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Abstract

The relationship between poverty and mental hdathbeen well documented now. The
cause-effect relationship between the two howesamnat unidirectional. Evidence from
both high income and poor income countries (Arayal.e 2001,; Patel et al 1999; Patel et
al, 2006a; Patel and Kleinman, 2003) both show plwatr mental health is the cause of
social exclusion, low opportunities for income, lowmcome, strained personal
relationships, and homelessness. In turn, thesditcmms themselves create mental stress
that can increase the risks of mental illness. &gwiations are aggravated by the fact
that there is poor access to mental health seraicdsnadequate policy implementation in
low income countries.

BasicNeeds Ghana with support from Internationalvel@pment Research Center
(IDRC), Canada undertook a project to improve mleh&alth through equitable and

affordable access to treatment so people with méim@ss can benefit from development.

As part of the parent project an empirical study wadertaken. The study had two broad
research questions: What are the characteristipersbns with mental illness and mental
health services in Ghana? What is the impact oftahélness on household economics
and well-being?

A quantitative data collection and survey was utadken under the aegis of Policy and
Practice Directorate of BasicNeeds in Ghana. Theakeh team in Ghana administered a
standard structured questionnaire to mentallygtigde and their carers.

The data was subjected to quantitative analysisguSPSS software. The objectives of
this analysis was to explore the relationship, nf,abetween such factors as type and
length of iliness, gender, age, marital statusneooc status of the household, occupation
of the mentally ill, access to and use of creependiture on health care and type of
healthcare used.



INTRODUCTION

The relationship between poverty and mental hdath been well documented now. The
cause-effect relationship between the two howesamnat unidirectional. Evidence from
both high income and poor income countries (Arayal.e 2001,; Patel et al 1999; Patel et
al, 2006a; Patel and Kleinman, 2003) show that poental health is the cause of social
exclusion, low opportunities for income, low incons¢rained personal relationships, and
homelessness. In turn, these conditions themsehezde mental stress that can increase
the risks of mental illness. These situations @gravated by the fact that there is poor
access to mental health services and inadequaigy poiplementation in low income
countries.

In most developing countries like Ghana, mentalltheprogrammes have very low

priority (WHO, 2001). Provisions for mental heatthre and facilities are usually limited

to very few institutions which are inefficient, werdtaffed and overburdened. Given this
scenario, BasicNeeds Ghana, with support from hatésnal Development Research
Center (IDRC), Canada, undertook a project to im@rmental health through equitable
and affordable access to treatment, so people mightal illness could benefit from

development. As part of the parent project, thipieical study was undertaken.

Quantitative data collection in the form of a hdusld survey was undertaken under the
aegis of Policy and Practice Directorate of Basmiitein Ghana. The research team in
Ghana administered a standard structured questrenttamentally ill people and their
caregivers. The study had two broad research qussti

1. What are the characteristics of persons withtatéliness and mental health services in
Ghana?
2. What is the impact of mental iliness on housgteaglonomics and well-being?

Survey data were analysed primarily through paréitory data analysis (PDA) at the
community level, with the participation of mentailypeople and their families who were
part of the study. Study findings based on the P& documented in a similar and
simultaneous report titledrhpact of Mental lliness on Household Economic Weihg.”

The survey data were also subjected to quantitanadysis, using SPSS software. The
objectives of this analysis were to explore thatrehship if any, between such factors as
type and length of iliness, gender, age, maritust economic status of the household,
occupation of the mentally ill, access to and useredit, expenditure on health care and
type of healthcare. This report presents the metlogg and findings of that analysis.

A REVIEW OF MENTAL HEALTH AND POVERTY

As already mentioned, poverty has a complex, mgectause and effect relationship with
psychological health (Figure 1). According to theNdl Health Organization, poor mental
health, which makes up more than 12% of all disgaseprojected to go up to 15 % of the
global burden by 2020 (WHO, 2001).Much of this mdwill be shared by the low-
income countries (Murray and Lopez, 1996).



Figure 1. Poverty and Mental lliness - Micro and Macro Aspects
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Patel (1996), from his study in India, concludedattithe relationship between
impoverishment and poverty is bi-directional; pdyas an important ‘risk factor’ that can
trigger mental illness, which in turn can worsea étonomic conditions of the person and
their families. He identifies relative poverty iaicular, rather than absolute poverty, as a
more potent factor of common mental disorders (CMDIndia and Zimbabwe, being in
debt is a particular source of stress and worrye{Rat al., 1999). Patel and Kleinman
reviewed reports and literature on the associdietween poverty and the risk of mental
disorders in six low and middle-income countrieeey found that most of these studies
showed a strong link of mental illness with indaratof poverty, especially low levels of
education. Vulnerability of the poor to common nardisorders is mainly due to factors
like the experience of insecurity and hopelessnegsd social change and the risks of
violence and physical ill health (Patel and Kleimma003). Even in developed countries,
people with low incomes and no insurance are alrettimes more likely than the
general population to have psychiatric disorderefe® et al. (2001), found that,
controlling for common risk factors, poor Africanmfrican women who reported food
insufficiency were significantly more likely to meéhe diagnostic criteria for major
depression.

However there are scholars like Mohan Isaac of NAES, India who endorse the view
that, in the midst of poverty, people live sanedivand that family and social support in



poor societies have resulted in better recovedegdople with schizophrenia in countries
like Nigeria and India (Acharya, 2001).

The direct and indirect costs of mental ill-hedlihther worsen the economic condition,
and set up a vicious cycle of poverty and mentabrdier (Patel and Kleinman, 2003).
Some reports suggest that poverty is a causalrfattmental iliness, rather than a result
of illness (Schizophrenia Daily News Blog, March @905; nePsy.com, 2007). A review
of research from fields of disability, economicsldrealth care, however, found that low
educational attainment, unfavorable labor marketadyics, low productivity, lack of
appropriate vocational and clinical services, lafmce discrimination, are some of the
factors that can affect economic security of peopith disabling mental disorders
(Cooke, 2006).

Low work force participation of people with menilhess works through two distinct
processes: ‘social underachievement’ and ‘sociadlimk. Social underachievement
implies that, with early onset of the illness, dticational attainment of

people affected with mental illness is low and eritr labor markets is difficult, thus
creating poverty. Social decline, on the other hantplies that the loss of adequate
employment following the onset of the illness, doled by prolonged periods of
difficulties to re-enter the labor market (Nordtadt, 2007). Other studies in developed
countries in particular have found negative infeewnf mental illness on employment and
earnings (Frank and Gertler, 1991, White, 2003).

