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EXECUTIVE SUMMARY

The present study is an attempt to understand gn@arand micro level influences on
mental health with regard to access to treatmethicare in Ghana. This study is part of a
larger research project of BasicNeeds in Ghana,iclwiwas supported by the
International Development Research Center (IDRGnada. The primary aim of the
project is to provide recommendations to improventakehealth through equitable and
affordable access to treatment so people with rheititeess can benefit from
development.

In most developing countries like Ghana, mentalltheprogrammes have very low
priority (WHO, 2001). Provisions for mental healthre and facilities, therefore, are
usually limited to very few institutions which armefficient, understaffed and
overburdened. Given this backdrop of dismal siaratdf mental health provisions in
Ghana, the study firstly explores the mental hesygtem in Ghana, its link with and its
importance, within the overall health system in ¢bentry. It also analyses those aspects
of mental health resources and functioning whiah lenked to larger economic policies
and factors in the country. More specifically, stady investigates the macro-economic
factors which influence mental health policy makirmnd implementation. The
methodology followed for the study is exploratory nature and descriptive of
government documents, laws and policies and ottistirg literature.

In Ghana, even though mental health disorders ahst@nce abuse are on the rise, they
have not been given sufficient emphasis in natianal district policies and programmes
(MOH, 2005). The mental health policy is embeddadthe overall health policy
framework of the country. Mental health care remmawoefully under-resourced in
Ghana. Relative to the total budget ceilings of Mimistry of Health and GHS the
psychiatric hospitals received below 3% in 2004 abdut 7% in 2005 (MOH,2005).

The study further finds that the existing mentadltrepolicy in the country is limited in
perspective, as it sees mental health only asxecaliproblem and not as a developmental
issue. Its failure to address the inconsistencese/den physical and mental health care
also compounds the problem of implementing effectivental health policies. It has no
consideration for community mental health and rdhation of people with mental
illness. The principle objective of the newest Naéll Mental Health Policy, 1994 fails to
meet its top goal of decentralization.

Fifteen years down the line, only five tertiary aratjional hospitals have psychiatric
units (besides the three Psychiatric Hospitalshi ¢ountry). Additionally, the mental
heath sector is constrained by inadequate humanneess. Access rates to mental health
services in Ghana are generally low, attributabléow density of health facilities, high
inequality in the geographical distribution of hbafacilities and inadequate mental
health professionals. According to the WHO estimatbe ratios of psychiatrists and
neurosurgeons per 100,000 populations in Ghanalawat 0.08 and 0.01 respectively
(WHO 2005). The ratio gbsychiatric beds in mental hospitals per 10,00Qufadjon is as low

as 1 in the country as compared to 4 and 15 iniSafrica and Netherlands respectivellhe



community mental health care system offers onlyitéch services to about 53 districts
out of 138 districts in Ghana due to human andftied resource constraints.

The principle recommendations of the study include:

» Mental health should be viewed as a developmestalei and policy needs to be
changed to accommodate that perspective.

» Access to mental health services needs to be widémeugh decentralisation of
services and facilities.

» In view of serious human resource constraint, rextetkaining and recruitment is the
urgent need of the day.

» And finally, it is important to dissociate mentaddith from expensive facilities and
shift to less costly community based but more m@tévireatment and rehabilitation
services.



Chapter 1
INTRODUCTION

The post-world war Il can be said to have witnedseshendous improvements in the
health of every nation. Average life expectancybath of all nations has, for

instance, increased from 46 years in the earlytd(5 in 2003. Similarly average
probability of a child dying before the age of fayghas improved from 124 in 1978
to 83 per 1000 in 1998. In Ghana, for instancejlavia data shows that morbidity
pattern or prevalence of diseases have improvedtaoVver the years since
independence in 1957. Ghanaians live longer, ardhaalthier today than at any
other time in its history. Since 1950 life expectann Ghana has increased from
about 41 years to 58 years - a gain of about 17sye&imilarly there have been
tremendous improvements in the control and the iemidn of diseases like

onchocerciasis, polio, leprosy, small pox, etc. WMitcreasing utilization of safe
motherhood services by reproductive women, matearal child health have

witnessed tremendous improvements. Maternal arghinfortality rates (USMR)

have reduced substantially from 255 per 100,008 tivths and 133 (155) per 1000
live births in 1983-1987 to 214 and 57 (111) in @9®03 respectively

Despite the tremendous progress made in contraiadurden of disease, morbidity
and mortality rates world-wide due to increasedresf it appears that mental health
is not accorded the same importance as physicdthhe@articularly, in most
developing countries like Ghana, as noted by the ONVE001), mental health
programmes have very low priority. Provision of @rhealth care is limited to a
small number of institutions that are usually ovewded, understaffed and
inefficient. Service provision is concentrated omty large mental hospitals that
operate under legislation which is often more pémah therapeutic, and the locations
of these are not easily accessible. In Ghana, rietance, there are only three
psychiatry hospitals located in only two townsialthe southern part of the country.
Even though mental health disorders and substamgseaare on the rise they have
not been given sufficient emphasis in national distfict programmes (MOH 2005).
Despite experts estimates that about 200,000 penplently suffer from severe
mental disordefs mental health issues do not even feature in thmtey’s health
strategic plans (MTHS in MOH 1999). Neither do tHegture in the country’s two
rolling programmes of work for the health sectcd{® 11 2006, MOH 2003).

Consequently, services reflect little understandihthe needs of mentally ill people
or the range of approaches available for treatraadtcare. Thus in Ghana like most
of the developing countries a large majority of gogulation do not have access to
psychiatric care. This led WHO to conclude in aldevide study in 2001 that mental
health, even though very crucial to the overalllsweing of individuals, has been

! The data included in here were taken from varisites from WHO website.
2 From the WHO world wide estimates Ghana camesé the prevalence of mental disorders on thes basi
of a total population of 20 million people,faows:
« 5,000,000 will suffer from neuro-psychiatric catimhs during their lifetime.
« 2,000,000 will suffer from neuro-psychiatric cdtimhs at a given time.
« 200,000 will suffer from severe mental illness.



neglected for far too long and consequently madallafor a new understanding of
mental health to address the treatment gap. THeweal made in the light of the
rising magnitude and burden of mental and behaslalisorders.

Today mental and behavioural disorders are knowweusally to affect 20-25% of
all people at some time during their life and iBigrespective of country and society,
or age (WHO 200%) Currently about 400 million people across the ld/care
assumed to suffer from mental and psychologicabrdexs. Experts expect mental
disorders to surge to the second most common adubEath and disability by 2020

It is estimated that major depressions are noweth@ing cause of disability globally
and ranks fourth in the ten leading causes of tbkead)burden of disease, costing an
average of 1-4% of yearly GDP in lost productiwatyd other social costs (Jenkins et
al., 2004, IoM 2001). The seriousness of the issuéhat mental problems and
disorders also affect children and youth from altiseconomic and racial/ethnic
backgrounds, with the majority of them not recegvitreatment. According to
estimates, one in five children and adolescentsahasental health disorder and at
least one in ten — or as many as six million cleifd— suffers from a serious
emotional disturbance that severely disrupts daihctioning at home, in school, or
in the community (NIHCM 2005). Moreover, many deghg countries like Ghana
have been forced to implement economic reforméénface of stagnating economic
growth and these reforms have generated deep smthleconomic crises. These
conditions of crises create socio-economic streslsaafavourable context for mental
disorders.

The importance of the renewed call for more undeding of mental health reflects
attempts to dismantle many of those barriers -iquaarly of stigma, discrimination
and inadequate services — which contribute tortreat gaps and inequitable access
to mental health care, particularly, in developewintries. These attempts can also
be seen against the background that mental disoragafre a large direct and indirect
socio-economic impacts, including service costs.ifstance, the negative impact on
the quality of life of individuals and families massive. It is estimated that, in 2000,
mental and neurological disorders accounted for b2%he total disability-adjusted
life years (DALYs) (WHO 2002). By 2020, it is prejed that the burden of these
disorders will have increased to 15% (Murray anghéz 1996). For a developing
country like Ghana the burden could be enormotigibarriers to equitable access to
mental health care are not dismantled as soonsssijbe.

Purpose of the Study
This study is part of BasicNeeds Ghana larger rekearoject and is supported by

International Development Research Centre, (IDR@)&da. The project’s aim is to
improve mental health through equitable and affolelaccess to treatment so people

3 WHO estimates that at any one time, as manyasmofour of the world's population suffer fronifeient
forms of mental, behavioural and neurological disos, including affective disorders, alcohol andgdabuse,
epilepsy, dementias, mental retardation, schizephr@nd stress-related disorders (WHO 2002a).

4 BBC News (Tuesday, 9 January, 2001, 20:12 GMiFy&in mental disorders predicted, http:/newsdihak
/1/hi/health/1108793.stm



with mental illness can benefit from developmenhisT specific study has the
objective to improve understanding of micro- andcrodevel influences on mental
health with regard to access to treatment and care.

Research Questions

) What does the Mental Health (MH) system look likeGhana? And how
does it link with the existing health system?

i) What aspects of MH systems i.e. resourcing andtiumaog — linked to
economic policies/factors

i) Are there macro-economic factors/policies thatcffaental illness and MH
policymaking?

V) How do these economic factors influence MH policyaking and
implementation?

Scope of the Study

1. National Economic aspects.
The study covers relevant government economic igsliand indicators for
investment, trade, loan & debt payments, healthycation, and social
expenditures, income levels, insurance coveragejergment’'s poverty
reduction/eradication programmes in relation tontakehealth delivery in
Ghana.

2. Mental Health Policy aspects
The study also covers mental health systems andpdlity for resource
allocations and services, patterns, infrastructared available human
resources and their link to the overall mental thesgrvice delivery in Ghana.

-10 -



Chapter 2
The Ghanaian Economy and Poverty in Ghana — An Overew

Ghana, about 238,538 sg. km in size, is locatetheWest Africa’'s Gulf of Guinea
only a few degrees north of the Equator and haspalption of about 20 million. The
country is predominantly agriculture, which contrids about 42.5% of its GDP,
followed by services (32.5%) and industry (25%g(&ble 1). The country’s
economic development trend has been uneven oversimee independence. After
enjoying rapid economic growth in the fifties aratlg sixties the economy
experienced successive declines till the earlyteghwhen it introduced an
economic recovery programme. Even though the pnogra has succeeded in
reversing the downward trend in the economy, po\&ili remains very high in
Ghana with a per capita income of about US$420.

Table 1 Sectoral Distribution of Real GDP ( Period Average$%))

Sector 1970-75 1976-82 1983-86 1987-90 1991-951995-00 2000-05
Agriculture 52 51 52 46 42 39.5 42.5
Industry 19 17 12 14 14 27.5 25.0
Services 29 32 36 40 44 33.0 32.5

Source Calculated from Statistical Services Quarterlgdsit of Statistics, various issues,
ISSER The State of the Ghanaian Economy Reporip(x&issues).

In the face of the country’s low level of developthpoverty remains very high, even
though the level has declined in the 1990s fronestimate of 51.7% in 1991/92 to
39.5% in 1998/99. Moreover, the poverty picture ksaside spatial disparities. The
headcount index amongst rural communities, foramst, compared to urban
communities is higher (Table 2). Extreme povertglg higher in the three northern
regions of the country, ranging between 57% and 80&ble 2) and lower (2%) in

the Greater Accra Region. Even the decline in ggwid not occur in all regions of

the country. The incidence of poverty even incrdasethe 1990s in three regions
(Central, Northern and Upper East), two of whicloiiiern and Upper East) are
amongst the poorest in the country.

Table 2: Incidence of Poverty by Regioand Location in the 1990s

Region Proportion below the lower Proportion below the Upper
Poverty line, Poverty line
1991/92 1998/99 1991/92 1998/99
Western 0.42 0.14 0.60 0.27
Central 0.24 0.31 0.44 0.48
Greater Accra 0.13 0.02 0.26 0.05
Eastern 0.35 0.30 0.48 0.44

-11 -



Volta 0.42 0.20 0.57 0.38
Ashanti 0.25 0.16 0.41 0.28
Brong-Ahafo 0.46 0.19 0.65 0.36
Northern 0.54 0.57 0.63 0.70
Upper West 0.74 0.68 0.88 0.84
Upper East 0.53 0.80 0.67 0.88
Urban 151 11.6 27.7 19.4
Rural 47.2 34.4 63.6 49.5
Total 39.5 26.8 51.7 39.5

Source:Ghana Statistical Services (2000) The Patterroe€Ry in the 1990s, Accra.

Overview of Health System in Ghana

The provision of Health care in Ghana can be caigsg into orthodox, traditional
and spiritual systems (Appiah-Kubi 2003). The odibro health care delivery system
is clinic-based, and is mainly provided by governteprivate practitioners and
religious missions. The government of Ghana, whehanages the health sector
through the Ministry of Health (MOH) and the Ghafiealth Services (GHS), owns
about 58.4% (Appiah-Kubi 2003; MOH 1999a) of fae#é within the sector.
Government health facilities in Ghana consist afrftevels in the urban areas and
five levels in the rural areas of health care pievs. The divisions are based on the
amenities, levels and type of personnel availabke fiacility. The MOH also provides
mobile health services, including immunization asllwas family planning and
reproductive care to rural residehtin addition the country has a network of ma-
ternal homes, which are owned by the government pridate individuals
(Canagarajah and Ye 2002). The government also pagsbstantial share of the
private and missionary health expenses in the fafraubsidies.

