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FOREWORD
Mental disorders are very common in society, and in relatively low income countries such as 
Kenya, they are often under-recognised and under-treated. Only a small proportion of persons 
with mental illness have access to adequate treatment and care, a situation one may equate 
to systematised torture and neglect. This, of course, runs counter to the letter and spirit of our 
Constitution,  which guarantees access to healthcare and dignified treatment.

Mental illness remains enigmatic to most people in the general population, and traditionally, 
different explanations have been given for the associated signs and symptoms. As a result 
of the mystique surrounding these conditions, many people fail to recognise the symptoms 
early, and when they do, they engage in different activities in an attempt to eliminate them. 
Majority of patients therefore undergo many rituals and ceremonies that only serve to worsen 
stigma against them without improving their future outlook in any way.

Mental illnesses have been attributed to spirit possession, curses, the evil eye and personal 
weakness in the individuals with these disorders. Since ancient times, some people with 
mental illnesses were considered to have special powers or to commune with the spirits or 
gods in a more special way than other members of society. As a result of these attributions, 
humanity has for a long time treated people with mental illness differently from those with 
other illnesses. 

For a long time, people with mental illness have been locked up in homes and hidden away 
from plain sight, and denied amenities that are available to others. They are often beaten and 
ostracised due to the misconception that they are in full control of their symptomatology, 
or that by treating them this way their symptoms will abate. Indeed, the earliest treatment 
centres for mental illness also doubled up as prisons of sorts, keeping patients considered to 
be dangerous away from other presumably law-abiding citizens.

Even as the philosophy of treatment of mental illness evolves into more efficient and user-
friendly services, attitudes towards mental illness remain largely negative and difficult to 
change. This has seriously affected the provision of mental health care all over the world, but 
especially in resource-constrained settings.

A recent international television documentary (CNN: “Locked up and forgotten”) on the state 
of mental health services in Kenya exposed the extent of mistreatment of people with mental 
illness in various settings including homes, hospitals, and in other institutions. This was later 
corroborated by a subsequent report by the Kenya National Commission on Human Rights 
titled ‘Silenced minds: The systemic neglect of the mental health system in Kenya’.

The present report now scientifically formalises these findings, documenting instances of 
torture and mistreatment of mentally ill persons in all social situations. Findings that torture 
of mentally ill patients is prevalent even in homes and settings other than public hospitals, and 
are perpetrated largely by law enforcers and persons close to the patients, point to several 
problems in our society.

The most poignant is the lack of information on features of mental illness, and what to do 
about it. Many people act out of ignorance, and perhaps out of frustration, while believing 
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that they are acting in the patient’s best interest. Perhaps those involved in mental health care 
and advocacy need to do more in order to reach the general public in order to fill this glaring 
gap in the knowledge.

A second issue is the meagre investment in mental health by our government. Despite decades 
of advocacy and consensus on the importance of mental health care as a guarantor of other 
aspects of health and well-being, our government still invests a minuscule fraction of the 
budget in mental health. The dearth of resources results in frustration among mental health 
workers, increasing the risk of mishandling patients. Further, lack of resources encourages 
improvisation, which in the context of mental health care often amounts to actions bordering 
on torture and victimisation of patients.

Finally, the fact that this report is produced by an agency that operates outside government 
highlights the disregard for research funding in mental health. It is time advocacy groups 
included demands for improved mental health research funding in order to ensure that all 
interventions in the field are evidence-based and meant to secure the well-being of our clients 
and society at large.

The Independent Medico-Legal Unit must be commended for taking the initiative and plunging 
into these uncharted waters, and perhaps beginning a conversation that will eventually result 
in the improvement of mental health services for all Kenyans. Hopefully further research will be 
commissioned to discover the true extent of torture meted out to persons with mental illness 
in the community, in order better plan for their care and eliminate all forms of mistreatment.

Dr Lukoye Atwoli
Secretary, Kenya Psychiatric Association and
Senior Lecturer, Moi University School of Medicine
Eldoret, Kenya
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ABBREVIATIONS AND ACRONYMS

CIDT :   Cruel, Inhuman or Degrading Treatment 

DSM-IVTR :  Diagnostic and Statistical Manual, Text Revised

HIV :  Human Immunodeficiency Virus

ICD – 10 :  International Classification of Diseases 10th Edition

IMLU :  Independent Medico-Legal Unit

JOOTRH :  Jaramogi Oginga Odinga Teaching and Referral Hospital 

LRF :  Legal Resources Foundation Trust

MINI-Plus :   Mini International Neuropsychiatric Interview

MOEST :  Ministry of Higher Education Science and Technology

MOH :  Ministry of Health

MTRH :  Moi Teaching and Referral Hospital

PTSD :  Post Traumatic Stress Disorder 

PWMPDs :  People With Mental and or Psychosocial Disabilities

THQ :  Trauma History Questionnaire 

WHO:  World Health Organization
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DEFINITION OF TERMS

Adult: a fully grown up person who is considered legally responsible for his actions. The 
statutory age in Kenya is 18 years.

Adversity: a state, condition, or instance of serious or continued difficulty, misfortune or 
affliction.

Aggression: angry or threatening behaviour and acts of violence.

Depression: a sustained low mood that impairs the patient’s ability to function 
normally.

Health:  the state of complete physical, mental and social well-being and not merely the 
absence of disease or infirmity.

Hypomania: a state of an abnormally elated mood but of a lesser severity than in mania.

Mania: a state of an abnormally elated mood.

Melancholia: a severe form of depression with biological symptoms such as lack of 
energy and poor appetite. 

Mental health: as a positive sense of well-being; belief in  own worth and the dignity and 
worth of others; ability to deal with the inner world of thinking, feeling, managing life 
and taking risks; being able to initiate, develop and sustain mutually satisfying personal 
relationships; and to sustain a spiritual life.

Mental health problem: used interchangeably with mental disorder or illness.

Mental illness (psychiatric illness): disorder diagnosed when a pattern of signs and 
symptoms are identified and associated with impairment of psychological and social 
functioning, and that meets criteria in the International Classification of Diseases or the 
Diagnostic and Classification Manual. 
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Psychiatric illness or disorder: used interchangeably with mental disorder or 
illness.

Psychosis: a severe form of mental illness in which the patient ‘loses touch’ with 
reality and may experience hallucinations and delusions (false beliefs).

Psychosocial disabilities: disabilities arising from mental health problems.

Torture: severe physical or mental suffering; an act of deliberately hurting 
someone in order to force them to disclose information, to punish them, or to be 
cruel. In the latter sense torture means any act by which severe pain or suffering, 
whether physical or mental, is intentionally inflicted on a person for such purposes 
as obtaining from him or a third person information or a confession, punishing 
him for an act he or a third person has committed or is suspected of having 
committed, or intimidating or causing him or a third person, or for any reason 
based on discrimination of any kind, when such pain or suffering is inflicted by 
or at the instigation of, or with the consent or the acquiescence of a public official 
or other person acting in an official capacity. It does not include pain or suffering 
arising from, inherent in or incidental to lawful sanctions.

Torture or Cruel, Inhuman, or Degrading Treatment (CIDT): include overt acts 
(such as forcible anal and vaginal exams, female genital mutilation, and the failure 
to provide life-saving abortion, palliative care, and treatment for drug dependency) 
and denial of care.

Trauma: an unpleasant and upsetting experience physical or mental that affects 
an individual for a long time 

Victimization: to be cruel to; mistreat or ill-treat; bully; abuse; persecute; treat 
somebody like dirt; pick on.

Violence: behaviour that is intended to hurt others physically.  
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EXECUTIVE SUMMARY

The right to health is a fundamental human right for all enshrined in the 27th 
August 2010 Constitution of Kenya under Article 43. The right to protection and 
respect of personal dignity is another fundamental human right for all under 
Article 28. Also, torture, inhumane or degrading treatment or punishment is 
condemned under Article 29 of the Constitution. Even with these rights in place, 
People with Mental and/or Psychosocial Disabilities (PWMPDs) continue to 
suffer torture, punishment, inhumane and/or degrading treatment in the society. 
This cross-sectional study documents the prevalence and forms of victimization 
among inpatients in psychiatric health facilities in Kenya. This victimization 
includes torture, inhumane and degrading treatment or punishment and other 
interpersonal violence. 

A sample of inpatients from the public psychiatric hospitals in Kenya was assessed 
using the Social-Demographic Data Questionnaire, Trauma History Questionnaire 
and the Mini International Neuropsychiatric interview. In addition, key personnel 
in institutions dealing with policy formulation and service delivery were selected 
for interviewing. The data was analysed using the PASW Statistics 18 programme. 
A total of 226 PWMPDs admitted in nine (9) hospitals, among them 150 (66.4%) 
male and 76 (33.6%) female respondents were interviewed. Patients’ age ranged 
from 16 to 75 years with an average age of 35 years (32.3%). The most common 
psychiatric conditions were psychotic syndrome (49.1%), manic episode (33.6%), 
major depressive episode (29.6%), suicide risk (25.7%), mood disorder with 
psychotic features (21.2%), and post-traumatic stress disorder (21.2%). 

The study reveals that prevalence of torture in hospitals was 38.9% and the most 
common forms of abuse were physical assault by other patients and hospital staff. 
It further shows that patients had been mistreated in different ways in various 
institutions analysed such as the police stations, prisons, schools and homes. The 
types of torture included physical assault with a baton (20.4%); beatings on the 
buttocks, head or back (21.2%); exposure to unpleasant heat, darkness, light, or 
cold (10.2%), coercion to blind obedience and humiliation (9.3%); deprivation 
of social contact (7.5%); being forced to undress before others or witness sexual 
abuse (7.5%); and sexual assault (4.4%). Overall, the perpetrators of torture, 



11

Report 2013

THE STATE OF MENTAL 
HEALTH IN KENYA

inhumane and degrading treatment or punishment were mostly police officers, 
members of the public and family members. Despite the high prevalence of torture, 
inhumane and degrading treatment or punishment only 10.6% of the patients had 
received counselling, treatment or legal redress after undergoing this abuse. Only 
14.6% of the patients felt safe in the hands of their care givers, which underscores 
the pervasiveness of torture, inhumane and degrading treatment or punishment 
among PWMPDs. 

Patients diagnosed with major depressive episodes, psychotic syndromes, or hypo-
manic episodes were more likely to experience torture, inhumane or degrading 
treatment or punishment at home. Patients diagnosed with major depressive 
episodes with melancholic features were more likely to experience abuse in 
hospitals than those without this type of mental illness. Some hospitals had higher 
prevalence of abuse than others. The prevalence of torture at Mathari Hospital 
was 36.8% and 28.8% for male and female PWMPDs respectively. On the whole, 
Mathari had a prevalence of 34.1%. The findings indicate that PWMPDs in public 
hospitals reported having undergone a considerable amount of trauma much of 
which remains unrecognised. Moreover, the violators who are supposed to be care 
givers had not been made accountable.

Twelve (12) heads of institutions agreed to be interviewed from seven (7) health 
institutions. The concerns raised included inadequate physical facilities, poor 
funding, and low numbers of staff, lack of appropriate skills and lack of support 
from mental health boards. 

In order to enhance dignity, mental health of patients, quality mental health 
care and access to justice, specific measures should be instituted regarding the 
treatment of PWMPDs. These include legal representation and advice, clear 
complaint procedures, increase in trained personnel, improvement of school 
health programmes that support career development, family members support 
for mental health patients within the community, and psycho-education for the 
staff in the administration of justice system. There is also need for further research 
in communities and family settings to identify the magnitude of mistreatment or 
abuse of PWMPDs and develop appropriate referral systems and public health 
management.
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1.1 INTRODUCTION

Since the early ages, People with Mental and or Psychosocial Disabilities (PWMPDs) 
have been treated with suspicion, discrimination, cruelty and even death with women 
bearing the greatest brunt. Despite the great advances made in unravelling the causes 
of and finding new effective treatments for most of the disorders, mental illness is still 
shrouded in mystery. This sad state of affairs leads to mistreatment of those affected. 
Cases of alleged witches being banished and having their homes burnt have been 
documented in many situations (Luongo, 2011). Some PWMPDs were made to confess 
that they practiced witchcraft and later killed. For example, the reasoning behind burning 
of witches was that since the person was possessed by the devil, it was better to burn the 
body and free her spirit rather than let the person perish in hell (Hirst & Wooley, 1982). 
Such incidences were common before the causes of mental illness were known. It is now 
known that some of those burned could have been suffering from mental illnesses such 
as depressive illnesses.

In Kenya, the daily press still reports such cases of witch burning as well as of patients 
with learning disabilities who have been tied up, secluded at home and denied treatment 
(Kenya London News, 2010). Even in hospitals, the attitudes of some health workers 
have been shown to be unfavourable (Muga & Jenkins, 2008; Chikaodiri, 2009).  As 
a first step in evaluating the mistreatment and discrimination against the PWMPDs, 
this study aims to assess the type of treatment offered in Kenyan inpatient psychiatric 
facilities and determine the nature and any forms of victimization in respect to torture, 
cruel, inhumane or degrading treatment or punishment that they may have undergone or 
have been exposed to. A brief review of definitions of health, mental health and illness is 
provided below followed by an account of health services available and how victimization 
in respect to torture, cruel, inhumane and degrading treatment or punishment may arise 
based on the legal provisions. 
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1.2 LITERATURE REVIEW

1.2.1 Health 

The World Health Organization (WHO, 2012) defines health as ‘the state of complete 

physical, mental and social well-being and not merely the absence of disease or infirmity’. 
According to WHO (2001), ‘for all individuals, mental, physical and social health are vital 

strands of life that are closely interwoven and deeply interdependent’ and consequently 
‘mental health is crucial to the overall wellbeing of individuals, societies and countries’.  
WHO (2001) estimated that there were some 450 million people suffering from some 
form of mental or behavioural disorders with only a small minority receiving the most 
basic treatment. At the same time, mental and behavioural disorders were estimated to 
account for 12% of the global burden while few countries allocated more than 1% of their 
health budget to mental health (WHO, 2001). 

In addition, mental disorders such as depression, alcohol use disorders and psychoses 
(e.g. bipolar disorder and schizophrenia) are also among the 20 leading causes of 
disability representing four (4) of the ten (10) leading causes worldwide. Further, mental 
and behavioural disorders are common, affecting more than 25% of all people at some 
time during their lives while around 20% of all patients seen by primary health care 
professionals have one or more mental disorders (WHO, 2001). However, despite this 
prevalence and impact, mental health and mental disorders are neglected by the world’s 
societies and not regarded in the same manner as other public health aspects.

1.2.2 Mental health

Mental health includes subjective well-being, perceived self-efficacy, autonomy, 
competence, intergenerational dependence, and self-actualization of one’s intellectual and 
emotional potential. It has also been defined as a “state of well-being whereby individuals 

recognise their abilities, are able to cope with the normal stresses of life, work productively 

and fruitfully, and make a contribution to their communities” (WHO, 2001). Positive mental 
health is generally seen as including: emotion (affect/feeling), cognition (perception, 
thinking and reasoning) social functioning (relations with others and society), and 
coherence (sense of meaning and purpose in life) (WHO, 2009). 

The Mental Health Act (Kenya Government, 1989) defines a person who suffers from a 
mental disorder as “a person who has been found to be so suffering under this Act and 

includes a person diagnosed as a psychopathic person with mental illness and person 

suffering from mental impairment due to alcohol or substance abuse”. 
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1.2.3 Mental illness

According to WHO (2003), a mental illness or disorder is diagnosed when a pattern of 
signs and symptoms are identified and associated with impairment of psychological 
and social functioning, and that meets criteria for disorder under an accepted system 
of classification such as the International Classification of Disease, version 10 (ICD-10, 
WHO, 1992) or the Diagnostic and Statistical Manual IV (DSM-IV, American Psychiatric 
Association, 2004). 

“Mental illness, across the spectrum of disorders, is widely acknowledged as a significant 

determinant of health and social outcomes over the life course and there is a substantial 

literature on poor mental health as both cause and consequence and cause of inequalities 

and exclusion. Mental health problems have very high rates of prevalence; onset is generally 

at a much younger age than for other disorders, so they are often of long duration, and they 

have adverse effects on many areas of people’s lives, including educational performance, 

employment, income, personal relationships and social participation. No other health 

condition matches mental ill-health in the combined extent of prevalence, persistence and 

breadth of impact,” (WHO, 2009). However, the classification of a condition as a mental 
illness sometimes may not be unanimously accepted. For example, homosexuality is no 
longer regarded as a mental illness under these classifications but a way of life. 

