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ABSTRACT  
 
The complex relationship between poverty and ill-health is well documented. Ill-health can be a catalyst 
for poverty spirals and in turn poverty can create and perpetuate poor health status. Poverty influences 
mental illness through its impact on the social, psychological and biological factors of mental disorders. 
Poverty poses the biggest challenge to access to treatment. Studies have indicated a direct link between 
poverty, mental disorder and low level of access to treatment particularly in developing countries. Surveys 
in Brazil, Zimbabwe, India and Chile reveal a consistent relationship between poverty and common mental 
disorders (Patel et al 1999). The surveys also show close associations of the level of prevalence of 
common mental disorders with indicators of impoverishment as measured by hunger, level of debt and 
education. Poverty in Ghana remains very high, even though the level has declined from an estimate of 
51.7% in 1991/92 to 39.5% in 1998/99 (Ghana Statistical Service- 2000). However there are no studies 
that have closely examined the relationship between mental illness and the economic wellbeing of 
mentally ill people and their families in Ghana.  
 
This study was undertaken by the Policy and Practice Directorate of BasicNeeds, jointly with BasicNeeds’ 
Ghana programmes in Accra and Northern Ghana, to study some of the key socio-economic issues faced 
by persons affected by mental illness and their families by posing the following two broad questions: 
What are the effects of household poverty on access to treatment for its mentally ill members? What is 
the impact of mental illness on the household economic well-being?  
 
400 persons affected by mental illness and their carers, in four sub-metros in the Accra Metropolitan area 
and in the Northern and Upper East regions of Ghana, and 25 community volunteers participated in the 
study and were directly involved in the data collection and the participatory data analysis (PDA), which is 
one of the significant features of this study.  
 
The analysis highlighted key demographic characteristics of persons with mental illness and their families 
and also aimed to identify how economic status can affect factors such as access to mental health 
treatment services, ownership of resources. The study also examined emerging issues related to 
affordability and how mental illness affected people’s treatment and livelihoods options and the 
implications this can have for the food security of the entire family, and moving them towards debilitating 
and chronic poverty. 
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GLOSSARY 

 
Mental Illness 
Mental illness is used as a generic term to refer to people with various mental illnesses and people with 
epilepsy even though epilepsy is clearly a neurological condition and not mental illness.  
 
Stabilized 
A person with mental illness whose symptoms have reduced making him or her function well.   
 
Household 
Members of a particular house that eat from the same pot  
 
Community Psychiatric Nurse (CPN) 
These are nurses trained in psychiatry with community focus. These are the main front line staff that deal 
with mental health issues at the district and community level in Ghana. Where there is no psychiatrist 
they function as ‘Psychiatrist’. 
 
SMD & CMD 
Using existing information in WHO reports and for the purposes of this study, depression, anxiety 
disorders and neurosis have been classified under common mental disorders whilst depression with 
psychotic symptoms, schizophrenia, bipolar-affective disorders and psychosis have been classified under 
severe mental disorders  
 
Participatory Data Analysis 
Participatory Data Analysis involves the use of participatory methods in analysing data where stakeholders 
including mentally ill people and their carers, partners of BN and mental health volunteers actively 
participate.  
 
Orthodox Medicine  
Orthodox medicine in this study refers to the mainstream hospital based medicines mostly psychotropic 
medicines produced from modern pharmacies and used for the treatment of mental illness   
 
Traditional Healers  
Traditional, as opposed to orthodox healers refer to healers who use herbal preparations (roots, barks, 
stems, leaves etc) of some trees believed to have the potency to cure diseases usually handed down from 
ones ancestors. These materials may be taken orally of by bathing or inhaled. 
 
Spiritual Healers  
Spiritual healers refer to faith healers who use spiritual means to cure or treat diseases. These healers 
usually use spiritual incantation/invocations to expel disease especially diseases believed to have spiritual 
causes. They may use incantations from the bible, the Koran or native religions to treat people brought 
before them and may also be referred to as diviners.  
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ABBREVIATIONS & ACRONYMS 
 
AMA    Accra Metropolitan Assembly  
BN    BasicNeeds 
BNNGh    BasicNeeds Northern Ghana 
CBO    Community Based Organisation 
CMD Common Mental Disorders 
CPN Community Psychiatry Nurse(s) 
D&L Documentation and Learning Associate 
FGD Focus Group Discussion 
NDPC National Development Planning Commission 
SMD Severe Mental Disorders 
WFP World Food Programme 
WHO World Health Organisation 
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CHAPTER ONE 

 
MENTAL HEALTH IN GHANA  

 

1.1 Ghana in Brief 
 
Geographical Location 
Ghana is a democratic republic in West Africa. It lies between latitude 4 degrees 45 minutes 
and 11 degrees 11 minutes north and extends from Longitude one degree 14 minutes east to 
three degrees 17 minutes west. Ghana shares common boundaries with Togo in the east, 
Burkina Faso in the north and Cote d'Ivoire in the West and the Atlantic Ocean in the south. 
It occupies a landmass of 239,000 square kilometres.  
 
Ghana has an ethnic diversity of about 100 linguistic and cultural groupings with the major 
blocks being Akan 44%, Mole-Dagbani 16%, Evé 13% and Ga 8%.  The official language is 
English, but Evé, Ga, Twi and Dagbani are native languages and are widely spoken. 
www.cia.gov/library/publications/the-world-factbook/.  
 
Administratively, the country is divided into 10 regions and 138 districts.  The regions and 
districts have a degree of autonomy and self-government following government policy to 
decentralise power from the capital, Accra. The country is relatively politically stable with 
about 70% of its population still dwelling in the rural areas.  Ghana is a low-income country 
with a third of its population living below the poverty line.  It is one of the 41 Highly Indebted 
Poor Countries (HIPC).  Dfid Ghana (1998).   
 
Population 
Ghana has a population of approximately 21 million people (2005 estimate), mostly 
dominated by those within the ages of 15 - 64 (about 59.1%). The population growth rate of 
Ghanaians is 1.25% and the average life expectancy is 58 years.  
  
The Economy 
Well endowed with natural resources, Ghana has twice the per capita output of the poorer 
countries in West Africa. Even so, Ghana remains heavily dependent on international financial 
and technical assistance. Gold, timber, and cocoa production are major sources of foreign 
exchange. The domestic economy continues to revolve around subsistence agriculture, which 
accounts for 36% of GDP and employs 60% of the work force, mainly small landholders.  
 
Since 1983 Ghana has pursued an economic reform agenda aimed generally at reducing 
government involvement in the economy and encouraging private sector development. This 
has made the country one of the most open-market economies in the sub-region. The current 
government's economic program is focusing on the development of Ghana's private sector. 
 
Religious System 
Ghana is a “religious country”; almost every one of the over 21 million people living in Ghana 
belong to one form of religious group or the other. Several religions have been practiced in 
the country especially after the arrival of the white missionaries. This was further given 
support by the 1992 constitution of the Republic, which guarantees freedom of worship and 
the right to belong to any religious organisation.  There are predominantly three religions in 
Ghana. These are Christianity, Islam and Traditional Religions. Christianity accounts for a 
majority of the population (70%) among which Catholicism also predominates.  Next in 
numbers is Islam which is mostly practiced in the north.  
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1.2 Mental Health Situation in Ghana 
According to the World Health Organization (WHO, 2001), mental health has become a major 
international health concern. About 450 million people worldwide are said to be affected by 
mental, neurological or behavioural problems at any time. According to the WHO report, 
mentally ill people are often subjected to social isolation, poor quality of life, and increased 
mortality.  
 
In Ghana there is very little by way of information on mental health status, which has been 
gathered systematically or about the issues faced by persons with mental illness. The 
framework for overall mental health care in Ghana is mainly institutional.   
 
Formal government mental health service delivery in Ghana dates back to 1888 when the 
colonial authorities enacted a law to confine the mentally ill. As a result of the growing 
numbers of mentally ill persons, a law known as the ‘lunatic asylum Act’ was passed. This law 
led to the construction of the Accra Psychiatric Hospital (APH), which was commissioned as 
an Asylum Hospital in 1906 for the upkeep of only lunatics. The health needs of the patients 
at the APH were handled by a doctor from the Korle-Bu Teaching Hospital. In 1929, a 
psychiatrist was posted from the UK to Ghana to manage the asylum, which upon further 
expansion was converted into psychiatry in 1951. He instituted a program to train psychiatric 
nurses and doctors. Initially the hospital had the capacity to keep only 200 patients and this 
was later increased to 600, but currently it accommodates over 1200 patients. (Appiah-Kubi 
et al, 2006:17)  

 
Based on available information and review of suitable literature, following is an overview of 
prevalence, mental health services and issues related to accessing these services:   
 
A. Prevalence and Magnitude of Mental Illness  
There have not been any scientific estimates about the number of people suffering from 
neuropsychiatry disorders in Ghana. However, based on the Wold Health Organisation (WHO) 
estimates of people suffering from metal illness, and through the process of extrapolation, 
some conservative figures can be estimated for Ghana. The WHO world-wide estimates 
indicate that, up to 5% of the world population may suffer from Neuropsychiatry conditions 
while 1% suffers from severe mental disorders during their lifetime.  
 
Thus, Ghana with a population of 20,000,000 may have 200,000 people who may suffer from 
severe mental disorders and 2,000,000 who may suffer from neuropsychiatry conditions in 
their life time.  
 
Available statistics at the two psychiatric hospitals in the Greater Accra Region does not only 
show very high OPD attendance with mental health related disorders, but also increasing 
trends. Between 1995 and 2005, total number of OPD cases in the Accra Psychiatry Hospital 
rose by more than 35%; 32,740; 34,721; 35,204; 37,669; 41,252 & 44,211 respectively. 
Even though the number of reported new cases of mental disorders at the OPD in the two 
psychiatry hospitals appears to stagnate between 2003 and 2005, the long-run picture 
depicts an upward increasing trend. In addition, it can be calculated that total number of 
admissions in these hospitals increased from 4,402 in 2003 to 7,641 in 2004 before dropping 
to 4,711 in 2005. According to Appiah-Kubi et al (2006), despite the decrease in 2005, it still 
represents an increase from the base year. 
 
B. Infrastructure and Services  
There are several sources of treatment for people with mental illness in the project area. 
These can be grouped under orthodox and non-orthodox health care systems. The 
unorthodox mental health care system comprises of traditional, herbal and faith healers.  
 
The orthodox mental health care systems where people in the project area seek mental 
health care services include the institutional care and integrated systems, whose services are 
free in government hospitals. The institutional care facilities include the public specialized 
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institutions which are the two psychiatric hospitals in the Greater Accra Region namely 
Pantang and Accra Psychiatry Hospitals. However, these are national institutions and not for 
the Greater Accra Region alone. In addition, these are highly under-resourced, and mainly 
organized around the needs of people with severe mental disorders, Appiah-Appiah-Kubi 
(2006). There is no fully-fledged mental health unit/clinic in the three northern regions.  Only 
14 of the 34 districts operate mental health units. 
 
There are private institutions in Accra and Tema which treat mental illness. These are 
however limited only to a very few patients who can afford the high costs of treatment. In 
addition to these institutions is the Remar Centre in Accra, a Christian Mission Centre that 
also offers mental health care to mentally ill people.  
 
Just like in many developing countries, traditional and faith healers also form another major 
source of care for people with mental health problems in Ghana, Appiah-Kubi et al (2006). 
The Greater Accra Region, despite its metropolitan nature, and relatively higher numbers of 
health care facilities is no exception to this. Life stories and individual files of mentally ill 
persons of BasicNeeds programmes in Northern Ghana and Accra frequently indicate that, 
they have been to either a spiritualist or traditional healer or both before. Appiah-Kubi et al 
(2006) estimated that, traditional, faith-based and herbal healers who treat mental illness are 
practically everywhere in the country and that these traditional and faith healers cater for the 
largest proportion of the mentally ill in Ghana. This may be attributed to the widespread 
belief that mental illness is a spiritual curse.  
 
Efforts have also been made to integrate mental health care service provision into the general 
health care delivery system. In this regard, attempts were made to decentralise mental 
health care in Ghana in the early 1990s. Ideally, there is supposed to be ten beds allocated 
for in-patients suffering from mental illness but it does not exist in practice.  However, due to 
resource constraints, the regional hospital and sub-metro-polyclinics in the Greater Accra 
region have not been able to fulfil this new directive like many others in the country. The 
biggest and most well equipped hospital of the country, the Korle-Bu Teaching Hospital 
located in Accra, has no psychiatric wing. It however, houses a psychiatry department, 
purposely for the teaching of medical students.  In the Northern parts of Ghana, this idea has 
not been possible due to the fact that most hospitals’ wards are mostly congested making it a 
near impossibility to leave ten beds for mentally ill people idle. 
 
C. Access to Mental Health Care Services 
Though mental health care is free in Ghana, only a few people who suffer from mental 
disorders get the necessary treatment. This is due to the fact that, there are only a few 
treatment places for people with mental illness. The few treatment places for mental 
disorders in Ghana puts a considerable stress on the mental health care system in Ghana.  
 
In spite of the paucity of data in the country, which does not permit a reliable estimate of 
mental health care access rates, it can be said that access to mental health care in Ghana, 
like in most developing countries, remains unacceptably low. The Accra Mental Hospital for 
instance has a capacity of 600 inmates, but now houses over 1,200 patients. Pantang 
Hospital presently caters for over 500 patients. These result in inefficiency and inadequate 
access to mental health care.   
 
Another indicator of the low access ratios to mental health care in Ghana is underscored by 
the relatively high mental patient-mental doctor ratio.  
 
Difficulties of Accessing Treatment from the Above Sources  
The problems of accessing treatment for people with mental illness differ from one treatment 
source to the other. At the Psychiatric hospitals in Accra the main problems faced by mentally 
ill people and their families are inadequate attention, insufficient beds, lack of hygiene, delays 
etc – see box 1 & Box 2.   (Deme-Der, 2006: Unpublished)  
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Box 1: Difficulties of Receiving Treatment from the Psychiatry Hospitals  

 
At the spiritual and faith camps, mentally ill people and their carers complain of financial 
exploitation, inadequate/lack of bedding and high transportation cost as some of the 
challenges associated with receiving treatment from such places. 
 
Box 2: Difficulties of Receiving Treatment from the Spiritual/Faith Camps  
 
 
 
 
 
 
 
 
 
 

1.3 Mental Health and Poverty Linkages in Ghana  
The relationship between poverty and ill-health is not a simple one. It is multi–faceted and 
bidirectional. Ill-health can be a catalyst for poverty spirals and in turn poverty can create and 
perpetuate poor health status. The relationships also work positively. Good physical and 
mental health is essential for effective production, reproduction and citizenship, while 
productive livelihood strategies and risk management are critical to safeguarding individual 
and household health status (Grant, 2005, citing Harpham and Grant 2002, in Hulme and 
Lawson, forthcoming: 12). Several studies attempt to draw linkages between low economic 
status and ill health. WHO (2005) states for instance that poverty and associated conditions 
of unemployment, low educational level, deprivation and homelessness are widespread not 
only in poor countries but also in a sizeable minority of rich countries. 
 
Though poverty has been variously defined, one common theme - people’s welfare - cuts 
across all definitions. Poverty can be construed in terms of shortfalls in access to basic needs 
and services including food. Food insecurity thus becomes an important ingredient of defining 
poverty. The NDPC (2004) found out that, there are seasonal food shortages from March to 
September in the Northern Savannah Zones. Appiah-Kubi et al (2006) citing Appiah Kubi et al 
(2005) confirmed that, 4.8%, 11.6%, 50% and 73.3% of households in the Volta Basin of 
Northern Ghana do not have access to adequate food in April, May, June and July 
respectively. 
 
Poverty in Ghana remains very high, even though the level has declined from an estimate of 
51.7% in 1991/92 to 39.5% in 1998/99; Appiah-Kubi (2006), Ghana Statistical Service 
(2000). The poverty picture masks wide spatial disparities. Of the 39.5% incidence of 
poverty, the greater Accra Region account for only 0.05% of it. The headcount index 
amongst rural communities for instance is higher, than that of urban communities. Extreme 
poverty is also higher in the three northern regions of the country, ranging between 57% and 
80% and lower (2%) in the Greater Accra Region.  
 