The second largest provider of orthodox health samices comprises the private
providers, which also include the (quasi privatégsionary providers. There is also a
Coalition of Non Governmental Organisations (NG@syking in the health sector.
However, whereas the majority (almost 60%) of leadintres, clinics and the tertiary
hospitals in Ghana are owned or run by the govenhnmeost of the facilities at rural
areas are owned by private entities and missiamafiee missions providing health
care in Ghana have of late grouped themselves uhdemmbrella Christian Health
Association of Ghana (CHAG). It is estimated thatlB98/1999 almost half of all
visits to health facilities occurred in the privatector (GLSS 4)

The traditional health care system on the othedhamprises herbalists and fetish
priests, whose operations involve the use of hanosinvocation of ‘spiritual powers’

® The latest population census (2000) estimatesthiare of the rural population of Ghana at ab61#% and
that of the urban population at about 43.8% (GS®}R0
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of a deity in diagnosis and treatment of diseage®ther source of traditional
medicine, which is rapidly gaining currency, espgj among women, is religious
spiritualism, where treatment is sought throughyers and faith healing. It is
estimated that over 70% of the population use ticadil medicine, even though it
still remains to be adequately integrated intoftrenal health sector (GSS, NMIMR
and ORC Macro. 2004: Ghana Demographic Health Su2@03). Self-medication
or self-prescription without consultation or anyper advice is also rapidly
becoming popular. Similarly the use of drugs on $liggestions of a drug store
operator, who might not necessarily be a pharmasisin the increase. In both cases
the patient avoids the payment of consultation déea medical expert and the
distance costs to a health facility.

Structure of Health Service Delivery

Health care delivery in Ghana, as pointed out apmvprovided by both the public
and private sectors. Undire public healthsystemtheservicedeliveryis undertaken
largely by Ghana Health Service, and teaching halspiboth of which constitute the
bulk of the Ministry of Health Institutions. In adion, other quasi government
institutions and statutory bodies are also involuediealth service delivery such as
university, prisons, military police hospitals amtines (Table 3). However, the
Ministry of Health exercises the oversight contookr the whole health system as
well as policy formulation, monitoring and evaluatiof progressn achievingset
targets.

Under Ghana Health Service, service delivery iscstired according to a three-tiered
system with regional, district and sub-districtreémts and become integrated as one
goes down the hierarchy of health delivery strietitom the regional to the district
hospitals, many of which are mission based. Thédttheantres operate at the sub-
district level to provide both preventive and ciwatservices, as well as outreach
services to their respective communities. Of ldte LCommunity-based Health
Planning Services has been introduced as a newstsutiure to provide basic
preventive and curative services for minor ailmaitthe community and household
levels.

-13 -



Table 3 Distribution of Health Facilities by Faciity, Type, and Region

Christian
Quasi Health
Govenmenta) Associa; Nongovernmental Total Institutions
MoH Institutions Institutions | tions Institutions by Type
S = S |g
s | _ 2 o 5 |3
> o — %) o E = . L =1 =
o = = o | @ © o= Private + o |5
= S | 2 |5 sE | S U Medicall *|& o| = '3 =
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138/ 8|o|sc8 S |EEC2E|8| £GP cgDg |EL| 2|5
Regions||a| T |S|8Pd £ |5|SR08|E| O h o < ta I<TO|00|F a5
A Bl|C|D|ElF| G|H[I|J|KIL|l M|N| O] P| Q| R| S T u Vv
Ashanti | 1|20 85/ 21| 2| 9| 138/ 1| 1| 3| 6|14 33| 12| 101| 43| 64| 85| 85| 246 | 416 18.4
B. Ahafo| 1| 5| 84| 13/ 0| 0| 103/ 0| 1| 1| 0| 9| 9| 3| 46| 4| 6| 21 84 77| 182 8
Central | 1 639|114/ 2|26/ 88| 1| 0| 2| 1| 3| 7 | 6| 27| 4| 62 19| 39| 143| 201 8.9
Eastern | 19| 46| 12| 6| 14| 198/ 3| 0| O| 2| 4| 15| 10| 47| 5| 23| 28| 46| 233| 307 13.6
2
GAR 1| 3| 29| 13| 2| 14| 62 2| 3| 4| 2| 3| 2| 87| 37142 51| 29| 265| 345 15.3
Northern 1| 6| 73| 9| 0| 9| 98| 0/ 2| O| O| 3| 18| 2 6 0] 2| 12 73 46 | 131| 5.8
r
UER 13|21 7|0(40[ 72| 0/0| 1| Ol 1| 9| O] 2 1 13 7 | 21| 69| 97| 4.3
UWR 1 3/41 5/0{ 0| 50| 00| O| O] 2| 15| O 5 3] 5| 9| 41 30| 80| 3.5
Volta 1110 14| 48| 1| 4| 205/ 0| 1| 0| O| 6| 11| 3| 29| 6| 23 25| 141 118| 284 12.6
1
Western| 110 63| 10| 0| 12| 96| 6| 1| 2| 3| 4| 16| 4| 51| 11 25| 35| 63| 121| 219 9.7
Total 14 75 62| 26|13 12| 1,11112 8| 12| 16| 48| 136| 42| 401|114 363 292| 622| 1,348 2,26{ 100
2|2 8| O
Percent 49.1 2.1 8.1 40.
7

Source GSS Ghana Statistical Service, Ministry of Heg@lllealth Research Unit),
and ORC Macro (2003) Ghana Service Provision AssessSurvey, Calverton,
Maryland: Ghana Statistical Service and ORC Macro.

Structure of Mental Health Care Delivery

Mental health care in Ghana can be categorisedrwrtteodox and unorthodox care
systems. The unorthodox mental health care in Gleangrises traditional, herbal
and faith healers who apparently treat the majaitsnental patients. Traditional and
herbal healers who treat mental illness are prattieverywhere in the country.
Similarly, faith-based healing camps abound and smattered everywhere. Their
treatment methods are largely unorthodox and lieside any scientific proven
therapy. Very often these methods are very crudl aalate the human rights of
patients.
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The orthodox health care system includes the uisiital care and integrated
systems, whose services are free in governmentithlssfisee Box 1). Currently,

orthodox mental health service in the country i©ovmled by a number of

organizations. There are the public specializeditut®ons which are the three
psychiatric hospitals at Accra, Pantang and Ankakar Cape Coast. In addition,
there are also three private institutions in Ac@ema and Kumasi which treat mental
illness. These are manned by specialists and dansuydsychiatrists. In addition to
these institutions, there are other few orthodailifees which are run by Christian

Mission Houses that also offer mental health carmeéntally ill people. Included in

this category are Damien Centre in Fijai near TadlprCheshire Home in Kumasi
and Mercy Centre at Brafo Yaw near Cape Coast, R@matre in Accra and Kumasi
etc.

Box 1
Integrated Mental Health Care in Ghana

The institutional mental health care confines peapiffering from mental diseases to puljlic
and private psychiatric hospitals for treatment aak by qualified psychiatrists. In the fgce
of increasing demand for mental health servicedjquéarly, since the eighties, the counjry
has been practising a partially integrated systeoommunity and public mental health cqre
system. The public mental health care integrategahbealth care in the existing health cpre
systems, whereby it is envisaged to have psyctiatings in all regional and distrigt
hospitals. Even though the integrated system appedrave been formally introduced in
early nineties, the system is yet to exert any thpa mental health care in Ghana.

As shown in figure 1 mental health care continuesbé provided primarily by
institutions under institutional care unit of thé&a Health Services. There are three
psychiatric institutions specially designated toyide mental health care services in
Ghana. These institutions include the Accra, Pantard Ankaful Psychiatries. All
these institutions, run and wholly funded by thezegament with donor assistance,
offer free psychiatric services.

Mental health care occupies the fourth level ondtganizational chart of the Mini-
stry of Health. The mental health care unit of @Bteana Health Services is headed by
a National Chief Psychiatrist, who usually also dse#he Accra Psychiatry and a
National co-ordinator of community psychiatry. T@hief Psychiatrist reports to the
head of institutional care, who in turn reportsthe director general of the Ghana
Health Service. The Accra Psychiatry, for instariees five organizational divisions
comprising the Diagnostic/ Therapeutic Servicespudg Director of Nursing,
Accountant and Financial Controller, Health SenAakninistration and Nursing and
Support Services.

Due to increasing numbers of mental health patiealtsthe regional hospitals are
now expected to have psychiatric wings and at leasbeds devoted to psychiatric
admissions. Even though yet to be fulfilled, tresai new move towards integrating
mental health treatment in the overall primary tieabre system of Ghana. Besides
offering mental health services, almost all the takhealth institutions also offer
general medical services to people who live in@aurding towns. For instance, the
Pantang and Ankaful Hospitals offer, in addition @sychiatric services, primary
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health care and maternal and child health senticewer 15 villages in their catch-
ment areas of about 10 kilometre radius. These iwgtitutions have Nursing
Training Colleges attached to the hospitals, wialglo offer 3-year Diploma Courses
in Mental Nursing. They also run affiliation trang programmes in mental health for
nursing students from both government and missiogpitals through out the
country.
Mental health unit of the institutional care of thinistry of Health is semi-
autonomous in the sense that it has its own budgkich it draws from the
institutional care, but restricted in many admmasve ways. For instance, it cannot
hire and fire personnel, or
Fig. 1 Organizational Structure of the MOH
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undertake structural reform of the unit withouthearity from the director general of
Ghana Health Service. The hiring and firing of pareel is done by the Ghana Health
Service.

Brief History of Mental Health Service in Ghana
Formal government mental health service deliver§ivana dates back to 1888 when

the colonial authorities enacted a law to confime mentally ill. As a result of the
growing numbers of mental ill persons, a law knasrnthe ‘lunatic asylum Act’ was
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passed. This law led to the construction of theradesychiatric Hospital (APH),

which was commissioned as an Asylum Hospital in618@r the upkeep of only

lunatics. The health needs of the patients at tRel Avere handled by a doctor from
the Korle-Bu Teaching Hospital. In 1929, a psyaisatwas posted from the UK to
Ghana to manage the asylum, which upon further restpa was converted into

psychiatry in 1951. He instituted a program tortrpsychiatric nurses and doctors.
Initially the hospital had the capacity to keepyoBD0 patients and this was later
increased to 600, but currently it accommodates d260 patients.

In the post-independence period, as the country faeed with rising numbers of

mental health patients, Dr. Kwame Nkrumah, firsegment of the Republic of

Ghana, constructed the Ankaful Psychiatric Hospital 965. The institution had a
capacity of about 500 beds but presently accomnasdglightly below that number

due to dwindling personnel and other resourceadtition to that, Nkrumah started a
Pan-African Psychiatric Hospital in Pantang to pdeva Pan-African Mental Health

Village for research and mental disease treatmedtcare. However, this hospital
was finally completed in 1975. In the 1970s theali;y asylum Act of 1888 was

revised and modernized into the mental health ldwl®/2 which emphasized

institutional care as well as incorporated innawagiin mental health care delivery at
the time.

In the mid-1980s the concept of a chief psychiatissan advisor to the Minister of
Health was introduced. Moreover, a policy aimedeatding mental health care to the
doorstep of every community was put in place in119Bhe implementation of this
policy has, however, been hampered by manpowetogystical problems. Efforts to
revise the 1972 health law in 1992 had been unssfide However, new efforts to
revise the law were started again in 2004 and amewtal health strategic plan for
the nation is also being put together.

Policy framework for Mental Health

The mental health policy of Ghana is embedded & tlverall health policy
framework of the country, which has the overarchgameral objective to provide
health care for all Ghanaians, using the PHC asttla¢egy. The policy framework is
made up of various strategies, policies and gudsliwhich have over the years been
enacted into laws and strategy documents. Indeed thre about 19 health related
laws, most of which are outmoded. These includeMeatal Health Law that was
last reviewed in 1972. Of importance among the lsavthe Ghana Health Service
and Teaching Hospitals Act 525, 1996, which remkdte Hospital Administration
Law, 1988 (PNDL 209). Other important strategy dueuts include the Medium
Term Health Strategy (MTHS) and the rolling fiveaydProgramme of Work (I and
II) that guide health development in Ghana. The NBTe¢bmmits the government in
the medium term towards improving health outcomesachieving the health policy
objective of ‘health for all’ by 2020. The prograranof work, however, seeks to
improve efficiency, quality of care and geographiaad financial access to basic
services.
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The MOH, as the supervisory body for the healthtsechas the objective to
maximize the potential health life years of all iinduals resident in Ghana by
reducing the incidence and prevalence of illnesgyry and disability, and the
prevention of premature deaths. This is derivedchftbe ministry’s specific mandate
to monitor and evaluate the country’s health staagvise central government on
health policies and legislation, formulate policiesd strategies, design and
coordinate programmes to address health problentkeotountry, and implement,
monitor and evaluate (in collaboration with othetated sectors and agencies) all
health programmes and activities in the countryl thkese different roles and
responsibilities are supposed to be implementedthey different implementing
agencies including the Ghana Health Service (Gk8liary institutions, specialised
institutions, statutory and regulatory bodies.

Since 1997 the Ministry of Health has adopted dosetide approach (SWAp) that
integrates government and donor efforts to achaefened goals and includes joint
systems to monitor sector performance. The (SWAgeks to rationalise donor
inputs, encourage efficiency of service deliveryd apromote private sector
involvement and community empowerment and partimpa

Ghana has experienced several attempts at heditly peforms since independence
in 1957. The latest round of reforms started in6L@&th the enactment of the new
Ghana Health Service Act (525) of 1996 which daeised service delivery, policy,
and regulatory components of the overall healthosgo separate responsibilities. It
appears, however, that most of these reforms hawvtuached the mental health sub-
sector. Apart from the revision of the Lunatic Asyl Act of 1888 into the Mental
Health Law 1972, which emphasized on the policynstitutional care for mental
patients, nothing much has happened in the sulorsect

In 1994 a National Mental Health Policy was formethand revised in 2000. The
components of this policy include advocacy, proomtitreatment and rehabilitation.
The policy, which was drafted along the lines of WHental Health Policy and
Service Guidance package, is an organized setleésgprinciples and objectives for
improving mental health and reducing the burdemental disorders in a population.
It defines a vision for the future, as expressea imission statement, and seeks to
establish a model for action. The policy also statee level of priority that the
country has assigned to mental health in relatioother health and social policies.
Basing on the policy thrust of decentralization gwicy proposed a mental health
system which offers psychiatric care to all thoseowresent themselves or are
referred and promote good mental health for thelpsipgical wellbeing of people
living in Ghana. The policy document begins withmassion statement and is
organised in 14 set of values expressed in prolsitements and objectives (table
4).