Some states have also labelled people with differing political or religious views as mentally 
ill and even put them on treatment (Falun Dafa, 2009). Due to such diagnosis, the doctors’ 
role and complicity in torture cases where a health diagnosis is sort to defend certain 
political interests or avoid human rights compliance is a subject of much debate in the 
world (Mathews 2006).1 For example, psychologists and psychiatrists in the United States 
of America have been implicated in interrogation of prisoners at the Guantanamo Bay 
and other secret Central Intelligence Agency detention centres2.   Muthuthuri Njoka a 
Kenyan, complained to the African Commission for Human and People’s Rights (ACHPR) 
about being detained in Mathari Hospital through police duress and pressure3 and sort 
the protection and remedy against such abuse of power by state agencies. While no other 
cases have been documented of psychiatrists or doctor’s explicit collaboration with state 
organs on torture in Kenya, the World Psychiatry Association with its affiliate member the 
Kenya Psychiatrists Association disapprove of such practices.  

1Psychiatry and torture, World psychiatry, 5(2): 94-95
2  Abraham L Halpern, John H Halpern and Sean B Doherty Enhanced” interrogation of detainees: do psychologists and psychia-
trists participate? Philosophy, Ethics, and Humanities in Medicine 2008, 3:21 
3  Complaint number 142/94
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1.2.4 Psychiatric treatment 

As noted above the very concept of psychiatric illness has been controversial. Likewise the 
treatments prescribed for such conditions have at times been absurd and cruel with no or 
little regard to the patient’s dignity. However, such treatment was often administered in 
good faith and as noted above withholding treatment that might be effective is also a form 
of torture, inhumane or degrading treatment or punishment. 

Some of the outdated absurd treatments included insulin coma therapy, mertrazol 
induced fits, psychosurgery, stone operations (pretending to remove stones from the 
heads of PWMPDs), prolonged exposure to cold water, suddenly dropping the patient in 
cold water (shock therapy), and rotating swing devices designed to push more blood into 
the brain. Additionally, PWMPDs patients have been infected with tuberculin, typhoid and 
malaria induced fever in an attempt to cure them. The electroconvulsive therapy though 
much modified now continues to evoke strong arguments a situation that is worsened by 
evidence that it is often not appropriately prescribed and has been used as a punishment 
for some patients. Some of these methods are still being used in Kenya e.g. psychosurgery 
in Kisii County, caning of patients to bring them back to normalcy, and over-drugging of 
patients to reduce their violent mood swings or destructive nature among others. These 
absurd treatments constitute torture, cruel and inhuman treatment or punishment. 

Currently, all over the world, psychiatric treatment involves involuntary detention for 
those who lack insight or who may be unwilling to accept treatment. Due to this nature 
of treatment it is therefore imperative to safeguard patients’ interests while undergoing 
treatment of whatever nature at all times. As a result the European Committee for the 
Prevention of Torture, Inhuman or Degrading Treatment or Punishment (CPT) has 
established guidelines on the management of people who may be deprived of their liberty 
including psychiatric patients (CPT, 1997). The standards of care of psychiatric patients 
should adequately address the following:  

Living conditions,a) 

Individual treatment,b) 

Information,c) 

Legal rights and responsibilities,d) 

Access to justice in police, judicial and prison stations,e) 

Internal safeguards,f) 

Staff, andg) 

External supervision.h) 
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1.2.5 Health Services in Kenya 

In Kenya all health care services including mental health are co-coordinated by the 
Ministry of Public Health and Sanitation, and the Ministry of Medical Services. Health 
services are offered at the national, provincial (county), district (constituency) and at the 
location levels. Public health care in Kenya has a well-defined referral system from the 
lowest level which is the community, dispensaries and health centres and coordinated by 
the Ministry of Public Health and Sanitation. Those who require secondary health care 
services or those who cannot be managed at the local level are referred to the sub-district, 
district or provincial hospitals where more specialized care and facilities exist. Those who 
require further specialized health care are referred appropriately to the only national 
specialized hospital on mental health known as Mathari Hospital in Nairobi City County.

The Ministry of Medical Services is responsible for coordinating health care at the hospital 
level. However, this referral system, though existing in policy faces numerous problems 
including: lack of adequate drugs and equipment, shortage of medical personnel, long 
distances to the district or provincial level hospitals; high poverty and ignorance levels, 
which results in uncoordinated administration of justice system with complex referral 
mechanism especially between the police and prison stations with the relevant health 
facilities; and limited coordination of health care service provision between the twin health 
ministries. ‘The biggest enemy to health is poverty’ (Koffi Annan)4 as one of the factors 
linked to poor mental health. For example, studies over the last 20 years have shown 
that the poor have a higher incident of depression than the rich.5 Psychiatric services are 
supposed to be provided at all levels alongside other services as described above and this 
is expected to be enhanced in light of the devolution principles in the Constitution which 
under Article 6 provide for close access to services for the people. In addition, there are 
psychiatric units in each of the former provinces (now under County administration)6 
and a referral hospital at Mathari Hospital in Nairobi City County.  All of these are general 
psychiatric units except Mathari Hospital that has a wing for forensic psychiatry.  

According to a Situational Analysis Report7 on perceptions of service providers regarding 
special needs offenders in Kenya, the main services provided to the special needs 
offenders were guidance and counselling (42%), medical treatment (22%), referrals (7%), 
empowerment (6%) and basic needs (4.5%). The report cited some of the hindrances 
as being lack of adequate facilities, lack of cooperation from families and community, 
resistance from the special needs offenders, inadequate skills, lack of diversity in 

4  Kofi Annan: 2001 UN Secretary General’s address to the World Health Assembly.
5  WHO World Mental Health Consortium JAMA, June 2nd 2004, DFID mental health and poverty project fact sheet6 See Hospital Chart in each County, Annex 2. 7 A situational Analysis Report on Perceptions of Service providers regarding special needs offenders in Kenya, Ministry of 
Home Affairs, 2011.
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interventions and inadequate medical interventions. Interestingly, the report indicates 
that special needs offenders have also been noted not to adhere to medication and have 
faced various challenges such as inability to get a certificate of good conduct. Currently, 
there is acute shortage of mental health workers in the country. The total number of 
trained Kenyan Psychiatrist is ninety eight (98) and psychiatric nurses in the civil service 
are four hundred and twenty seven (427).

Kenya faces a big challenge in the delivery of mental health services due to inadequate 
human resources and infrastructure for service delivery nationally. The future plans and 
hopes are contained in the Vision 2030, The Constitution of Kenya 2010, The Kenya Health 
Policy Framework (2012-2030), The Mental Health Bill (2012), the draft Mental Health 
Policy (2012) and the Kenya Health Sector Strategic Plan (2012 -2017).

1.2.6 Mental Health and Accountability Legal Frameworks

The principles of human rights, equality, gender equity, human dignity and non-
discrimination are some of the pillars of governance entrenched in the Kenyan Constitution. 
The Bill of Rights for the first time in the history of Kenya has specific recognition to social, 
cultural and economic rights which include the right to health in Article 438. However, the 
right to health cannot be enjoyed in a vacuum as its realization is interdependent to other 
fundamental rights provided for in the Bill of Rights. 

The Constitution also emphasizes on the need to protect and promote the rights of 
marginalized and vulnerable groups within our society and persons with mental disorder/
illness falling into this category of persons. Article 2 (5) and (6) of the Constitution provides 
that the general rules of international law and any treaty or convention ratified by Kenya 
form part and parcel of the law. Kenya is therefore required to adhere to international and 
regional human rights instruments that it is party to in so far as protecting and promoting 
the rights of persons with mental disorder are concerned. In some cases, persons with 
mental disorders that result either in substantial or long term effects fall within the 
category of persons with disability. Article 260 of the Constitution defines disability as 
any physical, sensory, mental, psychological or other impairment, condition or illness that 

has, or is perceived by significant sectors of the community to have, a substantial or long 

term effect on an individual’s ability to carry out ordinary day-to-day activities. In effect 
this means that such persons are therefore recognised as persons with disability hence 
are entitled to enjoy the rights enshrined in Article 54 of the Constitution which provides 
that;

8 Article 43 (1) of the Constitution provides  that (1) Every person has the right—(a) to the highest attainable standard of health, 
which includes the right to health care services, including reproductive health care; 
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1) A person with any disability is entitled––

(a)  to be treated with dignity and respect and to be addressed and referred to in a manner 

that is not demeaning;

(b)  to access educational institutions and facilities for persons with disabilities that are 

integrated into society to the extent compatible with the interests of the person;

(c)  to reasonable access to all places, public transport and information;

(d)  to use Sign language, Braille or other appropriate means of communication; and

(e) to access materials and devices to overcome constraints arising from the person’s 

disability.

(2) The State shall ensure the progressive implementation of the principle that at least five 

percent of the members of the public in elective and appointive bodies are persons with 

disabilities.

The Constitution of Kenya

Article 28 of the Constitution provides that every person has inherent dignity and the 

right to have that dignity respected and protected. For persons with mental disorders to 
enjoy their inherent dignity, they must also be treated as being equal before the law and 
must not be discriminated against on any ground9 including their health status and/or 
disability.  The duty not to discriminate persons with mental illness is vested upon the 
State and private persons as provided for in Article 27(4) and (5) of the Constitution;

4) The State shall not discriminate directly or indirectly against any person on 

any  ground, including race, sex, pregnancy, marital status, health status, ethnic 

or social origin, colour, age, disability, religion, conscience, belief, culture, dress, 

language or birth.

5) A person shall not discriminate directly or indirectly against another person on 

any of the grounds specified or contemplated in clause (4).

Further to this, to ensure that the inherent dignity of a person with mental disorder is 
protected and promoted the Constitution expressly prohibits torture, cruel, inhuman and 
degrading treatment. Article 29 provides that every person has the right to freedom and 

security of the person, which includes the right not to be:

(c) subjected to any form of violence from either public or private sources;

(d) subjected to torture in any manner, whether physical or psychological;

(f) treated or punished in a cruel, inhuman or degrading manner.

9 Article 27(4) of the Constituion lays down the grounds of discrimination as including race, sex, pregnancy, marital 
status, health status, ethnic or social origin, colour, age, disability, religion, conscience, belief, culture, dress, language 
or birth.
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Further, Article 25 of the Constitution recognises freedom from torture, cruel, inhuman 
and degrading treatment as a non-derogable right i.e a right that cannot be limited 
regardless of the prevailing  circumstances including war within the  Republic of Kenya. 
This is the same principle held in international law.

Mental Health Act of Kenya 

The Mental Health Act is the law that governs the administration and management of 
mental health in Kenya. The Act was enacted in 1989 and has little if any amendments 
made to cater for the emerging mental health issues and medical developments. As a result 
the Act is unable to adequately cater for people with mental disorders and its linkage with 
the administration of justice. This has further been aggravated by the lack of a mental 
health policy to guide the entire health management of the public health sector. 

It is important to note that efforts have been made by the relevant health ministries 
in collaboration with various stakeholders including the Civil Society Organizations to 
develop a draft 2012 Mental Health Policy and Bill. However, since the same has not been 
adopted by the Cabinet or the National Assembly into law the sector remains in a very 
vulnerable state of affairs. Some of the shortcomings in the current Mental Health Act 
make people with mental disorders vulnerable to torture, cruel, inhuman and degrading 
treatment perpetuated by health care providers and also fellow patients. Specifically, the 
Act has the following shortcomings:

The complaints mechanisms provided for under the Act for persons who a) 
have been violated in mental health care facilities are inadequate. For 
example, Section 40 gives the person in charge of the hospital powers to 
decide whether or not to forward letters written by the patient. Although 
it also states that the exception are letters written to the Board, there are 
no safeguards if the complaint is directed against the person in charge of 
the hospital. 
Further, Section 51 expressly prohibits physical abuse of patients by the b) 
staff yet again gives the health worker leeway by stating that s/he can 
take steps that s/he deems necessary to prevent the patient from harming 
others. In the absence of clear guidelines on institutional security and safety 
guidelines, this may result in the use of excessive force or inappropriate 
solitary confinement or high medications to subdue the patient.
The Mental Health Board that is created by the Act is inactive and doesn’t c) 
play the oversight role envisaged in the Act. For example, there is no 
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evidence that it regularly inspects mental health hospitals or that the 
District Mental Health Councils have been established at every district 
level. 
There is a broad criterion for involuntary and emergency admission which d) 
may easily be abused. 

 
Section 14 (1) and (2) provide that,  
 1)  Subject to this section, a person who is suffering from mental disorder and is likely 

to benefit by treatment in a mental hospital but is for the time being incapable of 

expressing himself as willing or unwilling to receive treatment, may, on a written 

application under this section, be received into a mental hospital as an involuntary 

patient for treatment.

2)  An application under this section shall be made in the prescribed form to the person 

in charge and shall be made; 

(a)  by the husband or wife, or by a relative, of the person to whom it relates; or

(b)  if there is no husband, wife or relative available or willing to make an application, 

by any other person who shall state in his application the reason why it is not 

made as provided under paragraph (a), the connection of the applicant with 

the person to whom the application relates and the circumstances in which the 

application is made.                                          

Section 16 provides that,
Any police officer of or above the rank of inspector, officer in charge of a police station, 

administrative officer, chief or assistant chief may take or cause to be taken into his 

custody;

(a)  any person whom he believes to be suffering from mental disorder and who is 

found within the limits of his jurisdiction; and

(b)  any person within the limits of his jurisdiction whom he believes is dangerous to 

himself or to others, or who, because of the mental disorder acts or is likely to 

act in a manner offensive to public decency; and 

(c)  any person whom he believes to be suffering from mental disorder and is not 

under proper care and control, or is being cruelly treated or neglected by any 

relative or other person having charge of him.

There is no clear provision for the assessment of the affected individual’s capacity to 
make a decision. Thus there is a need for a Mental Capacity Act specifically designed for 
the Kenyan situation which would deal with the issues of consent to treatment among 
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other aspects. Where a patient needs to be restrained for their safety or that of others 
then proper documentation and preliminary assessment should be made to avoid abuse 
of this procedure. The same would also apply where exclusion is necessary while taking 
into consideration the rank and role of the public officer responsible for facilitating 
involuntary admissions.

All these modes of admission should be subject to reviews by a more senior and trained 
medical personnel immediately after admission. For example, a patient on involuntary 
admission should be reviewed before six (6) months to avoid abuse of process and 
suffering of a patient. A further assessment and recommendation as to the necessity 
of continued admission should be made within that period. It is possible that there are 
patients detained against their will for longer durations or cases where their treatment 
is finalized and the actors in the administration of justice particularly the police do not or 
are unable to collect them and return them back to the criminal trial process to proceed 
with their matters or cases where relatives collude with mental health personnel to 
have an individual admitted against his or her will for various reasons.  The criterion for 
admission is very broad and may be subject to abuse by relatives and law enforcement 
officers.

Fortunately, the Mental Health Bill (2012) has addressed some of these shortcomings by 
specifying conditions under which a patient may be restrained. It has also addressed the 
rights of the mentally ill but much remains to be done in ensuring that the law is enacted 
immediately and followed accordingly in its full implementation.   

International and Regional Human Rights Instruments

Article 2 (5) and (6) of the Kenya Constitution recognizes international law as forming 
part of our laws of Kenya i.e. the general principles of international law plus any treaty 
or convention that Kenya has ratified. Recognition is also given to any other international 
instrument as long as it is consistent with the provisions of the Constitution. In so far 
as torture and mental health is concerned there are several instruments which can be 
referred to by Kenya. 

The Universal Declaration of Human Rights (UDHR) provides as follows in Article 25:  
Everyone has the right to a standard of living adequate for the health and well-being of 

himself and of his family, including food, clothing, housing and medical care and necessary 



23

Report 2013

THE STATE OF MENTAL 
HEALTH IN KENYA

social services, and the right to security in the event of unemployment, sickness, disability, 

widowhood, old age or other lack of livelihood in circumstances beyond his control.  