STUDY AREA

This study was conducted within the operationalsref the BasicNeeds Accra and
Northern Ghana programmes: four sub-metros in thmea®r Accra Region and 12
communities in the Tamale Metropolis and Bawku Mupality.

Ghana

Ghana is a democratic republic in West Africa aisdcapital is Accra. Ghana shares its
boundaries with Togo in the east to Cote d’lvorghi@ west, Burkina Faso in the North
and the Atlantic Ocean in the south. It has a tatala of 239,000 square kilometers.
Administratively, the country is divided into 10giens and 138 districts. The country is
relatively politically stable. Ghana is a poor coyrand is one of the 41 highly indebted
poor countries (HIPC) (DFID Ghana Strategy Paperdidtber, 1998).

Ghana has a population of approximately 21 millpgople (2005 estimate), which is
primarily young with 59.1 % of its population ingll5-64 age group. The average life
expectancy in Ghana is 58 years. The populatioprisarily rural with the rural
population proportion being 70 %.

The country is rich in natural resources. Thouglaizhhas twice the per-capita output of
the poorer countries in West Africa, it is stillpgadent on international assistance. Gold,
timber and cocoa are the major exports, thougleto@omy is predominantly agricultural.



Subsistence agriculture accounts for 36 % of th&GD

There are about 100 linguistic and cultural gromp&hana. Akan (44 %), Mole Dagbani
(16 %), Evé (13 %) and Ga (8 %) are the major gsoilijpe official Language is English.
There are three main religions in Ghana: Chridlyarislam and Traditional Religions.
The majority of the Christians are Catholics. Isiamostly practiced in the North.

Programme Areas of BasicNeeds

Accra

Ablekuma Sub-Metro

The Ablekuma Sub-metro is the most populated sutsenie the programme catchment
area and has a total population of 518,112; (2%3males and 264,654 females).

It is generally a low income area. The main ecomoaativities in the sub-metro include
fishing and trading. It has a relatively low illitey rate, 13.4%, lower than the overall
Accra Metropolis rate of 14.9%. The sub-metro isdemed with 46 private
hospitals/clinics and 2inaternity homes. Unemployment rates are very hgrerage
household size is 4.5 persons. It has recently babrdivided into three sub-mettpthe
Ablekuma South, Ablekuma North and the Ablekumatregisub-metros.

Ashiedu Keteke Sub-Metro

The Ashiedu KetekeSub-metro has a total population of 88,717; (41,Até@es and
46,951 females) It is also an area marked by laenme. It has a relatively high illiteracy
rate, 19.9% compared with 14.9% for the whole ef Altcra Metropolitan Area (A.M.A).
There are about five publichospitals/polyclinicsrficds/maternity homeandtwelve clinics
private hospitals/clinics and one maternity homeekdployment rates are very high.
Average household size of 4.3 person, which isldiagest among the four sub-metros in
this study and is also lower than the A.M.A averafjé.5 persons.

Ayawaso Sub-Metro

With a total surface area of 47.084krthe Ayawaso Sub-Metro is the largest in terms of
its area extent among the four sub-metros in thidys The Ayawaso Sub-Metro has a
total population of 335,394; (168,009 males and,387 females). It has a relatively high
illiteracy rate, 18.1% while the A.M.A average i4.9%. There are about five public
hospitals/polyclinics/clinics, fifty private hospls/clinics and eight maternity homes.
Unemployment rates are very high. Average housesiatglis relative high, 4.7, compared
with the A.M.A average of 4.5 persons. It has rélgebeen sub-divided into thee sub-
metro$, the Ayawaso East, Ayawaso West, and the Ayawastrél sub-metros (fig. 1).
This also is marked by low income.

Okaikoi Sub-Metro

The Okaikoi Sub-Metro has a total population of ,B83; (115,623 males and 115,623
females). It has a relatively low literacy rate, 7@ as compared to 14.9% for the whole
of A.M.A. There are about thre&hana Health Service hospitals/polyclinics/clinics,
twenty private hospitals/clinics and six materriigmes. Unemployment rates are very

! For the purposes of this baseline, the Ablekuma sub-méérs tte the original sub-metro, encompassing
all the recently divided three sub-metros.
I $ $ ! $
$ %



high. Average household size is the highest, 4r8gmes, among the four sub-metros in
this baseline. It has recently been sub-divided two sub-metrds the Okaikoi South
and Okaikoi North sub-metros.

Northern Region

The Northern Region, which occupies an area of &ld0i883 square kilometres, is the
largest region in Ghana in terms of land areghdres boundaries with the Upper East and
the Upper West Regions to the north, the Brong Alsaid the Volta Regions to the south,
and two neighbouring countries, the Republic of @tgthe east, and La Cote d’ Ivoire to
the west. It has a population of about 1,854,9%ple&¢' The population is 49.7% male,
and 50.3% female. The region is divided into 18 administrative digs. Tamale is the
administrative headquarters of Northern Region.

75% of the population lives in rural areas. Agliete is the main economic activity
employing about 63% of the workforce. Factory wagcounts for only 14.7% and
commerce 16% of employment. Communication netwarikisin the region are adequate
but their condition is poor. There is one airparfTamale and an inland port at Buipe,
which serves the whole of the north.

Islam is the dominant religion in Northern Regioecaunting for 32.7%, while
Christianity 15%, atheists and traditionalists 18#@ others 0.6%. llliteracy in Northern
Ghana is the highest in the country at about 70%.

Health and sanitation facilities are at the bamstimum. In the Northern Region, only
27% of the population has access to potable wakthere are 13 hospitals and 119 health
clinics which cater for minor illnesses. The pswn of medical services is poor. The
majority of the population depends on herbalist$ @aditional healers. The entire region
has only 7 mental health professionals (6 CPNslagarolled psychiatric nurse).

Tamale Metropolis

Tamale Metro is one of the 18 districts in the INerh Region. It is centrally located in
the region and hence serves as a hub for all asirative and commercial activities in the
region. Tamale, the metropolitan capital is alse political, economic and financial
capital of the region. All major government departits, ministries and NGOs have
Tamale as their operational centre. The metropdisares boundaries with
Savelugu/Nanton district to the north; Tolon/Kumbundistricts to the west; Yendi
district to the east and East Gonja district tosbeth.

The metropolis is largely an urban settlement veibout 197,178 people living in the
urban communities and 96,703 people living in tikalrcommunities. The metropolis is
best described as a cosmopolitan settlement wéthnitigenous Dagomba tribe being the
dominant population.

Until the 1980s, over 70% of the indigenous peaptgaged in farming at subsistence
level. However retail and wholesale trading is ngnewing so fast as to be phenomenal.