Table 4 Policy Statements in Ghana Mental HeRdtlcy
POLICY 1 Decentralization of Mental Health Sergddission Statement:
POLICY 2: National Mental Health Co-ordinating @po
POLICY 3: Technical Coordinating Committee
POLICY 4: Facilities for Management of Substandrige
POLICY 5: Training
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POLICY 6: Conditions of Service in the Mental Hbabervices

POLICY 7: Mental Health Awareness

POLICY 8: Position of Mental Health Personnelhie Regional and Districts
Health Management Teams (RHMT/DHMT)

POLICY 9: Transportation for Community Mental HiabServices
POLICY 10: | Quarterly and Annual Reports on Mentabkh Activities at
Regional and District Levels

POLICY 11: | Annual Mental Health Services Review &idnning Meetings
POLICY 12: | Qualification of Community Mental Healthit Workers at
Various Levels

POLICY 13: | Rehabilitation of the Mentally ill in ghCommunity

POLICY 14: | Treatment of Mental Patient (see Box 2)

The mental health policy though very fine on papdar from achieving its set objec-
tives. The decentralization of mental health s&sjavhich the policy sets to bring
about is far from achieving reality. A top cleadgfined decentralization goal in the
policy document was the setting up of psychiatrings in all the ten regional and
tertiary hospitals with at least ten beds for psfit patients. However, fifteen years
down the line, only five tertiary and regional hibals have psychiatric units in
Ghana, with many of them having less than ten bedspsychiatric patients.
Moreover, the policy appears to be institutionaddzhoriented with no consideration
towards community mental health and rehabilitatddrthe mentally ill people. The
gray area of human rights abuse by others and #gy faith and traditional healers,
who presumably handle a great proportion of mguatients, has not been considered
at all in the document and appears to still be guleged by any law. This might be
due to the fact that the policies do not specify skandards that need to be applied
across all programmes and services, linking themwah a common vision,
objectives and purpose. Provision of standardifeeslin general hospitals was also
not considered and these policies were not backeohy specific law.

A serious shortfall of the policy framework is #sle use of a health/clinical approach
to tackle all challenges confronting mental heatiGhana. This is in spite of the
prevailing consensus among experts that mentatthesaklso a development issue
owing to its enormous social and economic burdemyavhere. As a result the policy
document provides little explanation of the fundatakérole of mental health or its
importance in relation to inequalities in health osk behaviour. Thus the
concentration on clinical approach suggests thatpivlicy framework is limited in
perception as it takes into account only the céihitzeeds of mentally ill people and
not their socio-economics.

The difficulties in implementing the policy objestis are compounded by
inconsistencies between physical and mental heath, introduced by the health
reforms that accompanied the introduction of thedlMe Term Health Strategy and
the GHS Act introduced in 1996. The inconsistenceas be attributed to the fact that
the reforms failed to develop a framework for imtgong mental health into the
primary health care. These reforms even reducedstdtes of mental health sub-
sector, despite its importance, by placing menta&lth administratively under
institutional care as a unit of the Ghana HealttviSes and not even a division of the
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Ministry of Health with no direct access to the taprarchy of the sector. On the one
hand whilst the GHS has developed a medium terrategty and a series of
Programmes of Work, POW | & II, a sort of multi-yegalling roadmap of activities
since 1996 for physical health, a similar thinges$ to be developed for mental health
care. For this reason there exists no indicatorsnfonitoring mental health care
(MOH 2005) and GHS annual review reports includéhimg on mental health
service delivery. Attempts to revise its archaw &z 1972 and consequently its status
have proved futile in spite of having gone throdghdrafts.

National Therapeutic Drug Policy.

A national therapeutic drug policy has been forradasince 1986. This drug policy

contains an essential list, i.e. necessary drugsttfe treatment of widespread

diseases, including psychotropic drugs. In Ghanerder to reap the advantages of
bulk purchases and ensure availability, accessilahd proper use of drugs the GHS
is the sole purchaser of these essential drugsGHfe withholds at source budgetary
allocations for the pur-

Box 2
Mental Health Care and Free Treatment

Mental health care in Ghana is very expensive. #jpam the high indirect costs emanati
from the restricted ability of patients and/or cgieers to earn regular income, stigma
discrimination, mental diseases are associated wly high direct treatment costg.

result in increased rates of chronic morbidity amattality (Lawrence et al 2001, Koran et
1998, Makikyro et al 1998) among mental patiensdl these add up to raise the to
financial costs of treatment and care of mentadalies immensely. It is probably in the li

physical illnesses. In most cases the mentallpgabple themselves are not aware that t
are exempt from payment. For instance, in 200dysby SAPRI of exemption awareneps
revealed that only 6% of urban and 12% of ruralpbeevho visited a public health facilit
when sick or when a member of the household wésisithe previous two weeks knew thht
they were not expected to pay. On the part of halsgiuthorities either ignorance qr
administrative expediency always drive them to ghanental patients fees.

1 Mental ill people are prone to a range of physidiiesses, including coronary heart disease, diabgf

infections and respiratory disease. It is estimateat they are almost twice as likely to die froomomary heart
disease as the general population and four timeeertikely to die from respiratory disease (Phelarae2001,
Barr 2001 Brown et al 2000).

chase of these drugs. As mentioned earlier, in 2882ut 16% of the budgetary
allocations from the Ministry of Health to the phyatric hospital were withheld for
drugs. It must, however, be pointed out that tlok & reliable data about the overall
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lists of drugs and amount withheld from psychiathospitals does not permit
accurate estimates of the proportionate share dragts to the total mental health
budget.

Alcohol and substance abuse constitutes a maj@ecaimental disorders in Ghana
and the situation has assumed larger dimensiomgltine last two decades. For this
reason a Substance Abuse Policy was formulate@90 10 stem the increasing tide
drug addiction. Two additional new laws on substarabuse (Narcotic Drugs

Control, Enforcement and Sanctions Law (1990), BlNDC Law 236) have also

been added to the old Pharmacy & Drugs Act (19&tind the nineties. However,

due to lack of resources that hamper proper imphtatien of the law their impact on

mental health are yet to be felt in the countryevéntion and control of substance
abuse is centralized through the Narcotic Contidr@, whilst the activities of dem-

and reduction are undertaken by the ministrieseafth, social welfare and education.
Management and treatment of substance abuse addictintinues to be done in

psychiatric hospitals.

Human Resources and Training

The importance of human resource development aticplarly, training of mental
health personnel cannot be over-emphasized, giversévere manpower shortage,
and poor service delivery. There exists in Ghandonmal strategy of meeting the
human resource needs of mental health care. P$ychsansultants and nurses are
either trained on the job or sent outside the agufur training. Local training of
psychiatric nurses, for instance, started in thanty in 1973 when Registered
Mental Nurses (RMN) were trained for a period ofeth years in community
psychiatry whilst the State Registered Nurses (S&iderwent the same training for
one and half years. In addition experienced nuasesalso trained on the job for a
period of three months without the award of fornoal accredited certificates to
become psychiatric nurses.

Limited facilities for training psychiatric nursese now available in Ankaful and
Pantang. However, these institutions have hitheabbeen able to formalise their
training curriculum to secure formal accreditatfoom the Ministry of Education to
run courses and award recognised certificatesyiohpstric nursing. Thus the training
centres in the psychiatric hospitals train mosty-4psychiatric nurses. According to
the Acting Chief Psychiatrist, Dr. Osei, the AnKaNursing Training Centre, for
instance, had, until recently, trained on the ayeraabout five psychiatric nurses
annually. Also, for more than 30 years, a Westasini Programme to train more psy-
chiatrists has been able to train only one psydhiat.ack of interest among potential
trainees, strategy, resources, stigma, discrinunagéind bleak and gloomy prospects
for career development for psychiatric experts hasten the possible causes for the
sad state of affairs. Consequently the psychiatace in Ghana has become
permanently under-resourced in terms of human ressu

For this reason the mental health policy of 19%ted training, among others, at the
centre stage of its main policy objectives: i.etrin adequate number of staff for
effective functioning of the mental health servicEer the medium term, i.e. within
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the next 5 years (beginning from 2000) the revipelicy sets out to achieve the
following goals through recruitment and training
A. Train sufficient Experts

i. 10 psychiatrists

ii. 20 one-year diplomates in psychiatry

iii. 40 clinical psychologists

iv. 10 occupational therapists

v. 200 mental health nurses.

vi. 15 psychiatric social workers.
B. Develop adequate training facilities for all gradéstaff of the mental health

services.
However, at the end of the five years, all theskendit materialise. Presently it can be
said that both Ankaful and Pantang have improved tacilities and increased intake
of trainee psychiatric nurses. However, plannedaegmn of training schools to
allow increased intake is behind schedule becaludelays and lack of resources. For
instance, a government sponsored programme tolfadoctors to obtain diploma in
mental health outside the country to assist inntlamagement of psychiatric cases in
the Regions, has been suspended barely afterktdffoVarious reasons have been
assigned to the suspension including shortage @bdsy and resources.

The number of mental health experts in the coustrgental institutions has never
been fewer relative to the number of mental disardean present (GSS 2003). In
2005 the number of psychiatric consultants andesuns active service was estimated
at three and 156 respectively. Despite the exist@fiche West African Programme
to train psychiatrists it is estimated that onlyegrerson has so far gone through the
programme in Ghana to become a psychiatrist siisc80i years of existence. About
17 psychiatrists have, however passed through tteeaAPsychiatric Hospital in the
last fifteen years to be trained abroad but mamyeh&fused to return. Thus the
precarious human resource situation is also beangpounded by a high attrition of
psychiatric experts for greener pastures abroaapgears, however, that the problem
is a lack of a mental human resources and traisiragegy that clearly defines the
responsibilities for human resource management detwOH, GHS and training
hospitals.

Access to Health Services

Access to health services in Ghana, is definedvasylwithin thirty minute travel
time (by any available means) from a health facilkccording to this definition it is
estimated that only 80% and 37% of the urban aral population respectively live
close to a health facility (Canagarajah and Ye 200Bis compares unfavourably, for
instance, to access ratios in Botswana, where afi# of urban and about 90% of
rural dwellers live within a walking distance ofaath 30 minutes to a health facility
(World Bank, 2001). The proportion of the total ptgiion without access increases
to a little below 50% when the travel time is dadl

Various reasons account for the relatively low lefeaccess to health care in Ghana.
The major reason can be attributed to the low dgns$ihealth facilities in Ghana. On
the whole there are about 2,262 health facilitresGhana which care for a total
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population of about 20 million (table 3). Besid#®ere is a high level of inequality in
the geographical distribution of health facilitiashich gives rise to inequality of
access to health services. The distribution ofthdacilities favours mostly the more
affluent regions in southern Ghana, including G¥eakccra, Ashanti, and Volta
Regions, with the Ashanti alone having about 30%meftotal number of government
run hospitals and the Volta Region also with a paijan share of about 10% of total
population of the nation harbouring about 26% ad thtal number of sub-district
health centres and clinics.

Just as with the distribution of health facilitiegcess to modern health care services
as reflected in population density per facility apgs to favour the more affluent
regions (table 5), which are more or less, at dowehe national average of 11
persons per facility. Another indicator of serviewailability as measured by
population per physician shows a skewed picture2002 the only two teaching
hospitals of the country, located in Accra, theioral capital, and Kumasi, the
regional capital of Ashanti Region, for instanceypdoyed about 503 or more than
40% of the 1,204 publicly funded physicians in Gh&dOH 1999a).
Apart from availability of health services, affoldlity of the services also limits
access considerably. This is no wonder given thatis40% of the total population
of Ghana

Table 5: Selected health indicators on poterai access to health facilities

District ~ Sub-district Total no % of population with
and othe health  of healtr_access to health servicepoverty

Regions hospitals centres/clinicsfacilities Urban Rural incidence
Greater

Accra 22 249 271 94 63 7.3
Western 19 180 199 85 31 24.9
Ashanti 64 226 290 75 48 35.7
Volta 26 450 476 75 51 37.4
Brong Ahafo 23 179 202 76 38 38.8
Eastern 25 128 153 76 45 48.4
Central 14 104 118 75 42 49.7
Northern 13 116 129 50 16 69.1
Upper West 4 51 55 83 14 88.3
Upper East 5 75 80 22 16 89.3
Ghana 215 1758 1973 80 37 42.1

Source MOH (1999b) CWIQ survey and GLSS4, The Healtht&ein Ghana, Facts
and Figures.

are poor and cannot afford their daily bread anthesdew basic needs. This
contributes to limit access as was confirmed itudysby SAPRI (2001) which found
that as high as 71% and 34% of rural and urbanéimlds respectively visit the
health facility only “occasionally” or never at &lecause of high cost of services and
lack of money.
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Source of care for people with mental health probias

Mental health care, unlike physical health servisdree in Ghana. However, many
people in Ghana are said to suffer from mental rdess, but only a few get the

necessary treatment. This is due to, apart fromfabtrs adduced earlier, the fact
that the mental health system in Ghana is highdgrirented, under-resourced, and
chiefly organized around the needs of people watres2 mental disorders. Moreover,
mental patients can seek formal treatment mainlyhnree government psychiatric

institutions comprising the Accra Psychiatry, Pagt@sychiatry and the Ankaful

Psychiatry Hospitals. Following the introduction thie new efforts to decentralise
mental health care, all the regional hospitalssangposed to have psychiatry wings
with at least 10 beds allocated to the treatmenmheftal disorders while all district

hospitals are supposed to have OPDs for psychiadtients. However, due to

resource constraints, most of the identified hadépihave not been able to fulfil this

new directive. Only five regional hospitals inclogiHo, Kumasi, Sunyani, Wa and

Koforidua have established some beds in their ms@ehospitals with the others

providing some beds in medical wards for psychagigtients.

