries, grave, shades or under trees in and around cemeteries. 

Its signs: (…) dreaming of dead people and sitting among corpses 

and within graves. (…) Constant dizziness and weakness. When it 

attacks: (…) Nodding the head timorously. Denies one food and 

drinks. (…) The patient sees a silhouette that compels him to run 

away fearfully. Other types detected are Ashiku and Khadimu Sihiru 

but are not rampant.  

According to the sheikhs, human bodies are enjoyable to jinn. When they ‘invade’ the 

human body, they come in ‘hundreds, thousands and millions’ and they multiply rapidly. The 

moment they have entered the body, they don’t want to leave and need to forcefully be ‘flushed 

out’. After identification of the type of jinn, a personal treatment programme is made. All patients 
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are registered and receive an ‘Iraaju form’, containing a file-number, diagnosis, ‘detected cause’ 

and the ‘dosage to be applied’, as in the following example:  

O. (15) is suffering from the deadly nodding syndrome for 9 years 

now. It started by falling down and he remained unconscious from 

evening until the next day by almost noon. From then he has been 

having the epileptic condition once monthly. He dreams about 
people attacking him with spears, when he tries to run is when he 

falls down. He eats well. Constant headache. Detected cause: 

Khadimu Ssihiru. Dosages to be applied: (verses) Suratu Al Bakara. 

Al Hiriku, Suratu Swaffaatu x 7, Suratu Qafu x7, Adhau x7. (Iraaju 

form from patient O., March 2013).  

The sheikhs treat their patients by means of reciting the Quran and the application of 

anointed water. The treatment should consist of ‘seven consecutive treatment sessions’, after which 

the patient needs to come once every week for ‘checking and counselling on preventive measures’ 

(Press release report 2013).  

During the recitation of the Quran, the patient sits in front of the sheikh(s) and verses are 

recited close to his/her ears. Suratu Swaffaatu is for example used to ‘burn the devils in the body’. 

After recitation, treatment continues with the application of Ruqyatu Maaiyyat, water that is 

anointed with Quran verses. The patient sits or lies down on the floor of the mosque and water is 

thrown at him or her. Sheikh K. explains: ‘We are targeting different body parts. When the water 

hits the jinn it hurts them very much, they will cry and scream. (…) Sometimes they pretend to be 

strong, but it feels like iron is hitting them’. Some of the dosages applied to the patients are 

‘responded by the devils running out of the bodies’. According to the sheikhs: ‘The moment they 

get out of the body, the patient starts feeling okay’.  

 

Devils and Healing from Above 

It is a quiet Sunday afternoon at the nodding syndrome ward in Kitgum hospital when five women, 

dressed in brightly colored gomesi, gather around the hospital bed of teenage girl Aber. She was 

admitted to the hospital several months ago after she fell into fire while having a seizure. Both her 

feet are currently wrapped in white bandage, but the women assure her that she will be healed and 

that she ‘should then praise and worship God’.  

The group of women visits the nodding patients every Sunday at the hospital. They stand in 

a circle around the bed and lift their open hands. One of the ladies puts a hand on Aber’s head and 

then the praying starts:  

Lord at this moment we lift Aber and put her in Your hands. For the 

pain she is feeling, we ask You to be the doctor for that thing. You 

heal her, send to her the Holy Spirit. (…) You created and gave us 

many good gifts. But our enemy comes and refuses and spoils the 

gifts You gave us. Right now in the name of Jesus Christ of Nazareth, 

we want You to return the gifts which You gave Aber in the beginning 

Lord. Return the gifts the devil stole from her Lord. (…) In the name 

of Jesus with the power that You gave us, we remove all the spirits 

and bad things that are disturbing her. (…) Protect her with Your 

precious blood and protect us also. Heal her, cleanse her bed with 

Your blood, the bed of each patient with Your blood. We cover the 
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hospital with Your precious blood that doesn’t dry up Lord Jesus. 

Send Your Holy Spirit and angels to protect the patients and 

everyone in this hospital. (…) Let Him stretch His right hand and 

touch them, so that they receive the healing that comes from You. We 

pray in the name of your Son Jesus Christ our Lord. Amen.  

The women end the prayer with a song, in which they sing: ‘Lord we are waiting for Your 

power from above (…), for Your Spirit from above (…), for Your healing from above’. 

Afterwards, they shake hands with Aber and move to the patient next to her.  

Although the patients in the hospital are advised not to use herbal treatment and to stay 

away from ajwaki and Islamic healers, there is no problem when representatives of Christian 

churches visit the children. Most of the reports written in the NS-hospital record book teem with 

biomedical terms, but now and then a spiritual entity slips into the writing. For example, in one of 

the night reports a nurse describes the status of an 18-year old patient: ‘She is not sleeping well 

during night hours, because the devil is disturbing her frequently’. The attending nurses often 

mention their personal Christian background and the affected families are encouraged to pray 

frequently.  

