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ARTICLE INFO ABSTRACT

Keywords: Background: Mental health care systems in Africa are faced with a high burden of mental disorders. There is need
Physical activity to explore evidence-based, scalable interventions to compliment the “traditional” health care system. Physical
Exercise activity (PA) can augment the effectiveness of existing programs. However, little is known about the perspectives
Stigma

of health care professionals on PA. Understanding this is key to implementation.

Methods: This was a qualitative exploratory study based on 13 key informant interviews among experienced
health care professionals working at Butabika National Referral and Teaching Hospital, Uganda. Data was
analyzed through content thematic analysis.

Results: Participants reported PA benefits were: improved individual competences and engagement, social re-
integration and reduced family and community burden. Self-stigma, lack of community support, lack of infra-
structure and equipment, lack of monitoring capacity, human resource challenges and a focus solely on phar-
macotherapy were among the most reported barriers to application of PA in management of mental health
problems.

Conclusion: Despite the high level of understanding of PA among health care professionals, PA promotion largely
depends on implementation of strategies to deal with community and health systems barriers. Although patients
need to be empowered to deal with their individual barriers, greater support and action is needed by policy
makers. Public health programs should support PA through community engagement and social re-integration
programs. The government should promote a holistic mental health care perspective and provide adequate
infrastructural and human resources to support PA in the existing primary and mental health care systems.

Community

1. Introduction years in Africa (Hjorthgj, Stiirup, McGrath, & Nordentoft, 2017). De-
spite this tremendous burden, in most low-income countries less than

Mental, neurological and substance abuse disorders are a leading one percent of the health budget is spent on mental health (World
cause of disability in both high and low income countries (Whiteford Health Organization, 2011). As a result, mental health services are
et al., 2013). People with mental health problems worldwide die on poorly resourced and treatment rates for people with mental, neuro-
average 14.5 years earlier and this mortality gap widens to almost 28 logical and substance abuse disorders remain low, with over ninety
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Table 1
Interview guide.
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Questions

Prompts

Based on your training and work-related experience, how do you describe physical activity?

What is your understanding of the importance of physical activity in mental health care?

What are the activities that are performed in this hospital in relation to physical activity?

What do you see as the role of physical activity in the management of mental illness?

How have you come about this understanding?

Are there any activities that have improved this understanding (e.g., short
trainings, workshops, CEMs etc.)?

The focus here should on both inpatient and community outreach activities.

Are there certain patients or certain time points when you feel it would not be appropriate to relay

info about physical activity?

Are they any different considerations that come to your mind for a patient with a mental illness

compared to the general population?
What are the barriers for patients in participating in physical activity?

What are the barriers for clinicians/institutional in integrating in physical activity in the current

model of care?

What would be the factors that facilitate patients becoming more engaged in physical activity?
What would help to facilitate clinicians/institutional level factors in integrating physical activity in

the current model of care in this hospital?

What are the possible strategies to improve integration of physical activity in the current model of

care at the following levels
a) Hospital-based care?
b) Primary health care levels?

Policies and legislations

Human resources

Finances and budgets

Monitoring and evaluation systems
Training

Ethics and ethics institutions
Infrastructure

Other supplies

percent not having access to any formal form of mental health care
(Lund et al., 2015). Both global and local efforts are therefore needed to
improve the health systems response to mental, neurological and sub-
stance abuse disorders (Hanlon et al., 2018; Petersen et al., 2017).
Holistic care is part of these efforts and promoting an active lifestyle has
been defined as an essential package in the provision of holistic care
(World Health Organization, 2006). In recent years, there has been an
increasing interest in physical activity beyond being a stand-alone or a
complementary treatment modality in the treatment of mood disorders
(Schuch et al., 2016), psychotic disorders (Firth, Cotter, Elliott, French,
& Yung, 2015), alcohol use disorders (Hallgren, Vancampfort, Giesen,
Lundin, & Stubbs, 2017), post-traumatic stress disorder (Rosenbaum
et al., 2015) and anxiety disorders (Stubbs et al., 2017). However, most
of the available evidence is derived from high-income settings and no
studies have been conducted in Africa. Because physical activity may be
implemented at low cost and often requires minimal resources, training
and skills on the part of the individual doing the exercise it may be
feasible in low resource settings.