“Patients develop infectious diseases like skin rashes due to the unhygienic nature of the 
psychiatric homes”, says a participant in a FGD at Ashiedu Keteke 
“In our polyclinic, there are no beds for us the mentally ill patients so when our sickness 
becomes serious we cannot be admitted”. 
“There is so much delay in the psychiatry hospitals and polyclinics. Some of us when we 
come to the clinic, we want to go home early. Clients and carers quarrel here for their 
turns”; says a carer in a FGD at Ashiedu Keteke 
 

 “Most of the spiritual camps only exploit the mentally ill without healing them” says a 
carer in a FGD 
“With the fetish priest, one had to go there almost every day for treatment. This 
increases the money spent on transportation. The fetish priest also request for items, 
which are expensive”, says a carer in a FGD. 
“At the shrine, there are no beds for us”, says a mentally ill person in a FGD at Ashiedu 
Keteke. 
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Health is crucial in every endeavour and is intertwined with poverty. In the view of Lang et al, 
health is the central consideration of the nation's farming and food system. They concluded 
that, health, is the key to the future of farming and food in England. According to WHO 
(2003), hunger & malnutrition are the number one risk to global health killing more people 
than AIDS, malaria & TB combined. 
 
Kristine et al (2005) examined the socio-economic status disparities in health in non-Western 
settings and evaluated the direction of causality between health and socio-economic status. 
Their findings provided evidence for reciprocal effects of economic wellbeing and health in 
Taiwan and Beijing. They found out that, those with higher levels of economic wellbeing have 
lower levels of functional limitations over time and that those with higher levels of functional 
limitations have lower levels of economic wellbeing over time. Consistent with studies in the 
United States and Europe, findings from Asia indicate economic differentials in functional 
health among adults highlighting the wider applicability of these associations across settings 
with very different systems of health care and stratification.    
 
A research by Randolph J. Mullis (1992) indicates that a comprehensive measure of economic 
well-being based on permanent income, annuitized net worth, and household economic 
demands, performs better as a predictor of psychological well-being than conventional 
measures of economic well-being. Patel et al (1999) noted that, relative poverty, in addition 
to absolute poverty, is a risk factor for Common Mental Disorder (CMD). In India and 
Zimbabwe, being in debt is a particular source of stress and worry. He also concluded that, 
changes in rural societies mean that many older people suffer from loneliness and economic 
hardship, which can increase their vulnerability to CMD.  
 
Alwang et. al. (June, 2001) view poverty as caused by inadequate access to tangible and 
intangible assets (Siegel and Alwang 1999). Tangible assets include; Land (natural), Labour 
(human), Capital (physical) and Savings (financial) while the intangible assets include; Social 
and institutional assets. The ability of individuals and households to manage the risk they 
face depends on the range of assets and services available to them, and how they utilize 
these to manage the risk.  
 
Appiah-Kubi et al (2006) suggests that, poverty influences mental illness through its impact 
on the social, psychological and biological factors of mental disorders. In terms of access to 
treatment poverty poses the biggest challenge. Worldwide access of the poor to social 
services like health care, particularly in developing countries, is relatively lower than the less 
poor. There appears to be a direct link between poverty, mental disorder and low level of 
access to treatment particularly in developing countries. Surveys in Brazil, Zimbabwe, India 
and Chile reveal a consistent relationship between poverty and common mental disorders 
(Patel et al 1999). The surveys also show close associations of the level of prevalence of 
common mental disorders with indicators of impoverishment as measured by hunger, level of 
debt and education. Similarly in Indonesia, lower rates of depression and other common 
mental disorders are found to be related to higher levels of education and access to amenities 
such as electricity which are indicators of wellbeing. For instance, in Pakistan poverty has 
been found to be firmly related with mental illness (Mumford et al 1997). This association 
applied to communities as well as individuals.  
 
According to WHO these conditions tend to produce high causation of disorders among the 
poor and the drift of the mentally ill into poverty. The inter-linkages between gender, mental 
health, social position and barely sustainable income levels despite heavy work have been 
illustrated in a study in the Volta region of Ghana. Avotri & Walters, (1999) found that the 
combination of financial insecurity and financial and emotional responsibility for children, 
together with heavy workloads exacted a heavy toll on women’s emotional health. 
 
Appiah-Kubi et al (2006) explains some of the relationships and economic wellbeing. In 
addition to the direct treatment costs, people with mental disorders incur indirect economic 
costs such as lost earnings and productivity of mental patients as well as their carers or 
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family members’ inability to work. Studies in the USA and the UK, for instance, put the 
indirect costs three times and nearly six times respectively higher than the direct costs. 
Estimates of indirect costs may appear to be relatively higher in developing countries like 
Ghana, where many family members traditionally take care of the sick. Information from life-
stories collected by BasicNeeds, an NGO working with mental patients, put the corresponding 
indirect economic costs of mental health as high as 15 times that of the direct treatment 
costs of mental illness (Appiah-Kubi et al 2006).  
 
There are also the social costs, which come from the stigma and negative stereotyping 
suffered by mental patients, their carers and their family members. Thus mental illness 
pushes affected individuals and their dependants more into poverty, alienation and a 
diminished quality of life. These burdens affect disproportionately certain societal groups 
belonging to low income classes, women, slum dwellers, people living in conflict, disaster, 
and war prone areas. In developing countries these social classes of people constitute the 
majority of the population, and thus contribute to raise the social costs of mental disorders 
staggering high. (Appiah-Kubi et al 2006). It is in recognition of the importance of the 
relationship between mental health and poverty that the Centre on Projects, Risk and Mental 
Health included research on the Effects of Welfare Reform on Mental Health and Childhood 
Development; the Impact of Early Onset of Psychiatric Disorders on Adult Socio-Economic 
Wellbeing and Poverty, Depression and Mental/Child Health, Bernie DeGroat, (1999 
 
The preceding discussion of a direct relationship between poverty and mental disorders are 
consistent with information from Ghana (GLSS 4) that the proportion of people who consult a 
doctor or visit the hospital when sick or injured increases generally with the standard of 
living. In the rural areas, for instance, the proportions consulting a doctor or pharmacist in 
the highest quintile (27%) are more than three times higher than those in the lowest quintile 
(8%), whilst in the urban areas the highest quintile (52%) are twice as high as the lowest 
quintile (27%) (GSS 2000). These findings also seem to be confirmed by empirical evidence 
in Ghana that the poor and the deprived have a higher prevalence of mental and behavioural 
disorders, including substance use disorders. Turkson and Dua (1996), for instance, in a 
study of women with mental illness, found that, majority of them were between 20-40 years 
of age, married with 5-8 children but with poor financial support from husbands, limited 
education and limited employment opportunities.  
 
There is evidence in existing literature to suggest that, traditional/spiritual healers are the 
first port call for the treatment of mental illness. Appiah-Kubi et al (2006:pg 27) states that 
…. given the widespread nature of prayer and healer camps, spiritual sanctuaries, etc., in the 
country, their high patronage by especially women and those with little education coupled 
with the widespread belief that mental illness is a spiritual curse, it can be said that the 
traditional and faith healers cater for the largest proportion of the mentally ill in the country. 
 
Rachel Jenkins (2003) observed that the above relationships and expositions are 
manifestations that, mental illness is not just a clinical issue but also a socio-economic 
problem. Yet mental illness has often been treated as a clinical problem, but where mentally 
ill people are confined to psychiatry homes/hospitals in developing counties like Ghana, 
ostensibly for clinical treatment of their conditions. However the reality is that they are simply 
‘locked up’, and are also subjected to severe human rights violations. The socio-economic 
implications for affected individuals and their families is not part of serious policy discourses 
or decisions. As a result these families have no avenues at all to cope with, let alone change 
their situation of living in poverty and neglect. Stigma of mental illness also contributes to a 
lack of attention from politicians and the public, which then results in a lack of mental health 
resources and staff morale, decaying institutions, lack of leadership, inadequate information 
systems, and inadequate legislation. People with mental illness have been excluded from the 
poverty reduction programmes and other social safety nets such as the Youth in Employment 
Programme in the Ghana for instance The GPRS, the GLSS 4 and Participatory Poverty 
Assessment (NDPC 2005) identify the extreme poor, the vulnerable and the excluded to 
include: rural agricultural producers, children in difficult circumstances, people living with 
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HIV/AIDS, displaced communities, disadvantaged women, residents of urban slums, the 
elderly who have no access to family care, physically challenged persons especially those with 
no employable skills, people suffering from chronic diseases (tuberculosis, buruli ulcer, guinea 
worm, trachoma bilharzias and breast cancer), drug addicts, victims of harmful traditional 
practices and the unemployed. These groups include people who are susceptible to stress 
and mental disorders. As much as tackling the poverty of these groups will indirectly manage 
their stress (and thereby addressing the possible causes of mental disorders), with the 
exception of drug addicts, the issue of people living with mental illness is conspicuously 
missing in the Ghana Poverty Reduction Strategy document. This in a way underscores the 
argument that significant benefits are being denied to mentally ill people and their families by 
their exclusion/absence in poverty reduction strategies and related policy discussions. 
 
Burden of Mental Disorders  
Neuropsychiatry disorders are slowly becoming leading causes of disease burden worldwide. 
In low and middle income countries, in which Ghana finds itself, one out of every ten 
Disability Adjusted Life Years is estimated to be lost to a neuropsychiatry condition. From the 
preceding sections, it can be seen that, mental disorders are a silent but growing illnesses in 
Ghana.  It is also one of the least talked about health issues in Ghana. The consequences of 
mental illness on the individual, family and community as a whole have social and economic 
aspects.  

1.4. BasicNeeds’ Mental Health and Development Programme in Ghana 
BasicNeeds started mental health interventions in Ghana in 2002.  A pilot project was 
initiated in Northern Ghana known as ‘New Initiatives in Mental Health and Development’ (see 
appendix 1).  Currently, BN works in the three regions in the North with an urban programme 
in Accra which operates in four sub-metros.  In both programmes, BN reaches out to 14,508 
affected people and their families using the Mental Health and Development model (Please 
see appendix 4, box 1)  
 
Important lessons were learnt from the five years of implementation:  
  

♦ Information documented by BasicNeeds1 in the forms of life stories and community 
psychiatry nurses/volunteers field visit reports reveal that, though treatment for 
people with mental illness is free at the government health institutions, families with 
mentally-ill persons still have direct and indirect financial costs to grapple with. 
Constant transport cost to health facilities is a problem to many since some of them 
cannot use the normal public transport system but have to hire taxis.  

 
♦ The enormity and prolonged treatment nature of mental disorders make their 

economic costs very high. For instance, the expensive new psychotropic drugs such 
as tonocebrine, ancephabol, etc are not provided in the public health institutions 
where mental health care is free. When such drugs are prescribed for patients to 
buy, it drains the household purse (box 3).  

 
Box 3: Quote; expenditure on Treatment  
 
 
 
 
 
 
 
 
♦ Some mentally ill people are refused jobs or sacked from their place of work when 

their condition is known by their employers. 

                                                 
1   From BasicNeeds Life Story Files, September 2006 

“I also spent a lot of money buying the drugs, and there is no support coming from any 
where… Some of the medicine they prescribe for her at the psychiatry Hospital is very 
expensive. For one of the drugs, I paid ¢120,000 for 60 tablets. Sometimes, I buy the 
medicine from the mental hospital1. … And you can imagine if I were to go to the 
pharmacy to buy these drugs, which I have been doing. My child has to survive”; Madam 
Judith Adjoyi, mother carer of a mentally ill person.   
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♦ Some carers have to reduce their scale of work and in extreme cases, stop it all 

together in order to provide care for mentally ill relatives. “When she is ‘up’, I am the 
only one who can handle him. Our house is not fenced, if she goes out and damages 
anything, I will be in trouble. Hence, I was working with the Trust Bank and had to 
stop to take care of my sick daughter” Madam Judith Adjoyi, mother-carer of a 
mentally ill person. 

   
♦ There are also the social costs, which come from the stigma and negative 

stereotyping suffered by mental patients, their carers and their family members. 
 
Therefore, in summary, there appears to be two clear and interlinked issues that affect 
mentally ill persons and their households in Ghana: 

1. Their inability to access effective and affordable mental health services, leading to 
the mentally ill member remaining ill for several years without respite. 

2. The presence of mental illness for many years and the neglect of these families by 
health system and civil society which exacerbates their poverty and social exclusion  
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CHAPTER 2 
 

PROFILE OF STUDY AREAS  
 
This study was conducted within the programme area of the BasicNeeds Accra Urban 
Programme and Northern Ghana Programme areas; four sub-metros in the Greater Accra 
Region and 12 communities in the Tamale Metropolis and Bawku Municipality. 
 
2.1 Ablekuma Sub-Metro 
The Ablekuma Sub-metro of the Greater Accra Region has a total surface area of 40.29km2. 
It is bordered to the west by the Ga District; to the north by part of the Ga District and the 
Okaikoi Sub-metro; to the east by part of the Okaikoi and Ashiedu Ketetke Sub-metros and to 
the south by the Gulf of Guinea.  Though smaller in area than the Ayawaso Sub-metro, the 
Ablekuma Sub-metro has a total population of 518,112; (253,458 males and 264,654 
females) and is thus the most populated sub-metro in the programme catchment area. Table 
1 shows the sex composition of the population in the study area.  
 
Table 1: Population by Sex and District    

Name of Sub-
Metro Population 

Sex 
Sex Ratio: 
Males per 
100 females 

Sub-metro Share 
of Regions 
Population Male Female 

Ablekuma 518,112 253,458 264,654 95.8 17.8 

Ayawaso 335,394 168,009 167,385 100 11.5 

Ashiedu Keteke 88,717 41,766 46,951 89.0 3.1 

Okaikoi 233,067 115,623 117,444 98.4 8.0 

Total  1,175,290 578,856 596,434 383.6 40.4 

Source: Ghana Statistical Service, 2005    
 
The Ablekuma Sub-metro has a total of 18 electoral areas. It is generally a low income area. 
The main economic activities in the sub-metro include fishing and trading. It has a relatively 
low illiteracy rate, 13.4%, lower than the over all A.M.A rate of 14.9%. The sub-metro is 
endowed with 46 private hospitals/clinics and 21 maternity homes. Unemployment rates are 
very high. Average household size is 4.5 (table 2).  It has recently been sub-divided into 
three sub-metros2, the Ablekuma South, Ablekuma North and the Ablekuma central sub-
metros. 
                      
2.2 Ashiedu Keteke Sub-Metro 
The Ashiedu Keteke Sub-metro has a total surface area of 4.443km2 (fig. 1). It is bordered to 
the west by Ablekuma Sub-metro; to the north by part of the Ablekuma (Central) Sub-metro 
and Okaikoi Sub-metro; to the east by Osu Klotey Sub-metro and to the south by the Atlantic 
Ocean (fig 1). The Ashiedu Keteke Sub-metro has a total population of 88,717; (41,766 males 
and 46,951 females) see table 1. The Ashiedu Keteke Sub-metro has a total of 3 electoral 
areas. It is generally a low income area. It has a relatively high illiteracy rate, 19.92% 
compared with 14.9% for the whole of the Accra Metropolitan Area (A.M.A). There are about 
five public hospitals/polyclinics/clinics/maternity homes and twelve clinics private 
hospitals/clinics and one maternity home. Unemployment rates are very high. Average 
household size of 4.3, is the lowest among the four sub-metros in this study and is also lower 
than the AMA average of 4.5. 
 
2.3 Ayawaso Sub-Metro 
With a total surface area of 47.084km2, the Ayawaso Sub-Metro is the largest in terms of its 

                                                 
2 For the purposes of this report, the Ablekuma sub-metro refers to the original sub-metro, 
encompassing all the recently divided three sub-metros.  
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area extent among the four sub-metros in this baseline. It is bordered to the north by the 
Tema Municipality; to the south by Osu Klottey Sub-metro; to the east by Kpeshi (La) Sub-
metro and to the west by Okaikoi sub-metro. The Ayawaso Sub-Metro has a total population 
of 335,394; (168,009 males and 167,385 females) as in table 1. The Ayawaso Sub-Metro has 
a total of 15 electoral areas. It is generally a low income area. It has a relatively high 
illiteracy rate, 18.1% while the A.M.A average is 14.9%. There are about five public 
hospitals/polyclinics/clinics, fifty private hospitals/clinics and eight maternity homes. 
Unemployment rates are very high. Average household size is relative high, 4.7, compared 
with the A.M.A average of 4.5. It has recently been sub-divided into thee sub-metros3, the 
Ayawaso East, Ayawaso West, and the Ayawaso Central sub-metros. 
 