The International Convention on Social, Economic and Cultural Rights in Article 12 
provides for the right to health. It recognizes the right of everyone to enjoyment of the 
highest attainable standard of physical and mental health. The covenant highlights the 
completeness of human health which includes mental health.

The UN Convention Against Torture (United Nations, 1997) defines torture’ as any act 

by which severe pain or suffering, whether physical or mental, is intentionally inflicted on 

a person for such purposes as obtaining from him [her] or a third person information or 

a confession, punishing him [her] for an act [s]he or a third person has committed or is 

suspected of having committed, or intimidating or coercing him [her] or a third person, or 

for any reason based on discrimination of any kind , when such pain or suffering is inflicted 

by or at the instigation of or with the consent or acquiescence of a public official or other 

person acting in an official capacity. It does not include pain or suffering arising only from, 

inherent in or incidental to lawful sanctions’10.

The Universal Declaration of Human Rights (UDHR) provides as follows:

Article 5 provides that no one shall be subjected to torture or to cruel, inhuman or degrading 

treatment or punishment.

Article 7 provides that all are equal before the law and are entitled without any discrimination 

to equal protection of the law. All are entitled to equal protection against any discrimination 

in violation of this Declaration and against any incitement to such discrimination. 

The UN Convention on the Protection and Promotion of the Rights and Dignity of 

Persons with Disability

Article 3 of the Convention lays down general principles that should be considered while 
promoting the rights and dignity of persons with disability including those suffering from 
mental illness/disorder. These principles are: 

Respect for inherent dignity, individual autonomy including the freedom to make a) 

one’s own choices, and independence of persons;

 Non-discrimination;b) 

10 United Nations. (1997). Convention Against Torture and other Cruel,Inhuman or Degrading Treatment or Punishment. United 
Nations. 
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 Full and effective participation and inclusion in society;c) 

Respect for difference and acceptance of persons with disabilities as part of human d) 

diversity and humanity;

 Equality of opportunity;e) 

Accessibility;f ) 

Equality between men and women;g) 

Respect for the evolving capacities of children with disabilities and respect for the h) 

right of children with disabilities to preserve their identities.

The African Charter on Human and Peoples Rights (ACHPR)

Article 18 (4) of the ACHPR provides that the aged and the disabled shall also have the 

right to special measures of protection in keeping with their physical or moral needs.  This 
was emphasised by the African Commission in Purohit and Moore vs Gambia where the 
Commission held that `mental health patients should be accorded special treatment which 

would enable them not only attain but also sustain their optimum level of independence and 

performance.’

The United Nations General Assembly Resolution 46/119 on the Protection of 

Persons with Mental Illness and the Improvement of Mental Health Care, adopted 

in 1991 11

Although not binding, the resolution on the Protection of Persons with Mental Illness 
and the Improvement of Mental Health Care is the most comprehensive international 
instrument on addressing the plight of persons with mental illness. The Resolution 
contains 25 principles which provide comprehensive guidelines that should be followed 
in developing domestic legislations and policies. 

The World Medical Association (1975) defines torture as ‘The deliberate, systematic or 

wanton infliction of physical or mental suffering by one or more persons acting alone or on 

orders of any authority to force another person to yield information, to make confessions or 

for any other reason’. Perpetration of violence and violent victimization are more common 
amongst persons with severe mental illness than in the general population (Choe, Linda, 
Teplin, & Abram, 2008) and the PWMPDs are more likely to be victims of torture, cruel, 
inhumane and degrading treatment than vice versa (Florenz, A J; Holley, H L; Crisanti, A, 
1996). Victimization means to be cruel to; mistreat or ill-treat; bully; abuse; persecute; 
treat somebody like dirt; pick on, among others.

11 STUDY ON ACCESS TO JUSTICE FOR PERSONS WITH MENTAL ILNESSES OR DISORDER IN KENYA-unpublished 
report by the Legal Resources Foundation Trust
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Amon (2010) notes that torture, cruel, inhuman or degrading treatment (CIDT) is not 
confined to prisoners or detainees but increasingly apply to medical personnel in medical 
or rehabilitative settings such as psychiatric in-patient facilities, drug rehabilitation 
centres, and social rehabilitation centres among others. It applies when health providers 
unjustifiably, discriminatorily, or arbitrarily withhold treatment, or engage in treatment 
that intentionally or negligently inflicts severe pain or suffering and has no legitimate 
medical purpose. Amon (2010) further states that,

“These actions-and inactions-may be done in compliance with state medical policies, in 

contradiction to them, or in their absence, but when they do occur they can be described as 

torture or cruel, inhuman, or degrading treatment (CIDT), in which case both the medical 

provider and the state must be held accountable”. 

Examples of such practices include not only the overt acts (such as forcible anal and 
vaginal examinations, female genital mutilation, and the failure to provide life-saving 
abortion, palliative care, and treatment for drug dependency) but also the denial of 
medical care. Mistreatment and cruelty in places of detention especially police and prison 
stations by both fellow inmates and officers have been in discussions and documented12 
(Legal Resources Foundation Trust, 2006). However the same has not been clear in 
distinguishing the nature of persons who have been inflicted with such victimization as 
to whether they have been persons living with any mental health condition. 

Concern for the poor treatment of the PWMPDs is not unique to Kenya but occurs 
across the world. The World Network of Users and Survivors of Psychiatry (WNUSP)13 is 
actively engaged in promoting the rights of patients concerning involuntary commitment 
and forced interventions. According to the Convention on the Rights of Persons with 
Disabilities forced drugging with antipsychotic medicines, forced electroconvulsive 
therapy restraint and isolation meet the criteria for torture and other cruel, inhuman, or 
degrading treatment or punishment under international law. 

In people with psychosis (severe forms of mental illness) there is a marked excess of 
victimizing experiences many of which have occurred during childhood and this is 
suggestive of the social contribution to aetiology (Bebbington, 2004). Victimization 
is associated with more severe clinical symptoms, substance misuse, transient living 
conditions, lower functioning, lack of social support and history of previous victimization 
(Walsh, 2004). Recent press reports concerning the treatment of the PWMPDs in Kenya 
covered the alleged mistreatment of patients at Mathari Hospital (Cable News Network, 

12Who is Responsible for my Pain: A Research on Torture in Prisons, LRF 2006
13http://www.wnusp.net/ 
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2011)14. Since then the Kenya National Commission on Human Rights (KNCHR) instituted 
a health audit of the mental health services in Kenya which concluded that there is very 
minimal research around matters of mental health and related illnesses in Kenya15. This is 
despite the fact that about 15% of the Kenyan population suffer from one form of mental 
illness or another.  The lack of information in this area has made persons suffering from 
mental illness a marginalized group and impacted negatively on civic petition to have 
the Kenyan government provide more financial and technical resources to mental health 
institutions.

The PWMPDs suffer stigmatization in the society due to lack of information on how to 
handle them. Even amongst other forms of disability matters of mental health take a 
back seat. There are minimal resources put in place to cater for the education and other 
basic needs of PWMPDs as compared to other forms of disability (Kenya Society for the 
Mentally Handicapped, 2010). As reported by the KNCHR (2011) Kenya’s allocation for 
mental health calculates to around 0.1 percent of the total health budget16. The Mental 
Health Act (Cap 258 of the Laws of Kenya) has huge gaps in its legislation as it doesn’t 
address the new challenges in our society such as matters of HIV and AIDS, or persons 
with multiple disabilities. 

The qualitative survey by KNCHR confirmed that mental health was not accorded the 
importance it deserved in terms of resource allocation. The percentage of the total 
government expenditure allocated to health has been increasing steadily over the years 
reaching 7% but still below the recommended level of 15% (Cieza & Holm, 2010). In the 
budget estimates no special mention is made of mental health. The budget for the big 
referral hospitals remained stagnant.  The service providers recommended inter alia, the 
review and formulation of policies regarding the management of the PWMPDs and the 
collection of more data to inform the policy makers.  Fortunately, the Mental Health Bill 
(Kenya Government, 2012) has addressed some of the shortcomings noted in the Mental 
Health Act and is in line with the recommendation made by the World Health Organization 
(2004). The bill provides that PWMPDs should not be subjected to forced labour, abuse or 
cruel and degrading treatment. Further, the Bill states that seclusion and restraint should 
be done in accordance with the law.  There is also a section that describes the quality of 
the physical environment and that the Mental Health Board should inspect the facilities 
every six (6) months. Furthermore, members of the Board are described for the national 
level but are not clarified for the county governments.  We hope that the new policy will 
14

15KNCHR (2011) Silenced minds: the systemic neglect of the mental health system in Kenya: A human rights audit of the mental 
health system in Kenya
16 Ibid, p. 35

 



27

Report 2013

THE STATE OF MENTAL 
HEALTH IN KENYA

allow the formulation of detailed plans and programmes without which the benefits to 
the PWMPDs may not be realized because as noted in the Basic Needs Baseline report 
(Basic Needs Kenya, 2009) on the rights and needs of PWMPDs in rural central Kenya, 
some stakeholders were not clear on the operational processes of partnership at the local 
level.

1.3 Justification 

The Constitution of Kenya prohibits torture and other cruel, inhuman, or degrading 
treatment or punishment. This means that the Convention Against Torture which Kenya 
has ratified is now part of the laws of Kenya under Article 2 of the Constitution. However, 
there is no specific legislation in Kenya dealing with issues of torture despite numerous 
attempts by civil society institutions17. Article 43 of the Constitution also provides for 
the right to adequate health care for all persons. Even with this development there 
continues to be reports of continued use of torture, cruelty and physical violence in the 
media. Although authorities periodically issue directives against the use of torture by the 
police, the problem has persisted and remains a serious problem. The Government too 
does not provide information on the number of cases of torture that occurs across the 
country. The reports indicate that most of the violations are meted out by state agents, 
organized gangs/vigilante groups, close relatives, and sometimes by friends and health 
service providers. Some cases have been reported of mismanagement of offenders among 
PWMPDs in health institutions. This group of patients have mostly been ‘forgotten’ and 
their plight is not always in the limelight. 

This study therefore, sought to investigate and document their plight in various mental 
institutions and health units across the country. Such violations may be under-reported 
due to varied reasons among them; the community lacks understanding of human rights 
and lacks knowledge on the right procedures to follow in order to allow law enforcement 
agents to take necessary actions, the state agents taking law onto their hands, the 
administration of justice system being overwhelmed, the lack of a proper legal framework 
that addresses matters of torture, cruel, inhumane and degrading treatment or punishment 
in Kenya and particularly those of PWMPDs and lacking credibility, and corruption being 
major drawbacks. In addition, there is a low level of and appreciation of human rights 
principles and the obligation as conferred to the government as the principle duty bearer. 
Based on these possibilities, this research hopes to provide data on any cases of torture, 
cruel, degrading and inhumane treatment or punishment among inpatient psychiatric 
patients in Kenya. 

17  Draft Anti Torture Bill
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1.4 Study Objectives:

To determine the prevalence and forms of victimization in the mental health a) 
facilities in Kenya.
To establish the key drivers and correlates of torture, cruelty, inhumane or b) 
degrading treatment or punishment in mental health institutions such as 
diagnosis.
To describe the current protocols of managing PWMPDs in public hospitals c) 
and protecting them against cruel and degrading treatment in mental health 
facilities in Kenya.
To assist in the development of human rights based care management d) 
protocols, administrative policies, guidelines and legislation that will facilitate 
the management of PWMPDs held in mental health facilities.
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METHODOLOGY2. 

   Setting: Health services in Kenya 2.0 

Psychiatric services are supposed to be provided at all levels alongside other medical 
services. However, there are only two designated mental health hospitals in Kenya: Mathari 
Hospital and Gilgil hospital. In addition, there are about thirteen (13) psychiatric units in 
Kakamega, Kisumu, Eldoret, Kisii, Nakuru, Mombasa, Nyeri, Embu, Thika, Machakos, Meru, 
Garissa. Other hospitals like the Kenyatta National Hospital offer psychiatric services to 
patients although they do not have special inpatient facilities for the PWMPDs. Referral 
hospitals include Mathari Hospital and Kenyatta National Hospital in Nairobi County as 
well as Moi Teaching and Referral Hospital in Eldoret in Uasin Gishu County and Jaramogi 
Oginga Odinga Teaching and Referral Hospital in Kisumu County.  All of the units described 
have general psychiatric facilities except Mathari Hospital that has a wing for forensic 
psychiatry. Although the law provides that psychiatric patients can be managed in any 
hospital, the number of inpatients at any of the general hospitals is often minimal since 
most hospitals are wary of admitting overtly disturbed patients. We therefore, sampled 
patients only from the public psychiatric hospitals and units. 

Design:(a)  This was a descriptive cross-sectional study. This design included the use of 
various methods of data collection namely questionnaire, interview, focused group 
discussions and observation methods. The study was designed to accommodate both 
quantitative and qualitative approaches to data gathering and analysis. Questionnaires 
and purposely designed interview guides were used to guide the data collection 
process.

(b) Key Informant interviews: In addition, key personnel in the institutions dealing with 
policy formulation and service delivery to PWMPDs were selected for interviewing. 
These included staff at seven mental health institutions, Moi Teaching and Referral 
Hospital and other district institutions. Attempts to get workers from the civil society 
organizations that provide services to PWMPDs, such as Basic Needs International, 
African Mental Health Foundation, among others were unsuccessful. We think that 
the recent adverse publicity linked to the treatment of patients in mental hospitals 
may have made the staff wary of being interviewed. Or it could simply be the low 
priority given to the treatment of PWMPDs.  
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2.1 Sample Size and Sampling Procedures 

To determine the sample size of the study, we employed the formula proposed by Krejcie 
& Morgan (1970)18, which is used to calculate the sample size (n), from a given finite 
population (P) such that the sample will be within plus or minus 0.05 of the population 
proportion with a 95 percent level of confidence. The sample size was computed based 
on the number of patients admitted in the participating hospitals at the time of data 
collection. The total inpatient population in the nine hospitals visited was 930, out of 
which a sample of size 272 was obtained. It was, however, not possible to interview all the 
272 patients because some of the patients could not communicate coherently, some were 
dizzy due to medication, tiredness and others did not admit to be PWMPDs. As such, the 
study sample comprised 226 inpatients, among them 150 (66.4%) male and 76 (33.6%) 
females (See Table 1).  

Table 1: Distribution of patients per hospital 

 Institution
No. of patients 

admitted
Gender of patient Total
Male Female

Mathari Hospital 700 114 59 173
Port Reitz Hospital 56 3 4 7
Machakos Level 5 12 4 1 5
Mathari – Gilgil 14 5 3 8
Kisii Level 5 13 5 4 9
Moi Teaching and  Referral 90 8 2 10
Kakamega PGH 14 3 1 4
Kisumu East District Hospital 19 3 2 5
Embu PGH 12 5 0 5
 Total 930 150 76 226

A list of all the psychiatric units was made with the approximate number of patients 
admitted in each facility19. A proportionate sampling was used to determine the number of 
patients to be interviewed from each facility. Mathari hospital had the largest population 
of approximately 700 patients while the units in the provinces had between 12 and 90 
patients admitted. In the hospitals with a small population of PWMPDs admitted (such as 
Kisumu and Kakamega), all patients who were in a position to participate in the interview 
were selected. 

18  �re�cie, �. �. � �organ, �. �. �����)� �etermining sample si�e for research acti�ities. �ducational and �sy��re�cie, �. �. � �organ, �. �. �����)� �etermining sample si�e for research acti�ities. �ducational and �sy�
chological �easurement. 3�, 6���6��. See also http�//www.sur�eysystem.com/sscalc.htm#two for online sample 
si�e calculator. 

19  See attached list, Annex 4
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2.2 Instruments and Data Collection Procedures

The study was in two main parts:
Quantitative data from inpatients, anda) 
Key personnel in service provision.b) 

The following instruments were administered to the patients: 
Social-demographic questionnaire a) (SDQ) was used to record the personal 
details such as age, sex, mode of admission, duration of stay in hospital, number 
of visits among other information. 

Trauma History Questionnaireb)  (THQ) (Green, 1996). In assessing adversity 
and victimization a combination of an existing structured interview and a set 
of questions designed for the Kenyan context were used. The THQ was used to 
assess life-time exposure to severe victimization in settings such as the home, 
police station, hospital, court and prison station.