Currently, the municipality produces some cash rspch as rice, cotton, groundnuts,
shea and beans, especially soya beans.

There are two Psychiatric Nurses in Tamale.

Upper East Region and Bawku Municipality

Historically, the Upper East Region is part of whaed to be the Upper Region (Upper
East and Upper West), which was itself carved duwbat used to be the Northern

Region. The Upper East Region covers a total lareh of 8,848 square kilometres,
roughly 3 % of Ghana’s land area. Bolgatanga ésdhpital town of the regionwhich is

situated in the north-eastern corner of Ghana.

MAP SHOWING BASICNEEDS PROGRAMME IMPLEMENTATION ARAS IN GHANA
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The region is divided into eight administrativetdets. The total population of the region
is 920,089 which is predominantly rural with ab8®o of the population living in rural
settlements, of less than 5,000 people per settierh@wever, there are concentrations of
populations in the main urban centres of BolgataBgavku, Navrongo, Sandema, Bongo
and Zebilla which serve as service centres and radirative capitals of their respective
districts. Rural population density is high at oveundred (100) people per square
kilometre.

About 91% of the region’s population has accessgtwd drinking water. The
doctor/patient ratio in the region is 1/53,688 whis well below the national average of
1/20,450.

The region is predominantly agricultural with abot@% of the economically active
population engaged in agriculture . Principal crgpswn on the upland rain-fed soil are
millet, sorghum (guinea corn) and groundnuts.

The Bawku Municipality has a population of 307,91/he people are mainly engaged in
farming and cross-border trade. The Bawku Townbhp 13 mechanical boreholes which
supply 15% of the water requirement. The Munidtgahas one hospital (Presbyterian
Hospital), seven health centers, a health posgetmutrition officers and a number of
clinics. There are four psychiatric staff in the mhipality. The staple foodstuffs of the
municipality include millet, rice, red and whiterghum, groundnut, guinea corn, maize
and Bambara Beans. About 90% of the food produtelilasistence level is consumed
locally while onions and malts are transported d@weaoth for sale. Cotton, peanuts and
sweet potatoes are the cash crops produced in thecMality. Livestock production is
also on the increase. They are also noted for théugtion of high quality smocks, shea
butter, groundnut oil, earthenware products andadiawa.

METHODOLOGY

Sample Design

In total, 400 mentally ill people together with thearers - 200 from Accra and 200 from
Northern Ghana programme - were approached forvietes through BasicNeeds (BN)
programmes. The study protocol was previously amgatdhrough an ethics committee of
the University of Development Studies, Tamale.

The urban BN programme in Accra had a total of &lig280 clients in its four sub-metros
at the time of the survey. 200 of these clientsewsslected for the study, 50 from each of
the sub-metros. In the Northern Ghana BN program2®® people including those
suffering from epilepsy were interviewed. Of thed®0 mentally ill people were in
Tamale and 100 from Bawku in Upper East region. $ekection of respondents was
purposive as there was little pre-existing inforimatavailable about the respondents.
Purposive sampling was therefore the most viabl®op
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Instruments for Data Collection

The questionnaire developed for the purpose ofdtinidy (see Annexure 1) was pre-tested
in the field in May, 2006. The questionnaire hae sections. Part A contains questions to
the caregiver on the demographic background oftbetally ill person (age, sex, marital
status). The household economic conditions are etse@red in Part A and include
guestions on major income earner, his/her incomepme increase or decrease in the
period of six months just prior to the survey, helusld assets, food shortage and reasons
for food shortage. Part B is specific to the mdwntdl person. It contains questions on
economic and productive activity of the persontt@s/income, income change within the
six months period prior to the survey, credit asdsuof credit. It also includes questions
on diagnosis and treatment type, length and cost.

Data Collection and Analysis

Data were collected between October and Novemb€66.2 About 65 people —
Community Psychiatric Nurses, volunteers and aromsatand partner field staff working
with BasicNeeds (BN), were trained to be field istgators and administer the final
guestionnaire. BasicNeeds made a deliberate atteanipiclude community volunteers,
who were not professionally trained, to collect tza. This participatory method served
the dual purpose of inclusion and empowerment .aBN partner staff from Amasachina
and ZOVFA were involved in data collection. In Nwtn Ghana and Accra, the
BasicNeeds research officers coordinated the dvawaley process. In both programmes
the clinical data required in the questionnairesewextracted from the client individual
files and folders at their homes or polyclinicsa@osis was determined from information
available from files and had been specified by weddpersonnel. The trained staff field
tested the questionnaire. The data were colleatenh {399 persons/families between
October and November, 2006.

After the PDA analysis in Ghana, the data were 8ettie Policy and Practice Directorate
Office of BasicNeeds in India . A database wastedn MS Access and the data was
duly entered, after proper coding. The data weeekdd for quality and duly cleaned for
analysis. The data were collated and recoded izeaat a series of variables (see below).
First, univariateanalysis was conducted to describe the samplelgiogu characteristics.
Second, _bivariateanalysis was conducted, producing cross-tabulatiand observed
percentages, to examine the relationship betwegn&gables.

The analysis was executed through SPSS 15.0 eialuadrsion, which was downloaded
from the internet. The following table shows theiakles and their categories, as used in
the study (Table 1). The standard of living inddxtfee household has been calculated
using information on proxy indicators like househalssets, as shown in table 2. On the
basis of the index, the households have been gdompe three groups: low, medium and
high.

12



TableMariables in the Study

Variables

Categories

Mentally Il Person

Age

</= 14 years
15- 18 years
19-30 years
31- 50 years
51-65 years
> 65 years

Gender

Male
Female

Marital Status

Married,
Single
Divorced
Widowed
Engaged

Occupatiol

Farme

Self employed
Public

Private

Student /Apprentice
Unemployed

Other

Perception of Change in Income (in past
six months)

Increase
Decrease
No Change

Credit

Accessed
Did not access

Uses of credit

Farming
Trading
Medical;
Others including consumption

Diagnosis/Type of lliness

Epilepsy
Psychosis
Schizophrenia
Depression
No clear diagnosis
Others

How Long IlI?