2.4 Okaikoi Sub-Metro 
The Okaikoi Sub-Metro of the Greater Accra Region has a total surface area of 33.174km2. It 
is bordered to the north by the Ga District; to the south by Ablekuma, Ashiedu Keteke and 
Osu Klottey Sub-metros; to the east by Ayawaso Sub-metro and to the west by Ga Districts 
and the Ablekuma sub-metro. The Okaikoi Sub-Metro has a total population of 233,067; 
(115,623 males and 115,623 females). The Okaikoi Sub-Metro has a total of 12 electoral 
areas. It is generally a low income area. It has a relatively low literacy rate, 10.7% as 
compared to 14.9% for the whole of A.M.A. There are about three Ghana Health Service 
hospitals/polyclinics/clinics, twenty private hospitals/clinics and six maternity homes. 
Unemployment rates are very high. Average household size is the highest, 4.8 among the 
four sub-metros in this baseline.  It has recently been sub-divided into two sub-metros4, the 
Okaikoi South and Okaikoi North sub-metros. 
 
Profile of Northern Region  
The Northern Region, which occupies an area of about 70,383 square kilometres, is the 
largest region in Ghana in terms of land area. It shares boundaries with the Upper East and 
the Upper West Regions to the north, the Brong Ahafo and the Volta Regions to the south, 
and two neighbouring countries, the Republic of Togo to the east, and La Cote d’ Ivoire to 
the west.  
 
It has a population of about 1,854,994 people.5  The population is made up of 49.7% male, 
50.3% female.6  The region is divided into 18 administrative districts.  There are also various 
traditional administrative centres based on Chieftaincy. Tamale is the administrative 
headquarters of Northern Region. 

The climate of the region is relatively dry, with a single rainy season that begins in May and 
ends in October. The amount of rainfall recorded annually varies between 750 mm and 1050 
mm. The dry season starts in November and ends in March/April with maximum temperatures 
occurring towards the end of the dry season (March-April) and minimum temperatures in 
December and January.  

The main vegetation is classified as vast areas of grassland, interspersed with the guinea 
savannah woodland, characterised by drought-resistant trees such as the acacia, baobab, 
shea nut, dawadawa, mango, and neem.  

75% of the population live in rural areas.  The commonest settlement pattern in the North is 
the nucleated village where houses are grouped together around the market.  There are 
about 3,000 settlements in the region with populations ranging from 50 to 5,000 inhabitants.  
Agriculture is the main economic activity employing about 63% of the workforce.  The factory 
accounts for only 14.7% and commerce 16%.  Communication networks within the region 

                                                 
3 For the purposes of this report, the Ayawaso sub-metro refers to the original sub-metro, encompassing all the 
recently divided three sub-metros.  
4 For the purposes of this report, the Ablekuma sub-metro refers to the original sub-metro, encompassing all the 
recently divided three sub-metros.  
5 (source 2000 Population and Housing Census provisional result Ghana Statistical Service) 
6 Population by District 2000 
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are adequate but their condition is poor.  There is one airport in Tamale and an inland port at 
Buipe, which serves the whole of the north.   
   
Islam is the dominant religion in Northern Region accounting for 32.7%, Christianity 15%, 
atheists and traditionalists 10% and others 0.6%.  Illiteracy in Northern Ghana is the highest 
in the country at about 70%.  School attendance in 1984 was 39.7% against a national figure 
of 58.8%.   
 
The national figure for access to portable water is about 60%.  In the northern region, only 
27% of the population has access to portable water.  Health and sanitation facilities are at 
the barest minimum.  For instance, in 1990, it was estimated that there were 63,095 
population per doctor against a national ratio of 20,450.   

There are 13 hospitals and 119 health clinics which cater for minor illness.  The provision of 
medical services is poor.  The majority of the population depend on herbalists and traditional 
healers. The entire region has 7 mental health professionals (6 CPNs and 1 enrolled 
psychiatric nurse). 

2.5 Tamale Metropolis 
Tamale Metro is one of the 18 districts in the Northern Region. It is centrally located in the 
region and hence serves as a hub for all administrative and commercial activities in the 
region. Tamale, the metropolitan capital is also the political, economic and financial capital of 
the region. All major government departments, ministries and NGOs have Tamale as their 
operational centre. The metropolis shares boundaries with Savelugu/Nanton district to the 
north; Tolon/Kumbungu districts to the west; Yendi district to the east and East Gonja district 
to the south.  
 
The metropolis is largely an urban settlement with about 197,178 people living in the urban 
communities and 96,703 people living in the rural communities. The metropolis is best 
described as a cosmopolitan settlement with the indigenous Dagomba tribe being the 
dominant population.  
 
Until the 1980s, over 70% of the indigenous people engaged in farming at subsistence level. 
However retail and wholesale trading is now growing so fast as to be phenomenal. Currently, 
the municipality produces some cash crops such as rice, cotton, groundnuts, shea and beans, 
especially soya beans. 
 
There are two Psychiatric Nurses in Tamale.   
 
Profile of Upper East Region  
Historically, the Upper East Region is part of what used to be the Upper Region (Upper East 
and Upper West), which was itself carved out of what used to be the Northern Region.  The 
Upper East Region covers a total land area of 8,848 square kilometres, roughly three percent 
of Ghana’s land area.  Bolgatanga is the capital town of region. The region is situated in the 
north-eastern corner of Ghana. It is bordered to the north by Burkina Faso, to the east by the 
Republic of Togo, to the west by the Upper West Region and to the south by the Northern 
Region.  
 
The region is divided into eight administrative districts. The total population of the region is 
920,089 which is predominantly rural with about 87% of the population living in rural 
settlements, of less than 5,000 people per settlement. However, there are concentrations of 
populations in the main urban centres of Bolgatanga, Bawku, Navrongo, Sandema, Bongo 
and Zebilla which serve as service centres and administrative capitals of their respective 
districts. Rural population density is high at over hundred (100) people per square kilometre. 
 
The climate is tropical and the vegetation is savannah, characterized with short trees, mostly 
neem, shea and mahogany. 
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About 91% of the region’s population has access to good drinking water. The doctor/patient 
ratio in the region is 1/53,688 which is well below the national average of 1/20,450. 
 
The region is predominantly agricultural with about 70% of the economically active 
population engaged in one form of agriculture or the other. Principal crops grown on the 
upland rain-fed soil are millet, sorghum (guinea corn) and groundnuts. 
 
The main tree crops are shea, dawadawa, Baobab and acacias with small plantings of mango 
and cashew.  
 
There are six hospitals in Upper East Region.  In addition, there are 45 clinics and 26 health 
centres.  In total, there are nine mental health professionals in the entire region comprising 
eight psychiatric nurses and one enrolled nurse. 
 
2.6 Bawku Municipality 
The Bawku Municipality shares boundaries with the Republic of Burkina Faso to the north, 
Togo to the north-east, East Mamprusi District of the Northern Region to the south and 
Bawku West District to the west. It has a population of 307,917.  The people are mainly 
engaged in farming and cross-border trade.  
 
The Municipality has one hospital (Presbyterian Hospital), seven health centers, a health post, 
three nutrition officers and a number of clinics. There are four psychiatric staff in the 
Municipality. The Bawku township has 13 mechanical boreholes which supply 15% of the 
water requirement. 
The staple foodstuffs of the municipality include millet, rice, red and white sorghum, 
groundnut, guinea corn, maize and Bambara Beans. About 90% of the food produced at 
subsistence level is consumed locally while onions and malts are transported down south for 
sale. Cotton, sheanuts and sweet potatoes are the cash crops produced in the Municipality. 
Livestock production is also on the increase. They are also noted for the production of high 
quality smocks, shea butter, groundnut oil, earthenware products and dawadawa. 
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CHAPTER 3 
 

METHODOLOGY 
 

This study was undertaken by the Policy and Practice Directorate of BasicNeeds, jointly with 
BasicNeeds’ Ghana programmes in Accra and Northern Ghana, to study some of the key 
socio-economic issues faced by persons affected by mental illness and their families by 
posing the following two broad questions:  
 

1. What are the effects of household poverty on access to treatment for its mentally ill 
members?   

2. What is the impact of mental illness on the household economic well-being?  
 
The methodology used is a very significant aspect of this study. The data collection and its 
analysis using Participatory Data Analysis (PDA) has been developed and is being used by 
BasicNeeds in seven operational countries, including Ghana, as part of its practice based on-
going Action Research. This study provided the opportunity to test that methodology for a 
time-bound focused study, to arrive at findings and conclusions on specific themes related to 
the economic implications of mental illness for poor families. Throughout the study process 
care was taken to keep the methods and processes simple so that persons with mental 
illness, their carers and community volunteers (key stakeholders in community based mental 
health) could participate fully. At the same time it was important that the data and its 
analysis can gain validity and lead to clear findings and conclusions. This chapter describes in 
detail the methodology used.    

3.1. Planning and Set Up  
An initial meeting brought together the core research team i.e. two research Officers (in 
BasicNeeds Ghana), the Director for Policy and Practice, BasicNeeds, (Principal Advisor) and 
the project advisor. The purpose was to develop a terms of reference and details of the 
study.  An initial study questionnaire was also developed to collect data from mentally ill 
people and their families. This was progressively refined until the time of data collection.  

3.2. Sampling Method 
The sample comprised of 400 persons affected by mental illness and residing within the field 
areas of the Northern Ghana programme and Accra programme respectively.  Of these there 
were 200 were from Bawku Municipality and Tamale Metropolis in Northern Ghana (100 
each) while 200 were from Asiedu-Keteke, Okaikoi, Ayawaso and Ablekuma sub-metros in the 
Accra urban programme (50 each).   The sample was selected purposively so as to include all 
the major psychiatric conditions in the study areas.  

3.3. Data Instrument  
A questionnaire was developed for the purpose of this study (see Annexure 1). The 
questionnaire has two sections.  Part A contains questions on the demographic background of 
the mentally ill person (age, sex, marital status). The household economic conditions are also 
covered in Part A and include questions on major income earner, his/her income, income 
increase or decrease in the period of six months just prior to the survey, household assets, 
food shortage and reasons for food shortage. Part B is specific to the mentally ill person. It 
contains questions on economic and productive activity of the person,his/her income, income 
change within the six months period prior to the survey, credit and uses of credit. It also 
includes questions on diagnosis and treatment type, length and cost.  

3.4. Data Collection  
Training and Pre-Testing 
65 people made up of community volunteers and animators, Community Psychiatric Nurses 
and partner field staff were selected for training on data collection with specific emphasis on 
this study. The questionnaire was pre-tested in May 2006 by all those who received training. 
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Each of them was given a questionnaire to administer on-test basis after which 25 volunteers, 
3 animators, 3 CPNs and 3 partner field staff were selected to finally administer the 
questionnaire. The pre-test served not only to test the applicability of the questionnaire in 
both an urban and rural settings but also enabled the selection of the final set of people who 
would do the actual data collection.  
 
Staff of BasicNeeds and partners, Amasachina and ZOVFA, were involved in the whole 
process. In Northern Ghana and Accra, the BasicNeeds research officers coordinated the 
overall field process.  
 
Data Collection  
The actual data collection took place between October and December 2006. Volunteers, 
animators and partner field staff who were trained and selected, collected data from 
districts/sub-metros /communities where they operate and have engagement or contacts with 
the district concerned.  The partner field staff and the research officers supervised them.   
 
Each interview was recorded directly unto the questionnaire. The data so collected were 
complemented with direct observations on the field. In both programmes the clinical data 
required in the questionnaires were extracted from the client individual files and folders at 
their homes or polyclinics. Diagnosis was determined from information available from files 
and had been specified by medical personnel7.  
 
Other sources of data i.e. life stories, were also referred. These had been written for the BN 
intervention programme. The Ghana programmes’ six monthly research reports (generated 
every six months as part of action research) was also referred to.  
 
A number of mental health and related economic policy based documents were also read and 
synthesised for this study including the Ghana Poverty reduction Strategy and the Ghana 
Living Standard Survey among others.  

3.5 Data Analysis  
The analysis included basic quantitative consolidations and largely qualitative analysis of data 
at the PDAs. The Director for Policy and Practice (Principal Investigator), together with the 
Ghana research team, reviewed the data collected and developed analytical themes for 
analysis of the data. These were then used during the Participatory Data Analysis sessions 
where participants comprising of mentally ill persons and carers were guided through the 
process of analysis by BasicNeeds research staff. Detailed instructions for ‘what to do’ were 
developed as in box 4 & box 5 for mentally ill people on one hand and carers on the other. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
7 Psychiatrists do diagnosis of mentally ill people through interviews with the help of a clinical guide. Community Psychiatric 
Nurses in areas where the study was undertaken classified the various diagnoses under severe and common mental disorders 
guided by existing information in WHO reports on the classification of severe and common mental disorders. 
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Analytical Categories  
Box 4: Carers of mentally ill people  
Using information from the questionnaires provided, please do the following: 
Age and Sex 

 Group the respondent/mentally ill people by sex and by age: 
� Count adult males (18 years & above) for each locality 
� Count adult females (18 years & above) for each locality 
� Count male children (below 18 years) for each locality 
� Count female children (below 18 years) for each locality 

 Group the mentally ill people under marital status 
 Establish the relationship of the mentally ill person with the major income provider of the household thus: 
 Group the source of income of the major income providers of the households within the past six months prior to the 

study according to major occupations 
 
**The estimated earnings of the major income earners per day/week/month/season were converted into 
earnings per month and participants were asked to put the respondents (households) into various income 
ranges  
 

 Group the major income earners into two: those who experienced change in their income during the past 12 months 
and those who did not 

 For those major income earners who experienced change in their incomes during the past 12 months prior to the 
study, further group them into those who experienced increases and those who experienced decreases of their 
incomes.  

 List the explanations for the change in incomes from the questionnaires 
 
**The expenditures on food items were also summed up and participants at the PDA were then asked to put 
the respondents (households) into various expenditure ranges  
 

 Put the changes in expenditure of the households on food during the six months preceding the study into the three 
categories as follows: Increase; Decrease & No change   

 List the explanations from the questionnaires for the increases and decreases of their expenditure on food over the 
past six months. 

 Group the households into two: those who experienced food problems during the year and those who did not. 
 For those who experienced food problems during the year, put them into the periods they experienced the food 

problems  
 List the reasons from the questionnaires for the food shortages during the periods stated  
 Count and write down the number of households against the cooping strategies resorted to during their period of food 

problems 
 Put the households into those who expect food shortages and those who do not in the near future. 
 List the reasons for each expectation 
 Count and write down the number of households who possess the following items  
 Also Count and write down the number of households who purchased the following items during the last six months 

 
Box 5:  Mentally ill people  
Using information from the questionnaires provided, please do the following: 

 Count and write down the number of mentally ill people against the major occupations they were in before their 
illness 

 Also indicate whether mentally ill people are still in their occupations they were in before their illness  
 Count and write down the number of mentally ill people against the household chores they are able to do. 
 Group the responses of the mentally ill people into those who earn in cash, those who earn in kind and those who 

earn in both cash and kind. 
 
**The daily/weekly/monthly/seasonal earnings were converted into monthly earnings and the mentally ill 
participants at PDA were asked to put the respondents (households) into various income ranges  
 

 Group the mentally ill people into two: those who experienced change in their income during the past 12 months 
and those who did not using the questionnaire 

 For those mentally ill people who experienced change in their income during the past 12 months prior to the 
study, further group them into those who experienced increases and those who experienced decreases of their 
incomes.  

 List the explanations for the change in incomes from the questionnaires 
 Group the mentally ill people into those who received a lone since last year and those who did not. 
 For those who received credit, classify them under the types of credit they received  
 For those who received credit, classify them according to the sources of their credit  
 For those who received credit, classify them according to the uses of their credit  
 Put the diagnosis of the mentally ill people into three main categories as below; Epilepsy; Severe mental disorder 

and Common mental disorder 
 Put the mentally ill people into groups according to how long they have been suffering from their illness and in 

intervals of five years 
 Count and write down the number of mentally ill people against the first palace of treatment visited  
 Count and write down the number of mentally ill people against the second palace of treatment visited  
 Count and write down the number of mentally ill people against the third palace of treatment visited  
 Count and write down the number of mentally ill people who take their treatment regularly against the source of 

treatment  
 Count and write down the number of mentally ill people who do not take their treatment regularly against the 

source of treatment  
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 Distances to the various treatment centres were analysed by the research officers 
 Put the mentally ill people into those who have experienced improvement in their health condition and those who 

did not 
 List the reasons from the questionnaires for the improvement or otherwise  
 Count and write down the number of mentally ill people who experienced their conditions against the time 

intervals given 
 Count and write down the number of mentally ill people against the side effects experienced  

 
**Expenditure on treatment were analysed by research officers 

 
The first set of categories sought to analyse the economic situation of the household and the 
second was to analyse and link the mentally ill person’s conditions, treatment needs and 
costs with his/her family’s economic needs.  
 