The biggest and most well equipped hospital ofdtwntry, the Korle-Bu Teaching
Hospital in Accra, for instance, has no psychiatnmg. It however, houses a
psychiatry department, purposely for the teachingedical students who opt for the
psychiatry course. The students and full time lexgihave their clinical training at
the Accra Psy-

Box 3
The Community Mental Health Care

Apart from institutional mental health care Ghafgogractises a community mental he
care at the primary health care level. The comrgumiéntal health care is run by commu
psychiatric nurses (CPNS) through community viaitd outreach programmes. The CPNs
assess new cases, review old ones and refer aspajape. They also receive patients, trace thertieéd
homes, educate the families of people with metitsss, the general public, and the security agsnon
mental health. Presently there are about 156 cortynpaychiatry nurses practising psychiatry nursim
about 53 communities where the resources are &lail@he activities of community mental health care
co-ordinated by a Community Psychiatric Unit healdgdhe Ghana Psychiatrist. The community psychi
is placed under the public health services and desmmmunity psychiatry belongs to the Budget Man
ment Centre (BMC) of the public health service. Toenmunity psychiatry in Ghana, however, fac
myriad of problems that range from lack of transgiion means, drugs, human resources, etc. Bel
transcription of a short interview the study contédcwith the national co-ordinator of the Commu
Psychiatric Unit of Ministry of Health:

“We do not have enough vehicles. This resultsenial and lack of access to the vehicles. Somest
community psychiatry nurses go to the field togethi¢h public health nurses. This puts a limitatmmhow
far the community psychiatry nurses can go. We careadily move. Mobility is a problem because ‘®
and mine are different”. Thanks to BasicNeeds NaorthGhana that we are able to carry out most o
activities. When a mentally ill person needs caoavfirent in the northern part of Ghana for instaneeabs
of the lack of vehicle for the CPNs, families oiedlts are advised to hire a vehicle and a CPNIéased t
travel with them to the Psychiatry Hospitals in 8wuth. This is not the best but the situationeigdmd th
control of the community psychiatry services.

“Drugs supply is insufficient and irregular espdlgighe anti-convulsants such as tegretol. Howerrast of
the patients do very well on tegretol. The modesgchotropic drugs such as mocicate (depo) are
expensive. The government is unable to provide gimoMeanwhile it is slow in acting.

ery

“We have a very big problem with human resour@é&® community psychiatry unit has its fair sharehef
brain drain which has affected the country. Numsesnot interested in community psychiatry becahs
community psychiatry nursing course is not cemwifidd. Moreover, there are no regular refre
programmes for community psychiatry nurses. Heneehave resorted to the use of fdcaérsons an
volunteers.

her

“Stationary is insufficient because of lack of mgnWe were relying on donor funds from DANID
1 UNICEF. CRS. ISODEC etc paid to public health. Hgare most of these supports have been withdrz




chiatric Hospital. There is also a handful of ptevalinics which offer mental health
services in Kumasi and Accra but only to a very fetients who can afford the high
costs of treatment. Community based psychosodihiantions are limited in Ghana,
and when available, have been addressed on addses Bhere is also an outreach
programme which radiates from nearest districtlifaaes for the districts without
community psychiatric personnel. However, due tubfgms faced by the community
psychiatry nursing unit (see box 3), the distriate witnessing a rapid decline in
psychiatric services. The situation is acute in niogthern sector of Ghana, where
health care facilities are severely affected by lat competent psychiatric experts
(see table 6). As can be deduced from table 6\Wheegional hospital, for instance,
has only one psychiatric nurse and no trained Ratrcdt.

It discerns from the above sections that the mdmdalth care system in Ghana is less
organised and this makes it difficult for one taide a good picture of the mental
health situatiorandsourcesf care.Indeedthereis evena considerableincertaintyin

the estimates of prevalence of mental disorders in magyons. These limitations
can be attributed to inadequacies in hospital d=tpturing and self-reporting
instruments for classifying mental health symptoimsa comparable way across
populations, and limitations in the information gafle to classify the severity of
disabling symptoms of mental health conditions.

Table 6: MENTAL HEALTH FACILITIES AND PERSONNEL IN THE THREE
NORTHERN REGIONS

REGION DISTRICT LOCATION NO. OF PSYCHIATRIC
STAFF/Volunteers
Northern Tamale Ti Sampaa (Old 3 Psychiatric Nurses
Hospital)
Karaga 1 Psychiatric Nurse
West Mamprusi 1 Psychiatric Nurse
Yendi Yendi Hospital 1 Psychiatric Nurse
Saboba/Chereponi Saboba Hospital 1 Psychiatric Nurse
(Saboba)
East Gonja Salaga Hospital 1 Psychiatric Nurse
(General Nurse Volunteer)
Upper Bolgatanga Bolga Hospital 2 Psychiatric Nurses’
East®
Bawku Bawku Hospital 4 Psychiatric Nurses
Zebilla 1 psychiatric Nurse
Garu/Tempane Garu 1 Psychiatric Nurse
Kassena-Nankana Navrongo Hospital | 1 Psychiatric Nurses
Upper Wa Wa hospital 1 Psychiatric Nurse
West Lawra® Lawra Hospital 1 Psychiatric Nurse

5 There are 26 health centres in the region. N@eeate mental health services except outreacheslgothe
psychiatric nurses in those regions or districts.
" One is due for retirement in two years time
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| | Nadowli | Nadowli Hospital | 1 Psychiatric Nurse |
Source: Yaro et.al, 2005

We present a list of the top ten causes of adnmisgito the Accra Psychiatric
Hospital in table 7. Using the relative shares afises of admissions as proxies for
prevalence rates of mental disorders in Ghananittisus be said that schizophrenia is
the leading cause of mental disorders in Ghanas Ehin contrast with the major
causes of mental disorders in developed counig4@ 2001).

Just like in many developing countries traditioaatl faith healers also form another
major source of care for people with mental hephtblems in Ghana. The country
does not have reliable data to facilitate a godanese of the proportion of mental

health patients handled by them. However, givennigespread nature of prayer and
healer camps, spiritual sanctuaries, etc., in thenty, their high patronage by

especially women and those with little educationpted with the widespread believe
that mental

Table 7

Top Ten Causes of Admissions into Accra Psychiatidospital

No Diseases Male Female Total Percent

1 Schizophrenia 366 283 649 19.70

2 Depression 114 238 352 10.68
Manic Dep.

3 Pshchiatry 134 151 285 8.65

4 Sustance Abuse 256 19 275 8.35

5 Acute Org'. Psych. 159 115 274 8.32

6 Schizo. Aff. Dis. 149 120 269 8.16

7 Alcoholism 200 20 220 6.68

8 Hypomania 123 95 218 6.62

9 Epilepsy 95 104 199 6.04

10 Dementia 47 69 116 3.52
Sub-total 1,643 1,21¢ 2,857 86.71
Others 222 216 438 13.29
Total 1,865 1,43( 3,295 100.0(

SourceAccra Psychiatric Hospital

illness is a spiritual curse, it can be said thattraditional and faith healers cater for
the largest proportion of the mentally ill in theuotry. This observation is
empirically confirmed by Saeed et al (2000), whand 61% of attendants at faith
healers in Pakistan to suffer a mental disorders Ty be another explanation for
low treatment rates in some medical settings, hedview of many that the majority
of persons with mental disorders in developing ¢oes go untreated (e.g. Andrews
et al, 2001).

Access to Mental health Service

As mentioned above there are only three psychiatrgpitals in Ghana. These are,
however, concentrated only in the South of Ghananily three regions of the ten

8 There are 10 clinics. 8 of these give out only apileptic drugs because they are not trainedayric nurses.
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regions in Ghana. Also, only five of the regionalspitals have psychiatric wings.
There are also a few private clinics in a few urlsantres which offer out-patient
neurological services in the country. For most pediging in about 80% of Ghana'’s
geographical space, they may have to travel nat tlesn five hours and also incur
high economic costs in order to access orthodox @nger psychiatric care. The
majority of mental health care services are offdrgdraditional and faith healers.

The few treatment places for mental disorders iar@hputs a considerable stress on
the mental health care system in Ghana. The Aceatd Hospital, for instance, was
originally built to cater for only 200 inmates amas later expanded to 600, but now
houses over 1000 patients. Pantang Hospital ptgseaters for over 500 patients. In
spite of the paucity of data in the country, whildes not permit a reliable estimate of
mental health care access rates, it can be saicatitass to mental health care in
Ghana, like in most developing countries, remaimscaeptably low.

The relatively low access rates to mental healtie aa Ghana are reflected in the
psychiatric beds/patients ratios in the psychidtaspitals or general hospitals per
10,000 population as in table 8. Another indicatbthe low access ratios to mental
health care in Ghana is underscored by the relgtiviggh mental patient-mental-

doctor ratio.

Table 8 Psychiatric Bedsid Professionals
South
Ghana Africa USA Netherlands
Total Psychiatric Beds per 10,000 population 103 54 77 18.7
Psychiatric Beds in mental hospitals per 10,000
population 1 4 3.1 15.4
Psychiatric Beds in general hospitals per 10,000
population 0.01 0.38 1.3 1
Psychiatric Beds in other settings per 10,000
population 0.2 0.12 3.3 2.3
Number of Psychiatrists per 100,000 population 0.08 1.2 13.7 9
Number of Neurosurgeons per 100,000 population 0.010.3 1.6 1
Number of Psychiatric Nurses per 100,000 population 2 7.5 6.5 99
Number of Neurologists per 100,000 population 0.01 0.3 4.5 3.7
Number of Psychologists per 100,000 population 0.04 4 31.1 28
Number of Social Workers per 100,000 population 30.0 20 35.5 176

Source: WHO, Mental Health Atlas 2005, Geneva, 2005

According to a publication in the Peoples Daily @v@ of May 22, 2006 edition, out
of the five consultant psychiatrists for the Acé&sychiatric Hospital, only one is in
active service. Three of them had already retined \@ere offering only supporting
services on contract on part time basis, whilst ohéghem had gone for further
studies.
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According to the WHO estimates, the ratios of psfrists and neurosurgeons per
100,000 population are about 0.08 or 0.01 respelgtid®?’HO 2005). The situation
seems to be compounded by serious shortage of pdiesrand nurses in the mental
health institutions. According to latest WHO estiesa the ratios of psychiatric
nurses, social workers and psychologists to 100ga@lation are about 2, 0.04 and
0.04 respectively. The situation seems to have enad in the face of the recent
increased out migration of Ghanaian nurses into ithdustrialised countries.
According to a recent outcry of the Acting GhanaeChPsychiatrist, Dr. Akwasi
Oseil, as published in the People Daily Graphic afyM2, 2006 edition, the country
presently is able to meet only 25% of its requine@d of 2000 psychiatric nurses.
Even the Accra Psychiatry Hospital, which has aebdabour attraction because of
its location in the capital city of Ghana, has oaly67% of its 600 required nursing
staff fulfilled.

In summary it can be said that access to mentdihhservices in Ghana is not only
considerably limited by the limited number of seevdelivery points, but also by the
very limited number of treating experts includirgyphiatric doctors and nurses.

Treatment Gap

The relationship between mental and physical haslttery close, even though these
two vital strands of life are likely to be the réisof a complex interaction between
biological, psychological and social factors. Hoegwthere exists a large treatment
gap for most mental disorders as compared to phlysiealth in most countries.
Despite the fact that mental disorders affect adlieties and individuals at all ages
and have a very high negative socio-economic immactthe quality of life of
individuals and families, only a small minority alf those presently affected receive
any treatment.

World wide it is estimated that some 450 millioropke suffer from a mental or beha-
vioural disorder with around 0.3-1.5% of the aqudpulation suffering from a severe
and enduring mental iliness, yet only a small migasf them receive even the most
basic treatment producing a large treatment gapgshana, similar to many other
developing countries, mental health care prograntmge a low priority with service
provision available in only a small number of itgions that are usually
overcrowded, understaffed, financially under-resedrand inefficient. The treatment
gap is particularly high for the poor in the popida and also women who carry the
burden of responsibility associated with being 8iwaothers, educators and carers of
others.

The treatment gap manifests itself in various sbapeluding discrimination in the
allocation of human and material resources, drugs iafrastructure by the MOH.
The Psychiatric Hospitals in the country, for imet®, do not have proper outpatient
department and any recovery ward at all. All thetifations face serious congestion
of patients. The few available beds do not haveqaale beddings — mattresses,
blankets and bed sheets, leaving many patieniseép sn the bare floor (see plate 1).
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They also lack modern and adequate equipment icedé¢the quality service. Electro-
encephalograph (EEG) machines for tests on the larad electro-convulsive therapy
machines for treating cases of severe depress@madequate, old or non-existing.
A major concern remains the lack of adequate aopesty trained psychiatric human
resources. A recent baseline study of the mentdthhsector by ‘BasicNeeds’ (Yaro
et al., 2005) counted a total of 15 Consultant Risyrists out of which only 4 are in
active service and 156 community psychiatric nunséle whole country.

In the view of health experts a public health apploto mental health care appears to
be the most appropriate method of response to indistarders (Box 4), considering
the sheer magnitude of its problem, its multifadedetiology, its widespread stigma
and discrimination (WHO 2001). Yet the Ministry Biiealth has separated mental
health care from public health and placed it in @gtganizational chart under
institutional care and at a level below public tigakuggesting an apparent lower
priority and status as compared to public health.

Box 4 Appropriate Care for Mental disorders

Appropriate care for mental and behavioural diseyddould normally consist
interventions in the areas of prevention, treatmamd rehabilitation. In thi
direction prevention and early intervention effofés children and adolescen
can be critical for promoting social and emotiodalvelopment and preventi
mental disorders. In fact, the precursors for madylt mental disorders can ife
found in childhood. For this reason mental heattrean developed countries h§s
developed new approaches like the System of CatleeitJS, which is a widel
accepted framework with more emphasis on implemgntiental health servic
and supports for children, youth and their families

Burden of Mental Disorders

Available data shows that morbidity pattern or temce of diseases has remained
fairly constant over the years in Ghana, in spitenprovements in health care, with
the country demonstrating a high preponderance avfincunicable preventable
diseases, under-nutrition, and poor reproductivalthe Adams and others (2001)
report the top ten causes of out-patient morbidity2000 as 1) malaria; 2) upper
respiratory tract infection; 3) diarrhoea diseasBsskin diseases; 5) accidents; 6)
pregnancy related complications; 7) eye infectio3; intestinal worms; 9)
hypertension; and 10) anaemia. Other epidemics sscherebrospinal meningitis
(CSM), guinea worm, buruli ulcer, yellow fever anbolera still occur. Although
there have been improvements in the control andetaédication of diseases like

 BasicNeeds found in their study (2005) that decand nurses are not interested in working wétfchiatric
hospitals. “This is because they see psychiatryinahcially attractive, there are no incentivess ifull of risks, it
is very stressful, and it is scorned with stigmetifan and discrimination from all angles. Besidbsre seems to
be no prospect of progression, particularly amdwgriursing groups. While other disciplines are giwgetting
opportunities for self development, such programofeself development seems to be alien to mentatine
Donors and philanthropists are always pumping mamieyother disciplines except mental health.”
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Oncocerciasis, polio, leprosy, chicken pox, ettrecent years the emergence and/or
re-emergence of diseases such as the HIV/AIDS neertaberculosis, buruli ulcer
and filariasis as well as some non-communicableasdiss including cardiovascular
diseases (CVDs), cancers and diabetes are incgbasimeatening the gains in life
expectancy.