Mini-International Neuropsychiatric Interviewc)  (MINI Plus) schedule was 
used as the gold standard against which the other instruments were compared 
(Lecrubier Y. , et al., 1997; Sheehan, et al., 1997). The MINI is a brief structured 
interview for the major Axis I disorders in the Diagnostic and Statistical Manual 
DSM IV (American Psychiatric Association, 2004) and International Classification 
of Diseases ICD 10 classifications (World Health Organization, 1992). Validation 
studies have shown that using Composite Interview has advantages over Diagnostic 
Interview CIDI as it can be administered over a much shorter period (average 15 
minutes). It can also be used by both clinicians and lay interviewers after training. 
The Composite Interview has undergone trials in primary care settings (Azevedo, 
Marques, & Zuardi, 2008).

Interview of key personnel in service provision for the offenders amongd)  
PWMPDs. In addition, approximately fifty (50) key personnel in institutions 
dealing with policy formulation and service delivery were selected for interviewing. 
A purposefully designed set of questions was used to guide the interview and 
focus group discussions 

2.3 Inclusion Criteria

Methods described were for patients who consented to the study and were able to 
communicate effectively. Patients who were too ill or unable to communicate intelligibly 
had their details recorded. As much as possible attempts were made to obtain collateral 
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history to eradicate the risk of missing out on cases that were at high risk of abuse and/or 
mismanagement. The source of the information was clearly identified and triangulation 
made to check the validity of the information. 

2.5 Preparatory Procedure

Training of Research Assistants was undertaken before the study to ensure that all 
researchers were familiar with the study instruments and could collect data in a uniform 
way. A total of ten (10) research assistants who had a paralegal background and experience 
in prison and community work were trained for three (3) days between 10th and 11th 
April, and on 6th May 2012.  They then pre-tested the questionnaires at Nairobi Remand 
and Allocation Prison (NRAP) and made a few adjustments based on the pre-test feedback 
especially in regard to the length of the questionnaire before embarking on the full data 
collection in their respective counties. 

2.6 Data Analysis

The data obtained was categorised according to the period, type of mental illness, types 
of offences, gender, age and the interventions or recommendations offered. The data 
was keyed into the computer for analysis using the Predictive Analysis Software (PASW) 
version 18. The frequencies for various variables were run and charts generated. Chi-
square test was used to analyse relations between discrete variables to determine the 
relations between torture, degrading and inhumane treatment or punishment and other 
variables such as diagnosis, gender and age. For qualitative data responses were recorded, 
analysed for common themes and then grouped in form of tables.

2.7 Ethical considerations, explanations and consent

Further to the permission from the Ethics Committee and Ministry officials, consent from 
the heads of the individual institutions was sought. After identifying the patients to include 
in the study, the nature of the research was explained to them and their personal consent 
sought. The patients were informed of their right to withdraw from the study at any time 
if they wished to do so and that their decision to do so would not affect the way they 
would be managed by the institutions thereafter. Further, they were informed that there 
were no financial rewards for participating in the study.  In cases where comprehension 
by the patient was poor, consent given by a third person on behalf of the institution’s head 
was used. In such cases researchers were alert to any signs of discomfort or other non-
verbal indications that the patient did not wish the study to proceed and always complied 
with the patient’s wishes. In a few instances, the patients simply walked away. They were 
not pursued at all.  
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2.8 Risks and minimization of risks

This was a questionnaire based study. There were no invasive procedures involved. 
Patients were informed that during the interviews some painful subjects could come 
up and that it would be beneficial to them to discuss these and that in cases where the 
emotional reactions were overwhelming referral to a counsellor would be recommended. 
Similarly, patients identified to have serious medical or psychological conditions were 
referred to the appropriate doctor or facility. They were also not interviewed.

Data protection: All data was held confidentially, with cases assigned numbers so that the 
names did not appear in the database. Patients were assured that all information would 
be made anonymous and that nobody would be able to identify individual respondents 
from any report or any publications thereafter.
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3.0 RESULTS

This report is based on survey data collected from 226 patients from 9 Hospitals in Kenya. 
A majority of the patients were drawn from Mathari Hospital in Nairobi City County, 
being the largest hospital for PWMPDs in Kenya. There were ten (10) patients from Moi 
Teaching and Referral Hospital while the other seven hospitals contributed less than 10 
patients each for the study.

3.1 Demographic Data of the patients

3.1.1 Age Distribution of Patients

The study participants comprised of 150 (66.4%) male and 76 (33.6%) female patients. 
The age of the patients ranged from 16 to 75 years with an average age of 35 years and 
a median of 33 years. Most of the patients were aged 31 – 40 years (32.3%) and 21 – 30 
years (31.9%) (See Table 2 for age distribution). 

Table 2: Age distribution of patients
Age distribution

 

Male Female Total
No. % No. % No. % 

20 years and 
below 11 4.9 5 2.2 16 7.1
21 - 30 years 46 20.4 26 11.5 72 31.9
31 - 40 years 50 22.1 23 10.2 73 32.3
41 - 50 years 27 11.9 16 7.1 43 19
51 - 60 years 14 6.2 4 1.8 18 8
61 - 70 years 1 0.4 1 0.4 2 0.9
71 years plus 0 0.0 1 0.4 1 0.4
Not indicated 1 0.4 0 0.0 1 0.4
 Total 150 66.4 76 33.6 226 100.0

The highest levels of education attained by the patients are as shown in Table 3: 3.5% 
had no formal education, 20.8% were primary school dropouts, 14.2% had primary 
school certificates and 29.7% had secondary school certificates. There were 21.2% of the 
patients with post-secondary education qualifications. There were 144 (63.7%) patients 
in the productive age group of 21 – 40 years; among whom 52 (23.0%) had attained 
primary school level of education or below. This shows that a significant proportion of 
the patients in the productive age did not have education qualifications that would enable 
them participate competently in the labour market.  
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Table 3: Highest level of education attained by patients
Level of education Male Female Total

No. % No. % No. %
No formal education 6 2.7 2 0.9 8 3.5
Primary dropout 26 11.5 21 9.3 47 20.8
Primary certificate 17 7.5 15 6.6 32 14.1
Secondary dropout 18 8.0 9 4.0 27 12.0
Secondary certificate 40 17.7 19 8.4 59 26.1
College certificate 28 12.4 6 2.7 34 15.1
University graduate 12 5.3 2 0.9 14 6.2
Not indicated 3 1.3 2 0.9 5 2.2
Total 150 66.4 76 33.6 226 100

3.1.2 Special Needs Category Patients

Six patients (2.7%) indicated that they had attended special schools and 32 (14.2%) had 
learning disabilities as determined clinically. 

3.1.3 Ethnicity

A majority of the patients (42.1%) were from the Kikuyu ethnic group, followed by 
the Kamba (15.0%), the Luo (10.6%) and the Luhya (5.7%). The other ethnic groups 
recorded less than 3% each who included the Kisii, the Somali, the Kalenjin, the Maasai, 
the Meru, the Arab, the Asian, the Taita, and the Teso, among others. The results showed 
that majority (91%) of the Kikuyus were admitted at Mathari, majority of those admitted 
at Kisumu East District Hospital (60%) were Luos, and all those admitted at Machakos 
Level 5 (100%) were Kambas. A similar trend was observed in the other hospitals. 

3.1.4 Period of Institutionalization

There were 43.4% of the patients who had stayed in the hospitals for less than one 
month; 34.1% had spent 1 – 6 months in hospital; while 17.7% had stayed for one (1) 
year or more. There was no response from 11 (4.9%) patients, most of whom could not 
remember how long they had stayed in the hospitals.

3.1.5 Reasons for Admission in Hospital and Mode of Admission

Information from the patients indicated that they were admitted in mental hospitals 
for various reasons: mental illness-not specified (31.0%), violence (20.4%), behaving 
abnormally (15.5%), murder/manslaughter (8.8%), drug abuse (6.6%), alcohol abuse 
(4.9%), and crime related (2.2%) such as stealing and arson. 
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Only 27 (11.9%) of the patients were admitted voluntarily while 199 (88.1%) of the 
patients were admitted involuntarily either by relatives or being referred from prisons. 
A majority of the patients 171 (75.7%) were taken to the hospital directly from home, 50 
(22.1%) were referred to the hospital from the courts, while 2 (0.9%) were arrested by 
chiefs and taken to hospital. The rest (1.3%) did not indicate their mode of admission. 
It is important to note that for the patients who are referred from homes and by area 
chief, the doctor in the respective public hospital must first undertake a mental health 
state examination and use these to accept admission in the health facility. The results 
showed that all patients admitted to hospitals due to crime and murder/manslaughter 
were referred from courts.

3.1.6 Hospital Visits by Relatives 

Most patients (94.2%) were aware of their nearest relatives who included parents, 
brothers/sisters, spouses, their children, uncles/aunts, cousins, or nephews/nieces. 
Only 13 (5.8%) indicated that they had no relatives visiting them. There were 46.5% of 
the patients who were last visited by relatives less than a month ago, while 29.6% were 
last visited 1 to 6 months ago. Another 5.8% of the patients had never been visited since 
admission. Results in Table 4 show that only a few patients were never visited by relatives, 
while most could go for up to six months without being visited. 

Table 4: When last relative was seen
 When last visited? Frequency % Percentage
Less than a month 105 46.5
1 - 6 months 67 29.6
7 - 12 months 4 1.8
Over 1 year 14 6.2
Never visited 13 5.8
Cannot remember 11 4.9
Not indicated 12 5.3
Total 226 100.0

3.2 Diagnostic Categories

The diagnostic categories total (Table 5) exceeds 100% meaning that most patients had 
more than one diagnosis. The most common diagnoses were psychotic syndrome, manic 
episode, major depressive episode, suicide risk, mood disorder with psychotic features, 
and post-traumatic stress disorder. Suicide risk was present in roughly one fifth (25.7%) 
of the patients while post-traumatic stress disorder was present in 34 (21.2%) of the 
patients.
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Table 5: Types of mental illnesses based on MINI

Diagnosis Male (n=150) Female (n=76) Total (n=226)
No. % No. % No. %

Psychotic syndrome lifetime 69 46.0 42 55.3 111 49.1
Manic episode –C 42 28.0 34 44.7 76 33.6
Psychotic syndrome-C 48 32.0 25 32.9 73 32.3
Major depressive episode –C 43 28.7 24 31.6 67 29.6
Suicide risk-C 32 21.3 26 34.2 58 25.7
Mood disorder with psychotic features -C 31 20.7 17 22.4 48 21.2
Post-traumatic stress disorder 36 24.0 12 15.8 48 21.2
Major depressive episode/melancholic features-C 24 16.0 14 18.4 38 16.8
Major depressive episode past 22 14.7 15 19.7 37 16.4
Drug dependence –C 29 19.3 4 5.3 33 14.6
Alcohol dependence –C 27 18.0 3 3.9 30 13.3
Panic disorder lifetime 18 12.0 8 10.5 26 11.5
Hypomanic episode current past 13 8.7 12 15.8 25 11.1
Agoraphobia –C 13 8.7 9 11.8 22 9.7
Generalized anxiety disorder -C 15 10.0 7 9.2 22 9.7
Antisocial personality disorder lifetime 16 10.7 4 5.3 20 8.8
Limited symptoms attack lifetime 13 8.7 7 9.2 20 8.8
Drug abuse –C 16 10.7 3 3.9 19 8.4
Alcohol abuse –C 16 10.7 2 2.6 18 8
Dysthymia 11 7.3 6 7.9 17 7.5
Panic disorder-C 11 7.3 5 6.6 16 7.1
Attention deficit/hyperactivity disorder 14 9.3 1 1.3 15 6.6
Somatization disorder –C 6 4.0 8 10.5 14 6.2
Somatization disorder lifetime 6 4.0 7 9.2 13 5.8
Social phobia-C 6 4.0 6 7.9 12 5.3
Agoraphobia without history of panic disorder-C 7 4.7 4 5.3 11 4.9
Pain disorder with psychological factors -C 5 3.3 5 6.6 10 4.4
Panic disorder with agoraphobia-C 5 3.3 5 6.6 10 4.4
Premenstrual dysphoric disorder probable-C 0 0.0 10 13.2 10 4.4
Panic disorder without agoraphobia-C 5 3.3 3 3.9 8 3.5
Pain disorder/medical condition-C 4 2.7 3 3.9 7 3.1
Mixed anxiety-depressive disorder -C 2 1.3 4 5.3 6 2.7
Hypochondrias–C 3 2.0 1 1.3 4 1.8
Adjustment disorder 3 2.0 0 0.0 3 1.3
Anorexia nervosa –C 3 2.0 0 0.0 3 1.3
Anorexia nervosa with binge eating/purging-C 1 0.7 2 2.6 3 1.3
Body dysmorphic disorder –C 2 1.3 1 1.3 3 1.3
Bulimia Nervosa –C 1 0.7 1 1.3 2 0.9

C – Denotes current
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3.2.1 Special Needs Category Patients

The prevalence rate of intellectual disability (mental retardation) was gauged using 
different questions as shown in Table 6. It can be seen that some form of cognitive 
impairment was present in nearly one fifth of the patients (19.9 %). 

Table 6: Prevalence of Intellectual Disability
Male (n=150) Female 

(n=76)

Total 

(n=226)
No. % No. % No. %

Proportion that went to special 
school

5 3.3 1 1.3 6 2.7

Proportion with reading/writing 
difficulties 22 14.7 15 19.7 37 16.4

Proportion with learning 
disabilities/difficulties 19 12.7 13 17.1 32 14.2

Proportion that could not tell the 
correct date                        28 18.7 20 26.3 48 21.2

Proportion that did not know the 
place where health centre is located 10 6.7 6 7.9 16 7.1

Proportion that could not follow 
and understand information for 
participants

3 2.0 7 9.2 10 4.4

Proportion suffering from 
intellectual disability (mental 
retardation)

20 13.3 25 32.9 45 19.9

3.3 Prevalence of Victimization and Torture in Institutions

Using the Adversity and Victimization Questionnaire, prevalence of torture, cruel, 
inhumane or degrading treatment and/or punishment at home, school, police station, 
prison and hospital was analysed for each patient. The results for each institution are 
presented in this section.

3.3.1 Prevalence of Torture, Cruel, Inhumane and Degrading Treatment and/or 

Punishment in Hospitals

There were 88 (38.9%) patients, comprising 61 male and 27 female patients, who reported 
experiencing torture in hospitals. In hospitals, torture took the form of physical assault 
by other patients (28.8%), physical assault by hospital staff (12.8%), and caning as part 
of treatment (6.2%). Other forms of torture that were reported in the hospitals included 
deprivation of food (4.4%) and water (1.3%), sexual abuse (3.5%), hard labour as part 
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of treatment (3.5%), and being denied contact with relatives (2.2%) and doctors (3.1%). 
Although occupational therapy is a recognised form of treatment engaging patients in 
involuntary tasks such as mopping floors, uprooting tree stumps for use as firewood could 
be construed as forced labour.  While more female than male patients were physically 
assaulted by hospital staff, a larger percentage of male in comparison to female patients 
experienced the other forms of torture (see Figure 1). 

Figure 1: Prevalence of torture in hospitals

The main types of victimization and maltreatment that took place in hospitals included: 
physical assault by other patients (28.8%), not being visited by family members or friends 
(24.8%), inadequate facilities to bathe (23.5%), inadequate sleeping space (22.6%), 
inadequacy of clean drinking water (20.4%), and physical assault by hospital staff 
(12.8%). Other notable types of victimization and maltreatment included being caned as 
part of treatment, deprivation of food and water as punishment, being forced to engage 
in a sexual act, being given hard labour as part of treatment, being denied contact with 
doctors and relatives, and being denied treatment while in hospital. 

Physical assault by other patients was highly prevalent especially in Kisumu and 
Kakamega (100% each) as well as Machakos (40%) (See Table 7 below). A majority of the 
patients who were never visited by relatives or friends were most likely to be at Machakos 
(60%) followed by Gilgil (37.5%). Access to tobacco and cigarettes in the wards reflects 
inadequate care since this predisposes other non-smoking patients to passive smoking.  
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Chi-square test results revealed no significant relations between torture and socio 
demographic variables like gender, age, duration of stay in hospital and literacy (see 
Appendices). 