A major part of the analysis was done at the community level using PDA, with the mentally ill 
people and their family members who were interviewed for the study. Out of the 800 
mentally ill people and family members who were interviewed, 424 were involved in the 
analysis8.  One PDA was conducted in each of the four sub-metros of the Accra Programme 
area and one each in three areas of the Northern Ghana Programme Area; Tamale, Savelugu 
and Bawku. In total, 7 participatory data analyses) were conducted, each one lasting for two 
days. (See appendix 3 for details of number of people involved in the data analysis). 
 
Volunteers and partners who supported in collecting the data were involved in the first level 
of data analysis using the filled questionnaire directly.  It was facilitated by the Research 
officers and Research Assistants. In 5 out of the 7 PDAs conducted, participants formed two 
groups i.e. group of affected individuals and group of carers. The carers analysed the portion 
from the questionnaire responded to by major income providers and the mentally ill persons 
analysed the part which has their own information. The results of the group analyses were 
presented at plenary for discussions of trends emerging out of the quantitative data analysed.  
For lack of space, in two PDAs, participants were all put together to analyse and discuss both 
quantitative and qualitative data.  Those volunteers, mentally ill people and their families, 
who could read and write, recorded tallies and discussions with support from partners’ and 
BasicNeeds staff. The research assistants did the process documentation of the whole 
activity. 
  
A second level of data analysis was done by the BasicNeeds Research Officers using results of 
data analysis from the PDA sessions.  Tables were developed and drawn by the Research 
Officers using quantitative analysis developed manually from PDA for each district or sub-
metro. These tables were consolidated for the two programmes using Microsoft excel. This 
level also involved developing relationships and linkages between data using 
discussions/quotes/statements made by mentally ill people and their families during the PDA 
session, using emerging themes as a guide.  

3.6 Report Writing 
The Research Officers in Accra and Tamale each wrote separate reports and later 
consolidated them into one study report, under the guidance of the Director, Policy and 
Practice (Principal Investigator). 

3.7 Strengths 
• There are no in depth studies which investigate into mental health and socio-economic 

well-being in Ghana.  This became even more apparent during an earlier macro-study 
titled “Mental Health: Access to Treatment and Macroeconomics in Ghana”, which was 
done as part of a two-year research project (of which this study is a part). This study 
therefore contributes to filling this gap. 

• The participatory methods used for data collection and analysis enabled an 
understanding of the views and perceptions of persons with mental illness and their 
family members – about mental illness and its impact on their own economic situation, 

                                                 
8 This was due to limited funds as well as limited space to accommodate all of them. 
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especially highlighting their food security and other poverty related issues such as assets, 
livelihoods etc. This helped to generate evidence that can be used to advocate for their 
suitable inclusion in socio-economic and health polices in Ghana. 

• The context and setting for data collection was interactive and non-threatening. This 
became possible because the research study was closely linked with BasicNeeds’ on-
going interventions in Ghana, so that the interactions were mainly between people who 
were all linked and worked together as stakeholders in implementing the Mental Health 
and Development programme.  

• Inevitable limitations in data quality, collected by field volunteers and others, were 
substantially made up for by the in-depth and insightful analysis through the process of 
PDA.  

• The participatory data analysis (PDA) process used for data analysis, served as a 
powerful tool by which persons affected by mental illness participated in a dynamic 
process to interpret and analyse data. The analysis was based on their everyday realities 
and their world view. Using these to develop policy related recommendations can make 
the recommendations realistic, relevant and meaningful to their life situations.  

• In addition, discussions at the PDA sessions led to a further exploration, by persons with 
mental illness, of their experiences of seeking/gaining treatment services. This provided 
them the opportunity to gain a deeper understanding of their situation and consequently 
a clearer articulation of it, thus contributing to their overall capacitation and 
empowerment.  

• The emerging collective understanding of the links, between the impact of mental illness 
and poverty, was an important dimension in their capacitation for future contributions to 
policy processes and decisions, which affect them.    

3.8 Challenges/Limitations 
♦ The study sought, through purposive sampling, to cover an equal representation of 

affected individuals by diagnosis and as far as possible also by gender. However this was 
not always possible as the sample was taken from BasicNeeds’ programme 
implementation areas and inevitably followed the pattern of overall representation of 
men/women/children/diagnosis among the people who were part of the programme in 
these areas. Thus in some areas there were already more men than women; more people 
suffering from epilepsy than other mental health conditions combined and more adults 
than children etc.   

♦ The logistics arrangements needed for PDA and the animation of the PDA groups 
(needed to get the PDA into action) by the researchers, was time consuming, tiring and 
difficult.  

♦ In some cases participants at the PDA became fatigued leading to reduced or no 
participation.  

♦ Majority of mentally ill people and their carers had low literacy levels.  This meant a 
major part of the analysis was done orally, delaying the process documents and thus 
making field notes very crucial to the research process. 

♦ Data on household expenditure on food items was collected. However, there was no 
corresponding information on household size for the computation of per capita 
consumptions, which could have served as a better measure of household welfare. 

♦ Determining how households allocated their entire resources was not a major objective of 
the study.  Therefore information on only some specific expenditure items i.e. on 
treatment and food, were collected, Also there was no comparative data on expenses 
from households where there was no mentally ill member. As a result the analysis could 
not give a full picture of their purchasing/spending abilities and also how and why they 
made these decisions.   

♦ Obtaining accurate income of major income providers was difficult.  Whilst some 
respondents did not feel comfortable revealing their true incomes, others simply could 
not tell how much they earn exactly since majority of them are not formal income earners 
and often earn in kind. 
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♦ Use of cross tabulations to review and interpret links between variables (e.g. level of 
income and access to food, distance from source of facility and access to treatment, etc) 
was not attempted in the PDA.  
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CHAPTER  FOUR 
 

 DATA ANALYSIS  
 

4.0 Demographic Characteristics 

4.1 Sex and Age Distribution of the Mentally Ill People Interviewed 
Overall, there were 163 adult males in the total sample, accounting for 40.75%, while adult 
females were 155, and accounting for 38.75%. So while there was no major variations by 
gender seen in the total sample, gender variations were seen across the two programmes 
areas (Accra and Northern Ghana) as in appendix 2. In Accra, adult females formed the 
majority i.e.  44% of the Accra sample while adult males accounted for only 34.5% whereas 
in the Northern Ghana sample adult males accounted for 47.5% and adult females 33%.  
 
Children (under 18 years of age) were 82 in the sample accounting for 20.5% (M=11.7%; 
F=8.7%). The minimum age of the mentally ill people interviewed is about 8 while the 
maximum age is 77.  
 
291 (72.7%) mentally ill people studied were in the age range between 18-55 for women and 
18-60 for men, thus indicating that the majority were in their productive ages.  
 
Since the sampling method was purposive - so as to have a representation by diagnosis of all 
metal illnesses - the distribution by age and sex could be significant.  

4.2 Mental Illness Details 
 
4.2.1 Diagnosis 
Epilepsy alone accounted for about (189) 47.25% of the total sample. Of the remainder 
which constitutes mental illnesses, 32.75% suffered from severe mental disorders, whiles 
15% suffered from common mental disorders. The remaining 5% suffer from other mental 
and psychological conditions such as learning disability, dementia, sub-normality, etc 
(appendix 4).   
 
4..2.2 Duration of illness 
For the majority (123), duration of illness ranged between 1 - 5 years and the next largets 
group (102) the duration ranged between 5 - 10 years.  Only (16) 4% had suffered the 
illness less than a year while (70) 17.5% have been suffering from their mental ill health for 
over 20 years (appendix 5).  
 
Given that a significant number (102 – i.e. a quarter of the sample) have remained ill for over 
5 years and another significant number (123 i.e. well over a quarter of the sample) have 
been ill for years ranging between 1 and 5, issues of access to and cost of treatment assume 
great importance in understanding the impact of having a mentally ill member on families’ 
functional and economic well being.  
 
4.2.3 Accessibility and Cost Issues  
Tabi (1994) defines accessibility to health care as living within 3-5 miles of a health service.  
Approximately this is about 5-9 km.  By the Ghana Health Service Standards, to have access 
to health care is to be within a minimum of 8km radius.  The Ghana Statistical Service also 
uses 30 minutes to and from a facility/service as a condition for having access to that facility 
or service.  
 
The average distance to the health facilities among the sample studied is 6.46km while the 
maximum and minimum distances are 220km and 0.1km respectively. Hence if we take the 8 
km radius as the standard for access, then over 90% of them will be said to have access to 
health care. However, this does not really work for the families. This is because when it 
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comes to mental illness, treatment requirements in several cases, are long term, requiring 
regular visits to these heath facilities. So even distances of 3 or 4 Kms, without adequate or 
suitable transport, can make it very difficult for the families to access services repeatedly.   
 
As majority of the people in the sample are getting their treatment from the polyclinics and 
community psychiatric units, through the BasicNeeds’ intervention programme, travelling 
distances to such places has become shorter than it used to be, as reported by mentally ill 
persons during community reviews and life stories. During PDA, participants mentioned that 
but for BasicNeeds, they would have been traveling long distances for their medications.  In 
Bawku in particular, they mentioned that BN has made it possible for the psychiatric nurses 
to create outreach points closer to their communities where they gather to meet the 
psychiatric nurses for their medication.  
 
Another determinant of access to services is cost. However, as explained in the section on 
expenditure on treatment later on in this document, mental health services are free in Ghana. 
This is stipulated by the draft mental health bill for Ghana. Hence, of the 392 people suffering 
from mental illness and epilepsy who still access regular treatment from the polyclinics or 
mental health units, 233 representing 59.4% indicated that, they did not incur any cost on 
psychotropic medicine or consultation/fees. 40.6% pay some money for their medications. 
Even though mental health services are free, there is usually irregularity in the supply of 
psychotropic drugs.  Mentally ill people including those suffering from epilepsy often have to 
purchase drugs from a chemical store in times of drug shortage.  However in Bawku even 
when drugs are available, 99 out of 100 respondents revealed that they pay for their drugs 
each time they visit the Community Psychiatric Unit. The minimum, maximum and average 
expenses on medicines and transportation to and from the health facilities are presented in 
table 2 & appendix 6.   
 
In the Accra sample, average expenditure on treatment (medications) during the past six 
months range from ¢30,000 ($3.23) in the Ashiedu Keteke Sub-metro through ¢163,000 
($17.53) and ¢262,000 ($28.17) in the Ayawaso and Ablekuma Sub-metros respectively to 
¢1,635,000 ($175.81) in the Okaikoi Sub-metro. In addition, other expenses relating to 
treatment such as transport, range from 65,000 ($6.99) in the Ayawaso sub-metro through 
¢70,000 ($7.53) and 130,000 ($13.98 in the Ashiedu Keteke and Okaikkoi sub-metros 
respectively to 230,000 ($24.00) in the Ablekuma Sub-metro (appendix 5). In Bawku, the 
situation was similar.  Average expenditure was ¢80,000 ($8.6) whilst in Tamale there was a 
sharp contrast with an average of ¢10,000 ($1.07). Overall, this means that, the loss for a 
mentally ill person who has been suffering for the past ten years and his/her family, for 
instance, is enormous.  
 
Table 2: Distances & Cost to Sources of Treatment 
 

Distances  Km Minute 

Cost (in US 
$) during 
the past six 
months 

Minimum 0.1 4 0 ($0) 
Maximum 220 180  ($215.33) 
Average 6.46 27.42  ($2.31) 

 
During the group analysis, mentally ill people noted that though they have been taking 
medications for quite a long time, they are not completely healed.  They said the drugs only 
manage their condition, however they are still happy with it.  Carers of these mentally ill 
people also revealed that, conditions of their patients have improved greatly even though it 
has left them impoverished because of the search for treatment. They explained that prior to 
a member becoming mentally ill, they used to have so much money that was able to buy 
assets and food throughout the year but as a result of the search for treatment, they have 
used all their monies. 
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Hence the two main difficulties faced in seeking treatment are distance and cost. We can see 
that when treatment services become available nearer their home, even with limited 
efficiency and effectiveness, people availed of these, even if it required them to incur 
additional and recurring expenses.    
 
4.2.4 Sources of Treatment Before and After BN 
The major sources of treatment of the sampled people with mental illness and epilepsy in this 
study are orthodox medicine (psychiatric hospitals, hospitals, Community Psychiatric Units 
and polyclinics), traditional healers and spiritual healers. In Accra, the clinical history of 
people with mental illness indicated that, over 72% of them were going to the two Psychiatric 
Hospitals in Accra for treatment before the BN Programme was started. In Tamale, about 
90% of people who participated in the participatory analysis indicated that their first port of 
call was the traditional healer.  
 
Two main psychiatric hospitals are located in the Accra Urban programme area and this may 
account for the high attendance rates (72%) for treatment services before BN intervention in 
Accra.  In Northern Ghana, depending on what the mentally ill person or family members 
perceive to be the cause of the illness, they make a decision to use the services of a 
traditional healer or from the hospital/psychiatric unit.  From the study, the first point of 
contact when a member of the household (northern Ghana) becomes mentally ill is the 
traditional healer.  This can be attributed to their cultural values.  Depending on one’s faith, 
they may also decide to use spiritual healers who recite koranic or biblical verses as healing 
techniques.  During PDA, they mentioned that factors that contribute to the use of traditional 
healers are: 
 
♦ Knowledge about the cause of the mental illness:  Usually elders in the household would 

want to know what caused the mental illness or epilepsy.  They maintained that the 
hospitals are not able to tell them the spiritual cause of the sickness  

♦ Most traditional healers live in the community, which makes treatment available and 
affordable to them.  Mentally ill people noted that traditional healers also have flexible 
terms of payment unlike at the hospital where they are required to pay upfront. 

 
After BasicNeeds intervention, 393 out of 400 mentally ill people and those suffering from 
epilepsy now treat their illnesses at the polyclinics/community psychiatric units.  Six of them 
(all from the northern Ghana programme) still access the services of only traditional or 
spiritual healers whiles 65 combine psychotropic drugs and treatment from the traditional or 
spiritual healers.  This confirms that, mentally ill people and people with epilepsy rely on 
several sources of treatment for their ailment. As Madam Likia Lartey from Ashiedu Keteke 
Sub-metro puts it, “ … all are helpful. In addition, both the Moslem and Christian prayers are 
very helpful”.  
 
The results of the analysis of the sources of treatment by people with mental illness in this 
report did not conform to the common notion that, spiritual and traditional healers treat a 
majority of the people with mental illness, especially in the Accra Programme. Only the 
situation of the Northern Ghana Area before the BN intervention conforms to this notion. This 
apparent contradiction may be due to the sample studied, people already with the 
programme who receive their treatment from the polyclinics.    
 
There is no conclusive evidence from the study that sources of treatment, for the majority, 
were mainly from faith and traditional healers. However the PDA brought it out that majority 
of them visited the traditional healers before treatment at the hospital in the Northern 
programme area.   Evidence however points to the possibility that even after gaining easier 
access to orthodox treatment, people tend to rely on several sources of treatment.  
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4.3 Economic Situation 
This section probes the household economics and its links with mental illness, by analyzing 
the assets owned by the households in the sample, their levels of income, major and minor 
occupation of the main income earner in a household and the constraints that affect people’s 
income levels, food security issues.  It also presents an analysis of occupations of mentally ill 
people before and after they became mentally ill and analyses the change in incomes and 
food security of these households and links it with household expenses for food and 
treatment.  
 
4.3.1 Household Assets/Ownership 
Table 3 shows the assets owned by the households studied and which are indicative of the 
economic wellbeing of the households and some of which can potentially be relied upon to 
manage the risks when the need arises. About 28 (14%) of the households studied did not 
have any of the eleven basic items9 on which information was collected. Of households that 
possess at least one of the items investigated, there is a clear distinction between kinds of 
assets possessed in the Accra Urban Programme area and in the Northern Ghana Programme 
Area. A majority of the households surveyed in the Accra Programme (57.5%), own, for 
example, a television set and a radio. The next most common items among the households in 
the Accra Urban Programme areas were refrigerators and tape recorders respectively.  
 