In terms of disease burden by mortality and DALYippestimates for Ghana show
HIV/ AIDS, prenatal conditions and malaria to becmg the top list reported diseases
(see table 9). Mental disorders despite its higlv@lence in Ghana do not feature in
the list of reported diseases at all. This evidebirgs to the fore, the biases in
favour of physical diseases in the monitoring ofaltie indicators in health
information and reporting systems in Ghana. Thisstmakes mental health one of
the silent but growing illnesses and one of thestldalked about health issues in
Ghana.

However, neuropsychiatric disorders are slowly b&og leading causes of disease
burden worldwide (see table 10). It is estimateat flve of the ten leading causes of
disability worldwide are mental disorders, comprisimajor depression, alcohol use,
bipolar disorder, schizophrenia and obsessive ctsivau disorder. By 2020
depression, as predicted by Murray and Lopez (1996)Id become the second most
important cause of disability in the world and pbly also in Ghana. Worldwide
about 12% of the global burden of disease in 1998s wvattributable to
neuropsychiatric conditions, with these conditiaesounting for about 4.3% of the
African continent’s total disease

Table 9; Burden of disease in terms of DALY and Moaotality: prior

estimates for Ghana, 2000

%

. % Total
Rank Mortality (deaths) total Rank Burden (DALYS)
DALYs
deaths
1 HIV/AIDS 13.7 1 HIV/AIDS 12.5
2 Perinatal conditions 8.3 2 Perinatal condi 9.5
3 Malaria 6.9 3 Malaria 7.7
4 Measles 6.2 4 Measles 6.8
5 !_owe_r respiratory 57 5 !_owe_r respiratory 45
infections infections
6 Ischaemic heart disease 5.6 6 Tuberculosis 4.0
7  Tuberculosis 5.1 7 Diarrhoeal diseases 3.1
8 C_erebrovascular 47 8 U_nlpolar depressive 20
disease disorders
9 Diarrhoeal diseases 36 9 Road traffic accidents 1.9
10 Road traffic accidents 1.9 10 Violence 1.8

Source: Global Programme on Evidence for Healtiicl? (WHO
2002)

burden (WHO 1999). This total burden in terms cfathility-adjusted life-years lost
to
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mental illness is expected to rise to 15% by 20@MHQ 2003).These identified

mental disorders accounted for 28.5% of all disédsl worldwide ranging from 47%

in established market economies, such as the USMitates, to 16% in low income
African countries such as Ghana in 1998. Partibylgoung adults seem to be very
much afflicted by neuro-psychiatric disorders whiabcount for four of the ten

leading causes of

Table 10; Ranks of selected conditions among cses of disease burden, 1998
Rank in cause-list

Disease or injury World High income Low and middle
countries income countries

Unipolar major depression 4 2 4

Alcohol dependence 17 4 20

Bipolar disorder 18 14 19

Psychoses 22 12 24

Obsessive-compulsive disorder 28 18 27

Dementia 33 9 41

Drug dependence 41 17 45

Panic disorder 44 29 48

Epilepsy 47 34 46

Source: WHO 2001

disease burden of the group aged between 15-44 y®hrray and Lopez 1996;
Ustun 1999). In low and middle income countrieswimich Ghana finds itself, one
out of every ten DALYs is estimated to be lost teearopsychiatric condition. Latest
available data, which uses much improved classdigasystems, estimates a 12
month prevalence rate in the order of 20-25% oélt@ALYs (Whiteford et al.,
2001).

In 1998, 10.5% of DALYSs, lost in low/medium incoraeuntries, were estimated to
be due to neuropsychiatric conditions (WHO 1999ck_of reliable data does not
permit an accurate estimation of the DALY for Ghamat anecdotal evidence
suggests a high prevalence rate of mental disqrdéiish constitute a major cause of
disability in the country. Available statistics tae three psychiatric hospitals in the
country, for instance, show very high OPD attendant mental health related
disorders, comparable to malaria OPD attenddneports at the biggest and best
equipped hospitals in the country, such as thedborlTeaching Hospital. Figure 2,
for instance, shows the rapid increases in OPD loasts at the Accra and Ankaful
Psychiatric Hospitals. Between 1995 - 2005 totahber of OPD cases in Ankaful,
for example, rose by more than 291%, whilst thaAofra rose by more than 35%
between 1999 — 2005.

Fig. 2
OPD Attendances at Accra and Ankaful Psychiatric Hgpitals, 1995 - 2005

10 Malaria is estimated to account for almost 44%llcOPD visits in Ghana’s health facilities (Appi-Kubi
2003).
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Even though the number of reported new cases ofahdisorders at the OPD in the
three psychiatry hospitals appears to stagnatedesiv2003 and 2005, the long-run
picture depicts an upward increasing trend. Frobtetd 1, for instance, it can be
calculated that total number of admissions in thesspitals increased from 6,008 in
2003 to 9,558 in 2004 before dropping to 6,454 =2 There have not been any
scientific studies yet to estimate the proportibthe Ghanaian population that suffer
from mental disorders. However, using world wideneates of people suffering from
mental disorders of the World Health Organizatig¥HO) in 2001, it is possible to
estimate the total number of people suffering freamous mental illnesses in Ghana
with

Table 11  Annual Reported Mental Health Cases aPsychiatric Hospitals in
Ghana

Accra | Ankaful Pantang
OPD Visits 2003 2004 2005 2003 20p4 2005 2003 2002005
New Cases 5584 5,345 4,154 5784 6,042 632628 2,559 2,409

Old Cases 34,177 35,907 40,022,526| 27,526 28,774 9,830 11,154 10,476
Total Admissions 3,295 6,551 3,597 1,783 1,917 3,[741107| 1,090 1,114
Total OPD Visits 39,761 41,252 44,211 27,3B3,568| 35,090 12,378 13,713 12,885

Source Ministry of Health: Institutional Care Unit
a population of 20,000,000 to be approximately @,000 including about 200,000
severe mental ill patients.

The consequences of mental illness on the indiVidaaily and community as a
whole have social and economic aspects. Informatiocumented by BasicNeeds
Accra in the forms of life stories and community psy¢hiaurses/volunteers field
visit reports reveal that, though treatment forgleavith mental illness is free at the
psychiatry hospitals and poly-clinics, constanhs$gort cost to these facilities is a
problem to many since some of them cannot use dh@al public transport system
but have to charter taxis. In addition, the expengisychotropic drugs are not
provided in these health institutions. When a patie put on such drugs, it brings

1 From BasicNeeds Life Story Files, September 2006
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untold hardships on their families. Some carersltiaweduce their scale of work and
in extreme cases, stop it all together in ordggrtavide care for mentally ill relatives.

Because of the stigma associated with mental Blnesme mentally ill people loss
their spouses and this worsens their burdens.

Contrary to the situation prevailing in the develdpcountries more males than
females seem to suffer from mental disorders inM@h@VHO 2004). Thus the

number of male admissions in the psychiatric ingths in the country tends to be
considerably higher than that of females (figure/3tlose look at the available data
reveals that males tend to suffer more from schigama, substance and alcohol
abuse, and mania, whilst females tend to suffererfram depression, epilepsy, and
affective disorder. This aspect seems to conformh wiorld wide trends of gender

disparities in mental diseases (Piccinelli & Hom&97).

Fig. 3 Admissions in Accra and Ankaful PsychiatHospitals according to Sex,
1999-2005
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In terms of age, the majority of psychiatric patsetend to be between the prime age
of 15 and 44 years. As can be seen in figure 4tali®8% of the psychological cases
seen in the OPD of Pantang Hospital, including aed old cases, during 2005 were
between 15 and 44. Indeed the age group of 25 dngk&rs appears to be highly
vulnerable to mental diseases in Ghana. Almost 8d%the OPD patients seen in
2005, for instance, were between 25 and 34 yeapsveMer, there appears to be
recorded increases in mental illness, especialtypray older female groups aged
above 35 years. This phenomenon has been attritatedrious factors including
rising gains in life expectancies, which may inseedhe number of older persons
suffering from depression. Rapid urbanization, totsf disasters and stressful
macroeconomic adjustments have also been seenato gplmajor role for the
increasing numbers of the aged who suffer from aleliness.

Fig. 4 Age Composition of Admitted Patients at Ratang Psychiatric
Hospital, 2005
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Chapter 3
FINANCING MENTAL HEALTH CARE IN GHANA
Patterns of Health Care Finance

This section provides a conceptual introductiokey issues related to mental health
care financing. It begins by describing the healtine financing context in which
mental health care is embedded, so as to illusttaelevel of current available
resources and how they are utilised. The main ssuof health care financing in
Ghana include largely public resources, financradts, internally generated funds,
foreign and donor funding Other sources of fundimgt have emerged over the last
two years include also HIPC and health insurance.

In 2003 the Ministry of Health recorded a totaladfout ¢2,115.87 billion cedis in

gross revenue for the financing of health careisesvin Ghana. This shows a
massive nominal increase of about 55% comparelatoof ¢1,365.2 billion cedis for

2002. Out of the total available finance for thealtte sector in 2003, government
budgetary allocations accounted for about 47% {able 12), which represents the
greatest share of total money that go to finan@tiheare spending in Ghana. The
second largest source of health care finance cdraes contributions from donors

and NGOs, which accounted for about 26.95% of toéakenue for health care

spending in 2003. User fees and other internallyeggted funds from the sale of
drugs and other charges produced about 13% offtetdth care finance in 2003.

Table 12 Health Sector Revenue (1999-2003) (inlmh cedis)

1999 2000 2001 2002 2003
Amoun

Amount | % Amount % Amount % t % Amount | %
Government| 238.20 55.54 366.58 49.14  444(57 548.3%62.26 | 48.51| 986.00 4660
Financial
Credits 27.80 6.49 31.70 4.25 13.42 1.4p 142{9%50.47 | 166.08 7.85
IGF 50.70 11.83 81.70 10.9% 135.85 147 196|904.42 264.70 12.31
Donors 104.90 2448 230.40 30.89 32564 35/463.09 | 26.60| 570.30 26.p5
HIPC Funds| n/a 0.00 n/a 0.00 n/a 0.00 n/a 0.0068.80 3.25
Others/DACFK 6.90 1.61 35.60 4,77 n/a 0.00 n/a 0.00 60.002.84
Total 428.5 100 745.98 100 919.48 100 1,36b.2 100 11587 | 100

Source: MoH financial statement and 2003 annuaéveymain) report.

It appears that government budgetary allocationghéohealth sector has enjoyed
tremendous increases in nominal terms, increasind. 15,621 times from ¢18.3
million in 1961 to ¢2,115.87 billion in 2003 in namal terms. However, these
allocations appear to have stagnated relativettd gmvernment expenditure as well
as in real terms over the years (see also SAPR1,208vy et. al 1995). As can be
deduced from figure 5, after rising successivelyhia sixties to reach a peak level of
9.13% of total government health expenditure in 49the government health

-35-



expenditure ratio experienced downward trend toahibw level of 4.26% in 1983
before increasing to a level of 9.80% in 2003.
Fig. 5 Comparison of Selected Health Indicators ovedime, 1961-2003
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In real terms government allocations to the hesdittor appear to have fallen succes-
sively since independence. Using a time seriesatiefl to measure the real value of
fiscal resource allocations to the health sectah %093 as the base, the real value of
budgetary allocations has over the period declineth an index of over 141 in 1975
to 119.80 in 2004. This underscores not only tleel@guacy of funding health care in
Ghana, but also the fact that the available inaaqresources have also declined in
real terms over time. This decline can also be seethe large fall in per capita
government allocation to the health sector in #w tecade from $10.16 in 1978 to
about $7.4 in 2003 (MOH 2003). It is within thisntext of declining availability of
real resources that mental health care financirighana should be situated.

Resources and Funding for Mental Health in Ghana

Mental health care financing in Ghana is embeddedverall Ghana government’'s
health care financing system. Resources and funidingnental health come from
sources similar to overall health care financind eonsist of government allocations,
financial credits, internally generated funds, fgneand donor funding and others.
Foreign and donor pooled funds account for theelsirghare of resources available to
the three psychiatric institutions in Ghana, aneirtinelative share ranged between
68% and 91% of resources available to the mentspitads between 2001 and 2005
respectively. In 2005, for instance, this sourcefwiding for the mental health
institutions accounted for over 91% of all resosragailable to these institutions.

Following this with a wide distance are governmiemtigetary allocations. Internally
generated funds (IGF) account for an insignifiq@fout 5%) portion of all resources
available to mental health institutions in the doynunlike the other health facilities
in Ghana where IGF accounts for almost 12% on aeesince 2000. This is due to
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the fact that mental health care is free in Ghamal only out-patients who utilise
services other than mental health related medealices pay for consultation and
drugs received. This occurs mostly in Pantang anklaful institutions, where out-
patient services to the surrounding villagers whibes from illness other than mental
disorders are also offered.