3.3.2 Prevalence of Torture, Cruel, Degrading Treatment and/or Punishment in 

other Institutions before Hospitalization

Although the major goal of this study was to determine the prevalence and forms of 
victimization among psychiatric inpatients in mental health facilities, it was important also 
to find out the history of torture or victimization prior to the patient being hospitalisation. 
The sections below present data on the patients’ history of trauma among PWMPDs at 
home, school, police stations and prisons. These forms of torture, inhumane, degrading 
treatment and/or punishment happened before they were admitted in public hospital.

Prevalence of torture, cruel or degrading treatment and/or punishment at a) 

home

The study established that at home, 132 (58.4 %) of the patients, comprising 92 male and 
40 female, experienced torture, cruel, inhumane and degrading treatment or punishment; 
76 (33.6%) did not experience victimization while 18 (8.0%) did not respond. At home, 
the patients suffered different types of victimization, with the majority being caned due 
to bad behaviour, failure in mathematics and failure to read. Mental illness in children 
such as conduct disorder and Attention Deficit Hyperactivity Disorder (ADHD) results 
to bad behaviour and poor performance in school which could lead to punishment such 
as canning20. Physical and emotional abuse at an early age could increase the risks of 
developing mental disorders. More male than female patients reported being caned (see 
Figure 2). Other forms of victimization at home included being abandoned by parents, 
being forcibly separated from parents and exposure to violence (such as physical violence 
by male parents on children and mothers). 

20 Corkum, P; McGonnel, M. and Schachar (2010), factors affecting academic achievements in children with ADHD, journal of 
applied Research on learning, 3(9): 1-4



42 

Report 2013

THE STATE OF MENTAL 
HEALTH IN KENYA

Figure 2: Prevalence of torture, cruel or degrading treatment and/or punishment 

at home

Prevalence of Torture, Cruel or Degrading Treatment and/or Punishment b) 

at School

At school, 149 (65.9%) patients, comprising 100 male and 49 female patients, reported 
having experienced victimization, 39 (17.3%) did not experience while 38 (13.3%) did not 
respond. Victimization at school took the form of canning by teachers (64.6%), bullying by 
other learners (30.1%), suspension (18.6%), stigmatization which took the form of being 
excluded from social activities such as play and group work in the classroom (14.2%) 
and expulsion from school due to lack of school fees and indiscipline (4.9%). More male 
than female patients indicated that they were suspended from school or bullied by other 
learners, while the other forms of abuse were uniformly distributed for both gender (See 
Figure 3).



43

Report 2013

THE STATE OF MENTAL 
HEALTH IN KENYA

Figure 3: Prevalence of torture, cruel or degrading treatment or punishment at 

school

Prevalence of Torture, Cruel or Degrading Treatment and/or Punishment at c) 

Police Stations

It emerged from the study that 73 (32.3%) patients, that is, 56 male and 17 female 
patients, had experienced torture at police stations, 48 (21.2%) had not experienced 
torture, 77 (34.1%) had never been taken to police stations while 28 (12.4%) did not 
respond. There were 120 (53.1%) patients who had been arrested and taken to police 
stations. The large proportion of patients who were arrested could be explained by the 
fact that most of them were in the maximum unit at Mathari Hospital. Results from this 
proportion of patients showed that torture at police stations took the form of physical 
assault by the police (34.2%%); denial of contact with carers such as relatives, paralegals, 
lawyers and/or doctors (21.7%); sleep deprivation (19.2%), deprivation of water (20%) 
and food (16.7%), being forced to admit offences or give false testimonies (18.3%) and 
sexual abuse (7.5%). 

The percentage of male patients reporting various forms of torture was proportionately 
higher than that of female patients, apart from being forced to admit offences (Figure 
4). It is significant to note that majority of the 7.5% who were sexually abused in police 
stations were male patients. 
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Figure 4: Prevalence of torture, cruel or degrading treatment and/or punishment 

at police stations

Prevalence of Torture, Cruel or Degrading Treatment and/or Punishment in d) 

Prison Custody

There were 56 (24.8%) patients who had been to prison, among them 39 (17.3%) male 
and 17 (7.5%) female. Of the patients who had been to prison, 33 (58.9%), comprising of 
25 male and 8 female patients, had undergone torture in prison. These patients reported 
various forms of torture while in prison, including physical assault by warders (46.4%), 
physical assault by inmates (33.9%), caning as part of treatment (12.5%), deprivation of 
food and water (12.5%), being denied contact with relatives (10.7%) and doctors (8.9%) 
and sexual abuse (8.9%). As shown in Figure 5, male patients experienced the various 
forms of torture in prisons than female. 
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Figure 5: Prevalence of torture, cruel or degrading treatment and/or punishment 

in prison custody

3.3.3 Torture, Cruel, Inhumane or Degrading Treatment and/or Punishment 

Comparison across Institutions

The highest prevalence of victimization was in schools where 68.3% of the patients 
reported various forms of abuse such as caning by teachers and bullying by other 
learners. 

Police stations were the second most likely institutions where victimization would occur, 
with 60.8% patients undergoing victimization (Table 8). The main forms of victimization 
in police stations were physical assault by police officers and being denied contact with 
carers (relatives, paralegals, lawyers and/or doctors). 

Prisons were third in victimization prevalence, with 58.9% of the patients having been 
abused in these institutions. Physical assault by wardens and other inmates were the most 
common types of torture or degrading treatment and/or punishment in the prisons.

It is important to note that the rates of offenders were higher in Mathari Hospital than the 
general population due to the biased sampling as some of the patients were referred to 
the maximum security unit from the courts. Mathari Hospital is the only hospital in Kenya 
which has a maximum security ward designated only to those who are within the criminal 
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justice system in Kenya. Nevertheless, previous studies have indicated that PWMPDs 
especially those abusing drugs are more likely to commit crimes21. 

Finally, there were 58% patients who reported being victimized at home, with the main 
types of abuse being caning due to bad behaviour or being caned due to poor performance 
at school. 

Hospitals had the lowest prevalence of victimization among the institutions covered in 
the study, although the percentage was still high at (38.9%). In the hospitals the most 
common forms of abuse were physical assault by other patients and by hospital staff. 

Table 8: Prevalence of torture, cruel or degrading treatment and/or punishment 

comparison across institutions

Institution Sample size No. tortured in 
institution

Torture 
prevalence (%)

School 218 149 68.3
Police station 120 73 60.8
Prison 56 33 58.9
Home 226 132 58.4
Hospital 226 88 38.9

Interviews with the patients revealed that they were undergoing victimization in different 
ways such as being assaulted with a baton (20.4%), being beaten on the buttocks, head or 
back (21.2%); being exposed to unpleasant heat, darkness, light, or cold (10.2%), coercion 
to blind obedience and humiliation by being asked to make impossible choices such as 
disclosure of information, signing false statements, forced participation in torture and 
witnessing torture of others (9.3%), deprivation of social contact (7.5%), being forced to 
undress before others or witness sexual torture (7.5%); and sexual assault (4.4%). 

3.3.4 Relationship between Torture in Hospitals and other Institutions

The researchers sought to establish whether there were relationships between torture 
at the hospital and other institutions (that is home, school, police station, and prison). 
Chi-square test results (see Appendices) showed that those patients who experienced 
torture in the hospitals were significantly more likely to have been tortured at home (χ2 
[1, N = 198] = 7.491, p<.005), school (χ2 [1, N = 180] = 4.768, p<.021) and police station 
(χ2 [1, N = 115] = 7.683, p<.005) but not in prison (χ2 [1, N = 64] = 3.473, p<.055). These 
21 Fazel S, Gulati G, Linsell L, Geddes JR, Grann M (2009) Schizophrenia and Violence: Systematic Review and Meta-Analysis. 
PLoS Med 6(8): e1000120. doi:10.1371/journal.pmed.1000120



47

Report 2013

THE STATE OF MENTAL 
HEALTH IN KENYA

findings suggest that there was systematic torture of patients across institutions. It could 
therefore be construed that certain patient characteristics predispose them to torture 
regardless of the institution where they are based. Previous studies have associated 
victimization of those with severe mental illness with more severe clinical symptoms, 
drug abuse, transient living conditions (including homelessness), lower functioning, 
lack of social support and a history of previous victimization (Walsh, Moran, et al. 2003; 
Chapple, Chant, et al. 2004). 

3.3.5 Impact and Management of Torture Incidences in Different Institutions

There were twelve (5.3%) patients who reported to have suffered disabilities as a result 
of torture. Only 24 (10.6%) patients had received counselling, treatment or legal redress 
after undergoing torture, implying that a majority of patients with mental illnesses suffer 
the consequences of torture in silence.  Out of the 226 patients interviewed for this study, 
only 33 (14.6%) agreed that they felt safe in the hands of their carers, which underscores 
the pervasiveness of torture among patients with mental illnesses. 

3.3.6 Prevalence of Torture, Cruel or Degrading Treatment and/or Punishment in 

Different Hospitals

Some hospitals had higher prevalence of torture than others. It was, however, not possible 
to compute torture prevalence rates in most of the hospitals due to the small number of 
patients who were able to participate in the interviews. All the patients interviewed in 
hospitals such as Kisumu (n=5) and Kakamega (n=4) indicated that they had experienced 
torture, which would erroneously point at systematic torture in these institutions. As an 
indicator of the prevalence of torture in the hospitals, we computed the torture incidence 
at Mathari Hospital which had contributed the largest proportion of respondents (Table 9). 
The results showed that torture prevalence in the hospital was 36.8% for male PWMPDs 
and 28.8% for female PWMPDs, an overall prevalence of 34.1%. Based on the number 
of patients reporting being tortured in the other hospitals, we conclude that in most of 
the hospitals the prevalence of torture or degrading treatment and/or punishment was 
higher among male than the female patients, apart from Kisii Level 5 where more female 
than male patients experienced torture. 
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Table 9: Prevalence of Torture, cruel or degrading treatment in Mathari Hospital

Gender Proportion tortured Out of Prevalence (%)
Male 42 114 36.8
Female 17 59 28.8
Total 59 173 34.1

3.4 Torture, Cruel, Inhuman, Degrading Treatment and/or Punishment Vs Mental 

Illnesses

Statistical analysis was carried out to establish the forms of victimization experienced 
by patients with different types of mental illnesses. Chi-square test of independence 
was performed to examine the relation between various types of mental illnesses and 
incidences of torture (see Appendices). As it turned out, the relation between major 
depressive episode-current and torture at home was significant, χ2 (1, N = 185) = 3.891, 
p<.034. Of the 62 patents who had major depressive episode - current, 45 (72.6%) 
experienced torture at home while 17 (27.4%) did not experience torture. Therefore, 
those patients diagnosed with major depressive episode-current were more likely to 
experience torture at home than were those without this mental illness.

The results indicated that the relation between major depressive episode with melancholic 
features-current and torture in hospitals was significant, χ2 (1, N = 171) = 5.280, p<.018. 
Out of the 37 patients with depressive episode with melancholic features-current, 21 
(56.8%) reported experiencing torture at hospitals while 16 (43.2%) did not. The results 
show that patients diagnosed with major depressive episode with melancholic features-
current were more likely to experience torture at the hospitals than were those without 
this type of mental illness. The results revealed that all patients who were tortured in four 
of the hospitals (Port Reitz, Machakos, Kakamega PGH and Kisumu East District Hospital) 
had major depressive episode with melancholic features. 

The relation between hypo-manic episode-past and torture at home was significant, χ2 
(1, N = 179) = 3.565, p<.045. Out of the 22 patients diagnosed with hypomanic episode-
past, 18 (81.8%) experienced torture at home while 4 (18.2%) did not. There were no 
gender differences in the prevalence of torture at home among patients with hypo-manic 
episode-past. These findings show that patients diagnosed with hypo-manic episode-
past were more likely to experience torture at home than were those without this type of 
mental illness.
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The relationship between Psychotic Syndrome -current and torture at home was 
significant, χ2 (1, N = 192) = 5.483, p<.014. Of the 69 patients diagnosed with this condition, 
51 (73.9%) experienced torture at home while 18 (26.1%) did not. This indicates that 
patients suffering from psychotic syndrome- current were more likely to experience 
torture at home. 

3.4.1 Perpetrators of Torture, Cruel, Inhuman and Degrading Treatment 

Only a few of the patients accepted to state people who tortured them, showing that 
majority (77.9%, Table 10) feared reprisals. From the 22.1% who responded, majority 
indicated that the perpetrators of torture were mostly police officers, members of the 
public and family members among others as shown in Table 10. It should be noted that 
only one patient indicated student’s as the perpetrators of torture, while none mentioned 
teachers despite the fact that schools had the highest prevalence of torture (68.3%, Table 
8). Most of the patients could have forgotten about torture at school, and even in the 
general population maltreatments such as bullying and caning by teachers have come to 
be accepted as normal occurrences22.

Table 10: Perpetrators of torture and degrading treatment and/or 

punishment

Perpetrators Frequency % Percentage

Police Officer 17 7.5

Members of public 9 4.0

Prison Officers 4 1.8

Family members 5 2.2

Fellow patients 6 2.7

Inmates 5 2.2

Senior students 1 0.4

Hospital staff 3 1.3

No response 176 77.9

 Total 226 100.0

3.5 Qualitative Data 

Twelve (12) heads of institutions agreed to be interviewed from seven (7) health 
institutions. Among them, three were drawn from Machakos Level 5, 2 from Moi Teaching 

22 Youth Ali�e �enya �2��8), Strikes in schools� rights or outrage?” �etrie�ed from http�//www.youthali�ekenya.org/
downloads/Imprint%2��olume%2�Two.pdf
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and Referral Hospital, 2 from Jaramogi Oginga Odinga Teaching and Referral Hospital, 2 
from Kakamega PGH, 1 from Embu PGH and 1 from Kisii Level 5. The interviews were 
held with the heads of institutions of the participating hospitals to gain an in-depth 
understanding of the status of trauma and victimization among inpatients in the facilities. 
The institutions had inpatients ranging from 11 to 72.  

Health Care Levelsa) 

According to the Service Provision Assessment Survey (National Coordinating Agency for 
Population and Development (NCAPD) [Kenya], Ministry of Health, 2004) there are six 
levels of care in the Kenya Health System. The first level refers to the community and 
includes households and villages. Level 2 refers to the local dispensaries and clinics; level 
3 comprises the health centres, maternities and nursing homes. Level 4 are the primary 
hospitals found at the sub-district level while level 5 are the district and provincial 
hospitals. The last level 6 are the referral hospitals. Mental units in the provinces were 
found to be neglected buildings that were not purposely built to house PWMPDs. They 
were usually detached from the main hospital. For example, at the Moi Teaching and 
Referral Hospital, the mental health unit a dilapidated building fenced off by barbed wire 
stands in contrast to the modern hospital buildings. In this enclosure male and female 
patients are managed.

Table 11: Number of inpatients admitted in participating hospitals
Name of hospital County Capacity Actual

Embu General Hospital
Embu 

16 12

Mathari Hospital Nairobi
No information 
available due to 
history of hospital

700 (estimate)

Moi Teaching and Referral 
Hospital

Uasin Gishu 24 90

Machakos Level  5 Hospital Machakos 33 12
Port Reitz Kenya 72 56
Kisumu East District Hospital Kisumu No information 19
Kakamega Provincial Hospital Kakamega No information 14
Kisii level  5 hospital Kisii 21 13

Note: In some hospitals the interviewed persons could not tell the inpatient capacity of 
mental health wings.
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Kenyan public hospitals including psychiatric units are usually crowded. The low figures 
recorded, apart from Moi Teaching and Referral Hospital which has an occupancy rate 
of 375% could be due to the public’s perceived lack of or inadequate care offered at the 
facilities. Previous studies, however, reveal overcrowding in hospitals, for example Kenya 
National Commission on Human Rights in 201123 estimated a bed occupancy rate of 200% 
in Moi teaching and referral Hospital, 105% in Mathari Hospital, 160% in Rift Valley PGH, 
and 117% in Port Reitz Hospital in the male Ward. 

Bed-to-Population Ratiosb) 

 It is very clear that the number of mental health hospitals in Kenya currently two (2) 
compared to the total population of 38,610,097 according to the Kenya National population 
census of 2009 is inadequate. 