Table 3: Households Assets Ownership  

Assets Possession Assets Possession, Past Six Months 
Assets Accra  Northern 

Ghana  
Total  Accra  Northern 

Ghana  
Total  

House  58 (29%)  170 (85%) 228 (57%) 0 (0%) 5 (2.5%)  5(1.25%) 
Livestock  

13 (6.5%) 124 (62%) 
137 

(34.2%) 0 (0%) 30 (15%) 30(7.5%)  
Farm 
Implements  3 (1.5%)  154 (77%) 

157 
(39.2%) 0 (0%) 0 (0%) 0 (0%) 

Television  
115(57.5%)  32 (16%)  

147 
(36.7%) 11 (5.5%) 1 (0.5%) 12 (3%) 

Radio  
115(57.5%) 90 (45%) 

205 
(51.2%) 13 (6.5%) 14 (7%) 27(6.75%)  

Tape 
Recorder  59 (29.5%) 28 (14)  

 87 
(21.7%) 8 (4%) 5 (2.5%) 13 (3.25%) 

Car  9 (4.5%) 3 (1.5)  12 (3%) 0 (%) 0 (0%) 0 (0%) 
Motor  2 (1%) 21 (10.5)  23 (5.7%) 0 (%) 2 (1%) 2 (0.5%) 
Bicycle  

5 (2.5%) 
125 

(62.5%) 
130 

(32.5%) 0 (%) 
27  
(13.5%) 27 (6.75%) 

Land  
24 (12%) 

97 
(48.5%)  

121 
(30.2%)  2 (%) 17 (8.5%) 19 (4.75%) 

Refrigerator  76 (38%) 11 (5.5%) 87 (21.7%) 9 (%) 0 (0%) 9 (2.25%) 
Others* 1 (0.5%) 32 (16%) 33 (8.2%) 0 (%) 0 (0%) 0 (0%) 
None  

28 (14%)  0 (0%) 28 (7%) 127 (%) 
 101 
(55.5%)  228(57%) 

 
In the North, the situation was different. 85% of them own houses.  By observation, majority 
of these houses have been built with mud structures and roofed with thatch which is 
relatively cheaper than building with cement as is done in most part of Accra Urban areas. It 
is important to note that in Tamale which is urban in nature, assets possession turns to differ 
from those in Bawku and rather turn to be similar to those of the Accra Urban Programme 
Areas. The second most commonly owned assets by households was the radio.  During group 
                                                 
9Basic items included in this study were; house, life stock, farm implements, television, radio, tape 
recorder, car, motor, bicycle, land and refrigerator.   
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Box 6 
 

Quotes from PDA session 
(Northern Ghana) 

Most of us are farmers and we 
cannot offset the cost incurred in 
farming so we do not get surplus to 
buy more assets. 
 
Prior to a member becoming mentally 
ill, one could buy more assets but 
now the search for treatment has 
robbed us of our money. 
 
We are being encouraged to send 
our kids to school so now when we 
even have money, instead of buying 
more assets, we pay school fees. 

analysis, they explained that though they are non-literates, their children have been to school 
and able to interpret news in English for them so that they can keep abreast with what is 
happening around them.   
 
Overall, 228 households interviewed own the houses they live in. This was followed by radio 
(205).  Thus, taking into account the top 5 (appendix 8) for each of the locations where the 
study was undertaken, there are significant differences between the two programme areas. 
 
As expected, there were differences between urban and rural households in the kind of 
assets they possess. More households in the urban areas such as Accra and Tamale 
commonly owned items such as television, radios, fridges and tape recorders whereas 
households in rural areas commonly owned items like houses, farm implements, livestock and 
bicycles. 
 
For those who have assets, most of the assets were acquired at least six months before the 
study. Table 3 also compares the length of time of the assets 
owned. 228 (62%) of the 372 household that possess at least one 
item in the two programme areas acquired it/them more than six 
months before the study (table 3). Thirteen (6.5%) and eleven 
(5.5%) households from the four sub-metros in the Accra 
programme Areas acquired their radios and televisions in the six 
months prior to the study. In Bawku, 30% of households had 
bought livestock, 24% bicycles and 16% land in the six months 
prior to carrying out the study.  In Tamale, 85% of households 
had bought no assets within the last six months.  Some of the 
reasons given for this were no surplus money, search for mental 
health treatment. 
 
Dercon (2001), indicated that, severely constrained in their options 
by their assets and the conditions they face, poor households are 
seen as weighing current survival and wellbeing with decisions 
affecting their future possibilities. Most of the household studied 
appear to be actually weighing their resources in favour of current 
consumption rather than future possibilities.   
 
The assets possessed by the households studied are old and of low quality and cannot be 
meaningfully relied upon in time of risky events to salvage their situation. Houses owned by 
respondents in the Northern Ghana Programme Area for instance are merely mud structures 
roofed with thatch or mud and do not have monetary value which can de disposed of in times 
of needs. In addition, houses are structures for accommodating household members and not 
for economic gains. Bicycles and farm impalements are also necessities apart from the low 
economic values and cannot be relied upon for solving their economic problems in times of 
need.  
 
4.3.2 Levels of Incomes – Major Income Earners 
The overall poverty line (upper poverty line) in Ghana is ¢3,708,900 ($398.81) per adult 
equivalent per annum while the extreme poverty line is fixed at ¢2,884, 700 ($310.18). This 
means that, households with less than ¢3,708,900 (398.81) per capita consumption per 
annum per adult equivalent are said to be overall poor10 while those with less than 
¢2,884,700 ($310.18) per capita consumption per adult equivalent per year are said to be 
extremely11 poor, Ghana Statistical Service (April 2007). 

                                                 
10 A household is over all poor if its adult equivalent per capita consumption falls below the over all poverty line of 
¢3,708,900 ($398.81). This means they can afford their food needs but cannot afford other 
basic non-food items such as clothing, shelter, etc. 
11 A household is extremely poor if it cannot meet its nutritional requirement even if it devotes its entire budget to 
food  
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In Ghana, the minimum daily wage is 13,500 ($1.45) cedis (approx 405,000 [$43.55] per 
month. This means that poverty is rife among food crop farmers with regards to the amount 
of incomes that are reported. These farmers are mainly traditional small-scale producers.  
This has serious implications on food security for parts of the year.  Northern Ghana has only 
one short rainy season, followed by a long period of dry weather influenced by the dry 
Harmattan Winds from the Sahara Desert. Farmers live generally at the subsistence level, and 
farming is confined mainly to the short rainy season. In the dry season, farmers can cultivate 
land only under irrigation. Most farmers are idle during this period, and not many of them 
have other income generating activities. 
 
Major Income Earner  
The range of incomes of the major income providers of mentally ill people studied is 
presented in table 4a. Overall, income levels among the households studied are very low as is 
indicated in the table below with over a quarter (25.5%) of the households studied earning 
between zero and  ¢100,000.00 ($10.75) while an additional 28.75% earn between 
¢101,000.00 ($10.86)  and 200,000.00 ($21.51) monthly. Table 4a also shows a variation in 
income levels between households in the Northern Ghana Programme Area and those in the 
Accra Urban Programme Area. Whereas most of the households in the Northern Ghana 
Programme Area are concentrated in the lower income ranges, the household in the Accra 
Urban Programme Areas are predominant in the upper income ranges. For instance, about 64 
(32%) of the major income earners of the households of mentally ill people studied earn 
above ¢500,000.00 ($53.76) monthly in the Accra Urban Programme Area. On the other 
hand, no household earns above ¢500,000.00 ($53.76) in the Northern Ghana programme 
Area. Also, 77 (38.5%) of the households in the Northern Ghana Programme Area earn 
between zero and ¢100,000.00 ($10.75) compared with 25 (12.5%) of households in the 
Accra Programme Area. 
 
Person Affected by Mental Illness  
The income situation is even worse among the mentally ill people who are currently earning.  
Out of 95 mentally ill people who earn among the sample studied in the Northern Ghana 
Programme, 85 earn up to ¢200,000 ($21.51) a month (table 4b). Similarly, out of the total 
of 200 mentally ill people/epileptics studied in the Accra Programme, 123 of them earn in 
kind. Of the total number of mentally ill people who earn income in the Accra Urban 
Programme, about 17 of them earn up to a maximum of ¢100,000.00 ($10.75) while 67 of 
them earn above ¢500,000.00 ($53.76) per month (table 4b). However, a total of 71 mentally 
ill people reported of earning; in cash only (41), kind only (13) and both cash and kind (17), 
appendix 7. The differences in the responses as to the number of people earning is due to 
the perceptions of what constitutes income.  
 
In the Ayawaso Sub-metro for instance, ten of the mentally ill people studied earn from 
charity and gifts of amounts ranging from ¢10,000 per season to about ¢40,000 
($4.30)/month. Of those who earn cash only, one of them was earning before he fell sick and 
is still earning. Of the children when they got the sickness, five earn cash/kind ranging from 
40,000($4.30)/month to ¢50,000 ($5.38) per season. Others receive gifts in the forms of 
dresses and cloths.  
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Table 4a: Major Sources of Income and Levels of Income of Major Income Earners 
Sub-
Metro 

Major Sources of Income – Major Income Earners Levels of income – Major Income Earners 
Farming  Self 

empl’t 
Public 
Sector  

Private 
sector  

Remit 
tances  

0-100 101-200 201-300 301-400 401-500 500+ Cannot 
tell  

Accra  1 (0.5%) 
136 

(68%)  
15 

(7.5%) 
20 

(10%) 
28 

(14%) 
25 

(12.5%) 
46 

(23%) 
25 

(12.5%) 
14 

(12%) 
17 

(8.5%) 
64 

(32%) 
9 (4.5%) 

Northern 
Ghana 

144 
(72%) 

31 
(15%) 

16 
(16%) 

9 (4.5%) 0 (0%) 
77 

(38.5%) 
69 

(34.5%) 
14  

(7%) 
8  

(4%) 
32 

(16%) 
0  

(0%) 
0  

(0%) 
Total  145 

(36.2%) 
167 

(41.7%) 
31 

(7.7%) 
29 

(7.2%) 
28 (7%) 

102 
(25.5%) 

115 
(28.7%) 

39 
(9.7%) 

22 
(5.5%) 

49 
(12.2%) 

64 
(16%) 

9 (2.2%) 

 
 
Table 4b: Major Sources of Income and Levels of Income of Mentally Ill people 
Sub-
Metro 

Major Sources of Income – Mentally Ill People Levels of Income – Mentally ill People 
Farmer  Self 

empl’t 
Public 
Sector  

Private 
sector  

Students 
Apprent’  

Unempl’d Other*  0-100 101-
200 

201-
300 

301-
400 

401-
500 

500+ Cannot 
Tell  

Accra  1 
(0.5%) 

51 
(25.5%) 

9 
(4.5%) 

6  
(3%) 

58 (29%) 49 
(24.5%) 

26 
(23%) 

17 
(8.5%) 

9 
(4.5%) 

9 
(4.5%) 

11 
(5.5%) 

10 
(5%) 

67 
(33.5%) 

69 
(34.5%) 

Northern 
Ghana  

87 
(43.5%) 

18  
(9%) 

2 
(1%) 

6  
(3%) 

26 (13%) 60   (30%) 1 
(0.5%) 

66 
(33%) 

19 
(9.5%) 

7 
(3.5%) 

1 
(0.5%) 

2 
(1%) 

0   
(0%) 0   (0%) 

Total  88 
(22%) 

69 
(17.2%) 

11 
(2.7%) 

12 
(3%) 

84 (21%) 109 
(27.2%) 

27 
(6.7%) 

83 
(20.7%) 

28 
(7%) 

16 
(4%) 

12 
(3%) 

12 
(3%) 

67 
(16.7%) 

69 
(17.2%) 
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In the Ablekuma Sub-metro, only four of the total number of mentally ill people who were 
apprentices/students interviewed are still in that occupation. About ten of them earn through 
gifts/remittances, ranging from 20,000 (2.15)/month to about 200,000 ($21.51) /month. 
Among those who were unemployed, two also earn gifts/remittances. In the Ashiedu Keteke 
Sub-metro, of the total number of those who were working or studying before the mental 
illness struck, only four of them are still in their previous occupation one of whom is a 
student. The participatory data analysis confirmed that, some previously unemployed/infants 
category of the mentally ill people studied now earn some income though insignificant. The 
participatory data analysis also revealed that, such people earn their income from charity and 
gifts from some benevolent people in the communities.  
 
4.3.3 Sources of Incomes - Major Income Earners 
Tables 4a and 4b also show the main sources of income for both mentally ill people and the 
major income earners of their households. From the study, the main sources of livelihoods of 
both major income providers and the mentally ill people are from the informal sector. The 
main sources of income generation for the major income earners of households of people 
with mental illness among the sample studied also varied across the two programme areas. 
In the Accra Programme Area, self-employment was the most predominant income 
generating activity which alone accounted for 68% of the total number of respondents. Other 
livelihood activities in the Accra Programme Area included public as well as private sector 
employments accounting for 15 (7.5%) and 20 (10%) of the households studied respectively.  
 
In the Northern Ghana Programme Area on the other hand, 72% of the major income 
providers of the sample studied were engaged in farming.  In Bawku for instance, 99 out of 
100 major income providers stated farming as their main source of livelihood.  In Tamale 45 
out of 100 are engaged in farming whiles 30 are self-employed.  Petty trading, street food 
vending and butchering are among the major options for self-employed workers. The 
different sources of income engaged in by the major income earners partly explain the 
differences in the levels of income for both mentally ill people and the major income earners 
of their households in the two programme areas. 
 
The PDA revealed that, even though the traditional occupation in the north is farming, most 
people would like to engage in trading but there is no seed capital for them so they resort to 
only farming.  They also mentioned that most of them have not been to school and once they 
have learnt and practiced farming from their fore fathers they are able to handle that easily 
and better. One man remarked, “Education used not to be the prime concern for us.  Most of 
us have not been to school and with farming one does not need to write an application with 
curriculum vitae before one gets it.” So not being educated made farming the easiest way of 
starting to earn.  
 
4.3.4 Sources of income of mentally ill people  
An examination of the economic situation of mentally ill people before their illness also 
showed that, majority of them were engaged in one form of income generating activity or the 
other in both programme areas of the study. From table 4b, a total of 264/400 (66%) were 
either working and earning income or undergoing training.  
 
The study did not capture the number of people who lost their jobs at the onset of the illness.  
However, at the PDAs, a large number of mentally ill participants said they had been working 
before the onset of the illness and that they had lost their jobs as the illness reduced their 
capacities to do normal work or earn income to support the household.  In the Accra 
Programme for instance, those mentally ill people who are still in their previous occupations 
despite their health conditions total to 24/125 (19.2%) of the sampled mentally ill people who 
were working before their illness while 97 (48.5%) are no more in their previous occupations. 
 
The levels of income for both major income earners and mentally ill people alike in the study 
area are generally very low, lower than the minimum wage in Ghana. The incomes levels are 
also better in the Accra Programme Area than in the Northern programme Area. The major 
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sources of income are usually in the informal sector for both mentally ill people and the major 
income earners of their households for both Accra and Northern Ghana programme areas. In 
the Accra Programme area, self employment, public as well as private sector employment 
were some of the commonly cited sources of livelihoods while in the Northern Ghana 
Programme area, farming is the commonest sources of livelihood of the sample studied.   
 
4.3.5 Change in Incomes Levels - Major Income Earners 
In chapter one of this report, the poverty dynamics literature reveals that, households’ 
incomes are not static, and households continuously move in and out of poverty all the time. 
An attempt was made to understand the variability of income levels of the sample studied, as 
well as the direction and reasons of the changes. Of the total number of major income 
earners, 22812 representing 57% had experienced changes in their income during the last 12 
months prior to the interview, 169 (42.22%) did not experience any change, while 3 major  
income earners could not tell whether their income had increased on not, (table 3.3). For the 
total number of major income earners who experienced change of their incomes in the past 
12 months, 69 (17%) reported experiencing an increase in incomes and 159 (39.7%) 
reported decrease in their incomes. While respondents indicated improvement in their 
business in the Accra Programme Area, 35.2% in the Northern Ghana Programme Area 
attributed the increase in their income to improved health conditions of their mentally ill 
people which has enabled them to have more time to concentrate on their jobs. They 
explained that this has been possible as a result of BasicNeeds intervention. 
 
The reasons for decreases were many and varied especially from one programme area to the 
other. Economic reasons were the most commonly cited by the major income earners of the 
households of mentally ill people studied as being responsible for the downward change in 
their incomes in the Accra Programme Area. As illustrated in table 4a, & 4b, majority of them 
were self-employed, most of whom were into petty trading and food vending. The 
disappointing performance of their business was the most reason cited for the decline in their 
incomes. The dismal performance of their businesses was largely blamed on general 
economic difficulties. In the Northern Ghana Programme Area, 64.8% of those who 
experienced change in their income reported that there has been a decrease in their incomes 
in the last 12 months before this study.  Reasons given were late onset of rainfall leading to 
late planting and low yield since the rainfall pattern was short.   
 
Other general reasons for both programme areas include family pressure, expenditure on 
school fees, utility bills and loss of jobs. A few (63) major incomes earners indicated that, 
their income decreased as a result of the money spent on their mentally ill relatives. Though 
mental health care services are free in all public health institutions in Ghana, households with 
mental illness incur costs in several ways in the search for treatment for their mentally ill 
relatives. This claim found support by the expenditure incurred by mentally ill people on their 
treatment in the form of transport cost to the health facilities and purchase of modern 
psychotropic drugs such as modicate (appendix 9). 
 