In a quiet part of Kitgum town a group of religious leaders gathers at a primary school. The 

topic of their meeting is ‘Intensive prayer for children affected with lucluc/NS’, as indicated at the 

top of the distributed agenda. Several Christian churches are represented. ‘All the denominations 

should join hands’, an Evangelical lady emphasises, since NS does not discriminate and ‘comes in 

every household’.  

Bernard is the organiser and chairman of the meeting. Supported by a charity organisation 

from UK, his church developed a programme to support the NS-affected families in three 

communities. Home visits are regularly made and the families receive oxen, ploughs and seeds. An 

important aspect of the programme is conducting prayers for the sick children. The project officer 

puts it this way: ‘Most parents said that the cause of this disease is demonic. We can only chase 

away those devils through prayer. We can talk about oxen and farming tools, but it is important to 

start with praying to restore hope in parents’. According to a young man attending the meeting: ‘It 

is only God who can help. If you look at the blood, you don’t see anything. (…) The children 

present the disease as the devil attacking them and they need prayer to chase away the devil’. A 

Pentecostal pastor agrees that ‘there is nothing like any medicine or drugs that can cure NS, 

except from praying’.  

At the end of the meeting, the priest of a catholic church explains why he believes that 

nodding syndrome is targeting this area:  

The community of Acholi, we should accept that we are very 

vulnerable. Our vulnerability comes as a result of the long war we 

had. (…) All these problems come as a result of Satan, to distract the 

lives of the people. (…) When we had hepatitis A, which is like 

nodding syndrome, praying was helping. They confessed that they 

were healed by praying. (…) We should not be surprised if it NS 
might spread over the whole Acholi area. Let’s pray for the people of 

Acholi. There are a lot of devils in this part of the country and they 

are fighting our people.  

Here, as in the explanatory models of the ajwaki and Islamic sheikhs, the causes of NS are 

situated in a violent past. An Evangelical pastor adds: ‘As Acholi, we might have been paid for the 

wrongdoing our ancestors have done’. All attendees agree with him that ‘it is faith from a person 

that can set you out of pain. (…) If the community has faith, they will be healed’.  
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It seems that NS has currently joined the category of incurables such as HIV. In one of the 

affected areas, the church leader organises three days of prayer addressing both NS and HIV in 

every first weekend of the month. A delegation from another church has spent a week in the NS-

affected communities to pray. Recently, a visiting Catholic leader also held special prayers for the 

nodding children, in order ‘to provide spiritual healing and hope’ (Komakech 2015).  

However, fighting the devil takes a long time. A representative from a Catholic church in 

Kitgum concludes: ‘This is just the beginning. These prayers may even take more than one, two or 

three years. If there is a war, commit yourself to fight until the war is over’. It seems that even 

when the actual guns become silent, violent actors remain present and continue to affect the local 

population for an extensive period of time.  

 

Conclusion 

This paper shows how narratives on nodding syndrome are affected by the experience of conflict 

and how they in turn shape responses to illness. Although NS is considered to be a new affliction, 

long-existing notions of suffering, political negligence and the role of spiritual actors are 

reproduced in its conceptualisation. In explanatory models the causes of NS are mostly situated in a 

violent past. Vengeful actors are present during healing ceremonies and enable discussions about 

experiences that took place during wartime. Nodding syndrome hereby represents the continuity of 

well-known misery to the area; it allows for a simultaneously embodied language for the afflicted 

individuals as well as collective experiences of distress. The intertwining of NS and narratives on 

conflict facilitates the expression of both individual and collective suffering during the search for 

relief.  

The unknown cause of nodding syndrome elicits diverse explanatory models suggesting a 

variety of etiological factors, ranging from onchocerca volvulus to the role of evil spirits. These 

models are linked to different notions of healing. In their pragmatic quest for treatment, affected 

families combine elements from various forms of therapy: e.g. several (non-Muslim) children 

interrupted hospital admission in order to attend Islamic healing sessions; a lady well-known for 

distributing herbal medicine spent weeks at the nodding ward with her bedridden daughter; and the 

majority of AEDs-taking children have visited a healing ceremony addressing cen. In addition, 

different forms of treatment overlap: Islamic sheiks borrow forms from biomedicine, nurses urge 

prayer, cen and jinn are considered to occasionally combine forces, and ajwaki, sheiks and 

Christian prayer groups all attempt to expel evil spirits. Although various therapies have been 

suggested and eagerly tried out, the current treatment efforts seem to fall short. Just as illness 

understandings may change through time, the content of treatment services and the available 

options also change as events unfold. Subjunctivising elements of conditionality, doubt and hope 

(e.g. Good & Del Vecchio Good 1994; Whyte 2005) in the narratives on nodding syndrome allow 

the affected families to justify continued care seeking.  

Viruses, bacteria, instruments of war, cen, jinn and devils can all be seen as polluting forces 

violating the bodies of the nodding children. Whether afflicted by biomedical, political or spiritual 

actors, the body can be seen as a place where battles of the past and present are played out. Since 

definite answers on cause and cure remain lacking, NS-affected families keep on being exposed to 

existential uncertainty and the quest for treatment continues.  
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