The bed-population ratios (expressed as the number of inpatient psychiatric care beds 
per 100,000population) were computed for the four (4) regions where data was available. 
The results (Table 12) indicated that bed ratios ranged from 2.2 beds per 100,000 persons 
at the Coast region to 0.2 beds per 100,000 persons at the Rift Valley. Eastern and Western 
regions had 0.9 and 0.4 beds per 100,000 persons respectively. In comparison, a 2002 
South African survey24 revealed a mean bed/population ratio of 13 per 100,000 persons 
for acute facilities, and a ratio of 16 per 100,000 persons for medium-long stay facilities. In 
Uganda, a WHO (2006) survey25 estimated a ratio of 1.83 beds per 100,000 populations. It 
is clear from the results that Kenya is in a worse situation today in 2012 than South Africa 
in 2002 and Uganda in 2006 were. 

According to the Mental Health Atlas 2005 by WHO26, the bed-population ratio for America 
and Europe was estimated at 0.7 per 10,000 population (or 70 beds per 1 million). A 
follow-up report in 2011 (Mental Health Atlas 2011)27 revealed a median decrease of -0.11 
mental hospital beds per 100,000 populations, indicating that the majority of countries 
decreased in their rate of mental hospital beds over the period 2005 – 2011.

23 KNCHR (2011). Silenced minds: the systemic neglect of the mental health system in Kenya: A human rights audit of the 
mental health system in Kenya, p. xiv. Page 33

24 Lund C., Flisher A. J., Porteus K. &Lee T. (2002).Bed/population ratios in South African public sector mental health serv-
ices. Social Psychiatry and Psychiatric Epidemiology; 37(7):346-9.

25 WHO (2006) WHO-AIMS report on the Mental Health System in Uganda. WHO and Ministry of Health, Kampala Ugan-
da.

26 WHO (2005). Mental Health Atlas 2005, Geneva, Switzerland: World Health Organisation
27 WHO (2011). Mental Health Atlas 2011, Geneva, Switzerland: World Health Organisation.
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Table 12: Bed ratios for selected regions

Region (former 

Provinces)
Hospital(s) Population Bed capacity

Beds per 

100,000 

population
Coast Port Reitz 3,325,307 72 2.2
Rift Valley MTRH 10,006,805 24 0.2
Eastern Embu/Machakos 5,668,123 49 0.9
Western Kakamega PGH 4,334282 16 0.4

Source: Survey Data (2012) and National Population Census (2009)

Health Care Capacityc) 

It is important to note that although the population of Mathari Hospital has been quoted 
as 700 and 900 in previous researches, the actual capacity of Mathari hospital is unknown. 
Responses from physiatrists, nurses, administrators who have either worked or know 
about the hospital have resulted in various figures or no response. This is because the 
hospital was initially built during the British colonial period in Kenya as a smallpox 
insulation facility and as an asylum for the white race before their deportation to Britain. 
Currently, some of the hospital wards have been closed and converted into other facilities 
like maternal, outpatient and dental health facilities, doctors’ houses, among others. 
However, it is important to note that the current space that is being used exclusively for 
PWMPDs is congested and therefore inadequate for treatment. This is a good example of 
the systemic problem of the management of mental health in Kenya.

Further, strikes by health workers had led some relatives to withdraw their patients 
from the health facilities like was the situation in Moi Referral Hospital this year which 
impacted on this survey. However, even before the recent strikes the population of 
patients at Mathari Hospital has been dropping. With no coherent psychiatric community 
health programmes in the country it is possible that such patients may not be getting 
adequate care. While institutionalization is to be discouraged and the building of big 
mental hospitals is not the trend now, international best practice is seen in the Europe 
bed capacity analysis.

It is interesting to note that the research carried out by the Kenya National Human Rights 
Commission (KNCHR) published in 201128 has similar findings and statistics in terms of 
over congestion in Mathari Hospital (at 105% occupancy rate) and Moi referral Hospital 
(at 200% occupancy rate).

28 Kenya National Commission on Human Rights. (2011). Human Rights Audit Report of the Mental Health System in Kenya.
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3.5.1 Major Concerns about Patients’ Rights 

The heads of institutions were asked to explain any concerns they had about the rights 
of patients in their institutions. The main concerns raised included cases of physical 
and emotional abuse; confidentiality issues; poor living conditions in the wards such as 
deplorable sanitation facilities, especially toilets which were dirty and without water; 
male and female patients sharing wards; shortage of carers; and lack of recreational 
facilities. At Moi Teaching and Referral Hospital male and female patients were in the 
same enclosure with minimal basic facilities (See Table 13). A worker at Moi Teaching 
and referral said,

“...Others are not well fed; they are given high doses of medication and are locked up in a 

room”.

While another worker from Machakos hospital said,

“... Some come with physical trauma like deep cuts”.

It was also clear that there were no clear guidelines on the complaints procedure in some 
hospitals. A staff at Embu General Hospital said,

“There is no District Mental Hospital in Embu but the psychiatrist in charge with the senior 

psychiatric nurse receive complaints from patients both inpatients and outpatients especially 

regarding maltreatment by the hospital staff”.

The issues of concern per institution are provided in Table 13.

Table 13: Issues of concern on patients’ rights as perceived by health workers

Institution Concerns about the patients’ rights in the institution
Embu General 
Hospital

Incidents of physical and emotional abuse have been reported 
especially by inpatients.

Confidentiality issues; sometimes information is leaked to 
relatives and friends. 

Patients have the right to self-determination; however, in 
psychiatry patients can make decisions that can harm them for 
example refusing to take medication.
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Moi Teaching 
and Referral 
Hospital (MTRH)

Have nice beds and hot water showers.

Male and female patients should have separate wards. 

Shelter, bathrooms and toilets are deplorable and not close to the 
best quality.

The right to make decisions is not guaranteed. 

Someone has to be around to collect items of discharge.
Machakos Level  
5 Hospital  

Patient’s rights are well observed and provided for.

Port Reitz Patients lack rights like privacy and confidentiality due to lack of 
infrastructure.

Jaramogi 
Oginga Odinga 
Teaching and 
Referral Hospital 
(JOOTRH)

There are no recreational facilities; patients just bask in the sun.

There is no one to feed patients who can’t feed and wash 
themselves. 

Kakamega PGH Some of the patients have been abandoned by their relatives and 
who never even come to visit them.

Kisii Level  5 Patients’ rights are fully observed and provided for.

3.5.2 Status of Torture of PWMPDs in Public Hospitals

Views of heads of institutions about the perception that PWMPDs are victimized in the 
hospitals were sought. The heads of institutions were in agreement that there is a high 
level of stigma and victimization of patients in the society. The major reason for abuse is 
lack of understanding of the rights of PWMPDs. 

Heads of institutions, however, stated that the patients were not abused in their hospitals 
(See Table 14). This contradicted the responses of patients who reported a high prevalence 
of abuse in these hospitals. Fear of victimization could have led the heads of institutions 
to concede that their hospital staffs were abusing the patients. At least one head of 
institution [Table 14] agreed that incidents of physical and emotional abuse had been 
reported especially by inpatients.
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Table 14: Torture of patients in society and hospitals as perceived by health 

workers

Institution Comments regarding the perception that PWMPDs are 
maltreated

Embu General 
Hospital

It is generally true there is a high level of stigma and 
ignorance regarding mental illness in our society and this 
may contribute a lot to the high incidence of victimization 
of the PWMPDs.

For example, a PWMPD walking around at night may be 
mistaken for a potential thug hence s/he is either arrested 
or beaten up.

Moi Teaching and 
Referral (MOTRH)

PWMPDs should be treated like other patients in other 
wards.

Victimization is more often in the community than in the 
hospital, because of lack of understanding the PWMPDs 
are beaten and chained up.

In the hospital due congestion, the patients tend to harm 
each other or the workers have a hard time and end up 
mistreating them.

Examples of victimization: chained and beaten patients 
suffer physical injuries; others are not well fed, they are 
given high doses of medication and are locked up in a 
room.

Machakos level  5 Most patients are mistreated by their relatives or people in 
the community before they are brought to the hospital.

Patients in the institution are treated with dignity.

There is no victimization in the hospital.

Examples of victimization; some patients are admitted 
with physical trauma like deep cuts.

Port Reitz Victimization is there in the community.

Examples of victimization; patients are not given services 
when they require them e.g. access to a doctor.
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Jaramogi Oginga 
Odinga Teaching and 
Referral Hospital 
(JOOTRH)

There is victimization in the community.

For example, there are relatives who do not consider them 
as human beings thus lock them in the house.

Kakamega Provincial 
General Hospital

Not sure whether there is victimization in the community.

They just have mental problems and they are not 
maltreated.

Kisii level  5 hospital They are victimized in the community because they are 
not understood.

For example, patients are usually ignored when they lack 
something; they have little say of their own and relatives 
do not take them for treatment.

3.5.3 Complaints on the Mental Health Board

The heads of institutions were not aware of any complaints of victimization 
presented to the mental health board. It was reported that most people are not 
aware of the existence of such a board, and in some provincial headquarters such 
as Embu there were no board offices. 

In some of the institutions [Embu, Table 15], the psychiatrist in charge or the 
senior nurse assumes the responsibility of receiving complaints from maltreated 
patients. Further, heads of institutions indicated that they had dealt with some 
torture complaints, which included patients fighting among themselves, sexual 
abuse by hospital staff members, abandonment by relatives, and physical abuse 
by the hospitals’ security officers. 
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Table 15: Mental Health Board’s handling of complaints’ 

Institution Does the Mental Health Board receive cases of complaints/ 

violations from PWMPDs?
Embu General 
Hospital

There is no district mental health board but the psychiatrist in 
charge with the senior psychiatric nurse receives complaints from 
patients both inpatients and outpatients especially regarding 
victimization by the hospital staff. 

Complaints received include physical, verbal and sexual abuse by 
the staff or other patients. 

Moi Teaching and 
Referral (MTRH) 

They are not sure.
Many people don’t know whether the board exists.

Machakos level  5 
hospital

Never heard of any case.

Port Reitz Not sure if they do report the cases.
Jaramogi 
Oginga Odinga 
Teaching and 
Referral Hospital 
(JOOTRH)

Not sure

They don’t know

Kakamega PGH Not sure
Kisii Level  5 Not quite

3.5.4 Cost of managing mental illnesses 

The hospitals were charging fees ranging from Ksh. 200/= to Ksh. 550/= per day 
together with an admission deposit from Ksh. 2,200/= to Ksh. 3,700/=.  This is 
about Kshs. 400/= per day or USD. 5 and a deposit of Ksh. 2,950/= or USD. 35 
on average. Considering that the PWMPDs are incapacitated and are unable to 
earn an income, and also considering the high frequency of mental health among 
persons living in poverty or low income earners who are usually casuals (earn per 
day), coupled with the societal stigmatization, such a fee is too high. Indeed, some 
hospitals often turn away patients who cannot afford the medical costs (see Table 
16) to the patient’s peril. 
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Table 16: Admission fee for PWMPDs in hospitals

Institution What is the admission fee in your institution 

for PWMPDs
Embu General Hospital Admission deposit is Ksh. 2,200/=, average cost 

of admission is Ksh. 550/= per day and average 
duration of admission is 30 days.

Sometimes the hospital turns away patients who 
cannot afford this medical fee.

Moi Teaching and Referral 
Hospital (MTRH)

Ksh. 1,000/= payments for services to the patients 
and Ksh. 320/= as daily payments.

Machakos level  5 
Hospital

Ksh. 200/= per day. 

Patients who cannot afford are turned away when 
the hospital. has inadequate medicine.

Port Reitz Deposit of 2 weeks is Ksh. 3,700/= and then Ksh. 
200/= everyday thereafter after.

Fee is negotiable depending on condition of the 
patient.

Jaramogi Oginga Odinga 
Teaching and Referral 
Hospital (JOOTRH)

Between Ksh. 1,200/= to Ksh. 2,000/=

Those who cannot afford are referred to the medical 
superintendent for consideration.

Kakamega Provincial 
General Hospital It depends on the mental illness.

Kisii level  5 Hospital Ksh.3,000/=

Hospital does not turn away those who cannot 
afford.

3.5.5 Integration programmes for PWMPDs

Some of the hospitals have integration programmes for the PWMPDs. For 
example, Machakos Level 5 hospital has a support group for the PWMPDs, while 
Jaramogi Oginga Odinga Teaching and Referral Hospital and Kakamega PGH teach 
family members on integration in the community. It was, however, reported that 
integration efforts are hampered by stigmatization in the society due to limited 
public awareness on mental health. 
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Table 17: Integration programmes in the hospitals

Institution Does your facility have any integration process of 
PWMPDs back to the society and how is the response?

Embu General Hospital No integration programme.
Moi Teaching and 
Referral (MTRH) 

It’s very minimal; engage them in activities that help them 
to reintegrate in the community once they are discharged 
e.g. cooking, farming, etc.

Machakos level  5 
Hospital

Yes, support groups for PWMPDs and the response is good.

Yes, through the social worker; though the response is 
poor.

Port Reitz Yes, but the response is poor due to stigmatization, the 
community is adamant in getting the patient(s) back.

Jaramogi Oginga Odinga 
Teaching and Referral 
Hospital (JOOTRH)

Yes, family members are taught how to take care of the 
patients after they have recovered.

Yes, it is done after the patient starts working and the 
relatives are willing to pick them up and take care of them.

Kakamega Provincial 
General Hospital

Yes, through the relatives or guardians depending on their 
willingness.

Yes, though not easy since some patients have no place to 
go.

Kisii level  5 Hospital Yes, but those abandoned by their relatives have no place 
to go.

3.5.6 Challenges Faced in Handling Mental Health Issues in the Facilities

The heads of institutions reported that their hospitals faced a number of challenges 
in handling mental health issues which included; limited human resource capacity, 
lack of facilities, poor medical provision, abandonment of patients by relatives, 
lack of trained personnel, poor security, and lack of recreational facilities.  A nurse, 
in Kakamega Provincial hospital stated that,

“Seventy percent (70%) of these patients are not visited by their relatives, and for 

those who do, will not visit on a regular basis initially but stop after, i.e. six months 

or even a year. This has contributed to some, not recovering because of the feeling of 

neglect and abandonment.’’
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Patients in the hospitals complain about poor quality of accommodation facilities, food 
shortage, lack of recreational facilities, congestion, and restricted movement. Further, 
Health officers complained of heavy workload, verbal and physical abuse by patients, poor 
infrastructure, negative attitude by staff and society towards mental health, low morale, 
neglect of patients by relatives, shortage of staff, lack of a forum for staff members to air 
grievances, lack of refresher training, and poor salary. 

Table 18: Challenges faced in handling patients as perceived by the health workers
Institution What are the main challenges faced in handling 

mental health issues in your facility?

Embu PGH Limited human resource and infrastructure. 
Moi Teaching and Referral 
Hospital (MTRH)

No enough space, insufficient human resource and 
poor medical provision.

Relatives are unwilling to give clear history of the 
patients.

Machakos level  5 hospital Most patients are neglected by their family members 
thus they become more stubborn.

Society not accepting patients at home.

Violent patients.
Port Reitz, Mombasa Lack of enough trained personnel, no residence 

psychiatrist and no enough materials.
Jaramogi Oginga Odinga 
Teaching and Referral 
Hospital (JOOTRH)

There are no recreational facilities and no security so 
a patient can walk out and get lost.

No trained staff.
Kakamega PGH Members of staff are not well trained to handle 

patients.

Kisii level  5 Relatives of the patients do not pay hospital bills.

The heads of institutions indicated that they cordially relate with the police, prison 
departments and the judiciary. However, at times the judiciary portrays ignorance of 
the mental health law and patient management by giving orders that cannot be met in 
relation to the admission of patients. Some of these orders include; asking for the patient 
admission or patient examination reports within a short time, or orders given by a judge 
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or magistrate for admission of an offender with mental or psychosocial disabilities in 
a public hospital instead of giving an order that the patient be admitted in designated 
facility due to security as the person is under the criminal justice system. In such situations 
where there is no maximum security facility (since there is only one in Mathari Hospital), 
patients are often taken back to remand prisons and managed by a psychiatrist from 
there. 