On the other hand, a total of 69 (17.2%) in both programme areas reported of increases in 
their incomes. during the past 12 months. While respondents indicated improvement in their 
business in the Accra Programme Area, 35.2% in the Northern Ghana Programme Area 
attributed the increase in their income to improved health conditions of their mentally ill 
people which has enabled them to have more time to concentrate on their jobs. 
 
 
 
 
 
 

                                                 
12 Summation of number of major income earners who experienced “increase” and “decrease” in table 4.9 
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Box 7: The role of ZOVFA in 
Income generation 

 
In this regard, the mentally ill person 
identifies an animal he or she is interested 
in rearing and communicates the cost of 
the animal to ZOVFA. An agreement is 
reached for its purchase for the mentally 
ill person. The mentally ill person is 
expected to start paying for that animal 
after six months in cash by installments. 
He/she has six months to complete 
payment.  By the end of one year when 
the mentally ill person would have 
finished paying, the animal would have 
given birth at least twice as in the case of 
pigs and goats. It was reported that the 
number of births is even higher for 
smaller ruminants like rabbits and guinea 
pigs. In that case the mentally ill person 
would have had several of them to sell 
out to earn an income. 

Table 5: Change in Income of Major Income Earners and Change in Expenditure 
on Food 
 
Locality  Change in Income of Major 

Earners 
Change in Household Expenditure on 
Food 

Increase  Decrease No change Increase  Decrease No change 
Accra 30 

(15%) 
87 

(43.5%) 
80 

(40%) 
117 

(58.55) 
24 

(12%) 
53 

(26.5%) 
Northern 
Ghana  

39 
(19.5%) 

72   
(36%) 

89 (44.5%) 56 
(28%) 

72 
(36%) 

72 
(36%) 

Total 69 
(17.2%) 

159 
(39.7%) 

169 
(42.2%) 

173 
(43.2%) 

96 
(24%) 

125 
(31.2%) 

 
4.3.6 Change in Incomes - Mentally Ill People 
About 48.5% of the mentally ill people who were working and earning income in the Accra 
Programme out of the sample studied are no more working. Meanwhile, as appendix 9 also 
illustrates, a total of 85 mentally ill people reported of a change in income out of which 26 
reported of decreased incomes, 59 increased in income and additional 9 cannot tell whether 
there was a change of their income or not. About 52 of the mentally ill people who indicated 
they earn in various ways now earn through charity. The major reason for the decrease in 
their income was attributed to their illness. 
 
In the Northern Ghana Programme, the situation was different. About 69.2% of the mentally 
ill people who reported to have experienced a change in their income stated that there was 
an increase in their incomes.  They mainly attributed it to improvement in their health status 
which has enabled them to go back to work.  Also in Bawku, majority of them mentioned that 
they received non-cash credit support (See box 3) from BasicNeeds through ZOVFA13  
                                                                                                                                                                                                                                                                               
4.3.7 Credit/sources of credit/uses of credit 
Bortei-Doku Aryeetey and Aryeetey (1996) indicate 
that low financial assets and a lack of access to 
credit limit self-employment and small business 
activities. This study reveals differences in the levels 
of access to credit by the sample of mentally ill 
people and their carers studied across the two 
programme areas. In the Accra Programme Area, 
only six out of the total sample studied received 
credit during the past one year prior to the study, 
one from BasicNeeds Ghana14. This is largely due to 
the fact that the livelihoods project has not yet 
started in the Accra Programme.  
 
On the other hand, in the Northern Ghana 
Programme Area where the livelihoods project has 
started, a total of 69 (34.5%) out of the sample (of 
200) studied had received credit in past year prior to 
the study. The study revealed that all the mentally ill 
people who had received credit support in the 
Northern Ghana Programme got the credit from 
BasicNeeds. Majority of the people (92%) who received credit used it for farming and trading 
purposes (table/appendix 10).  23% used part to pay for their medical expenses.  Discussions 
from the group analysis indicated that, in Bawku, when they visit the psychiatric unit, they 
pay for their treatment services whilst in Tamale it is mostly free.  
                                                 
13 ZOVFA is a community-based local NGO. It works mainly to promote dry season off-farm organic vegetable 
farming. 
14 The Accra Programme has not yet started its livelihoods project at the time of this study. However, two people 
were given support on pilot basis one of whom was given credit and was covered by this study 
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4.4 Household Expenditure and Food Security 
 
4.4.1 Expenditure on treatment 
Mental health services are free in Ghana. This is stipulated by the draft mental health bill for 
Ghana. In addition, psychotropic drugs and anticonvulsants are in the essential drug list, 
hence people with mental illness and epilepsy are entitled to free treatment in all public 
health institutions. Out of four hundred people interviewed three hundred and ninety (97.5%) 
access regular mental health services from government run health institutions partly due to 
the interventions by BN.  Of this number, 166 (42.56%) indicated that, they did not incur any 
cost on psychotropic medicine or consultation/fees.  
 
Analysis of the responses in the PDA shows that, mentally ill people especially in the Accra 
Programme and Bawku area of the Northern Ghana Programme incur various costs in 
accessing treatment for their mental illness. For instance, 21 of the 200 sampled households 
of mentally ill people representing (10.5%) paid some money for their medications in the 
Accra Programme. These were cases where prescriptions were made for them to purchase in 
the absence of the particular medicines from the essential drug list and from the hospitals. 
Here are what two of them have to say: “My drugs are sometimes not available, so I have to 
buy”, says a mentally ill person, Salisu; Ayawaso Sub-metro. “I paid ¢210,000 ($21.91) for 
drugs that were not available at the Clinic”, says a carer of a mentally retarded person; 
Ablekuma Sub-metro. Kingsley Nettey15 also reported that, mentally ill people on modicate 
pay ¢25,000 ($2.6) each time they come to the clinic for their medicines. Three mentally ill 
people have collected the modicate medicine on credit because they did not have money. 
Two out of the three have collected the medicines two times on credit (now owe the clinic 
¢50,000; $5.2) and have not been able to pay. A decision has therefore been taken not to 
give them more medicines if they do not pay what they owe.    
 
In addition, all the mentally ill people in Bawku pay for their treatment services they receive 
from the psychiatric unit. During group analysis, they confirmed that they pay about ¢7000 
($0.73) per month each time they go for their medications. This is because, Bawku Presby 
Hospital is a mission hospital and so they buy the psychotropic and anti-convulsants from the 
central medical stores.  As a result of this they have to sell the drugs to recover the cost of 
purchase. 
 
Also, 91 (45.5%) mentally ill people and their carers out of the sample studied incurred other 
costs such as transport to and from the health facility within the Accra Programme ranging 
from a low of ¢2,000 ($0.21) in the Ablekuma Sub-metro to ¢2,000,00016 ($208.66) in the 
Okaikoi sub-metro. Other expenses made on treatment are those that still use the services of 
traditional healers and spiritual healers (appendix 11). Mentally ill people in both programme 
areas continue to blend different sources of treatment (appendix 11). Of the 400 mentally ill 
people interviewed, about 85 (21.25%) consult either a traditional healer or a spiritual healer 
in addition to the medication they receive from the polyclinics and psychiatry hospitals. Table 
6 illustrates the costs incurred by families on their mentally ill people according to the sources 
of treatment. In the table, with the exception of the Hospitals/clinic/psychiatry Unit, families 
in the Northern Ghana Programme incur higher cost in the treatment of their mentally ill 
people than in the Accra programme area. In general, traditional and spiritual sources of 
treatment are more expensive than Hospitals/clinic/psychiatry Unit in both programme areas. 
 
 
 
 
 
 

                                                 
15 Kingsley Nettey is a health volunteer in the Okaikoi Sub-metro in the Accra Metropolitan Area of 
the Greater Accra Region of Ghana  
16 The amount of ¢2,000,000 included admission fee 
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Table 6: Sub-metro Average Expenditure on Treatment by Health Facility 

Sub-metro 

Health Facility/cost 
Hospitals/clinic/ 
psychiatry Unit Spiritual Healer 

Traditional ¢ & $ 
Healers  

Ablekuma ¢11,644 ($1.2) ¢2,500 ($0.2) ¢46,000 ($4.7) 
Ashiedu ¢1,416.67 ($0.1) ¢20,000.00 ($2.0) ¢11,666.67 ($1.2) 
Ayawaso ¢10,638 ($1.1) ¢14,500 ($1.5) ¢96,250 ($10) 
Okaikoi ¢57,061 ($5.9) ¢0 ($0) ¢0 ($0) 
Bawku ¢7,000 ($0.7) ¢84,000 ($8.7) ¢83,000 ($8.6) 
Tamale  ¢7,000 ($0.7) ¢25,000 ($2.6) ¢64,000 ($6.6) 

 
In general, families with mentally ill people incur various costs in their search for treatment 
for their mentally ill relative. Even in the government run hospitals/polyclinics/psychiatry units 
where psychiatry medicines are free, families with mental illness incur both direct (on 
medications) and indirect costs (such as transportation especially in the Accra programme 
area) to access treatment for their mentally ill relatives. However, on the average, people pay 
more for traditional medicines and spiritual treatment than for the hospital 
medicines/treatment.  
 
4.4.2 Expenditure on Food  
The household expenditure on food was also estimated. As mentioned already, this study 
focused on household expenditure pattern on only medical expenses and food items.  The 
highest recorded household expenditure on food per month from among the sample studied 
in the Accra Programme Area was ¢2,900,000 in the Ablekuma sub-metro while the minimum 
was ¢35,000 in the Ayawaso Sub-metro. The average household food expenditure ranges 
from ¢778,780 in the Ashiedu Keteke Sub-metro to 1,065,100 in the Ablekuma Sub-metro. In 
the Northern Ghana programme area, the expenditure on food rages from a minimum 
¢28,000 ($3.01) to ¢1,700,000 ($182.80) in Tamale while in Bawku, the corresponding 
figures are ¢130,000 ($13.98) and ¢950,000 ($102.15) respectively.  
 
From the study, the expenditures on food for majority of households are more than what 
they earn, (Table 4a & appendix 12).  From the study, even though incomes of majority of 
the major income providers has either remained the same or decreased, expenditure on food 
has rather gone high (Table 5). During PDA, it was reported that, even though there is the 
major income provider, other providers in the household contribute to the family income 
which is being used for other purposes especially food. Gifts and ‘zakats’17 were also reported 
during group analysis as sources of food for poor households. 
 
There is a variation in the proportions of households within the ranges of expenditures 
especially from one programme area to the other. Appendix 12 reveals that, while 151 
households spent above ¢500,000.00 in the Accra Programme Area, only 42 households in 
the Northern Ghana Programme Area spend similar amounts on foods. On the other hand, 
while 39 households in the Northern Ghana Programme Area spend between 100,001-
200,000, only six households spent the same range of income in the Accra Programme Area. 
It therefore seems that, households in the Accra Urban Programme spend more on food than 
their counterparts in the North especially that, household sizes are smaller in the Accra 
Programme Area, than in the Northern Ghana Programme Area, where it was revealed during 
PDA that the average household size is about 8, with the highest being about 40. The 
differences are also explained by the differences in the prices of goods and services between 
urban areas and rural areas. During group analysis in the North, it was revealed that it is very 
common for households to cook only supper for their main meal and so this expenditure on 
food reflects only what the household takes in a month for only one meal. 
 
 

                                                 
17  Percentage on one’s income/earnings that is given out to the poor or the needy 
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4.4.3 Household Expenditure Changes on Food 
In the Accra Programme, 117 (58.5%) of the households studied reported on increases of 
their food expenditure over the past six months (table 5). Several reasons were adduced for 
the changes. These include increase in food prices on the market, the food requirement of 
the mentally ill people and increase in household sizes. Food price increases have been cited 
by a majority of the carers and mentally ill people interviewed as the most critical cause of 
increases in the food expenditures during the preceding six months18 to this study. Around 
(86) 43% of the households in the Accra Programme reported that their increased 
expenditure on food items was due to increases in the prices of food items. This gained 
support from the Ghana Statistical Service (2007) inflation figures within the period. Between 
April and October 2006, inflation on food items is estimated to have increased by 2.7%19. An 
additional 26 (13%) of the respondents spent more on food due to the increased food intake 
requirement of their mentally ill household members as a result of the medication. On the 
other hand, only 24% reported of downwards change of their expenditure on food.  
 
In Tamale, more households experienced an increase in expenditure on food than in Bawku. 
The reasons for such increase especially in Tamale included the fact that children are going 
to school and cannot contribute to farm labour resulting in decreased farm produce, 
assistance to extended family members and increased food prices in the market.  
 
The expenditure on food items was higher in the urban areas than in the rural areas. This 
may be due to the high prices of food items in urban areas than in rural areas. Also, (173) 
43.2% households experienced increases in their expenditures on food items in both 
programme areas of the study. The increases in the expenditures were attributed to 
increases in the prices of food items than the increased food requirement by mentally ill 
people in the household.   

4.5 Food Availability and Shortage  
4.5.1 Food shortage 
Access to consumption/food intake by the households studied was also examined. The 
examination revealed that, 296 (74%) of the households studied in both programme areas 
experienced some food shortages during the year table (appendix 13) and are thus said to be 
food insecure. In the Accra Programme Area, Ayawaso Sub-metro recorded the highest 
number of households that experienced food shortage during the period. The most critical 
periods during which households did not have enough food during the year are presented in 
appendix 14. There is no significant difference between the total number of households that 
experienced food shortage across the quarters through out the year in the Accra programme 
Area. However, 18/42 households in the Ayawaso Sub-metro reported of their food problems 
between January and March. On the other hand, 13/40 households reported of food shortage 
in the Ablekuma Sub-metro between April to June while 12/39 households in the Okaikoi Sub-
metro reported of food shortage between July to September. Meanwhile, the community 
psychiatry nurses reported during the participatory data analysis that, many psychotropic 
drugs require that the patient eats before taking the drugs.  
 
The reasons for the food shortages that were listed by the respondents and grouped during 
participatory data analysis are many and varied especially across programmes. In the Accra 
programme area for instance, these include Christmas and New Year celebrations. This was 
mentioned more frequently in the Ayawaso Sub-metro where it was stated that people live 
above their means during the Christmas and after that, find it difficult to make ends meet. 
Basiru Manan says “because of the Christmas and New Year celebrations, we buy most of 
the things needed on credit and have to pay after the Christmas”. Other causes of the food 
shortage include increases in food intake by the mentally ill people as a result of their 
medication and business failure/lack of money to buy food, among others. As most of the 

                                                 
18 Data collection for this study started in October. Hence, preceding six months refers to the period between April 
and October 2006. 
19 Calculated from the “Latest Release from the Consumer Price Index (CPI)  - rebased CPI for February 2007” 
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carer respondents were self-employed engaged in trading, business failure and difficult 
economic situations such as increases in the prices of food items became the number one 
reason why there were food shortages in the respondents households.  
 
Lack of good health, including mental illness also plays a role in the non-availability of food 
among the households studied. Ill health is like a double-edged sword. At one side, 
mentally/ill people and some times, carers cannot work on account of their illness while at 
another side, money/resources are expended on treatment of mentally/ill people. As Kofi 
Wahab Anarfi puts it, “… during that period, my sickness became serious and I could not 
work hard to earn income”. Explaining the cause of her food problems in the previous year, 
Judith Adjoyi says “due to the money I spent on my daughter’s illness and also I did not 
have any support during that period”. 
 
Another cause of food shortage among households of people with mental illness studied in 
the Accra Programme Area is expenses in other areas such as education. “Because, the 
money that would have been used for food was used in paying the children school fees and 
also buying some text books for them”, Sophia Crabbe. 
 
In Bawku in the Northern Ghana Programme Area, all respondents indicated that between 
June and September their food bank was empty.  Poor farmlands coupled with poor rainfall 
patterns leading to poor yields, limited farmlands, unfavorable climatic conditions and 
payment of medical expenses for household members who are mentally ill (appendix 6 ) are 
reasons given during a PDA with mentally ill people and their carers. 
 
Participants at PDA also explained that between June and September, they would have 
finished consuming their produce that had been stored.  For those who may still have food, 
they are obliged to sell the food in order to buy farm inputs to start farming again.  A farmer 
made this comment, “During the farming season, cost of hiring tractors is high so we have to 
sell our food to hire one.” 
 