In nominal terms the resources available to finammntal health care have risen
substantially but appear to have declined in rehs just like the overall budgetary
allocation at the disposal of the whole health@ert Ghana. This decline is partly
due to the declining total real resources availabléinance general health care in
Ghana. Also the decline can be attributed to tloe #aat government has virtually
stopped any capital repair and expansion workfienAccra Psychiatric hospital, on
grounds that it intends to relocate it to a différplace. Another source of finance
which does not feature in table 13 but can be erpeto play a major role in mental
health care financing in Ghana in the near futigr¢he risk pooling health insurance
system, which has been introduced in Ghana sin@8.20

Table 13 Sources of Funding to the Health sectond the Mental Health Sector

2001 2002 2003 2004 2005

Total | Mental| Total| Mental| Tota] Menta Total MehtaTotal | Mental
GOG 48.35| 11.122 4851 27.34 46,6 19.8132 46.1 8.347.82| 6.72
Financial Credits 1.46 n/a 10.47 nla 7.85 nal| 2 3] nla 1.1 n/a
IGF 14.77| 5.2 14.42 4.39 12.51 452 14109 5.3 15.022
Donors 35.42| 83.68| 26. 6827 26095 75.67 31.02.6 86| 29.87| 89.08
HIPC Funds* n/a n/a n/a n/a 3.2b n/a 4.2 n/a 5.1 n/a
Others/DACF n/a n/a n/a n/a 2.84 n/a 1.89 n/a 1.09 n/a
Total 100 100 100 100 100 100 100 100 100 100.02

* = HIPC Funds for Mental Hospitals are includaddOG
Source:The Three Psychiatric Hospitals

A close look at the projected budgetary ceiliigsf the Ministry of Health for the

year 2004 as represented in table 14 shows thapshehiatric hospitals received
about ¢42.55 billion, or a little below 3% of thaal budget ceilings of the Ministry
of Health®. In terms of line items the ceilings for the psgttic hospitals for

expenditure on salaries, administration, and imaest accounted for about 1.07%,
5.07% and 3.48% respectively, whilst services actalifor about 6.2% of the total
budget of the Ministry of Health in the same ydamust be pointed out that the
actual finances released for spending are alsoyalM@wver than these budgetary
ceilings used in preparing the annual budget. Tdueording to estimates of WHO

12" The total budgetary allocations available toMigistry of Health and thus mental health care baranalysed
using the total resource envelope. In 2004 thesptimns for the resource envelope of ¢2.434.8ibhillvas larger
than the budget ceiling of ¢1,449 hillion becausehiudget ceiling excluded expected inflows frork JEIPC
and earmarked funds from Development Partners fmlikinto the Health Fund.

13 The percentage of the Ministry of Health resesrallocated to mental health care falls to 1.75%ei
allocations are based on available resource engelop
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(2005) the country spent about 0.5% of its totallthebudget on institutional mental

health care in 2004

The psychiatric care is under the Ghana Health iS&3v(GHS). Relative to the

projected total budget ceilings of the GHS, thecpstric hospitals received an

equivalence of about 7% of the total budget ceibhghe GHS (table 15). However

for policy and

Table 14 Allocation of Health Budget Ceilings by Leel and Line Items
- (Per cent, 2004)

Items  Salaries Admin  Service Invest-
TOTAL HEALTH Total 2&3 ment
2&3 1 2 3 4

Ministry of Health HQ 39.69 11.13 58.01 15.59 8.61 27.71
Training Institutions total 4.70 5.91 2.67 5.44 1B 13.65
Ghana Health Service -GHS 44.10 68.89 31.77 62.0772.75 30.48

G.H.S. Head Quarters 3.14 7.46 0.69 9.70 06.2 2.77

Psychiatric Hospitals 2.94 5.95 1.07 5.07 456. 3.69

Regional Health Service 6.48 9.02 5.16 8.57 9.27 5.42

District Health Service 31.55 46.45 24.83 738. 50.82 18.59
Subvented organizations 1.86 2.81 1.04 3.60 2.37 3.66
Innovations' Fund 0.10 0.29 0.00 0.27 0.30 0.00
Civil Servants' Exemption 0.48 1.44 0.00 3.99 00.0 0.00
Teaching Hospitals 9.07 9.53 6.51 9.05 9.80 24.50
TOTAL HEALTH 100 100 100 100 100 100

Source:Ministry of Health, The Ghana Health Sector 20@/AP 2005

management considerations, a number of allocatiterejed special components,
have been centralized to facilitate budget impleaien. These special components
include allocations for exemptions, deprivationlof@ships, ADHA, training and
conferences,

Table 15 Budgetary Allocation of Ghana Healthv&®ers by Level and Line Items -
(Per cent, 2004)

ltems Salaries Admin  Service Invest-
TOTAL HEALTH Total 2&3 ment
2&3 1 2 3 4

Ghana Health Service —

Percent of MOH 44.10 68.89 31.77 62.07 72.75 30.48
G.H.S. Head Quarters 7.13 10.84 2.19 1563 .528 9.09
Psychiatric Hospitals 6.66 8.64 3.38 8.17 878. 12.12
Regional Health Service 14.69 13.09 16.25 .8a3 12.75 17.79
District Health Service 71.53 67.43 78.18 462, 69.86 61.00

TOTAL GHS 100.00 100.00 100.00 100.00 100.00 100.00

Source:Ministry of Health, the Ghana Health Sector 20@/AP 2005

and psychotropic drugs. Table 16 shows the pravssfor special components of the
budget, which include withheld provisions for psgtbpic drug supplies. On the

141t must, however, be pointed out that the acimial operational budget of the GHS for mentallthezare is
very difficult to estimate, since some of the fuos of mental health care are now integrated timoprimary
care system.
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basis of these provisions it can be estimatedpbigthotropic drug supplies from the
GHS account for about 16% of the total budget efghkychiatric hospitals.

By various indications, mental health care remaing of the under-funded areas in
Ghana’s social sector, because it does not retkes@ecessary attention in terms of
resources that is commensurate to the relativeenuad the illness on the economy
and society as a whole. This can be evidenced éydbular cries for help in the
media and newspapers since the beginning of the y&sspite the high socio-
economic costs of mental disorders in countries (Bhana, equivalent to 1-4% of
GDP in lost productivity

Table 16 Special Pooled Components bketBudget Ceilings

Special area Amount Percent Where lodged
(billion cedi)

Recruitment into the sector 8.53 L35 Office of Minister
Overseas conferences 6 095 Office of Minister
ADHA 464.39 73.70 Office of the C.D.
Trainees (NTCs etc.) 20 317 HRD of MoH
Cuban Doctors (Travel & hotel) 11 1.75 Office of CD
Cuban Doctors (subsistence) 0.5 0.0g Office of D. G, GHS
Fellowships (all sector) 20 317 HRD of MoH
Procurement 4 0.63 Procurement directorate
Sch of Allied Health Sc 0.7 0.11 Training Institutions
Post Grad. College 0.2 0.03 Training Institutions
“Various initiatives” 0.15 0.02 Office of D. G, GHS
Deprived area incentives 36 571 Office of D. G, GHS
Emergency preparedness 0.5 008 PHD, GHS
Emergency preparedness 4.6 0.73 Off. of the Minister
Dental and Eye Specialist outreach 1 0.16 ICD, GHS
Contraceptive initiative 25 0.40 PHD, GHS
HIV/AIDS 0.5 0.08 PHD, GHS
For EPI 9.65 153 PHD, GHS
For EPI 6.85 1.09 PHD, GHS
Exemptions 26 4.13 Office of DG,GHS
Specialist outreach services 0.4 006 |-C.D,GHS
For deprivation 1.85 0.29 Accra Psych. hosp
For deprivation 1 0.16 Pantang Psych. hosp
For deprivation 0.8 0.13 Ankaful Psych. hosp
Psychotropic drugs 1.2 0.19 Accra Psych. hosp
Psychotropic drugs 1 0.16 Pantang Psych. hosp
Psychotropic drugs 0.8 0.13 Ankaful Psych. hosp
Total 630.12 100.00

Source:Ministry of Health, the Ghana Health Sector 20@/\P 2005
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and other social coststhe country spends probably less than 0.02% oéritsual
total output on it.

Poverty, Mental Health and Access to Treatment

Poverty influences mental iliness through its intpat the social, psychological and
biological factors of mental disorders. Life evesigh as threat of loss or actual loss,
such as the death of a family member, marital sejosy, maternal deprivation, or
loss of employment, have been shown to clusterbdfe onset of mental illness and
also to influence the course of illness in bothaleped and developing countries
(e.g. Hussain et al 2000). In terms of accessdatinent poverty poses the biggest
challenge. Worldwide access of the poor to socedvises like health care,
particularly, in developing countries, is relatiwébwer than the less poor. Hence this
section attempts to provide evidence of the infbeeof poverty on mental health.

There appears to be a direct link between povengmntal disorder and low level

access to treatment particularly in developing toes (Saraceno and Barbui, 1997,
Jenkinset al 2004). Surveys in Brazil, Zimbabwe, India and €m#veal a consistent

relationship between poverty and common mentalrdess (Patel et al 1999). The
surveys also show close associations of high teegbence of common mental dis-
orders with indicators of impoverishment as measurg hunger, level of debt and

education. Similarly in Indonesia, lower rates afpression and other common
mental disorders are found to be related to hidgnels of education and access to
amenities such as electricity. For instance, inig?ak poverty has been found to be
firmly related with mental illness (Mumford et a®97). This association applied to
communities as well as individuals. A study by Babtal (1992) also found close

associations as applied to communities, with lgaxgir villages having common

mental disorder rates of 28% compared with 13%@léss developed villages.

The above mentioned evidence of a direct relatipnsktween poverty and mental
disorders are consistent with available informatimm Ghana (GLSS 4) that the
proportion of people who consult a doctor or viig hospital when sick or injured
increases overall with the standard of living. Tneportions of people who consult a
doctor or pharmacist when ill or injured are muaghler in urban areas than rural
areas, even within the same quintile groups. Inrthal areas, for instance, the
proportions consulting a doctor or pharmacist ia ighest quintile (27%) are more
than three times higher than those in the lowesttitps (8%), whilst in the urban

areas the highest quintile (52%) are twice as haglhe lowest quintile (27%) (GSS
2000). These findings also seem to be confirmedrbpirical evidence in Ghana that
the poor and the deprived have a higher preval@icenental and behavioural
disorders, including substance use disorders. darksd Dua (1996), for instance, in
a study of female mental patients found the majmitpatients to be between 20-40
years of age, married with 5-8 children but withopdinancial support from

husbands, limited education and limited employmepportunities. According to

WHO these conditions tend to produce high causatfodisorders among the poor

15 http://www.euractiv.com/en/health/health-expiamg-economy/article-153271
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and the drift of the mentally ill into poverty. Thater-linkages between gender,
mental health, social position and barely sustdenaticome levels despite heavy
work have been illustrated in a study in the Voéigion of Ghana. Avotri & Walters,
(1999) found that the combination of financial iogety and financial and emotional
responsibility for children, together with heavy nkloads, a sense of work being
compulsory and a gender division of labour exackedieavy toll on women’s
emotional health.

Economic and Social Costs of Mental Disorders

Mental health is embedded within social and socimremic relationships and so
also are the risk factors such as unemploymengavement, financial strain and long
-term caring across the life cycle and especiallylater life. The enormity and
prolonged treatment nature of mental disorders ntiadie economic and social costs
staggeringly highf. These costs, consisting of direct and indireadéens, fall on
individual patients and their carers or familidse tgovernment, and/or the whole
society. In fact, recent studies conducted in italized countries show that the
aggregate social cost of adverse consequences wofalmdisorders is enormous,
ranging from 1% to 4% of gross domestic product EaDFor instance, the economic
costs of direct treatment of mental disorders range the equivalence of US$148
billion annually or 2.5% of GDP in the USA and abdi¥7 billion annually in
England (NIAMH 2004). These direct economic costs mostly driven by service
utilisation. For the UK and US, Bertet al (2000) have found for depression that
hospitalisation accounts for around half the totathe UK and three-quarters in the
US. The few available studies such as that fromeQieiveals high direct economic
treatment costs (US$74 million) equivalent to lodlthe mental health budget (Araya
et al 2001). In Ghana, a cursory ballpark estimate ef ptential direct resource
needs for treatment of mental health patients cbalgut at about 0.05% of the total
GDP of the country.

In addition to the direct treatment costs are thdirect economic costs which
emanate from lost earnings and productivity of rakepatients, their carers or family
members’ inability to work. Studies in the USA atie UK, for instance, put the
indirect costs three times and nearly six timepeesvely higher than the direct

16 WHO lists some of the specific economic and alombsts to include:
1. lost production from premature deaths caused idmi{generally equivalent to, and in some coustrie
greater, than deaths from road traffic accidents);
2. lost production from people with mental illness wdre unable to work, in the short, medium or long
term;
lost productivity from family members caring foretmentally-ill person;
reduced productivity from people being ill whilevedrk;
cost of accidents by people who are psychologiaifijurbed, especially dangerous in people likiatra
drivers, airline pilots, factory workers;
6. supporting dependents of the mentally ill person;
direct and indirect financial costs for familiesiog for the mentally-ill person;
unemployment, alienation, and crime in young peegiese childhood problems, e.g., depression,
behaviour disorder, were not sufficiently well aglsked for them to benefit fully from the education
available;
9. poor cognitive development in the children of méntd parents, and the emotional burden and
diminished quality of life for family members.

arw
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costs. Estimates of indirect costs may appear teelagively higher in developing
countries like Ghana, where many family memberditicnally take care of the sick.
Information from life-stories collected by BasicNise an NGO working with mental
patients, put the corresponding indirect econorogtscof mental health as high as 15
times that of the direct treatment costs of meititedss.

There are also the social costs, which come frastiyma and negative stereotyping
suffered by mental patients, their carers and tFeily members. Thus mental
illness pushes patients and their dependants nmice goverty, alienation and a
diminished quality of life. These burdens affecspdbportionately certain societal
groups belonging to low income classes, women, dlwellers, people living in
conflict, disaster, and war prone areas. In devefppountries these social classes of
people constitute the majority of the populatiamg ghus contribute to raise the social
costs of mental disorders staggering high.

-42 -



Chapter 4

HEALTH AND MACRO-ECONOMICS

Health outcomes are now widely recognized as higalgvant to rapid economic
growth and poverty reduction, due to the fact tthat benefits of good health are
shared by all sectors. Hence improved health outsomecount for a great number of
the MDGs. In the view of WHO’s Commission on Ma&oenomics and Health
(2001) “...good population health is a critical inpato poverty reduction, economic
growth and long term economic development at thaesof whole societies”.
Empirically the links between health and the econtias been documented by many
studies, (Schultz, 1997, 1999), which show that lp@pulation health impedes
economic well-being and economic development diyebtough economic losses to
society arising from low years of healthy life egmcy®. In addition low health is
said to result in a combination of depressing ¢$femn parental investments in
children and on returns to business and infrastractnvestments (WHO 2001).
Cross-country regressions for the 1965-90 periodshilup and Sachs (2001), for
example, revealed that poor countries like Gharh seérious disease conditions such
as malaria grew 1.3% less per person per yearratlomg for initial poverty,
economic policy, tropical location, and life expeaty among other factors.