3.5.7 Recommendations by Heads of Institutions 

The heads of institutions made the following recommendations to enhance the effectiveness 
and management of mental health institutions in regard to patient management, facilities, 
personnel and financial allocations:

Patients’ managementa) 

All health personnel involved in the management of PWMPDs should i. 
adhere to standard clinical guidelines and professional ethics; and

Improve the quality of living conditions in the wards and patients’ ii. 
clothing.

Facilitiesb) 

Adequate facilities are required to handle the large number of patients i. 
seeking treatment as the society becomes more aware of mental health 
issues; and

Improve procurement of drugs and supply to the hospitals. ii. 

Personnelc) 

Hospitals need more specialized personnel working in psychiatry to i. 
deliver quality services;

On-going in-service training of personnel to improve service delivery; ii. 
and

The law should be amended to allow psychiatric nurses to handle health iii. 
issues.

Financial allocationsd) 
Mental health institutions and departments require adequate funding to i. 
fulfil their mandates.
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Civil society organizationse) 

They can assist PWMPDs by educating them on their legal rights especially i. 
in criminal proceedings;

They should start victimization prevention programmes to help address ii. 
the issues, empower the community, and provide advocacy to minimize 
abuse by police;

They should help in training relatives of the patients and help in integrating iii. 
the patients in society;

They should ensure the law is amended so that a psychiatric nurse can iv. 
give evidence in court; and

They should visit the hospitals occasionally to see how patients are v. 
doing. 

Table 18: Specific recommendations by heads of institutions 
Institution What specific recommendations would you give 

to enhance the work in mental health institutions 

especially in respect to patient management, 

facilities, personnel and financial allocations?
Embu General hospital Patients’ management - all health personnel involved in 

the management of PWMPDs should adhere to standard 
clinical guidelines and professional ethics.

Facilities - adequate facilities are required to handle 
the large number of patients seeking treatment as the 
society becomes more aware of mental health issues.

Personnel - need more specialized personnel working in 
psychiatric departments to deliver quality services.

Financial allocations- mental health institutions and 
departments require adequate funding to fulfil their 
mandates.

LRF and IMLU can assist PWMPDs by educating them on 
their legal rights especially in criminal proceedings
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Moi Teaching and Referral 
Hospital (MTRH)

Financial allocation- this is the key component in making 
things run. This could be to the tune of Ksh. 20 million.

Personnel- they should be properly trained to deal with 
the issues.

Facilities- should be good and adequate medicine to be 
procured for the purpose of the unit.

The patients should be treated like any other patient.

Civil society organizations like LRF and IMLU should start 
victimization prevention programmes to help address 
the issues; empower the community; and advocacy to 
minimise abuse by police.

Machakos level  5 hospital Staff should be given refresher training.

Provision of required resources. 

Adequate staffing.

Proper care given to health workers if attacked by a 
patient.

Proper clothing for patients. 

Civil society organizations should assist in staff training; 
help in training relatives of the patients and help in 
integrating the patients in society.

Port Reitz Amend laws to allow psychiatric nurses to handle health 
issues.

Civil society organizations should ensure law is amended 
so that a psychiatric nurse can give evidence in court.

Jaramogi Oginga Odinga 
Teaching and Referral 
Hospital (JOOTRH)

There should be adequate funding to help in expansion 
of the facilities and help stock medicine.

Increase the number of staff and recreational facilities.

Organizations such as IMLU and LRF should offer training 
to medical staff on issues of good relations with patients 
and their rights.
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Kakamega Provincial 
Hospital

The staff should be trained on how to handle patients.

Increase the members of staff and facilities to able to 
accommodate all patients comfortably.

Civil society organizations should offer training of staff, 
the community and medical officers on how to handle 
the patients. 

Civil society should visit the hospitals occasionally and 
see how the patients are doing.

Kisii level  5 Hospital Increase staff; train more health workers.

Expansion of the wards.

IMLU and LRF should give information and educate 
people on the rights of patients.

The demographic characteristics in this study show that more male than female patients 
(male to female ratio = 2:1) were admitted to the hospitals despite the fact that community 
based studies tend to show that mental distress occurs more commonly in women (Gove, 
2010). Similar trends in admission have also been observed in England (Thompson, Shaw, 
Harrison, Ho, & Verne, 2004).  The reasons for this are not clear. It could be due to the 
perception that men are more dangerous than women hence leading to their immediate 
confinement. Alternatively, it could be due to the neglect and discrimination of women in 
matters of health in the community. 

Further, the ethnic trends observed in this study reflect the distribution of ethnicity in 
the various counties where the hospitals are located or its neighbouring environs. Thus 
the high prevalence of patients from Kiambu, Nyeri and Murang’a Counties (the Kikuyu) 
could be attributed to the fact that a majority of the respondents were drawn from Mathari 
Hospital. 

The patients were suffering from different types of mental illnesses, with the highest 
prevalence being found in psychotic syndrome, manic episodes, major depressive 
episodes and suicide risk. These findings are similar to the study done in England where 
the most common reasons for admission were depression and anxiety with psychosis 
accounting for the majority of prolonged hospital stay (Thompson, Shaw, Harrison, Ho, & 
Verne, 2004). 



65

Report 2013

THE STATE OF MENTAL 
HEALTH IN KENYA

Also, the findings from this study indicate that trauma, victimization and torture are quite 
common among the PWMPDs across all settings. Given that approximately one fifth of the 
patients had cognitive impairment and probably could not respond to all the questions, 
the true prevalence of torture may even be higher.  The high prevalence of torture 
among PWMPDs in different institutions shows that this is a problem that can no longer 
be ignored. Patients diagnosed with major depressive episodes, psychotic syndrome, 
and hypo-manic episodes were more likely to experience torture, cruel, degrading or 
inhumane treatment or punishment at home. On the other hand, patients diagnosed 
with major depressive episode with melancholic features were more likely to experience 
torture, cruel, degrading or inhumane treatment or punishment at the hospitals than 
those without this type of mental illness. It appears therefore, that at home, PWMPDs 
who are likely to result to aggressive behaviour were more likely to be victimized. The 
results therefore, show that these mental illnesses are important factors contributing 
to torture, cruel, degrading or inhumane treatment or punishment regardless of age, 
gender and other demographic variables. It could be that the PWMPDs are likely to be 
victims of torture, cruel degrading or inhumane treatment or punishment in most public 
settings since they are perceived as dangerous or not conforming to the society norms. At 
hospitals, torture could be perpetrated by some staff members as a form of treatment or 
attempts to control their disturbed behaviour.  

Another form of cruel, degrading and inhumane treatment or punishment of the mentally 
ill is denial of contact with relatives. This can be as a result of the hospital staff restricting 
visits or by the relatives themselves opting not to visit their patients due to stigmatization 
and poverty. Going for six (6) months or longer without being visited would signify 
abandonment by relatives. The stigma associated with mental illness results in a great 
deal of patients being abandoned by their families upon admittance into the psychiatric 
hospital. A heart-breaking pattern common to mental health wards is parents giving 
spurious phone numbers and addresses to hospital staff so that they can no longer be 
contacted in reference to their ill relatives (Fournier, 2011). A study in Ghana (Fournier, 
2011) revealed that on average, only 20% of patients at the Accra Psychiatric Hospital had 
relatives who cared enough to occasionally visit and see how the PWMPDs were doing.

The assumption that only disturbed patients are more prone to mistreatment could also 
be wrong because in this study information from patients with cognitive impairment could 
not be elicited. In cases where communication was difficult the sampled respondents were 
dropped for this reason. Other workers opt to use indirect methods rather than engage in 
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direct communication, for example, using other patients who know the participant well 
to gather and interpret information as recommended by Nind (2008)29 for qualitative 
studies. However, there are inherent difficulties with this and the current study was limited 
in scope. In this study any separate facilities for treating those patients with intellectual 
disabilities was not found. 

While people with learning disabilities, which occur as a result of arrested brain 
development, may not necessarily, have mental illness, there is an increased risk of 
developing a mental disorder in this group of people (Kerker, Owens, Zigler & Horwitz, 
2004). If that occurs, especially overt behavioural signs, they are likely to be admitted to a 
mental hospital. Special techniques are needed in communicating with these people and 
it is possible that they are also prone to various forms of abuse. 

Another category of patients that requires specialised treatment is that of the mentally 
ill offenders. Findings from the study indicate that there is only one national specialized 
hospital where such patients can be admitted. This is the Maximum Security Unit at 
Mathari Hospital. High risk patients need to be treated in a secure setting to minimise 
harm to others and to themselves.  The law provides that sections of the prison may be 
converted into mental hospitals. However, without adequate staffing and physical facilities 
the occurrence of grotesque murders witnessed in some prisons is likely to take place. 

The law also provides that the mentally ill can be managed in any hospital but this may 
not be the practice because of fear and stigmatization for such patients. A review of the 
facilities provided show gross deficits given that the population is currently approximately 
40 million people. Deinstitutionalization has been emphasised but support to the families 
is needed in comprehensive community health programmes and facilities for respite 
admission. It is noted that there is an acute shortage of mental health workers and 
facilities in the country generally. It is noted also that Kenya’s allocation for mental health 
is about 0.1 percent of the total health budget which is very low and therefore inadequate 
in addressing the mental health needs of Kenyan people. The devolved government in 
accordance with the implementation of the Constitution in the health sector should be held 
responsible for decentralized and integrated health care service delivery of which mental 
health services is an integral part. The National Government should be responsible for 
National referral services directly from the county public hospital and not as the current 
situation where individuals refer directly.
29 Nind, M. 2008. Conducting qualitative research with people with learning, communication and other disabilities: Methodologi-
cal challenges. ESRC National Centre for Research Methods Review Paper. http://eprints.ncrm.ac.uk/491/1/MethodsReviewPa-
perNCRM-012.pdf



67

Report 2013

THE STATE OF MENTAL 
HEALTH IN KENYA

In any system it is important to have the means of identifying and correcting errors as it 
seems that these systems are either weak or not functioning as intended. For example, it 
was established that there are no clear procedures for a patient who feels being mistreated 
and wants to complain. The procedure in the current Mental Health Act is defective as 
it relies on the assumption that the person in charge of the hospital will always act in 
goodwill and forward any complaints raised by patients to the board.  This should not 
be the case since as shown in these findings the hospital staff may be responsible for 
torture, cruel, degrading or inhumane treatment and/or punishment in some cases. The 
requirement that such complaints must be in writing is also not easy to implement as many 
patients may be illiterate and also do not have the necessary administrative facilities to 
effect this requirement. It is also disturbing to note that in some cases staff were neither 
aware of the existence nor of the functions of the board and would not be able to provide 
the necessary administrative accountability and support.

This shows that PWMPDs could be suffering torture, cruel, degrading or inhumane 
treatment or punishment without the knowledge of government officers charged with 
the responsibility of addressing their concerns and protecting human rights.  This finding 
is consistent with previous research by the Kenya National Commission on Human Rights 
(Kenya National Commission on Human Rights, 2011), which established that channels 
for PWMPDs to make complaints “appeared to be limited and it is a serious concern that 
the Board of Mental Health is not playing its mandated watchdog role”30.

It was established that mentally ill patients were likely to undergo cruel, degrading or 
inhumane treatment and/or punishment in other settings such as homes, schools, prisons 
and police stations. Traumatic experiences were likely to occur in family settings, and this 
has been confirmed in previous studies and even cases of murder are more likely to occur 
in a family setting especially when associated with alcohol abuse. WHO data indicate that 
40 – 70% of women murder victims were caused by their intimate partners while 10-69% 
had been assaulted by their partners at some point in their lives. There is therefore need 
to identify families at risk and to offer more support as appropriate. The need for family 
support and education is critical to ensure that vulnerable women, children and PWMPDs 
are protected and their dignity31 respected accordingly. A review of the support given to 
the mentally ill in these settings and mechanisms to mitigate the psychosocial disabilities 
showed serious deficits. There are few organizations such as Basic Needs (2009) who 
assist and fight for the rights of the mentally ill. Their presence, however, has not been felt 

30 KNCHR (2011). Silenced minds: the systemic neglect of the mental health system in Kenya: A human rights audit of the mental 
health system in Kenya, p. xiv.
31 Article 28 ‘Every person has inherent dignity and the right to have that dignity respected and protected’.
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in most parts of the country and there is need for close collaboration among the various 
agencies working with those with PWMPDs.   

The finding that torture and traumatic experiences occur most in schools is consistent 
with findings of other studies in different parts of the world32. In a school setting there are 
also limited interventions. For example, the Ministry of Education recognises the role of 
special education teachers and the need to protect children while in schools from abuse. 
Integration is encouraged and there have been established streams of classes in some 
schools where children with mental disorders or disabilities receive special education, care 
and attention while attending ‘regular’ schooling. In some cases, teachers with counselling 
skills are also able to detect some forms of mental disorders in children especially in cases 
where the child is observed to create a lot of disturbance or is hyper in his/her behaviour 
while playing or in class with other students. Nevertheless more training of personnel on 
mental disorders is still needed with the establishment of multidisciplinary assessment 
teams to determine and address the holistic needs of these type of child comprehensively. 
The high prevalence of victimization and torture in schools points to the need to initiate 
bullying prevention programmes especially in schools offering inclusive and/or integrated 
education.

Police and prison stations were also ranked high in torture prevalence, with the main 
perpetrators being police officers and prison wardens respectively. Attention should be 
drawn to the Convention Against Torture and Other Cruel, Inhuman or Degrading Treatment 

and/or Punishment (CAT) which Kenya has ratified to these two institutions which 
deal with both perpetrators of offences and victims of crime. In paragraph 15, the CAT 
committee establishes that States bear international responsibility for acts and omissions 
of their officials and others in situations of custody or control such as in prisons, hospitals, 
police stations and institutions that engaged in the care of the PWMPDs33.

32 Young, J., Ne’eman, A. &Gelser, S. (2011). Bullying and Students with Disabilities, Briefing paper written for the White House 
Conference on Bullying Prevention, http://www.ncd.gov/publications/2011/March92011
33 CAT General Comment Nº 2 (2007) on the implementation of article 2 of the Convention, (CAT/C/GC/2 of 24 January 2008), 
available at www.ohchr.org
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4.0 CONCLUSIONS AND LIMITATIONS

a) General observations 

Results from this study show that the prevalence of torture, cruel, inhumane, i. 
degrading and/or inhumane treatment and/or punishment is significant among 
the mentally ill in various circumstances and situations. It is unfortunate and 
degrading that people with disorders of the mind are vulnerable and have to 
experience further physical and mental trauma during their treatment in public 
hospitals. 
The findings further reveal systemic weaknesses in the laws and administrative ii. 
structures and policies governing the treatment and management of the mentally 
ill. There is therefore need for a comprehensive reevaluation and advocating for 
effective and efficient mental health regulations and infrastructural facilities at 
the national, county and community levels.  
From health workers perspective and the nature of mental health services iii. 
available, it is evident that much still needs to be done on policy development, 
enactment of appropriate laws to streamline the assessment, confinement, 
treatment and rehabilitation procedures. Education is needed across all settings 
of various public and private institutions to respond to the misconceptions about 
mental illness and mentally ill people so as to entrench the protection and respect 
of personal dignity and institutionalization of best practices. 

b) Research Limitations

It is important to bear in mind that this was a hospital based study and thus may i. 
not reflect the overall picture of torture, cruel, inhumane or degrading treatment 
or punishment of the PWMPDs in communities, prisons and police stations. 
However, in-depth interviews with patients and heads of institutions gave a 
glimpse of what could be happening at these levels. 