4.5.2 Coping strategies of food shortages 
Sync Consult (2004) suggested that, to understand better how individuals and households 
find themselves vulnerable to extreme poverty, it is useful to reflect both the nature of the 
interlinked risks they face and the available strategies to reduce, mitigate or cope with those 
risks. The ability of individuals and households to manage the risk they face also depends on 
the range of assets and services available to them, and how they utilize these to manage the 
risk. Among the sample studied, households resort to coping strategies such as borrowing. 
About 148 (37%) of the households surveyed in both programme areas resorted to 
borrowing during their times of food shortage. An additional 98 (24.5%) of the households 
studied received support from family members and friends while 69 (17.25%) reduced 
expenditure on non-food items. 48 (12%) of the households skipped meals during the hunger 
period.   
 
Though others got support from family members and friends, in reality, during group analysis 
they clarified that it was borrowing in disguise because though people support them, one has 
to pay back other wise the borrower risk of not receiving anything from such people next 
time they are in trouble. The reduction in food intake in times of food shortage as discussed 
in the preceding paragraph supports the Word Food Programme WFP (2003) findings cited in 
Sync Consult (2004) that, “in times of food insecurity, households will decrease their 
nutritional intake resulting in deteriorating health and increasing levels of malnutrition. The 
finding also confirms Sync Consult (2004) that, in Ghana, households may resort to eating 
only one cooked meal a week in times of food insecurity.  The use of such coping strategies 
as skipping meals is not only a sign of poverty, but also that of vulnerability, Alwang et. al 
(2001). These coping strategies are not also compatible with regular treatment regimes as 
many of the mentally ill people have to eat before taking their drugs.  In addition, 53% of 
mentally ill people mentioned that they over eat when they take their drugs.  This means if 
majority of mentally ill people (53%) eat more than they would have consumed, it 
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contributes significantly to creating food shortages in poor households as have been 
interviewed. 
In Bawku, other innovative ways by which people survived when there was insufficient food 
in the house was by engaging in dry season gardening, remittances/gifts with no condition to 
re-pay, sale of animals and firewood.  Another interesting revelation that came up during PDA 
in Bawku was that families that are in difficulty in this season usually take part of their dowry 
from their in-laws.   

4.6 Future expectations of food shortages 
The poverty dynamics perspective of the phenomenon recognizes that, it is not fixed (Bane 
and Ellwood 1986), Jallan and Ravillion (1999). In this perspective, poverty is recognized as 
the outcome of a dynamic process (Alwang et. al., June 2001). Based on a time frame, 
poverty can be classified as either chronic or transitory (Coudouel et. al. 2000; Alwang et al., 
June 2001). In the view of Coudouel, Hentchel and Woodon (2001) a household is chronically 
poor if it remains in poverty throughout a reference period but transitorily poor if it moves in 
and out of poverty at different times within the reference period.  
 
An attempt was thus made to analyse the households expectation of future food situation. A 
little over half, 203 (50.75%) of the sampled households were of the view that, they are 
likely to experience food problems in the near future based on current trends of events while 
162 (40.5%) of them do not expect food problems in the future. The rest could not really tell 
what the near future holds for them/non-response. Most of the people who indicated they 
may experience food shortage in the coming year were already those who experienced it in 
the previous year while those who did not experience food shortage in the past year are less 
likely to experience it this year. For example, six of the eight household that did not 
experience food shortage in the past year in the Ayawaso Sub-metro indicated they are not 
likely to experience food shortage again in the coming year.  Also, 83 (41.5%) households 
expect betterment or no deterioration of their food situation in the near future. 
 
The explanations for such expectations include the fact that the current situation does not 
seem to improve. About 61 households in the Accra Programme indicated that, the 
circumstances that led to the food problems in their homes such as lack of jobs, business 
failure etc. continue to persist. About 10/61 respondents indicated that, the mental illness of 
their household members which was responsible for their predicaments as explained earlier in 
this report is still tormenting them. Twenty-four of the respondents in the Accra Programme 
were sure that they will face another round of food insecurity in the coming year but cannot 
assign any reason for their fear.   
 
In Northern Ghana, since majority of them are farmers, they mentioned poor rainfall, late 
planting, inadequate money for fertilizer as major reasons accounting for a possible low yield 
leading to food shortages for the year. 
 
Most households studied experienced food shortages during certain times of the year and are 
still expecting to experience food shortage in the future. In the Accra programme, food 
shortages were not linked to a particular season as it could be noticed from one sub-metro to 
the other though out the year. In the northern Ghana especially in Bawku area, households 
experienced food shortages between June and July. Reasons for such food shortages include, 
Christmas and other celebrations during which people over spend and get the consequences 
later, business failure and expenses in other areas such as education and health in the Accra 
Programme areas to lack of good health and poor farmlands and rains in the northern Ghana 
programme area. Several coping strategies have been employed to survive the food 
shortages. These include borrowing, support from family members, reduced expenditure on 
non-food items, and skipping of meals. Others include dry season gardening, remittances, 
and sale o firewood and animals.  
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Box 8 
Quotes from PDA session 

There is no traditional healer I have not contacted 
before but it is the drugs from the psychiatric unit 
that has made me well.” (Moro Kyirir).   
 
I have been with the traditional healers for long but 
the few days I went to the psychiatric unit, I am now 
well.” 
 
My boy has stopped destroying things ever since he 
started taking the drugs.”  “Before we came to the 
psychiatric unit, he could not do anything.  Now he 
can work like any person does. 
 
 A partner staff from ZOVFA made this observation, 
“At first when we used to meet the mentally ill 
people, we used to have more than four people 
experiencing fits but see for today, only one person 
has experienced a fit.  It means the drugs are 
working well for them.  This man (referring to one 
mentally ill person) burnt his mother’s house but 
look at how he is effectively participating in this 
PDA.” 
 

4.7 Health Status 
 
4.7.1 Improvement in health conditions 
In figure 1, 362 out of the 400 representing 90.5% of 
the sample studied reported of improvement in their 
health conditions following the medications they have 
received from the polyclinics the Community 
Psychiatric Units.. The evidence for the improvement in 
their health conditions include reduced symptoms such 
as less frequent recurrence of fits, less severe head 
aches, and changed symptoms such as ability to sleep 
well now, ability to eat well now, stop talking 
unnecessarily and stop quarrelling. The number that is 
able to do household chores as explained in the next 
section is also a testimony of improvement in the 
conditions of the mentally ill people studied.  
 
Figure 1: Improved Health Condition 
 

362

28 10

Improved Not improved No change
 

 
4.7.2 Functionality 
As mentioned earlier in the section for improvement in health conditions, mentally ill people 
are involved in household chores as a sign of improvement in their health conditions 
discussed above. Household chores in which mentally ill people (from the households 
studied) are involved include washing, sweeping, and baby sitting. Sweeping is the activity 
that most mentally ill people interviewed do.  This is followed by sweeping and then cooking. 
60 of them are not able to undertake any household chores. 

 
4.7.3 Last Experience of the Condition 
Even though these positive remarks were made, they also complained that sometimes when 
they even miss a day’s drugs, it causes relapse.  From the study, about 50% of mentally ill 
people and people suffering from epilepsy had experienced their condition between 1 and 3 
months ago at the time of the study. (Figure 2) At a glance, this does not reflect a true 
improvement in their health status. However, during a group analysis, they explained that 
even though they had experienced their conditions lately, they still acknowledge that it is a 
great improvement. One mentally ill person said that for him to fall even once a day instead 
of four times a day, which he previously experienced, it’s a great improvement for him.  
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Figure 2: Last Experience of Illness 
 

201

65

45

85
4

1-3 Months 4-6 Months 7-12 Months Above 1 year No Response
 

 
4.7.4 Side Effects 
Discussions with mentally ill people  showed that they usually present either or a combination 
of these; extreme headaches, excessive sleeping and/or eating, excess weight gain, bodily 
pains, etc which have all proved to be side effects of the psychotropic drugs they take.   
 
Among the first three major reasons are excessive sleep which accounted for about 64.8% of 
the total side effects people go through.  52.2% over eat whilst 34.5% put on weight.  Only 
5.5% said they had no side effects.  Excessive sleeping has negative implications on their 
ability to work effectively whilst over eating has serious implications on household food 
availability.  In poor homes such as the study found out, when a mentally ill person eats 
more than what she/he would normally consume, it further exacerbates household food 
insecurity and poverty in general.  Also they mentioned that when there is no food in the 
house, they are unable to take their medications as prescribed. 
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CHAPTER 5 
 

FINDINGS AND CONCLUSIONS 
 
5.0 Findings 

 
• Epilepsy accounted for about (189) 47.25% of the total sample. Of the remainder 

which constitutes mental illnesses, 32.75% suffered from severe mental disorders, 
whiles 15% suffered from common mental disorders. The remaining 5% suffer from 
other mental and psychological conditions such as learning disability, dementia, sub-
normality, etc 

• No major variations by gender were seen in the total sample. However there were 
gender variations across the two programmes areas (Accra and Northern Ghana). In 
Accra, adult females formed the majority i.e.  44% of the Accra sample while adult 
males accounted for only 34.5% whereas in the Northern Ghana sample adult males 
accounted for 47.5% and adult females 33%.  

• Though mental health care services are free in all public health institutions in Ghana, 
households with mental illness incur costs in several ways in accessing treatment for 
their mentally ill relatives. This includes expenditure incurred by mentally ill people on 
their treatment in the form of transport cost to the health facilities as well as 
purchase of drugs that are in short supply and modern psychotropic drugs such as 
modicate. 

• Families in Northern Ghana incurred more expenditure than families in Accra.  
• Evidence from the study points to the possibility that even after gaining easier access 

to orthodox treatment, people tend to rely on other sources of treatment such as 
traditional and spiritual healers. 

• Traditional and spiritual sources of treatment are more expensive than 
Hospitals/clinic/psychiatry Unit in both programme areas. 

• The assets possessed by the households studied are old and of low quality and 
cannot be meaningfully relied upon in time of risky events to salvage their situation. 

• An examination of the economic situation of mentally ill people before their illness 
also showed that, majority of them were engaged in one form of income generating 
activity or the other in both programme areas of the study 

• A large number of mentally ill participants indicated they had lost their jobs as the 
illness reduced their capacities to do normal work or earn an income to support the 
family  

• The main sources of livelihoods of both major income providers and the mentally ill 
people are from the informal sector. There were differences in the type of work 
people did in Northern Ghana and in Accra. In the Accra Programme Area, self-
employment (trading) was the most predominant income generating activity which 
alone accounted for 68% of the total number of major income earners studied while 
majority of the respondents in the Northern Ghana programme area were farmers. 

• Even though the traditional occupation in the north is farming, most people would 
like to engage in trading if they have access to seed capital. 

• The levels of income for both major income earners and mentally ill people alike in 
the study area are generally lower than the minimum wage in Ghana. 

• 69 (17%) major income providers, who experienced change in the income in the past 
12 months, reported an increase in incomes. While respondents indicated 
improvement in their business in the Accra Programme Area, 35.2% in the Northern 
Ghana Programme Area attributed the increase in their income to improved health 
conditions of their mentally ill people which has enabled them to have more time to 
concentrate on their jobs. They explained that this has been possible as a result of 
BasicNeeds intervention. 

• 69.7% experienced decreases in their incomes. Poor performance of their businesses, 
general economic difficulties, late onset of rainfall leading to late planting and low 
yield, expenditure on school fees, utility bills and loss of jobs were major reasons 
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cited for this decrease. Significant that they do not perceive the care of the mentally 
ill person as a reason. 

• Even though incomes of the major providers has either remained the same or 
decreased, expenditure on food has rather gone high  

• Most of the household studied are actually weighing their resources in favour of 
current consumption rather than future possibilities. 

• Food price increases have been cited by a majority of the carers and mentally ill 
people as the most critical cause of increases in the food expenditures. 

• Households in the Accra Urban Programme spend more on food than their 
counterparts in the North. This may be due to the high prices of food items in urban 
areas than in rural areas.  

• About 148 (37%) of the households surveyed in both programme areas resorted to 
borrowing during times of food shortage. 

• Others also resort to eating only one cooked meal a week. These coping strategies 
are not also compatible with regular treatment regimes as many of the mentally ill 
people have to eat before taking their drugs. 

 

5.1 Discussion and Conclusions 
The significance and relevance of this study is derived as much from its contribution to 
overall understanding about mental illness and affected persons in Ghana, as from the study 
methodology which aimed at involving mentally ill persons and their carers, who are from 
poor families and communities, in the entire research process.   
 
The study indicates that a majority of the sample families are poor – they can fall into the 
categories of either overall poor or extremely poor. Their income levels were low with daily 
earnings far lower than the stipulated minimum wages in Ghana. Their assets base are low 
and of poor quality and could not be relied upon in the event of crises they faced such as job 
loss, food shortage or increased treatment expenses. The situation of families is worse in the 
Northern Ghana programme area.  
 
Most of these households also work in the informal sector, exposed to the uncertainties and 
insecurities in the sector. 72% of the mentally ill persons from these sample families are in 
their productive age. This has grave implications for their families’ financial situation if they 
do not get regular access to treatment and therefore cannot improve enough to contribute to 
their families either as income or as labour. Large number of mentally ill people had lost their 
jobs at the onset of the illness. This means earnings to support themselves and the 
household was interrupted. In addition, in Ghana where families traditionally are responsible 
for the care of their sick relatives, additional expenditure spent in search of seeking treatment 
for mentally ill people all results in draining household funds. Not surprisingly 35% of families 
in Northern Ghana attributed increased family income to improved mental health of the 
affected family member.  
 
Main difficulties in accessing treatment for these families are distance and cost. However 
despite these difficulties, where even reasonably regular treatment becomes available to 
these families, they are prepared to incur costs. Orthodox treatment costs less than 
traditional healing. This could explain why families in Northern Ghana, more of who seek 
treatment from traditional practitioners, spend more on treatment than families in Accra. It is 
possible that the reasons for this could be a combination of traditional beliefs associated with 
mental illness as well as the fact that they do not have access to alternate effective treatment 
sources.   
 
A significant (74%) number of the households studied in both programme areas had 
experienced some food shortages during the year and 50.75% expect to experience 
shortages again in the near future, thus indicating that they are facing food insecurity. This 
has serious implications for their ability to sustain clinical improvements of the mentally ill 
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member as sufficient food intake is required to enable proper treatment compliance i.e. 
taking medicines.  
 
In the context of the above mentioned issues of lack of treatment access, food insecurity, 
diminished family finances, a point to highlight is that a quarter of the sample (102) have 
remained ill for over five years and another 123 have been ill for years ranging between 1 
year and 5 years - thus over 50% of the families are moving towards or are already in a state 
of debilitating and chronic poverty.  
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Appendix 1 
 
About BasicNeeds 
BasicNeeds is a charitable trust, and International Non-Governmental Organization (NGO), founded in late 1999 with 
its head quarters in the United Kingdom. It works in partnership with a wide variety of community-based 
organizations to promote a model of 
Community Mental Health and Development. 
It now has major Programmes in India, Sri 
Lanka, Ghana, Tanzania, Uganda and Lao 
PDR. The organization is decentralized with a 
small office in the UK at Leamington Spa. 
The Project Management System (PMS) is 
run from Sri Lanka via the organization’s 
intranet. Administration is effected via mixed 
media: intranet, a donated state-of-the-art 
telephone system and email. 
 
Our Vision 
The vision of BasicNeeds International is 
that, “the basic needs of all mentally ill 
people throughout the world are satisfied 
and their basic rights respected”. This vision 
cut across all the country programmes. 
 
Our Mission 
The mission of the organisation is to initiate 
programmes in developing countries, which 
actively involve mentally ill people and their 
carers, and enable them to satisfy their basic 
needs and exercise their basic rights. This is 
expected to stimulate supporting activities by 
other organizations and influence public 
opinion and decision making. 
 
 
 
 
Appendix 2: Sex and Age Distribution of the Mentally Ill People Interviewed  
Place Male Female Children Total 
Ablekuma Sub-metro 20 14 16: M=9; F=7 50 
Ashiedu Keteke Sub-metro 20 19 13: M=7; F=4 50 
Ayawaso Sub-metro 9 33 8: M=6; F=2 50 
Okaikoi Sub-metro 20 22 8: M=5; F=3 50 
Sub-total 69 88 43: M=27; 

F=16 
200 

Bawku 48 27 25     M=20 100 
Tamale 47 39 14     F=19 100 
Sub-total 95 66 39: M=20; 

F=19 
200 

Total 163 155 82: M=47; 
F=35 

400 

 
 
 
 
 
 
 
 
 

BOX 1: Mental Health and Development Model 
 
Community Mental Health 
The purpose of Community Mental Health is to assist the individual with mental    
illness to obtain an adequate level of functioning, to enable them participate in a 
sustainable self-reliant programme leading them to exert the human potentials within 
their own communities.  
 