Since Infancy/Childhood
More than 5 years but not since childhoo

2-5 years
0-2 years
Type of Treatmel Psychiatri
Spiritual
Traditional
Length of treatment months
Expenditure on treatment (past 12 months) cedis
Improvement in Health (last six months) Improved

13



Did not improve

Household

Major Income Earner Brother
Sister
Mother
Father
Husband
Wife

Self
Other

Change in Income (Six months) Increase
Decreased
No Change

Household Standard of Living Ind Low
Medium
High

Table 2: Calculatioof Standard of Living Index

Farm Implements =1

Own House, Livestock, Television, Radipr= 2

Tape Recorder, Bicycle

Land, Refrigerator, Mot =3

Cal =4

The SLI index ranges between 0-23;Low= 0-7; Medium#8-12; High= 13 and above

CHARACTERISTICS OF THE SAMPLE

The following Table 3 shows the characteristicsaimple population by diagnosis, age,
gender, marital status and economic well beinghtntotal sample with both Accra and
Northern Ghana programmes combined, we find tregtleatest proportion of the sample
is affected by epilepsy (47.1 %). The rest of tl@rier types add up to about 50 % of the
sample population. It is important to note thatrol8% have no clear diagnosis or have
some other less well-defined problem. In Accra, tlagegory “other”, which includes
neurosis, substance abuse, dementia, alcohol amgsédypertension, is second highest
after epilepsy, followed by schizophrenia. In Nertin Ghana, the most common disorder
after epilepsy is psychosis. In the total sampleutetion, the majority of people are aged
31-50 years (36.6 %). In terms of regions, howethex,Northern Ghana sample has more
people in the 19-30 years age group (40.7 %).

In terms of gender, the overall country sampleakhced. However, it is less balanced
within the regions. There are predominantly moreneao in the Accra sample (77 %), and
more men in the Northern Ghana sample (58.3 %) tlylpsople are single or married in

the sample. In the Northern Ghana sample, theramanme single people than married
people, and visa versa in Accra sample.
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Most people in the sample areas belong to Low odivie standard of living households,
and very few have a High standard of living. In thern Ghana, more people belong to
Medium standard of living (55.8 %) and in Accra mgeople belong to Low standard of
living (63.3 %).

Table 3. Characteristiad the Sample Population

Categories Accra Northern Ghana Total Sample
Diagnosis

Epilepsy 44.8 (82) 49.2(98) 47.1 (180)
Psychosis 9.3 (17) 26.6 (53) 18.3 (70)
Schizophrenia 12.0 (22) 16.1 (32) 14.1 (54)
Depression 8.2 (15) 7.0 (14) 7.6 (29)
No clear Diagnosis 4.4 (8) - 2.1(8)
Others 21.3 (39) 1.0 (2) 10.7 (41)
Age

Below 10 years 0.5(1) 10.6(21) 5.8 (22)
10-18 years 2.2 (4) 8.0 (16) 5.2 (20)
19-30 years 8.2 (15) 40.7 (81) 25.1 (96)
31-50 years 45.4 (83) 28.6 (57) 36.6 (140)
51-60 years 27.9 (51) 9.5 (19) 18.3 (70)
65 and abov 15.8 (29 2.5 ) 8.9 (34
Gender/Sex

Men/Boys 22.4 (41 58.3 (116 41.1 (157
Women/Girls 77.0 (141 41.2 (82 58.4 (223
Marital Status

Married 43.7 (80) 27.6 (55) 35.3 (135)
Single 21.9 (40) 63.3 (126) 43.5 (166)
Divorced 11.5 (21) 5.0 (10) 8.1(31)
Widowed 19.1(35) 2.0 (4) 10.2 (39)
Engaged 1.6 (3) 1.5(3) 1.6 (6)
HH. Standard of Living

Low 63.3 (114) 34.2 (68) 48.0 (182)
Medium 27. 8 (50) 55.8 (111) 42.5 (161)
High 8.9 (16) 10.1 (20) 9.5 (36)
ANALYSIS

This section analyses the statistical data collettieough field surveys in Northern Ghana
and Accra region as part of the IDRC project. Hcdsses the relationships between type
of iliness (ie, diagnosis), and social, demograpdmec economic characteristics of the
persons who are mentally ill and their familiesalso discusses relationships between
diagnosis and types of treatment, expenditures ety improvement in health, and

perceptions of increases/decreases in income. iBieamanalyses were conducted to
understand the relationships between these vasiable
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1. What are the Characteristics of Persons with Men tal lliness
in Ghana?

Age

The relationship between age and type of illnesthefmentally ill person is important if

people with mental illness are mostly in their proiive ages, since this would affect their
capacity to earn livelihoods. Table 4 shows thaivalB80 % of persons below 10 years of
age and 10-18 years of age suffer from epilepsypr dther age groups, persons with
epilepsy remain high but not as high as in the adsgunger age groups. For the age
group of 65 years and above a significant proporteport suffering from schizophrenia
(23.5 %).

Table 4. Age by Diagnosis of Mentally Ill people

DIAGNOSIS Total
Age in
Years Number
of cases | Epilepsy |Psychosis | Schizophrenia |Depression | No clear |Others
and diagnosis
percentag
es
Below 10 N 19 1 2 0 0 0 22
% 86.4% 4.5% 9.1% - - - 100.0%
10-18years N 16 2 0 0 2 0 20
% 80.0% 10.0% - - 10.0% - 100.0%
19-30 years N 48 26 11 7 0 4 96
% 50.0% 27.1% 11.5% 7.3% - 4.2% | 100.0%
31-50 years N 56 28 21 12 4 19 140
% 40.0% 20.0% 15.0% 8.6% 2.9% |13.6%| 100.0%
51- 65 years N 29 9 12 5 2 13 70
% 41.4% 12.9% 17.1% 7.1% 2.9% |18.6%| 100.0%
65 & above N 12 4 8 5 0 5 34
% 35.3% 11.8% 23.5% 14.7% - 14.7%| 100.0%
Total N 180 70 54 29 8 41 382
% 47.1% 18.3% 14.1% 7.6% 2.1% |10.7%| 100.0%

Marital Status

Most people are single or married, differing bydstarea (Table 3). A cross-tabulation of
type of illness by marital status (Table 5) shohat imost people suffering from epilepsy
are single, which is expected as they are mostlynger as seen in table 4. It could also
indicate that people suffering from epilepsy findlifficult to get married. 60 % of the
persons suffering from psychosis are also singkgwed by 34.3 % of married persons.
For schizophrenia and for people with no clear nasis, the numbers of people in the
married and single groups are distributed almostaky; People suffering from
depression, on the other hand, are mostly marniegidowed (31 %) rather than single.
However, persons suffering from iliness other tttenabove are mostly married (41.5 %);
significant proportions are widowed or single aslwe
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Table 5. Diagnosis and Marital Status of mentally Il people