One of the first essential steps needed in integrating physical ac-
tivity within the mental health care systems of low-income countries is
to be aware of the current perspective(s) of existing health workers in
mental health facilities towards physical activity. Documenting these
perspectives give us an understanding of the level of acceptability of
physical activity, current level of awareness (including belief systems),
and barriers and facilitators of physical activity in mental health service
provision. This information is deemed vital in Africa in general and
Uganda in particular, where currently there is an absence of studies on
this subject. Health care professionals are the major gatekeepers for
patients entering the physical activity referral process, and also im-
mensely contribute to the design of physical activity services in health
facilities (Vancampfort et al., 2017). This makes their involvement and
information vital especially in young and poor resource settings such as
Uganda. In our current study, we document perspectives relating to
knowledge, barriers and facilitators of physical activity within a mental
health hospital setting of a low-income country.

2. Methods
2.1. Protocol and setting

This is a qualitative study using semi-structured key informant in-
terviews with mental healthcare professional staff working at Butabika
National Referral and Mental Health Hospital. The hospital is located in
the capital of Uganda (Kampala) and provides both outpatient and in-
patient services. The hospital provides services to around 700 inpatients
per month and offers both general and specialized mental health ser-
vices. Qualitative methods were employed to explore in more details
the views of mental health workers on physical activity in mental health
care. The protocol was approved by Mengo Research Review
Committee (MHRRC). The Committee is entitled to review and approve
mental health research in Butabika National Referral and Mental Health
Hospital.

2.2. Sampling and sampling process

Informants were purposefully selected. We approached the execu-
tive director of Butabika National Referral Hospital and the senior
management team who identified relevant units in the hospital and the
senior personnel that could participate in the study. This helped to
ensure that only experienced mental health professionals with a
minimum of 5 years clinical experience participated in the interviews.
The selected units were the busiest in the hospital including the alcohol
and drug unit and the male and female wards. Those that were nomi-
nated by the executive director and his senior management were ap-
proached by the first author in their offices and informed them about
the study. Psychiatrists were selected because they were heads of the
units while senior nurses, occupational therapists and psychologists
play a vital role in the daily clinical practice. All the cadres that were
involved in the interviews had not only clinical but also management
roles in the hospital. In total, 2 psychiatrists, 2 nurses, 3 psychologists, 2
occupational therapists and 3 community health workers were inter-
viewed. In total 13 interviews were conducted. All informants involved
gave consent to the study. All interviews were conducted in their offices
on appointment.
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2.3. Data collection

A semi-structured interview guide was used to collect data (see
Table 1). The interview schedule covered topics considering knowledge
of physical activity, barriers to adaption of and facilitators to adaption
of physical activity for people with mental illness. Each interview lasted
approximately 60 min, was conducted in English and was recorded
digitally by the first author.

2.4. Data analysis

Content thematic analysis was the main approach to data analysis.
The objective of qualitative content thematic analysis is to system-
atically turn large amounts of data into a highly organised summary of
key results (Erlingsson & Brysiewicz, 2017). Content analysis was found
useful since we had a semi-structured tool meaning that we already had
some pre-conceived categories before the study (Erlingsson &
Brysiewicz, 2017). All interviews collected were transcribed verbatim.
And the process of analysis started with reading and rereading of data
(Erlingsson & Brysiewicz, 2017). This was intended to get a whole sense
of the data and to gain a general understanding of what the participants
were talking about (Erlingsson & Brysiewicz, 2017). After getting the
general ideas from the general story given by our informants, line by
line coding was conducted to all the transcripts. The researchers from
time to time refined and upgraded the codes with more reading of data
(Erlingsson & Brysiewicz, 2017). The ideas that were frequently men-
tioned were linked together to form meaningful units (Erlingsson &
Brysiewicz, 2017). Out these, categories, themes and subthemes were
created. To ensure reliability of coding and theme construction, all the
categories, themes and subthemes emerging from the data were shared
and agreed upon among members of the research group (Vaismoradi,
Jones, Turunen, & Snelgrove, 2016). Triangulation was also done where
views of different cadres (psychiatrists, nurses, psychologists etc) were
compared on emerging themes and subthemes. For example, data was
organised under categories such as knowledge of physical activity,
barriers to physical activity and facilitators to physical activity. Under
each of these categories the researchers then developed themes and
subthemes as presented in this report.