The negative effects of poor health on productidtyd economic development in
most Sub-Sahara African countries including Gharsvehalso been widely
documented. The Commission on Macroeconomics aradthjdor instance, assigns
the heavy burden of disease, and its multiple &ffen productivity, demography,
and education to be partly responsible for Africathronic poor economic
performance. In its estimation the high prevalentemalaria, for instance, costs
Africa about 1 percent annually in lost economiovgh. Hence experts assert that
more than half of Africa’s growth shortfall rela¢ito high growth countries in East
Asia can be attributed to its relatively high burdef diseases, demography and
geography rather than traditional variables of maronomic policy and political
governance (Bloom and Sachs 1998).

The losses from poor population health manifestmdedves quantitatively in
reductions in market income longevity, and psychological well being caused by
illness (Cutlerand Richardson, 1997). Therefore any evaluations ofnecoc
development that do not take into account the timed indirect linkages of health
status and economic well-being will tend to undeesthe economic benefits of good
health. The burden of disease thus appears to staralstark barrier to economic

17" For a critique of this apparent virtuous cirsigothesis sekegge et al.(2002) Globalisation on trial: world
health warning. In: http://users.bigpond.net.augséeggi/Blum#Blum (19.11.2004)

18 A typical statistical estimate suggests thahel® percent improvement in life expectancy ahhistassociated
with a rise in economic growth of at least 0.3 # Percentage points per year, holding other grdadtors
constant (WHO 2001).

19 The reductions in market income can take thenfof 1) costs of medical treatment; 2) the los$abbur-
market income from a episode of illness; 3) the lolsadult earning power from episodes of diseasghildhood;
4) the loss of future earnings from premature nlioytdVHO 2001).
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growth and therefore must be addressed frontalgniyncomprehensive development
strategy’. However, isolating the causal effect of healtheannomic prosperity has
over the period proved to be very controversial.

Macro-Economics and Mental Health in Ghana

Even though good health is an input into rapid eaae growth, development and
poverty reduction, government’s efforts to achieapid economic growth can also
endanger health and more, particularly, mentalthedlhat is to say that every
government policy that put stress on people hadike&hood of generating mental
disorders in peopfé This is particularly the case in developing coest which due
to their low level of development, high level of yaoty and stagnation in their
respective economies, are constantly implementiagous forms of reforms,
austerity and structural adjustment programmes.n&hs a country that has
implemented various forms of structural adjustment other macro-economic
reform programmes since independence in 1957. cakatly, under its current
structural adjustment programme, introduced in 1988 economy has witnessed
massive changes, which covered a broad spectrunmafro-economic policy
variables including exchange rate, fiscal and memyeprivatization, and trade policy
variables as well as changes in institutions anactpres. These changes have
produced various shocks and have caused economsptacements in the social
Ghanaian set ups.

This explains probably why social stress accoumt®fe major cause of neurological
disorders in Ghana. Turkson and Dua (1996), faramse, found in 1996 that social
stress is a major cause for the onset of depressitinh occupies the second position
on the list of causes of mental diseases in Ghar@otent by-product of economic

shocks and their resulting social stresses is utement and drift into poverty, and

substance and alcohol abuse. Thus hard drugs suwrein and cocaine, which were
entirely unknown up to the end of the 70s had b§02Become common drugs of
abuse, as found by Affinnih (1999) in 1999. Sevetiler studies (Turkson and

Asante 1997, Turkson 1996, 1998) seem to confirenititcrease in psychological

illness due to alcohol abuse. Apparently the ecaoa@mocks and the resultant social
stresses seem to have contributed to the increasatler of mental patients since the
introduction of the latest economic reforms in 19&¥en though, there exists
presently no empirical evidence to confirm the eaditis between the increasing

number of mental patients and negative effectsrottural adjustment programme.

In the following section we explore possible delietes impacts of these policy

measures on mental health care through effect®eargment health expenditures.

20 This can also be seen against the backgroutitedfict several of the great “takeoffs” in econoimistory —
such as the rapid growth of Britain during the Isigial Revolution,; the takeoff of the US South ahd rapid
growth of Japan in the early ®@entury; and the dynamic development of Southesrofie and East Asia
beginning in the 1950s and 1960s — were supporathportant breakthroughs in public health, diseametrol,
and improved nutritional intake (Fogel 1997, 2000).

2L This follows from the WHO definition of mentagalth as “...a state of well-being in which the iridisal
realises his or her own abilities, can cope withribrmal stresses of life, can work productivelgt &nitfully and

is able to make a contribution to his or her comityihn(see WHO 2002a)
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The Impact of Structural Adjustment on Mental Health Care Delivery

Between 1970 and 1983 the economy suffered drandattines which entailed a
decline in GDPper capita by more than 3% a year. This culminated in the
introduction of a market oriented stabilization gnamme, dubbed Economic
Recovery Programme (ERP) in 1983, and a subsegsieuattural adjustment
programme (SAP) with the view to (Kapur, 1991; Usmc 1994; Appiah-Kubi
2003):
1. correct the imbalances in government finances,
2. reduce the state’s involvement in the economy,
3. remove fiscal controls on trade, savings, inmesit and maintain fiscal and
monetary discipline, and
4. rehabilitate basic social and economic infrastmectu
The measures undertaken to achieve these objecdtickgled among other things
devaluation of the local currency, massive govemtnexpenditure cuts in social
spending (health, education, infrastructures, amebd), trade liberalization,
restrictions on government borrowing, deregulatdrgoods and financial markets
and the state-owned enterprise sector, etc. Evargththese measures were able to
halt the downward decline in the economy as wite@ss the seventies and early
eighties, they had not been adequate to genergta@e increase in real incomes or
to transform the economy. The increases in averagleper capita income of about
2% of GDP since the eighties would not allow, i ttace of the high level of
prevailing poverty in the country, any high privatgt-of-pocket expenditures of poor
people in mental health care.

On the other hand, like all structural adjustmergasures which always have
negative short-term effects (Hug 2004), the impletaton of the SAP measures
resulted in negative social consequences on thplge&b Ghana, which most likely

created high level social stress and possibly @seeased neurological disorders in
the country. With government expenditure cuts, @snally demanded by structural

adjustment programmes, government allocations ¢ohthalth sector did not only

suffer initially under the SAP, but could also motrease in real terms as would have
been without SAP instigated spending cuts. Consatuéhe marginalised health

sub-sectors like the mental health sector suffememst under the government
spending cuts.

Connected with public health spending cuts was #lsoSAP induced reduction in
private health spending, brought about by declimeghncome due to increases in
unemployment, withdrawal of government health sidibsi and the introduction of
cost-sharing measures through user fees in Ghaalth lsystems (GSS 2000). As a
result Ghana recorded a reduction in utilizatiotesaof health services and thus
worsened the already precarious situation of meheallth patients. Since most
mental health patients in Ghana are found to be gpwoctural adjustment measures
made it difficult for them to acquire the necessaryigs and treatment. Other
consequences of government spending cuts resultedtlbacks in preventive social
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programmes and interruptions in supply of pharm@écals to public health care
facilities as well as the weakening of diseaserocbprogrammes.
The Impact of the Oil Price Shocks on Ghana's MeniaHealth Care Delivery

The country has over time experienced severalraéshocks, which may have also
played a role in the worsening mental health pmokléen Ghana, insofar as they
negatively affected the country’s ability to impadeded drugs. For instance, the first
oil price hike in 1973-1974, increased the oil imgull of Ghana by more than three
fold, from US $41 million in 1973 to US $155 millian 1974. A similar situation
occurred in 2005 — 2006 when the price of a bafatrude oil rose by more than
100% and thereby increased the country’s oil impbditby almost threefolds. The
increase in the oil import bill was among the fastavhich caused the balance of
trade to change from surplus of US $126.7 milliori®73 to a deficit of US $171.5
million in 1974, (Siebold,1988:143) or deteriorfiem —US$1,558.1 million in 2004
to —US$2,037 million in 2005. Particularly, the-piice shocks of 1973/74, 1979/80
and 2004-2006 coupled with the high prices increasieother imports, drought,
macro-economic distortions and falling export voasnled to sharp declines in the
terms of trade at the beginning of the eightiesthWieclining foreign exchange
earning as the consequence, it became increasififigult for Ghana to meet its
deficit food imports with the likely negative comgences on mental health related
vital imports.

Budgetary Deficits and Mental Health

In Ghana government budget balance has for mostspare independence been in
the negative. Even the much acclaimed budget ssepluealised during 1986-1991
turn into deficits that range from about 2% to 324®P when the budget is defined
in its broader terms to include foreign financeaj@ct expenditures (Islam and
Wetzel, 1994). According to the World Bank thesddmrt deficits (including grants),
which were equivalent to about 2.3% of the GDP afipibetween 1975-1984, rose
slightly to an annual average of 2.7% during 19889 but jumped to 7.3% during
1990-1996 (World Bank, 1997:189) before fallingdt8% of the GDP in 2001-2005.
During this period health expenditure in real teras measured by the health
expenditure index (1993) declined from 141 in 19@%below 15 in 1983 before
rising successively to 119.8 in 2004, a level da@if below the 1975 level. An
increasing substantial portion of these deficitsswhowever, used to finance
increases in public wage bill, debt servicing ancreasing deficits of parastatals. In
the 1992, for instance, when the government graelection bonuses in the form of

22 Even though data limitations and methodologitifficulties make it difficult to attribute healtbhanges

specifica-lly to SAPs, general evidence from otbeuntries supports SAP's negative impact on variwadth
indicators such as infant and child mortality anental health. For instance, ample evidence conftimas non-
adjusting countries with low levels of debt in Sthharan Africa have succeeded in accelerating tee af
improvement of their infant morta-lity rates duritige 1980s; that the rate of progress in severalghted, non-
adjusting countries has remained broadly uncharayedithat progress in severely indebted, intengiadjusting
countries has slowed markedly. Some analysts higeeadtributed these negative effects on healticatdrs to
SAP induced income declines of the poor; increasdsod prices; and reductions in health sectondpey and
its resultant imposition of user charges for healtlre, cut-backs in preventive programmes' budgets
interruptions in  supply of pharmaceuticals to poblihealth care facilities (TWN 2006
http://www.twnside.org.sg/title/sap-ch.htm).
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massive wage increases of about 300% (ISSER, 1992a| deficit rose from a
surplus of 0.9% in 1991 to a deficit of about 5%GIDP in 1992 (ISSER 1994). In
such situations not much of government resourcesire for marginalised sectors
like the mental health.

Debt Burden and Mental Health

It is widely acknowledged that a country that igopled by debt cannot afford to
provide its people with medical services or othecial services, leaving its
population vulnerable to pressures of life. Amplédence confirms that every $1
earned in exports or received in aid by a very pgodebted developing country is
repaid many times over or deducted at source teicgerforeign debt (UNAIDS
2004). Debt servicing in most indebted developiagrtries takes a much larger slice
of their budgets than public health, and this cbodi contribute to deepen the
marginalisation of such already neglected healibblems as mental health. For
instance, according to estimates Ghana spends &et®8% -25% of its export
earnings and about 20% of its tax revenue on sagviebts incurred almost decades
ago (Ampaw 2001). All these expenditures could ®eduo provide needed inputs or
vital drug imports for the mental health services.

Debt Relief and Mental Health

Ghana belongs to the group of countries classifiethe World Bank as 'heavily bur-
dened' by debt (UNAIDS 2004). This has caused #pply for debt relief under the

World Bank HIPC debt relief facility in 2001. Undthis facility Ghana shall enjoy

debt-cancellations of about US$4.429 billion (ARBOB) and equivalent to over
71.09% of total outstanding debts of US$6.23 hillas at 2006 over a twenty year
period (ROG 2005). However, to qualify for debtieelunder HIPC, countries like

Ghana are required to adopt economic reforms aed ap their economy to “free”

trade with “closed” economies in the developed dioMiany restrictions or tariffs on

imports or subsidies to farmers are required taodmeoved or lowered, and foreign
companies are to be allowed access to marketsesetipoor countries. Wealthy
nations, however, are not required to do the sgmig their industries an additional

advantage over those of poor countries. Even tharghirical evidence about its

impact on mental health in Ghana is not availatiie,negative impact in the short-
run on poverty and the ability of such agricultlyariented communities like Ghana
to earn hard foreign exchange to import vital meh&alth inputs like drugs cannot
be denied.

Mental Health Care and Foreign Aid

Since long the health sector in Ghana has remanedf the few sectors that have
benefited a lot from foreign aid inflows into theumtry. However, for some time

now a decline in aid inflows worldwide can be obgeérin the face of rising demand
for health services on the part of health care @mess, including mental health. On
the other hand attached to these aid inflows inym@ases are specific spending
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conditionalities for utilization of these transfas receiving countries. Since mental
health care is not high on the development assistagenda of many of these donor
agencies and countries the mental health sectas doereceive foreign assistance
that is commensurate with its importance. Thisl$® against the background of the
fact that most donors prefer to support projecds ith their opinion are sustainable in
the long-run and this contributes to further maagjzation of social sectors like the

mental health sector that do not generate revemeetly.

Price Controls

Price controls, despite its inherent allocative drslortionary consequences, has in
the past enjoyed high popularity among governméent§hana. Price controls for
consumer goods have been used as a means to prdiantconsumers and control
socio political discontent. In the past, price colst had involved the tying-down of
prices of particular consumer goods irrespectivethsdir production costs. The
seventies and early eighties saw the increasingplifs measure in Ghana. Up to
the early eighties, for instance, about 6000 pri@esnore than the prices of 825
product categories were regulated by the governi@gmiah-Kubi 1995). The scope
of product categories and the intensity of regalatvidened with mounting scarcity
and inflation till the mid eighties. When inflatigmmped from 9.2% in 1972 to
116.3% in 1977 the government instituted strictg@ontrols with stiff sanctions.