MARITAL STATUS Total
Number of No
Diagnosis cases and data/Missi
percentages Married Single Divorced Widowed Engaged ng
Epilepsy N 63 83 11 14 5 4 180
% 35.0% 46.1% 6.1% 7.8% 2.8% 2.2% 100.0%
Psychosis N 24 42 3 1 0 0 70
% 34.3% 60.0% 4.3% 1.4% - - 100.0%
N 19 21 10 3 1 0 54
Schizophrenia Y
0 35.2% 38.9% 18.5% 5.6% 1.9% - 100.0%
Depression N 9 8 3 9 0 0 29
% 31.0% 27.6% 10.3% 31.0% - - 100.0%
No clear N 3 3 0 2 0 0 8
diagnosis Y
0 37.5% 37.5% - 25.0% - - 100.0%
Others N 17 9 4 10 0 1 41
% 41.5% 22.0% 9.8% 24.4% - 2.4% 100.0%
Gender

Epilepsy and depression are more common among wa@mergirls (above 60 %) than
among men and boys (Table 6). Percentages of pedfiiepsychosis are almost equal
among both the sexes. Schizophrenia is mostly degghamong men than women.

Women also form a very high proportion (87.5 %)pebple with no clear diagnosis; this

finding could have interesting implications for tB&l programmes as there may be more
cultural difficulties in diagnostic accuracy for men.

Table 6. Diagnosis and Sex of Mentally Ill People

Number of cases SEX Total

Diagnosis and percentages Male Female No data
Epilepsy N 70 109 1 180

% 38.9% 60.6% .6% 100.0%
Psychosis N 36 34 70

% 51.4% 48.6% 100.0%
Schizophrenia N 30 24 54

% 55.6% 44.4% 100.0%
Depression N 11 18 29

% 37.9% 62.1% 100.0%
No clear diagnosis N 1 7 8

% 12.5% 87.5% 100.0%
Others N 9 31 1 41

% 22.0% 75.6% 2.4% 100.0%
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2.  What are the Consequences of Mental Health Servi ces?

Improvement of Health, Duration of lliness, Treatm  ents and Costs

High percentages (above 87%) of persons acrostymdls of mental illness reported
improvement in mental health, with schizophreniam@enost resistant as seen in Table 7.
Similarly, most types of treatment showed simikwdls of mental health improvement,
with the combination of traditional and psychiatmeethods proving somewhat less
effective, perhaps due to differing instructions the person. (Table 8). Interestingly,
100% of those undergoing traditional/spiritual tre@nt show improvement in mental
health. This pattern should be explored furthetehms of regional differences, 64.5 %of
mentally ill persons use only psychiatric treatmi@nfccra, compared to only 20.6 % in
Northern Ghana. However, in Northern Ghana, 19.%&bttaditional or spiritual treatment
or both (Table 9). Most people use combined treatsef psychiatric with traditional or
spiritual methods, but a significant proportion ¥20of people with psychosis (Table 10)
have resorted to only traditional/spiritual methodsinally, persons who were ill since
childhood and those who were ill for more than &argeshow lower improvement rates,
although still above 87%(Table 11).

Table 7. Diagnosis and Improvement in Mental Health

Number of cases Improvement in Mental Health Total

Diagnosis and percentages yes No Same
Epilepsy N 161 9 7 177

% 91.0% 5.1% 4.0% 100.0%
Psychosis N 61 4 4 70

% 87.1% 5.7% 5.7% 100.0%
Schizophrenia N 48 5 1 54

% 88.9% 9.3% 1.9% 100.0%
Depression N 28 1 29

% 96.6% 3.4% 100.0%
No clear diagnosis N 8 8

% 100.0% 100.0%
Others N 41 41

% 100.0% 100.0%

Table 8. Type of Treatmen t and Improvement of Mental Health

Numbe r of Improvement in Mental Health Total
cases and
Type of | percentage
Treatment s yes No Same
No data..or N 4 4
no treatment
% % 100.0% 100.0%
Psychiatric N 145 6 5 157
% 92.4% 3.8% 3.2% 100.0%
Traditional/ N 133 12 7 152
Psychiatric
4 % % 87.5% 7.9% 4.6% 100.0%
Psychiatric/ N 26 1 27
Spiritual
P % % 96.3% 3.7% 100.0%

18



Traditional/ N 39 39
Spiritual % % 100.0% 100.0%
Table 9. Type o f Treatment in Accra and Northern Ghana
Type of Treatment
Number of
cases and Traditional/ | Psychiatric | Traditional | Psychiatric | Total
percentages Spiritual/ &Psychiatric | &Spiritual
Region Both
IAccra N 1 118 39 24 180
% 0.5 64.5% 21.3% 13.1% 100.0%
Northern N 38 41 113 4 199
Ghana
% 19.1% 20.6% 56.8% 2.0% 100.0%
Table 10. Diagnosis and Type of Treatment
Type of Treatment
Traditional/ | Psychiatric | Traditional/ [Psychi atric [Total
Diagnosis Spiritual Psvchiatric | /Spiritual
Epilepsy N 15 70 72 15 180
% 11.1 38.9% 40.0% 8.3% [100.0%
Psychosis N 11 26 29 1 70
% 20.0 37.1% 41.4% 1.4% [100.0%
Schizophrenia N 2 21 26 3 54
% 3.7% 38.9% 48.1% 5.6% [100.0%
Depression N 1 13 15 29
% 3.4% 44.8% 51.7% 100.0%
No clear diagnosis N 3 2 3 te]
% 37.5% 25.0% 37.5% [100.0%
Others N 26 8 6 41
% 63.4% 19.5% 14.6% |100.0%
Table 11. Duration of lliness and Improvement in Health
Number of Cases Improvement in Health Total
Duration of lliness and Percentages yes No Same
Since Birth/childhood N 7 1 0 8
% 87.5% 12.5% - 100.0%
0-2 years N 53 2 1 56
% 94.6% 3.6% 1.8% 100.0%
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3-5years N 73 3 2 78

% 93.6% 3.8% 2.6% 100.0%
More than 5 years N 214 13 9 237

% 90.3% 5.5% 3.8% 100.0%

Expenses on Mental Health

An analysis of standard of living (SLI) and expensm health (Table 12) shows that
irrespective of SLI, most people have spent belbyd@d0 cedis annually on mental health
treatments of any kind. More people (42.2 %). vatiMedium standard of living have

spent between 40000-80000 cedis. Others spencraghounts, for example 12% of
those with a Low SLI, versus 19.4% of those witHigh SLI, pay higher amounts. This

indicates a disproportionate impact of medical @sps on the poor.