3. Results

Findings indicated almost all of the health care professionals had a
high level of understanding of physical activity. The reported physical
activity benefits were improved individual competences and engage-
ment, social reintegration and reduced family and community burden.
Self-stigma, lack of community support, lack of infrastructure and
equipment, lack of monitoring capacity, human resource challenges and
a narrow biomedical focus on pharmacotherapy were among the most
reported barriers. We deal with each one of them in some detail below.
However, because there were few health professionals in some of the
units selected, we only mentioned the professional titles of those se-
lected for interviews and don't gave further information on age, sex and
other socio-demographic variables as a way of maintaining con-
fidentiality.

3.1. General understanding of physical activity

Almost all our informants, regardless of their level of training, had a
clear understanding of physical activity and what it entails, and some
gave a definition:

When we talk about physical activity we refer to sports and other ac-
tivities that involve energy expenditure and [involve] sweating
(Community health worker).

When we asked more specifically what physical activity means to
them as mental health workers, many of them gave us a variety of
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activities such as sports, dancing, gardening, yoga or more culturally
embedded activities:

We have sessions like yoga, we have the “zulumbe” [a local music
dance]; and these are active therapies where you have to use a lot of
energy ... you jump and make some dancing [and], quick movements
(Nurse, ADU Unit).

Also a number of other informants saw physical activity in terms of
roles and responsibilities that they play in this field. An occupational
therapist for example noted that:

We work with an occupational therapy department as part of our ob-
jective of providing holistic care and so the occupational therapy de-
partment has physical activity as one of its main packages in this respect
(Community health worker).

It seems clear from the quotes above that despite our informants
working in a hospital that is located in a resource poor country, they
were able to show an operational and elaborated understanding of the
meaning of physical activity in a mental health care setting.

3.2. Experienced benefits

3.2.1. Individual level benefits

Quite a number of individual level benefits were mentioned by
majority of the informants. These benefits seem to promote in particular
the level of individual competence.

Symptom reduction. Almost all informants saw physical activity as a
complimentary treatment and may help in reduction of symptoms for
those with mental disorders. These informants reported symptom re-
duction for patients involved in physical activity:

[In respect to] symptom reduction, I would use the example of depres-
sion. When we talk about physical activity, we are trying to help them to
get out there and engage in different activities to work on some of their
symptoms (Consultant Psychiatrist).

Even in those with voices, physical activities can help them to divert the
mind from the voices they are struggling with, because when you ask
them when do they experience the voices, it is when they are not engaged
and when you engage them and when they have been playing football or
netball and you ask them whether they have been hearing the voices they
say “No, I am no longer experiencing the voices” (Senior Psychologist).

In both quotes by our informants, the effect of symptom reduction
seems to lie in the possibility of moving the patient's focus away from
negative thoughts or psychotic experiences and thus create a better
therapeutic platform for working on their symptoms. It was reported by
quite a number of our informants that when the family and the wider
community observe improvements following physical activity, also
acceptance from these family members and the wider community for
physical activity as a therapeutic method improves since the burden of
care is reduced.

Physical health improvements. In addition to symptom reduction, the
majority of our informants reported a number of physical health ben-
efits of physical activity:

Many of our people these days are suffering from diseases like high blood
pressure and diabetes; these can be prevented or even managed using
physical activities like sports (Senior Nurse, Women Ward).