This was intensified under the Armed Forces Revaatry Council (AFRC) and the
Peoples National Defence Council (PNDC) governments979 and 1982 (Haynes
1989). The consequences of this distortion werapadrdecline in overall output,
because the producers could not cover costs atptives at which they were
compelled to sell their products. During 1979 af82, for example, those producers
who could not adhere to the controls were eithgsjglally abused or imprisoned. Al
these resulted in physical and mental torture dsasesocial stress (possibly depres-
sion, alcohol abuse, etc) for especially the pgvstticken farmers and producers,
who were pushed into more poverty when they wereefib to subsidise the living
standard of the relatively well off urban colleague

Another form of resource transfers from the rurabmpto the urban rich takes place
through the marketing of cocoa through the Cocoakbtang Board (CMB), sole
marketing agency for cocoa. High degree of mismamamnt and corruption at the
CMB combined with increasing tax on cocoa incomel &mgh marketing costs
usually results in transfers of income from the groy stricken sections of the
population who are highly susceptible to sociasdr In 1980, for example, the CMB
was paying the Ghanaian cocoa farmer only about 288%ie export price it was
receiving on the international market. This conttda to a sharp decline in the index
of real farmers' income from 100 in 1957 to 18.A.983 (Appiah-Kubi, 1995). Even
though successive increases in the producer pbgethe government since the
introduction of structural adjustment programme ehévought about some tangible
improvement in the real income of farmers and cqueatly production to 700,000
tonnes (2004), the proportion of the producer pracéob export prices of cocoa still
lingers around 70% (ISSER 1997, 2005).
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The combined effects of these transfers have beesire declines in production and
consequently export earnings, particularly in thiel meventies and early eighties.
Merchandise exports during 1975-1985, for instaraeclined almost by 3.8%
annually (World Bank, 1997). With it came also &lde of about 50% in imports of
merchandise necessities during the same periode $imost of the drugs and other
medical necessities for mental health care are iitagpit was no wonder that mental
health suffered seriously during that time.

Exchange Rate Policy

Another factor which had in the past played an irtgou role in the nation’s ability to
import necessary medical inputs for the mentaltheststem has been the exchange
rate system of the Ghanaian Cedi. Up to the eadlgties the country practised a
fixed exchange rate system (Kapur 1991) that led toassive over-valuation of the
cedi and thus made exports highly uncompetitiveis Téeriously affected the
country’s ability to earn foreign exchange to intpessential raw materials and other
capital inputs for its production units and inceeaaitput. This situation on the one
hand contributed to rising unemployment and satrass (depression, alcohol abuse,
etc) and probably an increased pressure on théetinmental health care resources.
The lack of foreign exchange, the stagnation irpouaffected not only government
revenue but also its budgetary allocation to thethesector. This partly contributed
the steep decline in the government health expemdiboth in real terms from an
index of 141 in the mid seventies to below 14 ir83%nd in relative terms from
about 9% to 4% of total government expenditure rdurihne same period. With
declining resources available to the whole heakbtas it became increasingly
difficult for such marginalised areas as mentalltheeare to run efficiently and so
cater for the increasing numbers of clients.

Beginning from the mid eighties the country adomdtexible exchange rate system,

which resulted in a massive depreciation of the oédnore 10.000% between 1984

and 2005. This substantial depreciation meant@mnaians now needs to exchange
more cedi for the same foreign currency. This sidmaconsequently made imported

essential drugs almost out of reach of the averagetal health patient on the free

market.

Poverty Reduction Programmes and Mental Health Caréen Ghana

The Ghana Poverty Reduction Strategy (Govt. of @ha003: GPRS 1) 2003-2005
proposed to develop and implement special prograsnfoe the poor and the
vulnerable in society. The GPRS, the GLSS 4 antidfaatory Poverty Assessment
(NDPC 2006) identify the extreme poor, the vulnéramnd the excluded to include:
rural agricultural producers, children in difficuttrcumstances, people living with
HIV/AIDS, displaced communities, disadvantaged womesidents of urban slums,
the elderly who have no access to family care, ighilg challenged persons
especially those with no employable skills, peogléfering from chronic diseases
(tuberculosis, buruli ulcer, guinea worm, trachdoibarzias and breast cancer), drug
addicts, victims of harmful traditional practicesdathe unemployed. These groups
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include people who are susceptible to stress andtahelisorders. As much as
tackling the poverty of these groups will indirgcthanage their stress (and thereby
addressing the possible causes of mental disorderd) the exception of drug
addicts, the issue of people with mental illnessoisspicuously missing in the Ghana
Poverty Reduction Strategy document. This in a wagerscores the argument that
significant benefits are being denied to mentdllpeople and their families by their
exclusion/absence in poverty reduction strategielsralated policy discussions.
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Chapter 5
Recommendations

It discerns from the foregoing that the mental tiegystem in Ghana, whilst still in
its developing stages, is inundated with many maisl. The major single barrier to
effective mental health care in Ghana, howeves,ihehe apparent lack of
recognition of the seriousness of mental illnesslank of appreciation of the socio-
economic benefits of good mental health. Theselpnad have combined to reduce
access to mental health care to very low leve(Shana. In order to increase access
levels and close the gap between what is neededhaldis currently available to
reduce the burden of mental disorders and to premmeintal health it is important for
Ghana to implement the following measures:

» correcting the fault or inadequacy of the currealiqy framework for MH in
Ghana — which limits mental health care solelyéalth and health related issues
rather than approaching it also as a developmenkisFor an effective mental
health care it is important for the country to advérspecific considerations in
poverty reduction strategies and other developrstrategies and policies. This
requires the recognition by development and memtalth policy planners that
mental health like physical health is a developmssiie owing to its enormous
social and economic burden on the economy of GHatteerefore should warrant
the attention in terms of financial and techniegdaurces that is commensurate
with its burden. In other words, more resourcesukhde made available to
mental health care to enable the psychiatric uisbihs to undertake the badly
needed infrastructural rehabilitation and expansiorks.

> In order to widen access to mental health carehana it is also recommended
that the country gives the decentralization procassenshrined in its mental
health policy the needed boost to integrate memtalth care in the country’s
primary health care. Indeed the management antirteed of mental disorders in
primary care is a fundamental step to facilitateréasing number of people to
easier and faster access to services. This reqtheesffective absorption of
mental illness’s clinical aspects into health pgekcand systems, especially in the
decentralised and community based contexts.

> Increasing access implies bringing mental healtk cboser to the people in need.
This also means moving away from institutionalisgecialised treatment and
care of mentally ill persons to less expensive comig-based treatment and
rehabilitation services. This approach to mentallthecare should also include
community interventions which focus on building isbcapital or policy level
interventions which widen participation in educat@nd skills training. Evidence
as to how community based mental health care catrilbote towards improving
mental health care in Ghana can be provided byt of BasicNeeds, an NGO
which has been working with CPNS in the Northerct@eand Accra to provide
organized specialist outreach clinics in remotdspaf the Northern Region. The
group has also been involved in helping familiesdifcharged patients and
discharged patients through counselling and homsiesvas well as assisting them
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in securing sustainable livelihoods.

» Ghana started a community mental health and denedop programme in the
nineties, which for various reasons have beenestallhis was meant to provide
appropriate mental health care and treatment taathenll people living in the
community. It is highly recommended to revive tipisogramme to allow the
country to reap the many associated advantagesnartteem to offer cost
effective treatments and to support mentally ilbple and their families to earn
an income either through work or by involvementncome generation schemes.
For this to happen it is important to do the foliog

¢ to reallocate staff from hospital to community-tdservice settings;
¢ anew set of competencies for work in communityeblasettings must be
developed, and a change in emphasis on recovergeaadilitation in
hospital settings to community-based care;
¢ to train a wider range of workers (for informal cownmity care and primary
care) in mental health; and
» The country can reap the full benefits of decertation and integration of
mental health care into the primary health caendugh mental health experts are
made available to the health institutions. For tieishappen, however, general
health personnel need to be trained in the es$skiils of mental health care and
the capacity of all personnel in the various ingiins must be continuously
upgraded. Mental health should therefore be induihetraining curricula of
medical personnel, with refresher courses to imprthe effectiveness of the
management of mental disorders in general healthices. Another way to
meeting the rising of human resource need woultbhatroduce public mental
health alongside public health in Ghana’s tertignstitutions. As an emerging
discipline public mental health can help propadheeart, science and politics of
protection and enhancement of mental health anttbeelg and the prevention
of mental health problems, as well as improvingarpmities for recovery and
quality of life for people with existing mental Hgmproblems. More scientific
research should be devoted to strengthening méet@kh resources so as to
improve the quality and quantity mental health infation as well as better
understanding of mental health issues.

» Another important thing that also needs urgentnéitia is to get the Mental
Health Act of 1972, whose review has gone through dtafts, amended
immediately. The new legislation can play a vitaerin promoting human rights
and access to quality care and prevent violatiodscrimination and
stigmatization against people with mental disordémsgislation can promote
human rights and encourage the autonomy and lib#rtgeople with mental
disorders. It can also support access to qualitytahdnealth care and help people
to integrate into the community.

» The planned expansion of training schools to alloereased intake, which is

behind schedule should be revisited. For more nmhéetth experts to be trained
it is recommended to decentralize mental healtle ¢arDistrict Hospitals and
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facilitate follow-up after training. Training ancearuitment should move in
tandem with strong staff retention programmes. doent times Ghana is one
country that has experienced an extremely high ataftion, which has seriously
affected negatively the country’s health human ues® base. Table 17 presents
brain drain situation in the country over the dstade.

Table 17 Brain Drain in Ghana 1993 - 2004

Cadres 1993 199419991994 199 19981994200Q 200f 2042 2003 20p4 Tothls
Doctors 68 4p 58 71 634 61 77 57 64 10% 11y 40 812
Nurse: 204 236 199 184 174 16|l 214 204 23% 24p 292 42 2,3p2

Pharmacisis 2§ 30 29 24 34 58 49 24 58 84 9 3P 542

Allied staff| 12 9 § 9 4 6 9 14 14 (0 NA NA NA
Source: Ministry of Health

» Compounding the international brain drain is theennal distribution of health
personnel that is skewed towards urban and morelajg»d areas and illnesses
with less stigma and discrimination and less faable to mental health care. To
be able to stem the tide added efforts on the gfagpvernment should be made
towards addressing the problem of low salaries el$ as the negative factors
influencing the retention of health workers in depd areas. According to a
DFID-funded study in 2002 these factors includezlftilowing:

Staff accommodation.

Water and sanitation

Electricity

Access to good schools and qualified teacherstHibdren
Transport for work

Road access

Availability of working materials and equipment
Availability of good transport links to and fromethlistricts.

N~ WNE

» In the short to medium term the status of psychidioispitals should be raised to
the level of tertiary hospitals in terms changihg brganizational structure of
Ministry of Health to enable the psychiatric hoafst attain the appropriate
attention it warrants. In any case it offers algeadining not only to community
nurses in general including psychiatric nurses, d&gb in-service training to
medical professionals. In the long-run it is recoemgted to do away with these
large psychiatric hospitals in a decentralised rldmgalth system.

» Mental health promotion in a wider perspective ¢ewe variety of strategies, all
aimed at having a positive effect on mental healilhis includes the
encouragement of individual resources and skill rompments in the socio-
economic environment. In Ghana mental health pramotonstitutes a big
missing link in the country’s mental health carsteyn. Even the existing mental
health policy is silent on mental health care prbam However, mental health
promotion can contribute significantly to healthprmvement for people living
with mental health problems, challenge discrimmatnd increase understanding
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of mental health issues. An effective mental heplibmotion requires a strong
state-civil society partnership. In order not tokenghe health promotion limited
purely to high risk groups, it is important thaé throgrammes and interventions
are as broad-based as possible using a multi-seapproach, encompassing
various government sectors such as health, emplaymgustry, education,
environment, transport and social and communityises as well as non-
governmental or community-based organisations ssschealth support groups,
churches, clubs and other bodies. This may alsaine@ close collaboration
among MOH, GHS, TH and District Assemblies the aigv sectd”, and
community.

Most health care resources are spent on the speddleatment and care of the
mentally ill persons, and to a lesser extent onroamity-based treatment and
rehabilitation services. Even less funding is aldé for promoting behavioural

health. Studies in the US, for instance have foinad overall medical care costs
decrease for those using behavioural healthcarecesr particularly, when the

community including employers are involved.

It has already been pointed out that mental hgaitimotion involves a multi-
sectoral collaboration of a number of governmentt@s such as health,
employment/ industry, and more especially socidl @mmunity services as well
as non-governmental or community-based organisatsuth as health support
groups, churches, clubs and other bodies.

A major problem that also needs immediate attensidack of effective discharge
planning of cured or previous mental patients. Sitieere appears to be no pre-
release discharge planning for the psychiatric halspa lot of discharged inmates
of psychiatric hospitals continue to live in thespitals because they have been
abandoned by relatives or do not have anywhere tr glue to fear of stigma and
discrimination are afraid to integrate themselvew ithe larger society. We
recommend a ‘special action plan’ to integrate ¢h&smer patients into the
society by offering them sustainable livelihoodsicg these discharged inmates
over-burden the limited resources of the psyclodtaspital it lies in the interest
of the hospital authorities to liaise with the Mitty or Department of Social
Welfare to develop an effective discharge plan, Whbeese inmates are given
‘special treatment’ to participate in the variousipdoyment and sustainable
livelihoods programmes in the country, like Youth Agriculture, Poverty
Alleviation Fund, Skills Training and Employmentogramme (STEP), Women
in Development programmes, etc. There is also teednfor an effective
supervision of mentally disordered post-releasecub down the high rate of
relapses that inundate the hospitals. In both mests it is recommended for the

% A study atChevron Corp shows that the company saves sevearsitir every dollar it spends on
promoting their employees behavioural health c&mailarly companies like Campbell Soup
Company and Virginia Power realized a 28% or 23&pdn medical claims after investing in
behavioural healthcare of their employees. Theliraraent in promotion of such behavioural health
care can be replicated in Ghaniaalthcare Reform Advocacy Resource Center at 198@NMHA (6642)
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government to enlist the services of local NGOs wdgether with community-
based service centres can perform such variousamitrservices.
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