Table 12. Standard of Living and Expense on MentdHealth Treatment

Number of Expenses on Mental Health in Cedis Total

Standard Cases and
of Living Percentages

Below | 40001- | 80001- | 160001- | 320001- | 700001 &
40000 | 80000 | 160000 | 320000 | 700000 | above
(4.396%)| (4.396%- | (8.792%- | (17.584%- | (35.168%- | (Above
8.792$) | 17.584$) | 35.168$) | 76.93%) | 76.939)
Low N 121 39 11 6 2 3 182
% 66.5% | 21.4% | 6.0% 3.3% 1.1% 1.6% [100.0%
Medium N 74 68 9 3 5 2 61
% 46.0% | 422% | 5.6% 1.9% 3.1% 1.2% [100.0%
High N 21 8 0 4 0 3 36
% 58.3% | 22.2% - 11.1% - 8.3% [100.0%
Total N 216 115 20 13 7 8 [379
%I 57.0% | 30.3% | 5.3% 3.4% 1.8% 2.1% [100.0%

With regard to regional differences, in Accra (Texbll3, 14) more persons spend below
40000 cedis compared with Northern Ghana, wheralmost equal proportion of people
spend below 40000 cedis and between 40001-80006. ddds possibly could be due to
mental health facilities being closer to people@nies in Accra, thus incurring lower
transportation costs than in Northern Ghana. 55f @eople who have medium standard
of living in Northern Ghana spend between 40001080€edis.

Table 13. Standard of Living and Expense on MentaHealth Treatment in Northern
Ghana

Standard |[Number of Expenses on Health in Cedis
of Living [Cases and| Below 40001- | 80001- | 160001- | 320001- | 700001 &| Total
Percentage | 40000 80000 160000 | 320000 | 700000 above
s (4.396%) | (4.396%- | (8.792%- | (17.584%- | (35.168%-| (Above
8.792%) | 17.584%) | 35.168%) | 76.93%) | 76.93%)
Low N 39 21 7 1 68
% 57.4% 30.9% 10.3% 1.5% 100.0%
Medium |N 42 61 4 1 3 111
% 37.8% 55.0% 3.6% .9% 2.7% 100.0%
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High N 10 7 1 2 20
% 50.0% | 35.0% 5.0% 10.0% | 100.0%

Total N 91 89 11 3 3 2 199
% 457% | 44.7% | 55% 1.5% 1.5% 1.0% | 100.0%

Table 14. Standard of Living and Expense on MentaHealth Treatment in Accra

Standa | Number Expenses on Health in Cedis
rd of | of Cases
Living and Below 40001- | 80001- |160001- | 320001

Percentag | 40000 80000 | 160000 | 320000 700000 | 700001 &

es (4.396% | (8.792% | (17.584% | (35.168 | above

- - - - (Above
(4.396%) | (8.792% | 7.584%) | 35.168%) | 76.933%) | 76.93%) Total

Low N 82 18 4 5 2 3 114

% 71.9% 15.8% 3.5% 4.4% 1.8% 2.6% 100.0%
Mediu N 32 7 5 2 2 2 50
m % 64.0% 14.0% 10.0% 4.0% 4.0% 4.0% 100.0%
High N 11 1 0 3 0 1 16

% 68.8% 6.3% .0% 18.8% .0% 6.3% 100.0%
Total N 125 26 9 10 4 6 180

Across most types of mental illness, over 57% hiaad expenses below 40,000 cedis
(4.396%) annually. Those with epilepsy and depoesare likely to spend less and those
with schizophrenia or psychosis are likely to spdrnigher amounts (Table 15). A

considerable proportion (37.5 %) of people who haeeclear diagnosis spend over
160,000 cedis in the 12 months preceding the suiv®st people spend below 40,000
cedis (57.3 %) and 30.1 % spend between 40000 @d@D&edis.

Table 15. Diagnosis and Exmanon Mental Health Treatment

Expenses on Health in Cedis Total
Diagnosis | Number of | Below 40001- 80001- | 160001- | 320001- | 700001 &
Casesand | 40000 80000 160000 320000 700000 above
Percentages | (4 396$)| (4.396%- | (8.792%- (17.584%- | (35.168%- | (Above
8.792%) | 17.584%)  35.168%) | 76.93%) | 76.93%)
Epilepsy N 109 54 9 3 1 4 180
% 60.6% | 30.0% 5.0% 1.7% .6% 2.2% 100.0%
Psychosis N 41 24 3 2 0 0 70
% 58.6% | 34.3% 4.3% 2.9% - - 100.0%
Schizophre N 24 18 4 4 3 1 54
nia % 44.4% | 33.3% 7.4% 7.4% 5.6% 1.9% 100.0%
Depression N 19 7 1 1 1 29
% 65.5% | 24.1% 3.4% 3.4% 3.4% 100.0%
No clea N 4 0 1 2 1 0 8
diagnosis % 50.0% - 12.5% 25.0% 12.5% - 100.0%
Others N 22 12 2 2 1 2 41
% 53.7% | 29.3% 4.9% 4.9% 2.4% 4.9% 100.0%
Total N 219 115 20 13 7 8 382
% 57.3% 30.1% 5.2% 3.4% 1.8% 2.1% 100.0%
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3. What is the impact of mental illness on househol d
economics & well-being?

The previously mentioned mechanisms of ‘social uvackevement’ and ‘social decline’
may underlie the negative effects of mental illnesshousehold economics. The former
assumes an early onset of mental illness, suchpidepsy in children, prevents family
economic growth. The latter mechanism assumesntkatal illness coming later in life,
such as depression, causes a loss of income.

Previous Occupation

Table 16 shows most people suffering from epile(®5/6 %) were unemployed before
the illness (social underachievement) or were sttsd€28.3 %). People suffering from
psychosis were mostly working as farmers before iliness (38. 6%) or they were

students (24.3 %). Those who suffered from schizmmph had been farmers or were
primarily self-employed. Persons suffering from ission (mostly women) had been
primarily self-employed or unemployed (27.6 %). Tinajority of people with no clear

diagnosis (37.5 %), or suffering from any othenalis (52.5 %) (again, mostly women)
had been self-employed before the illness.