The participants acknowledged the importance of considering the
high risk for somatic co-morbidities in people with mental illness and
viewed physical activity as a way of reducing the risk for developing
physical illness. Reduction in physical complaints is likely to contribute
as well to more community acceptance of physical activity.

Regaining lost skills and new skills development. Many of the patients
with mental disorders are institutionalized and stay at the hospital for a
long time. Occupational therapists in particular reported that physical
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activity helps in some long-stay patients to regain their lost skills while
others develop new skills. Some of these skills could be cognitive like
coping skills while others could be marketable skills. Confidence, self-
esteem and feeling useful are reported by our participants as valuable
effects of physical activity:

Definitely games rebuild any person's confidence and self-esteem (occu-
pational therapist).

Regaining lost skills is crucial in patients being able to engage with
the community after discharge.

Coping with drug abuse. In terms of coping skills during and after
discharge, one participant noted how physical activity can reduce
craving for drugs as well as fill leisure time with meaningful content
and thus prevent renewed drug abuse:

[We] can help this person [the patient] to forget the craving that he had
and also how to pass his free time after work because most of these
[people] go for this substance [drug abuse] after work so if he is engaged
in this, that so called free time is being catered for (Senior Psychologist).

Physical activity according to this participant has a double function
in the prevention of drug abuse as a distraction strategy and as a
meaningful activity.

Keeping patients motivated. As noted above, many of the patients at
Butabika Hospital have long length of stays. Quite a number of in-
formants noted that patients need to remain motivated as they work
towards their recovery:

It is part of their recreation in form of sports and competition, so when
they engage into these activities they feel that there is some level of en-
gagement while they are undergoing treatment here (Occupational
therapist, OT Unit).

Physical activity seems to give the patient a perspective that activity
and consequently change is happening. This might instil them with
hope during activity, while the opposite might be the case when the
patient is inactive.

Regaining functionality. The majority of our informants reported that
physical activity helps patients to regain their functionality. This seems
to be an outcome of reduced symptoms, improved physical activity,
coping and skills development.

In this hospital there is also gardening which provides benefits through
various roles, but it is also a physical activity. It helps with regaining
function. It helps with making some one useful, learning new skills, but
also for health reasons and it provides an opportunity for leisure and
esteem (Community health worker).

3.2.2. Community level benefits

Social integration. Due to long stay in the hospital and partly due to
community stigma, the majority of our informants noted that some
patients lose their social skills and connectivity. Thus, they have to be
re-trained in social skills and being assisted to reconnect socially. The
hospital uses games to achieve this:

... For example, during the time for football, they do not play alone like
maybe patients from a particular ward, they get in contact with patients
from other wards and then sometimes they have minor tournaments with
outsiders or with the staff so they get to know that “Okay, we can also
play with people who are “normal” (i.e. not having a mental disorder)
much as we are called mental patients, we are going to be with the
normal people”. It also helps them regain their trust that they are really
still useful (Nurse ADU).

Yeah, because there is a schedule [for games] that everyone follows and
that schedule has a rich interplay of activities, it helps somebody to have
a normalized pattern, it's like a social reunion (Occupational therapist,
OT Unit).
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The feeling of being useful even in a setting with people without a
mental illness is important and restores confidence in the patient and
contributes to social (re)integration.

3.3. Barriers to physical activity in a mental health setting

These include individual, community and institutional level bar-
riers.

3.3.1. Individual level barriers

Limited knowledge on the existence of physical activity. Most in-
formants expressed the view that some patients do not appreciate the
importance of physical activity in their recovery as they are not aware
of the benefits.

Some of the patients regard physical activity as not useful and they may
not find time for it (Occupational therapist, OT Unit).

Relatedly, a number of our informants reported that patients may
not be aware of the existence and availability of physical activity ser-
vices. For example, the outpatient unit, which sees a large number of
patients with non-complex conditions is quite detached from the main
hospital and such patients may never get to know the existence of the
physical activity services which are all confined to the main hospital.
This is not helped by the high patient numbers, which limit information
sharing between patients and health staff.