There were undue delays in obtaining the required research permits to enable ii. 
data collection from some of the counties. It took the Ethics Committee about four 
(4) months to obtain the overall ethical approval from Kenyatta National Hospital 
and the University of Nairobi. In addition, clearance was sought from the Ministry 
of Science and Technology and thereafter the Ministry of Health further delaying 
the research.
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There was a problem in reaching the minimum sample of 384. However, despite iii. 
these limitations, data collected from counties is fairly representative of the 
national situation since most of the provinces were covered. We had data from 
the Coast, Rift Valley, Central, Nairobi, Western, Eastern and Nyanza provinces.  
In North Eastern there were no patients in Garissa Hospital and access to the 
officer in charge was impossible as s/he was not available. It is worth noting 
that most of the patients included in this study were from the national referral 
hospital, Mathari, which takes patients from all over the country and therefore 
representative of the eight (8) former provinces of Kenya34. 
There was no independent verification of the situation at the patients’ homes in iv. 
respect to the various settings where they reported the alleged abuses i.e. schools, 
homes, prison and police stations. However, the findings from this study confirm 
and complement other previous studies regarding the circumstances in which 
violence and abuse of PWMPDs occurred (Walsh, 2004, LRF, 2006 and IMLU 
2011).
There were complicated procedures despite the authorization already obtained v. 
from the Kenyatta National Hospital Ethical Committee, the National Science and 
Technology Council, and the Ministry of Higher Education Science and Technology. 
In some provincial and district general hospitals (Gilgil, Nakuru, Embu, and Thika), 
they still required another letter of authorization from the Ministry of Medical 
Services, and Ministry of Public Health and Sanitation.  Getting these letters 
proved to be time consuming and administratively repetitive which was further 
complicated by last minute demand for additional fee required by the Nakuru and 
Gilgil Hospitals staff that fresh application be submitted to their stations’ ethics 
committees. It was, therefore, not possible to collect comprehensive data from 
these institutions. 

There were requests that research assistants provide ‘payments’ to some provincial vi. 
and district Hospitals (Nakuru, Gilgil, Machakos, Kisumu and Kakamega) through 
heads of psychiatry and Provincial/District Hospitals Ethics and Research 
Committees. For example, in Machakos, the fee requested was Ksh. 5,000/=, Kisumu 
Ksh. 10,000/= and Kakamega Ksh. 6,000/=. This was inconsistent because other 
Hospitals such as Mathari Medical Hospital had no such fee requirements.  These 
inconsistencies in the fee required might lead one to suspect corrupt practices 
which further delayed researchers as they negotiated out of these fee requests. In 

34 The eight (8) provinces have now been converted administratively into forty seven (47) counties in the 27rh August 2010 Con-
stitution of Kenya.



71

Report 2013

THE STATE OF MENTAL 
HEALTH IN KENYA

the end researchers were able to interview patients from Kisumu, Kakamega and 
Machakos but did not succeed in Nakuru.

Inconsistencies and limitations in the data collected during interviews conducted vii. 
with the key informants. This could be attributed to the title and objectives of the 
research on an emotive and sensitive subject of torture. It was observed that some 
of the key informants were hesitant to fully surrender information to the research 
assistants with some of the information given being inconsistent due to the fear 
of being held accountable.

Underestimated budget that impacted in some areas: viii. 

The study tools (questionnaires) were bulky and resulted into a high cost a. 
of printing and photocopy to ensure that research assistants were able to 
have enough copies while in the field. 

Moreover, data collection took longer and became more complicated b. 
due to sensitivity of the information sort and administrative limitations 
that arose while at various public hospitals i.e. approval from the Ethics 
Committees and payment for fees. This meant that research assistants 
stayed longer as they negotiated these issues thereby incurring more 
logistical costs than anticipated on accommodation and meals. 

Patients interviewed were slow in responding to the questions due to their c. 
mental capacity and the sensitivity with which the research assistants 
needed to take during interviews. Therefore, the data collection was slow 
and took longer especially in many of the counties like Kisumu, Kakamega 
and Garissa.

C) Recommendations

Public education and AwarenessI. 

Therea.  is need to sensitise the whole community on the rights of PWMPDs to 
reduce on the stigmatization, involuntary admissions and mismanagement during 
treatment. Government officers especially those working in the administration of 
justice, media, religious and civil society institutions should organize continuous 
mass public education campaigns and sensitisation forums in all national and 
other languages including sign, braille and mother tongues to educate and inform 
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the general public and public officers on protection and promotion of PWMPDs’ 
rights. 
Psycho-educationb. 

There should be institutionalization at police and prison stations during i. 
the timams and at Kiganjo Training School, Ruiru Staff College, Kenya 
School of Government and at the Criminal Investigation Training (CID) 
School on mental health identification and management of offenders and 
victims of offences,
Depressed patients are more likely to suffer abuse at home. Therefore, ii. 
special programmes dealing with depression should be initiated throughout 
the forty seven (47) counties by administrators/commissioners with the 
direct command of the assistant chiefs and chiefs through the monthly 
barazas to inform on available and patient management in the respective 
communities. 

Coordination, Complementarity and Communication in the II. 

Administration of Justice

There should beb)  investigation and prosecution of claims of torture and 
victimization of patients by medical staff. This should be undertaken 
by the National Police Service (NPS) in conjunction with the Office of 
the Director of Public Prosecutions (ODPP) to protect the rights of the 
vulnerable PWMPDs immediately.
The Ministry of Health should initiate immediate Health Board review c) 
meetings in the respective hospital and review the administrative and 
treatment protocols in line with the Constitution and international best 
practices especially in respect to Article 43 on the Right to Health.
Treatment and Management of patients;d) 
Specific screening and management of psycho-trauma patients should be ii. 
stressed since many of the patients who suffered traumatic experiences 
had not been treated for the same; and
Assessment tools for offenders at intake should be developed to enable iii. 
identification of special needs offenders, those in need of care, and also 
to facilitate immediate separation of children in conflict with the law and 
those in need of care and protection.
Legal representation, legal aid and complaint proceduresd) 
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The adoption and incorporation of principles for protection of persons iv. 
with mental illness and improvement of mental health in line with the 
recommendations of the Office of the United Nations High Commissioner 
for Human Rights (OHCHR, 1991).
Domestication of the 1997 European Committee on Torture, Inhumane v. 
or Degrading Treatment or Punishment (CPT), eight (8) principles and 
guidelines on the protection of persons deprived of their liberty with 
special reference to mental health in public institutions.
Formulation of policy, laws, guidelines and procedures regarding;e) 

Family protection from violence especially in relation to children and iv. 
women,
Referral mechanisms on the management of PWMPDs to ensure that v. 
there is consistency and accountability,
Public documentation and notices of cases of victimization in all the vi. 
wards and reception areas to facilitate accountability, and
Complaints.vii. 

The provision of legal or paralegal services to all PWMPDs at police and f) 
prison stations, public hospitals and Mathari maximum security unit to 
facilitate legal advice, support and aid directly to the patients and also to 
their family members or guardians.
There is also need for the National Police and the Kenya Correctional g) 
Services to employ mental health personnel within their ranks to facilitate 
the identification and preliminary assessments of offenders and victims 
of offences among the PWMPDs from the time of complaint and arrest, 
admission, investigation, prosecution and conviction in police and prison 
stations.
Judicial Officers who receive accused persons during the 1h) st court 
appearance and during plea taking, need training and skills to be able 
to identify PWMPDs who may immediately be referred to Probation 
and Aftercare Departments for appropriate management while awaiting 
reports from hospitals on their mental capacity assessment; and
Special Mental Health Courts with trained personnel should be established i) 
to facilitate appropriate management of this special caseload during 
criminal trial. 
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Administrative and Resource Management III. 

School health programmes should be strengthened to deal with traumatic c) 
experiences such as bullying, canning and stigmatization.
There should be specially trained teachers on special education in all public d) 
schools at both primary and secondary levels to enable the institutionalization of 
best practices and standards of public health.
The devolved governments should place adequate resources in mental health e) 
hospitals. Human resources, funds and facilities should be devolved in counties 
to ensure that they are sufficient and available to address mental health needs in 
the country.
Increase staff numbers and training. Victimization of PWMPDs in hospitals is likely f) 
to arise from fellow patients too. Therefore, there is need for closer supervision 
and monitoring of patients during treatment. There is also need to restructure 
the wards to reduce congestion and development of appropriate mental health 
facilities that include the use of technology like CCTV.
Support for care givers and family members:g) 

Alcohol and drug abuse in the family increases the risk of abuse of iii. 
PWMPDs. Therefore, there is need to give families more support and to 
strengthen community psychiatry access to enhance continued advocacy 
for treatment  in a less restrictive environment,
Assessment, and continued support and refresher training of the care iv. 
givers should be mandatory at the community level, and
Families with parents who abuse alcohol need extra support from the v. 
public health officers especially where there are dependent children, 
elderly or other vulnerable members with mental health illness.

Research and documentationIV. 

Further in-depth studies are needed with a focus to the community and family a) 
members who have persons living with mental health challenges to identify the 
magnitude of mistreatment of PWMPDs and clearly define family health needs 
and appropriate support and interventions needed; and
Also research in the management of mental health in places of detention b) 
(especially the police and prison stations) and the judiciary is essential to establish 
the prevalence, the management of PWMPDs in the administration of justice, 
identify the specific capacity gaps of the various state officers and the appropriate 
management of PWMPDs in the criminal justice system. 
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APPENDICES

CHI-SQUARE TEST TABLESa) 

Torture, cruel, inhumane or degrading treatment or punishment at Hospital i. 

versus other Settings
 Torture at home Torture at hospital Total Chi-square 

statistics

 
Not tortured Tortured  

Not tortured 52 20 72 χ2=7.491  
Tortured 66 60 126 df=1  
Total 118 80 198 Sig.=0.005*  
Torture at school 

 

Torture at hospital Total  
Not tortured Tortured  

Not tortured 28 9 37 χ2=4.768  
Tortured 80 63 143 df=1  
Total 108 72 180 Sig.=0.021*  
Torture at police 

station 

Torture at hospital Total  
Not tortured Tortured  

Not tortured 33 12 45 χ2=7.683  
Tortured 33 37 70 df=1  
Total 66 49 115 Sig.=0.005*  
Torture in prison Torture at hospital Total  

Not tortured Tortured  
Not tortured 25 7 32 χ2=3.473  
Tortured 18 14 32 df=1  
Total 43 21 64 Sig.=0.055  

*Significant at p<0.05

Torture, cruel, inhumane or degrading treatment or punishment at Hospital ii. 

across socio-demographic data
Gender 

 
Torture in hospital Total Chi-square statistics
Not tortured Tortured

Male 81 61 142 χ2=0.372
Female 43 27 70 df=1
Total 124 88 212 Sig.=0.323
Age 

 
Torture in hospital Total
Not tortured Tortured

20 years and below 7 7 14
21 - 30 years 39 30 69 χ2=2.675
31 - 40 years 41 29 70 df=5
41 - 50 years 26 14 40 Sig.=0.750
51 - 60 years 9 7 16
61 - 70 years 2 2
Total 124 87 211
Highest level of education 

 
Torture in hospital Total
Not tortured Tortured

No formal education 4 4 8
Primary dropout 18 26 44 χ2=9.458
Primary certificate 16 13 29 df=6
Secondary dropout 16 9 25 Sig.=0.149
Secondary certificate 40 19 59
College certificate 19 12 31
University 10 4 14
Total 123 87 210
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Duration of stay in hospital 

 
Torture in hospital Total
Not tortured Tortured

Less than a month 56 36 92
1 - 6 months 40 31 71 χ2=2.600
6 months - 1 Year 3 3 df=3
Over 1 year 20 16 36 Sig.=0.458
Total 119 83 202

Major Depressive Episode – Current and Incidences of Torture, cruel, iii. 

inhumane or degrading treatment or punishment 

Major Depressive 

episode - current 

Torture at home Total Chi-square 

statisticNot experienced Experienced 
Not present 52 71 123 χ2=3.891
Present 17 45 62 df=1
 Total 69 116 185 Sig.=0.034*

Torture in school Total
Not experienced Experienced

Not present 23 82 105 χ2=0.195

Present 12 51 63 df=1

Total 35 133 168 Sig.=0.407

Torture in police station Total

Not experienced Experienced
Not present 30 37 67 χ2=1.976

Present 11 25 36 df=1

 Total 41 62 103 Sig.=0.116
Torture in prison Total
Not experienced Experienced

Not present 26 18 44 χ2=2.784

Present 6 11 17 df=1

Total 32 29 61 Sig.=0.083

Torture in hospital Total

Not experienced Experienced
Not present 81 46 127 χ2=1.475

Present 35 29 64 df=1
 Total 116 75 191 Sig.=0.145

*Significant at p<0.05
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Major Depressive Episode with Melancholic Features and Incidences of iv. 

Torture, cruel, inhumane or degrading treatment or punishment

Depressive episode 
with melancholic 
features-current

Torture at home Total Chi-square statistic
Not experienced Experienced

Not present 51 79 130 χ2=2.474
Present 9 27 36 df=1
 Total 60 106 166 Sig.=0.082

Torture in school Total
Not experienced Experienced

Not present 25 86 111 χ2=1.106
Present 5 30 35 df=1

 Total 30 116 146 Sig.=0.211
Torture in police station Total
Not experienced Experienced

Not present 28 43 71 χ2=0.130
Present 7 13 20 df=1
 Total 35 56 91 Sig.=0.465

Torture in prison Total
Not experienced Experienced

Not present 22 24 46 χ2=0.449
Present 2 4 6 df=1
Total 24 28 52 Sig.=0.412

Torture in hospital Total
Not experienced Experienced

Not present 86 48 134 χ2=5.280
Present 16 21 37 df=1
 Total 102 69 171 Sig.=0.018*

*Significant at p<0.05

Hypo-Manic Episodes and Incidences of Torture, cruel, inhumane or v. 

degrading treatment or punishment

Hypo-manic episode 

Past

Torture at home Total Chi-square statistic
Not experienced Experienced

Not present 4 18 22 χ2=3.565
Present 61 96 157 df=1
 Total 65 114 179 Sig.=0.045*

Torture in school Total
Not experienced Experienced

Not present 2 19 21 χ2=1.750
Present 31 110 141 df=1

 Total 33 129 162 Sig.=0.150
Torture in police station Total
Not experienced Experienced

Not present 4 10 14 χ2=0.827
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Present 36 51 87 df=1
 Total 40 61 101 Sig.=0.273

Torture in prison Total
Not experienced Experienced

Not present 1 6 7 χ2=3.323
Present 25 24 49 df=1
Total 26 30 56 Sig.=0.075

Torture in hospital Total
Not experienced Experienced

Not present 10 14 24 χ2=3.082

Present 97 63 160 df=1

 Total 107 77 184 Sig.=0.063

*Significant at p<0.05

Psychotic Syndrome and Incidences of Torture, cruel, inhumane or degrading vi. 

treatment or punishment

Psychotic syndrome 

current

Torture at home Total Chi-square 

statisticNot experienced Experienced

Not present 53 70 123 χ2=5.483

Present 18 51 69 df=1
 Total 71 121 192 Sig.=0.014*

Torture in school Total
Not experienced Experienced

Not present 29 84 113 χ2=2.97

Present 9 53 62 df=1

Total 38 137 175 Sig.=0.062

Torture in police station
Total

Not experienced Experienced

Not present 30 43 73 χ2=0.003

Present 15 22 37 df=1
 Total 45 65 110 Sig.=0.561

Torture in prison
TotalNot experienced Experienced

Not present 29 24 53 χ2=0.307

Present 6 7 13 df=1

Total 35 31 66 Sig.=0.402

Torture in hospital Total

Not experienced Experienced
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Not present 80 45 125 χ2=1.772
Present 38 32 70 df=1
 Total 118 77 195 Sig.=0.119

*Significant at p<0.05

Psychotic Syndrome – Lifetime and Incidences of Torture, cruel, inhumane vii. 

or degrading treatment or punishment

Psychotic syndrome 

-lifetime

Torture at home Total Chi-square 

statisticNot experienced Experienced

Not present 38 50 88 χ2=3.009
Present 33 73 106 df=1
 Total 71 123 194 Sig.=0.057

Torture in school Total

Not experienced Experienced

Not present 20 63 83 χ2=0.582

Present 18 75 93 df=1

Total 38 138 176 Sig.=0.281

Torture in police station Total
Not experienced Experienced

Not present 24 31 55 χ2=0.216

Present 22 34 56 df=1

 Total 46 65 111 Sig.=0.393

Torture in prison Total

Not experienced Experienced
Not present 20 13 33 χ2=1.521
Present 15 18 33 df=1
Total 35 31 66 Sig.=0.162

Torture in hospital Total
Not experienced Experienced

Not present 55 34 89 χ2=0.131
Present 64 44 108 df=1
 Total 119 78 197 Sig.=0.415