Table 16. Diag nosis and Previous Occupation of Mentally lll Peopl e

Number | Occupation-Before lliness Total

of

cases

and Self-

percent | Farme | Emplo Privat | Stude | Unemplo | Oth | No
Diagnosis ages r yed Public | e nt yed er Data
Epilepsy N 34 7 3 3 51 64 18 0 180

0,

% 189% [39% [17% [17% [283% |356% |00 |- 2200
Psychosis N 27 11 0 4 17 10 1 0 70

0,

% 38.6% |15.7% |- 5.7% |243% |143% |t |- 2200
Schizophrenia N 19 18 3 2 6 5 1 0 54

0,

% 35.2% | 33.3% | 5.6% 3.7% 11.1% | 9.3% (:)L/(')g - (:)L/SO'O
Depression N 5 8 2 0 5 8 0 1 29

0,

% 17.2% |27.6% |6.9% |- 17.2% |27.6% |- [34% | 000
No clear | N 0 3 0 0 2 1 2 0 8
diagnosis 0

% - 37.5% | - - 25.0% | 12.5% 02/05'0 - (}/go.o
Others N 1 21 3 1 4 10 1 0 41

0,

% 2.4% 51.2% | 7.3% 2.4% 9.8% 24.4% 02/(')4 - (}/go.o

Changes in Income

Table 17 shows the relationship between type afrdiais and perception of change of
income. More people suffering from schizophreni2.$5%) and depression (66.7 %)
perceived that their income has not changed il thmonths period preceding the survey.
But people suffering from psychosis (social deglifedt otherwise: 58.3 % perceived a
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change in income. An almost equal percentage afopsrwith epilepsy reported change
or no-change in income. Regionally, perceptionsirafome change were different.

Northern Ghana respondents (72.5%) reported araserof income, while fewer (14.0%)
of those in Accra reported an improvement.

Table 17 Diagnosis and Change of Income

Perception of Change In Income Total
Number of cases Cannot

Diagnosis and percentages Yes No Tell
Epilepsy N 44 43 2 89

% 49.4% 48.3% 2.2% | 100.0%
Psychosis N 28 18 2 48

% 58.3% 37.5% 4.2% 100.0%
Schizophrenia N 17 21 2 40

% 42.5% 52.5% 5.0% 100.0%
Depression N 7 14 21

% 33.3% 66.7% 100.0%
No clear diagnosis N 3 3

% 100.0% 100.0%
Others N 19 12 31

% 61.3% 38.7% 100.0%

When we analyse type of income change (Table 18png those who reported changes
of income, many people with psychosis perceiveseain their incomgand so did those
who had epilepsy. Most people suffering from scpirenia also reported an increase in
their income. But people with depression and narctkagnosis (social decline) felt a dip
in their income levels. However, Table 19 shovet thost of the major income earners in
the household, across all ilinesses, felt thatr ilmeiome decreaseid the last 12 months.
This discrepancy could be due to decreased awar@h¢sose with mental illness to their
family’s economic situation.

Table 18 Increase or Decrease of Income of Mentally Il

Increase or Decrease
Number of cases in Income Total
Diagnosis and percentages Increase Decrease

Epilepsy N 26 17 43

% 60.5% 39.5% 100.0%
Psychosis N 19 8 27

% 70.4% 29.6% 100.0%
Schizophrenia N 9 8 17

% 52.9% 47.1% 100.0%
Depression N 1 6 7

% 14.3% 85.7% | 100.0%
No clear diagnosis N 1 17 18

% 5.6% 94.4% | 100.0%
Others N 56 56 112

% | 50.0% 50.0% 100.0%
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Table 19 Increa se or Decrease of Income of Major Income Earner

Increase or Decrease

Number of cases in Income Total
Diagnosis and percentages Increase Decrease

Epilepsy N 36 79 43

% 31.3% 68.7% 100.0%
Psychosis N 16 29 27

% 35.6% 64.4% 100.0%
Schizophrenia N 12 30 17

% 28.6% 71.4% 100.0%
Depression N 4 7 7

% 36.4% 63.6% 100.0%
No clear diagnosis N 1 3 18

% 25.0% 75.0% 100.0%
Others N 4 22 112

% 50.0% 50.0% 100.0%

Access to Credit

The pattern of seeking loans is similar acrosgygkes of diagnosis, and the majority of
persons with mental illness have not taken loarabl@ 20). The highest percentage of
people accessing loans is among those with psyxt{84i8 %). This may explain why
more people with psychosis have perceived an iser@atheir income. This pattern is
similar in terms of gender (Table 21), with onlightly more (of a minority) men being
able to access loans. In terms of occupation (T2B)e the highest percentage of loan
recipients were farmers (50 %). It is also to beeddhat more people in Northern Ghana
in Tamale (and who are mostly farmers) have maiakgen loans from BasicNeeds. As
well, 22.2 %of people who are in private occupatidrave taken loans, followed by
unemployed people (13.5 %), students (13.0 %) alicemployed people (12.5 %).

Table 20 Diagnosis and Access to Loans

Loan Total
Number of cases Did not
Diagnosis and percentages Accessed access
Epilepsy N 37 136 173
% 21.4% 78.6% | 100.0%
Psychosis N 23 43 66
% 34.8% 65.2% 100.0%
Schizophrenia N 12 42 54
% 22.2% 77.8% 100.0%
Depression N 3 24 27
% 11.1% 88.9% 100.0%
No clear diagnosis N 0 7 7
% - 100.0% | 100.0%
Others N 3 36 39
% 7.7% 92.3% | 100.0%
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Table 21 Sex of Mentally lll and Access to Loans

Loan Total
Did not
SEX Accessed access
Men/Boys N 42 111 153
27.5% 72.5% 100.0%
N 35 176 211
Women/Girls
16.6% 83.4% 100.0%

Table 22. Occupa tion of Mentally Ill and Access to Loans

Loan
Number of cases Did not Total
Occupation and percentages Accessed Access
Farmer N 43 43 86
%
50.0% 50.0% 100.0%
Self N 8 56 64
employed %
12.5% 87.5% 100.0%
Public N 1 10 11
%
9.1% 90.9% 100.0%
Private N 2 7 9
%
22.2% 77.8% 100.0%
Student N 10 67 77
%
13.0% 87.0% 100.0%
Unemployed N 13 83 96
%
13.5% 86.5% 100.0%
Other N 1 21 22
%
4.5% 95.5% 100.0%

Uses of Credit

Table 23 shows uses of credit by mentally ill passoby occupation. Given that the
majority of people accessing credit were farmetsisinot surprising that credit has
primarily been invested for farming (50.6 %).
expenses, school fees, and social activities, Wessecommon uses of credit so they have
not been considered in this analysis. An intergspioint is that students, the unemployed
and self-employed have also used their credit Bmming. This implies that other

household members have actually used the crediaforing or that farming is an activity

not requiring high levels of mental fitness. Simifa37.3 % of people have used credit
for trading. People who are self-employed (53.83%] in private occupation (50 %) have
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used the credit for trading more than any otheugr@ considerable portion of farmers
also have used credit for trading. Only 14 peoplechused credit for medical expenses.