There are quite a number of patients that do not know that such a service
exists in the hospital. Hospitals in Uganda are only known for drugs
(Senior Psychologist)

Self-stigma. Since most of the physical activities are done open door,
a few of our informants noted that some patients prefer not to be seen
there [open door], because the general public will get to know that they
have a mental illness.

They would prefer to stay in the wards so that they are not seen and at
the end of the day it is the stigma that denies them that opportunity [of
engaging in psychical activity] (Occupational therapist, OT Unit)

The patients seem not to be interested in being seen in the mental
health treatment centre and therefore avoid physical activity.

3.3.2. Community level barriers

It was reported by a majority of our informants that people in the
community may not be willing to be associated with those with mental
illness:

Many people don't want to be associated with those who have ever been
admitted to Butabika ... (Occupational therapist, OT Unit)

Also a majority of our informants reported that due to limited
community support, partly due to stigma, patients lacked basic items
that are essential in supporting physical activity participation. Some of
these included sports ware and food items (i.e. refreshments). Sports
ware becomes important because patients are allowed a limited number
of clothes and feed items/refreshments are also vital because patients
depend on a limited number of meals a day, sometimes one meal a day
while in hot weather conditions drinkable water is a must.

So now you also require some money for refreshments, when going to
play football. It should be an ideal for all of us. And you know if it is you
who has taken them [to play football] and you do not give them water,
they tend to become very hostile. Yeah, but they are right. Here we
cannot even afford clean water and you know such a thing becomes a
luxury and yet it is a basic and the community does not come in to
support this deficit (Senior Psychiatrist).

Limited opportunity for physical activity. A few of participants noted
that apart from the traditional economic activities such as gardening or
hunting, avenues for physical activity are limited in the rural areas.
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In town, you might find people engaged in many activities sports and
other like going to the gym. In the villages, these are hard to find today.
People go to the gardens and go home (Senior Psychiatrist 1).

3.3.3. Health system barriers

Preference for pharmacology. A few informants expressed the view
that the medical staff may prefer only pharmacology in the manage-
ment of mental disorders;

Most of our schedules here are governed by the nursing team. They might
think physical exercises are not important and it is only medication that
works (Occupational therapist, Unit).

It was also noted that some mental health workers, especially lower
level cadres, may not know that physical activity is vital.

We are not at the same level. The more you go down the ladder [in terms
of cadre] the less the appreciation of physical activity (Consultant
Psychiatrist).

It is indicated by the participant that the question of appreciation of
physical activities is a question of education. The more educated the
more recognition of physical activity as useful. However, due to regular
workshops and seminars, it was noted that quite a number of the mental
health workers have now started to appreciate physical activity as a
cost-effective package.

Human resource challenges. Almost all informants reported that the
number of patients compared to health care workers in the hospital is
overwhelming and this stifles efforts to make physical activity a cor-
nerstone in the treatment of every patient. For example, due to a high
patient load, it is hardly possible to develop a patient treatment plan
including a focus on physical activity for every patient.

Physical activity needs to be tailored to the presentation of a patient, the
clinical presentation, so ideally we would like to have a physical activity
plan for every patient. In our setting, we do not have that luxury because
the numbers of patients is so high ... (Community health worker).

In addition, the scarceness of resources hinders the use of physical
activities as this could provide a security gap:

Yes, ...when you look at games; sometimes you find that the patients
want to be active outside ... [But]-you fear that, since we are few in the
wards, if they go alone, they might either escape or end abusing sub-
stances where they have gone. So, because of the limited human re-
sources, it also becomes challenging to supervise them, to see what they
are really doing (Nurse, ADU).

Despite these institutional challenges, there were reports by a few
informants that there were a small number of motivated staff who were
keen at delivering physical activity

... I think is one thing that keeps Butabika performing to this level in spite
of the many challenges is the motivated staff [Senior Psychiatrist].

This motivated staff member seems to have undergone training
which impact on their general outlook to delivery of mental health
services. A few informants also reported availability of physical activity
manuals and guidelines in the hospital. These guidelines help mental
health workers deliver a standard package of physical activity. In ad-
dition to the above, the hospital policy framework also defines physical
activity as a core program.

Limited packages. Quite a number of informant expressed the notion
that the packages offered at the hospital are quite limited and this
sometimes de-motivates the patients. For example, football is highly
valued, but the hospital cannot afford sufficient number of balls to play
with. Other games are also in demand, but not available.

Limited infrastructure. The majority of the informants reported that
infrastructure for some of the activities was lacking especially for ac-
tivities that require some reasonable space and some of the outdoor
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activities.

I am telling you about football but only few patients can engage in
football ... we do not have the space [for other activities] ... (Senior
Psychiatrist).

However, due to donor support, the hospital had improved on the
scale of activities in the occupational therapy unit as one of the vital
steps to support psychical activity in the hospital. There were also re-
ports by a few informants that through community outreach programs,
community support and engagement had started to improve

And recently we had a nearby school allowing us that if we want to use a
gym we can go with our patients and they even do swimming (occupa-
tional therapist, OT Unit).

Lack of monitoring capacity. A few informants noted that due to
limited number of staff and partly due to poorly developed health in-
formation management systems, capacity to monitor the rate of re-
covery due to physical activity was limited. This limits their capacity to
mobilize resources to physical activity programs since its impact re-
mains largely undocumented.

4. Discussion

This is the first study to document health care professionals’ per-
spectives on physical activity within the mental health care system of
Uganda and Africa more broadly. This study is important because
physical activity is one of the ways to provide holistic care for people
with mental health problems in low income countries such as Uganda.
A holistic approach should become a priority in the existing Mental
Health Action Plans in Sub-Saharan African countries where the mental
health care focus is still too much on a narrow biomedical approach
(Mugisha et al., 2017).

In a similar way to a study conducted in a high-income country
(United States) (Leutwyler, Hubbard, Jeste, & Vinogradov, 2013), one
of the major findings reported in this study is the high level of aware-
ness of the meaning and importance of physical activity by the mental
health staff. This finding indicates that the existing work staff is also in
a challenging care environment ready to endorse a more holistic mental
health care. This high level of knowledge could be possible because the
interviews were conducted in a national level hospital where the staff,
in addition to their medical training, are exposed to continuing medical
education (CME) which is likely to impact on their level of knowledge
and their understanding of the mutual relationship between body and
mind and hence how physical activity has beneficial effects on mental
problems. Currently, such training is in Uganda only provided in Bu-
tabika hospital, which is a national referral hospital. Only in this setting
the staff is exposed to information related to physical activity, owing to
the fact that the hospital runs a bigger budget than regional centres, and
receives more funds from both local resources and donors for CMEs.
Some of the previous CMEs were indeed focused on physical activity.
The high level of awareness of the meaning of physical activity reported
in this study can be an entry point for further training initiatives else-
where in the country. It can also be an entry point for training in other
aspects of daily physical activity delivery.

In this qualitative study, benefits at the individual and community
level were reported. At the individual level symptom reduction, im-
proved physical health, and regaining skills (among others) were the
most reported ones while at community level physical activity can re-
duce stigma towards mental health and improve social connectedness.
This way, physical activity might facilitate community acceptance of
mental health problems. These are vital benefits in societies where
mental health problems are still largely neglected and a taboo. On the
other hand, less experienced community stigma will increase a patient's
self-confidence and will facilitate social re-integration. It was reported
already previously (Mugisha et al., 2017) that socio-ecological con-
siderations influence adaptation and maintenance of physical activity.
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In essence, connectedness with the social and physical environment
seems to influence a higher likelihood of being active in physical ac-
tivity (Burgoyne, Woods, Coleman, & Perry, 2008).