Table 23 . Occupation and Uses of Credit

Types of Uses
Number of cases Medical
Occupation and percentages Farming Trade Expenses
Farmer N 28 14 9
% %
65.1% 32.6% 20.9%
Self employed N 1 7 1
% %
7.7% 53.8% 7.7%
Public N 0 0 0
% %
.0% .0% .0%
Private N 2 1 0
% %
100.0% 50.0% .0%
Student N 6 2 2
% %
60.0% 20.0% 20.0%
Unemployed N 5 6 2
% %
38.5% 46.2% 15.4%
Other N 0 1 0
% %
.0% 100.0% .0%
Total % 42 31 14
50.6% 37.3% 16.9%

To illustrate the impact of credit, it is useful fimther distinguish those who used credit
for investment (farming, trade) and those who ugedor consumption (all other
categories). Table 24 shows the relationship baiwses of credit and changes in income.
Of those who perceived a positive change in theioime over the 1 year preceding the
survey, 97 % used the credit for investment in faghor trading, as well as consumption
purposes. As earlier noted, regional variationhiarge in income perhaps lies in the fact
that more people (69) have had access to BN loatisi Northern Region, as opposed to
only 9 persons in Accra.

Table 24 Change in Income and Uses of Credit Among Mentally Il

Number of Uses of Credit Total
Change in Cases and Consumption
Income Percentages | Consumption | Investment | & Investment
Increase N 1 22 10 33
%
3.0% 66.7% 30.3% 100.0%
Decrease N 1 0 3 4
%
25.0% .0% 75.0% 100.0%
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Summary and Key Findings

The above analysis reveals some interesting firsdatgput the types of mental iliness in
Ghana, in relation to its demographics and econ®mic

(0]

Most people suffering from mental illness in oumgde are in the productive age
groups, during a period which is key to their eaoiowell-being.

Epilepsy is more common among women and girls. M#émse epidemiological
studies have usually indicated that epilepsy ighsly higher among men than
among women, there have been other research fmdimgwing that more women
than men are diagnosed with idiopathic generaliegpdepsy and cryptogenic
localization-related epilepsies (Christensen eR@05).

Depression, which is a common mental disorder,lg® amore common among
women than in men. Many studies have highlighteal fect that depression is
more common among women especially if they are gbbiranda and Green,
1999; Patel et. al, 1999; White, 2003). Low seteemn among women due to lack
of autonomy and identity in home, domestic violeaoel abuse are the causes of
higher prevalence of depression among them. Paoilering from depression are
mostly married or widowed. In marriage, this comgply that the disabling effects
of depression may be less perceptible.

People suffering from severe mental disorders peFdea positive change in their
income as opposed to people suffering from commantah disorders like
depression who perceived a negative change in iaachra to their iliness.

Loans have been accessed mostly by farmers in drthédn Region, and they
have used it mostly for farming purposes. More peap Northern Region have
also perceived an increase in income.

Unemployed persons and students have also useitl foreidrming, which implies
perhaps that their household members have useflitids or that mental iliness
interferes less with farming activities.

Most people have reported an improvement in mehedlth. Contrary to
expectations, however, all of the people who haken traditional or spiritual
treatment, or both, have shown improvement as agamy 92.4 % of those who
have taken only psychiatric treatment. Slightly éeweople who have combined
psychiatric with traditional or spiritual have shownprovement.

As to medical expenses, most people have spenwE)@00 cedis annually. This

does not show much variation across the sampldlityss type or standard of
living category.
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Conclusions

Most of the findings of the study are indicativedaare not conclusive due to data
limitations. However, the study is unique and italings are important given the paucity
of previous research in this topic or area. A latidn of the study is the sampling
procedure which was purposive. As well, the comityuwolunteers trained for data
collection were not professional investigators athdis there is a lot of missing
information. However, this methodological limitatiovas also a programmatic strength as
it served the larger purpose of inclusion of mdntdl persons, their carers and health
providers and workers as investigators of their difenconditions.

A number of tentative conclusions can be drawn abwei influence of mental illness on
poverty.

1. Treatment costs are not a major barrier to treatmert....

The effect of household poverty on access to mémalth treatment does not show large
differences across various income groups. Most [peapespective of the type of illness,
have spent below 40000 cedis or 4.40 $ on an afmasi. Some in the Medium standard
of living group have spent between 40000-80000céick. 4.40 $ to 8.80 $). However,
spending similar amounts on health care actualjgssts a disproportionate impact of
medical expenses on the poor. This means that #yfamh Low or Medium standard of
living may not have enough disposable income fodios expenses for mental health
treatment. But since High income families also spemodest amounts of money on
mental health, it is probable that people do nohtwa spend much on treatment, in
comparison to other expenses, or they do not belimatment can bring about positive
changes in health.

2. Loss of productivity is the main economic problem bmental iliness....

In terms of mental illness effects on householdl veeling, most mentally ill people
suffering from severe disorders perceived an irsgem income in the 12 months
preceding the survey. However, and irrespectivehef illness suffered, major income
earners in their families reported a decreasedante. It is not clear whether the decrease
in well being is due to medical expenses or, makelyl, loss of income due to the
presence of a mentally ill person in the family whight not be aware of the loss.

3. Gender aspects of mental illness in Ghana are notell understood.....

Apart from these findings, the analysis has thrdigiht on other interesting issues. Most
people suffering from mental illness are in the duative age groups. Epilepsy and
depression are more common among women. While rpesiple suffering from
depression are married, most people who have apilape single. This could mean that
epilepsy comes in the way of marriage, but depoesdbes not. It might also mean that
women suffer from depression due to unhappinessimiage.

4. Holistic treatment is an acceptable strategy.....

All of the people (mostly those with psychosis) wiave taken traditional and/or spiritual
treatment, have shown improvement, as against @2 df those who have only taken
psychiatric treatment. For the most part, howepegple have accepted modern forms of
treatment together with traditional treatments.
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5. The mental health impacts of poverty itself are dficult, but essential, to study.....

A study of mentally ill persons and their houseBokthnnot assess the generalized
influence of poverty on mental health. Ideally, papulation based survey of all
households, with and without mentally ill persomsuld be needed to demonstrate that
conditions of poverty themselves create mentaksttieat can increase the risks of mental
illness. This method was not possible in this studgh the available resources.
Nonetheless, we have noted that village and neifoloal poverty in Ghana are very
stressful and that mental illnesses have multipigative influences on family dynamics,
community acceptance and economic participation.
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