There were a number of barriers reported in this study to the pro-
motion of physical activity. Among the individual level barriers was the
negative attitude of patients with regards to physical activity. The
possible reason to explain why a few patients were reported to have a
rather negative attitude towards physical activity could be lack of
knowledge on the benefits of physical activity. Informants reported
limited time to engage with patients due to heavy workloads and the
possible bias to pharmacology as the sole treatment (Mugisha et al.,
2017). At a community level, lack of social support was reported and
this was largely augmented by community stigma. Protracted anti-
stigma campaigns will be important to deal with community level
barriers to enhancement of physical activity in mental health care set-
tings in Uganda. On the other hand, there were also human resource
challenges and these included: lack of human resource, infrastructure,
and limited monitoring capacity among others. However, these factors
are not new to the health systems in Uganda (Ahumuza, Rujumba,
Nkoyooyo, Byaruhanga, & Wanyenze, 2016; Asiimwe et al., 2012).
These challenges do not affect only the delivery of physical activity but
also other mental health programs in Uganda and other low income
countries (Mugisha, Ssebunnya, & Kigozi, 2016). Deliberate efforts by
policy makers and budget holders need to be undertaken to deal with
these structural challenges in order to improve the delivery of holistic
care in Uganda (Kigozi, Ssebunnya, Kizza, Cooper, & Ndyanabangi,
2017; Mugisha et al., 2016). The Uganda Ministry of Health needs to
look into these constraints through its strategic and mental health care
plans. Unfortunately, mental health budgets are still less than one
percent of the health care budgets (Kigozi et al., 2017) and therefore
these challenges are likely to persist for a long time. The alternative
would be to introduce and strengthen the integration of physical ac-
tivity in the ongoing efforts to integrate mental health into primary
health care levels (Mugisha et al., 2016; Ugandan Ministry of Health,
2010). It would be vital that community resource persons (e.g., village
health teams) at the primary health care level are empowered to deliver
physical activity. However, the staff at this level are already over-
whelmed by patient numbers.

Alongside these constraints, there were quite a number of oppor-
tunities reported by informants that might facilitate physical activity
within the Ugandan mental health care system. These included: positive
attitudes towards physical activity by staff, perceived cost effectiveness
of the package by staff, and the existence of a supportive local policy
framework. These factors are also not new and have been reported in
other health programs delivered by hospitals in Uganda (Nakku et al.,
2016). The Ministry of Health needs to consolidate these opportunities
while working on the above limitations and barriers. For example, it
should take advantage of existing donor support to commit more re-
sources to improve these opportunities. A systemic approach is also
recommended instead of small and piecemeal interventions.

Overall, there is need to change the current emphasis on pharma-
cotherapy to a more holistic care with a specific focus on low-cost
lifestyle interventions. Almost all the recurrent budget in Uganda is
spend on pharmacology at the expense of other services (Mugisha et al.,
2017). Cost-effective methods of management of mental, neurological
and substance abuse disorders such as promoting an active lifestyle
should be embraced given the very limited resources available for the
mental health sector in Uganda. Fortunately, the benefits of physical
activity were quite clear to many of our informants and they are part of
the policy makers in the hospital. A phased and systematic integration
of physical activity within primary health care levels will be vital and
sustainable in the long-run.

4.1. Study limitations

First, since this was an exploratory qualitative study undertaken
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only in Butabika national referral hospital, the findings may not be easy
to generalise to other hospitals at the regional and district level and
staff there may not have the same level of exposure to physical activity
as an approach in management and recovery from mental illness at
other levels. A more representative sample will be vital in future re-
search covering as well local districts and regional referral hospitals.
Second, due to the small sample size, data saturation cannot be assured.
Therefore, an in-depth assessment including a larger sample size of
health care professionals and policy makers at all levels of care is im-
portant in establishing the specific needs for physical activity programs
within the existing mental health care system. Such research will be
able to inform future training programs and mental health policy de-
velopment in Uganda.

5. Conclusion

The current level of awareness adduced in this study creates inroads
for more application of physical activity in the management and re-
covery of people with mental disorders at Butabika hospital. However,
there is still urgent need by policy makers and senior level managers at
the hospital to deal with the institutional barriers identified in the
study.
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