Capacity Building 
Working through CBOs, to build the capacities of the local organisations so that they 
would be able to implement the Mental health and Development Model.  The focus 
of this is on mentally ill people themselves and their carers affording them 
opportunities to come together at regular intervals to talk about relevant issues and 
to assist them in developing appropriate strategies to ameliorate the situation in 
which they find themselves in.  
 
Sustainable Livelihoods 
Mentally ill people who become stabilised engage in productive activities that  
will enable them earn and make independent living as well as contributing to  
household income.  
Research and Policy 
Action research is developed along with people who have experience of mental 
illness to understand their situation. These experiences are documented and  
disseminated to other interested organisations and individuals. The end product  
of research is attaining knowledge leading to change in the life styles of people  
with mental illness.  
 
Management and Administration 
The programme is reviewed through meetings and field visits. Individual  
case records and activities are documented for monitoring and evaluation.   
Programme and financial reports are also submitted periodically. 
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Appendix  3: Number of People involved in the Participatory Data Analysis 
       
Location Carers Mentally ill People CPNs Volunteers Animators Total 
Bawku 31 43 0 7 0 81 
Tamale 31 37 2 4 0 74 
Savelugu 17 18 0 2 0 37 
Ashiedu-Keteke 17 12 3 3 1 36 
Ayawaso 17 25 2 4 1 49 
Okaikoi 36 40 3 4 1 84 
Ablekuma 21 34 2 5 1 63 
Total 170 209 12 29 4 424 

 
Appendix 4: Household Categories of Illness by Location 
 

Location Epilepsy SMD CMD others Total  
Ablekuma Sub-metro 22 14 6 8 50 
Ashiedu Keteke Sub-
metro 35 7 2 6 50 

Ayawaso Sub-metro 10 11 28 1 50 
Okaikoi Sub-metro 21 16 8 5 50 
Sub-Total 88 48 44 20 200 
Bawku 51 41 7 0 100 
Tamale 50 42 9 0 100 
Sub-Total 101 83 16 0 200 
Grand Total 189 131 60 20 400 

 
Appendix 5: Duration of Illness 
Locality Range in Years 

Below 1 1-5 6-10 11-15 16-20 21+ Total 
Ablekuma Sub-metro 3 18 13 3 6 7 50 
Ashiedu Keteke Sub-metro 1 8 9 9 3 20 50 
Ayawaso Sub-metro 4 16 7 9 9 5 50 
Okaikoi Sub-metro 1 15 8 6 7 13 50 
Bawku Municipality 4 38 39 8 5 6 100 
Tamale Metropolis 3 28 26 13 11 19 100 
Total 16 123 102 48 41 70 400 
 
Appendix 6: Expenditure on Treatment In US$ and Cedis 

Sub-metro 
Medicines Others E.G T & T 

Minimum Maximum Average Minimum Maximum Average 

Ablekuma Sub-metro 
25,000 
($2.69) 

2,000,000 
($215.05) 

262,000 
($28.17) 

2000 
($0.22) 

180,000 
($19.35) 

230,000 
($24.73) 

Ashiedu Keteke Sub-metro 
30,000 
($3.23) 

30,000 
($3.23) 

30,000 
($3.23) 

60,000 
($6.46) 

80,000 
($8.60) 

70,000 
($7.53) 

Ayawaso Sub-metro 
60,000 
($6.46) 

400,000 
($43.01) 

163,500 
($175.81) 

5,000 
($0.54) 

560,000 
($60.22) 

65,900 
(7.09) 

Okaikoi Sub-metro 
11,000 
($6.46) 

1,000,000 
($107.53) 

1,635,000 
($175.81) 

10,000 
($1.08) 

2,000,000 
($215.05) 

130,000 
($13.98) 
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Appendix 7: Kinds of Earnings By Mentally Ill People 

Sub-Metro Cash Kind Both Cash and 
Kind 

No 
Response/Cannot 

Tell 

Ablekuma Sub-metro 5 0 3 42 

Ashiedu Keteke Sub-metro 2 0 0 48 

Ayawaso Sub-metro 20 6 10 14 

Okaikoi Sub-metro 14 7 4 25 

Total 41 13 17 129 
 

Appendix 8: Assets Ownership/Possession By Locality 
Accra Urban Programme Area  Northern Ghana Programme Area 

Assets 

Ablekuma 
Sub-

metro 

Ashiedu 
Keteke 
Sub-

metro 

Ayawaso 
Sub-

metro 

Okaikoi 
Sub-

metro 

Sub-Total Bawku Tamale Sub-Total 
Gran

d 
Total 

House 25 4 7 22 58 (29%)  
100 

70 
170 

(85%) 228 

Life Stock 3 1 5 4 13 (6.5%) 73 51 
124 

(62%) 137 
Farm 
Implements 0 0 2 1 3 (1.5%)  100 54  

 154 
(77%) 157  

Television 34 25 29 27 115(57.5%)   1 31 32 (16%)  147  
Radio 38 25 29 23 115(57.5%) 23 67 90 (45%) 205 
Tape 
Recorder 14 8 15 22 59 (29.5%)  12 16  28 (14)   87 
Car  1 0 2 6 9 (4.5%)  1 2  3 (1.5)  12 
Motor 1 0 0 1 2 (1%) 7  14  21 (10.5)  23  

Bicycle 1 0 3 1 5 (2.5%) 62 63 
125 

(62.5%) 130 

Land 10 3 8 3 24 (12%) 75  22 
97 

(48.5%)  121  
Refrigerator 15 15 27 19 76 (38%) 0  11 11 (5.5%) 87  
Others* 0 0 1 0 1 (0.5%)  27 5 32 (16%) 33 
None 0 10 13 5 28 (14%)  0 0   0 (0%) 28  
*This include a fan         

 
Appendix 9: Income Change for Mentally ill People 
 Increase Decrease No 

Change 
Non-
response 

Total 

Ablekuma Sub-metro 0 0 19 4 23 
Ashiedu Keteke Sub-
metro 0 0 0 4 4 

Ayawaso Sub-metro 21 1 12 1 35 
Okaikoi Sub-metro 2 9 13 0 24 
Sub-Total 23 10 44 9 86 
Tamale 17 2 32 0 51 
Bawku 19 14 11 0 44 
Sub-Total 36 16 43 0 95 
Total 59 26 87 9 181 
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Appendix 10: uses of credit by mentally ill people households  
 Consumption Farming  Trading  Education  Medical 

Expenses 
Social 
Activities 

Ablekuma Sub-
metro 

1 0 0 0 0 0 

Ashiedu Keteke 
Sub-metro 

0 0 0 0 0 0 

Ayawaso Sub-
metro 

1 0 0 0 0 1 

Okaikoi Sub-
metro 

2 1 0 0 0 0 

Sub-Total 4 1 0 0 0 1 
Tamale 7 24 11 1 2 2 
Bawku 0 18 15 0 15 0 
Sub-Total 7 42 26 1 17 2 
Total 11 43 26 1 17 3 
 
Appendix 11; Sources of Treatment 

Sub-Metro Orthodox Traditional  Spiritual Total 

Ablekuma Sub-metro 50 5 2 7 

Ashiedu Keteke Sub-metro 50 3 2 5 

Ayawaso Sub-metro 50 4 12 16 

Okaikoi Sub-metro 50 2 1 3 

Tamale 99 31 1 32 

Bawku 94 18 4 22 

Total 193 63 22 85 

 
Appendix 12: Range of Expenditure of HH on Food by Location 

Sub-Metro 
0-

100,0
00 

100,001-
200,000 

200,001-
300,000 

300,001-
400,000 

400,001-
500,000 

500,001
+ 

Cannot 
Tell 

Ablekuma Sub-metro 0 1 0 1 2 46 0 
Ashiedu Keteke Sub-
metro 0 1 1 1 5 40 2 

Ayawaso Sub-metro 2 2 5 4 6 30 1 

Okaikoi Sub-metro 1 2 1 5 4 35 2 

Sub-Total 3 6 7 11 17 151 5 

Bawku Municipality 2 12 33 16 9 28 0 

Tamale Municipality 4 27 27 16 12 14 0 

Sub-Total 6 39 60 32 21 42 0 

Total 9 45 67 43 38 193 5 
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Appendix 13: Food Situation of Respondents By Sub-metros Over the Past 12 
Months 

 
Appendix 14: Period of Food Shortage of Respondents over the Past 6 Months By 
Sub-metros 
Sub-Metro Jan-March April-June July-Sept Oct-Dec 
Ablekuma Sub-metro 5 13 10 10 
Ashiedu Keteke Sub-metro* 5 8 9 2 
Ayawaso Sub-metro** 18 9 6 2 
Okaikoi Sub-metro 10 6 12 11 
Sub-Total 38 36 37 25 
Bawku Municipality 9 95 40 0 
Tamale Metropolis  9 27 7 0 
Sub-Total 18 122 47 0 
Total  56 158 84 25 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

Sub-Metro Short (%)  
Not 
Short(%)  Total 

Ablekuma Sub-metro 40 (80%) 10 (20%) 50 
Ashiedu Keteke Sub-metro 35 (70%) 15 (30%) 50 
Ayawaso Sub-metro 42 (84%) 8 (16%) 50 
Okaikoi Sub-metro 39 (78%) 11 (22%) 50 
Sub-Total 156 (78%) 44 (22%) 200 
Bawku Municipality 100 (100%) 0 (0%) 100 
Tamale Metropolis  40 (40%) 60 (60%) 100 
Sub-Total 140 (70%) 60 (30%) 200 
Total  296 (74%) 104 (26%) 400 
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Appendix 15 

 
IDRC Socio-Economic Study in Ghana 

 

Questionnaire 
 

 

 

Date ___________________ 

Start Time: ____:____     Finish Time: ____:____ 
 

I. Household Name    _________________________________________________ 

 

II. Name of community _________________________________________________ 

 

III. Name of District/sub-metro ____________________________________________ 

 

IV. Interviewer’s name __________________________________________________ 

 
PART A  

Demographic Information 
 

Name:     

 

Age:   

 

Sex:  Male   Female 

 
Marital Status: Married         ;   Single        ;   Divorced         ;    Widowed         ;    Engaged       

 
Occupation & Income 

1.  Who is the major income provider in your family?    

a. Brother 

b. Sister 

c. Mother   

d. Father 

e. Husband 

f. Wife 
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g. Self 

h. Other (Specify) 

 

2.  What have been your sources of income during the last six months? 
 

2.1 Source 2.2 Estimated Earnings (if applicable per 
day/week/month/season) 

2.3 Estimated Items (In 
Kind) 

 
2a. Major occupation  
i.  Farming 
 
ii.  Self Employed 
 
iii.  Public 
 
iv.  Private 
    
2b. Minor occupation (Specify) 
 
 
 
 
 
2c. Remittances/Gifts 
 
 
 
 

  

 
3.  Has there been a change in your income since the last 12 months? 

 
a. Yes     b.  No 

 
 

3b. If yes, how has the change been like? 
 

a. Increase                                            b. Decrease 
 

3c. Give reasons for your answer in 
3b…………………………………………………………………………………………………………
……………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………
………………… 
 

4. What has been the nature of expenditure on food in the past one month? (In Cedis) 
 

Expenditure Items  Give estimate of how much spent on item in the past one 
month 

a. Food (grains and others) 
 
 

 

b. Soup/Stew ingredients 
 
 

 

c. Meat/Fish  
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4b. Has there been any change on your total expenditure on food over the last 6 months? 
 

I. Increase 

II. Decrease 

III. No change 

4c. Briefly explain your answer 
  
 
 
 
 
 
 
Food Availability 
5a. Are there periods in the year when the household did not have enough food?   

 
a. Yes     b.  No 

 
 
 
5b. If yes to question 5a, which period was it? (more than one answer possible) 

 
I. January - March 

II. April - June 

III. July – September 

IV. October - December 

5c. Give reasons for your answer in question 5b ------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------- 

6. How did the household cope in periods when food was not available? 
 
 a. Borrowing 

 b. Skipped meals 

 c. Support from family members/friends 

 d. Reduced expenditure on non-food items 

 d. Other (Specify) 

 
7a. Do you expect to experience food shortage in your household this year?   

 
a. Yes   b.  No 
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7b. Give reasons for your answer in 7a. 
  
 
 
 
 
 
 

 
 
Assets/Resources 
8. Which of the following assets does the household own? (More than one answer possible) 
 
d. House 

e. Livestock 

f. Farm implements (Specify) 

g. Television 

h. Radio   

i. Tape recorder 

j. Car 

k. Motor 

l. Bicycle 

m. Land 

n. Refrigerator 

o. None 

p. Other (specify) 

9.  Which of these assets were bought during the last six months? (More than one answer 
possible) 

 
a. House 

b. Livestock 

c. Farm implements  (Specify)   

d. Television 

e. Radio 

f. Tape recorder 

g. Car 

h. Motor 

i. Bicycle 
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j. Land 

k. Refrigerator 

l. Other 

m. None 

 
 

PART B (MENTALLY ILL PERSON) 
 

Occupation 
10.  What were you doing for a living before the illness? 

 
a. Farmer 

b. Self Employed  

c. Public 

d. Private   

e. Student/Apprentice 

f. Unemployed 

g. Other (specify)   

11. Are you still in the occupation (refer to question 10) above?     
 
a. Yes               b. No  

 
12. If you are currently not earning income, which of the following household work are you 
engaged in? 

 
a. Taking care of animals 

b. Cooking 

c. Sweeping 

d. Washing 

e. Baby sitting 

f. Other(Specify)   

g. None   

 
 
Income 
 
13.  Do you earn in cash or in kind? 

 
a. Cash   b.  Kind  c. both cash and kind   
 

14.  If cash how much?  If in kind, what are the items? 

Period Amount Items (Cost of Items) 
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15a. Has there been a change in your income since the last 12 months? 
 
a. Yes     b.  No 
 

15b. If yes, how has the change been like? 
 

a. Increase     b. Decrease 
 

15c. Give reasons for your answer in 15b ---------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------------------

---------------------------------------- 

 

Loan 
16. Have you obtained any loan since last year and/or this year? 

a. Yes                   b. No  (If No, Go to 19) 
 

  

16a. If yes, what type of credit was it? 
 

        a. Cash            b.  Kind  c.  Inventory          
 
        d. Other (Specify)…………. 
 

  

17. What was/were the source(s) of the credit; last year and/or this year? 
a. Family member /friend   
 

        b. Group saving and credit (susu) 
       
        c. Money Lender 
 

  

d. Other NGOs 
 

e. District Assembly 
 

f. BasicNeeds 
 

g. Credit Union 
 

h. Commercial Banks 
 

i. Rural Bank 

  

  Item Cost 

Daily    

Weekly 
 

   

Monthly  
 

   

Seasonal    
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18. How was the credit used? 
 

a. Consumption 
 
b. Farming  

 
c. Trading  

 
d. School fees  

 
e. Medical expenses 

 
f. Social activities 

 
g. Repair of house  

 
h. Other (Specify) 

 

  

 

19. Diagnosis 
 
 Epilepsy  Severe Mental Disorder  Common Mental 
Disorder 
 
     
   ---------------------------------------------------        --------------------------------
-------------------- 
 
      
20. How long have you been suffering from this illness?   
 
 
21. Where have you sought treatment from and for how long? 
 
Source of Treatment How Long? 

1st  2nd  3rd  4th  
Traditional Healer     
Spiritual Healer     
Psychiatric 
Unit/Hospital/Clinic/Health 
Center 

    

Other (Specify)  
 

   

 
 
22. Do you take your treatment regularly as prescribed? 

 
23. What is the approximate distance from your house to the place of treatment?  

 

Source of treatment Regular Not 
regular  

Other (explain) 

Traditional healer     

Spiritual Healer     

Psychiatric Unit/Hospital    

Other (specify) 
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24a. Has there been an improvement in your condition? 
 
 a. Yes                 b.  No                   c.  No Change 
 
24b. Give reasons for your answer in 24a---------------------------------------------------------------------
-------------------- 
 
 
----------------------------------------------------------------------------------------------------------------------------
--------------------   
 
25. When was the last time you experienced your illness? 
 
 Period    Tick     
  
 1 – 3 months        
 
 3 – 6 months  
  
 7 – 12 months     
 
 Above 1 year     
 
26. Which of the following do you experience when you take the treatment? 
 

a. Excessive sleep 
 

b. Over eating 
 
c. Bodily pains 

 
d. Headache 

 
e. Weight gain 
 
f. Weight loss 

 
g. Dizziness 

 
h.     Weakness 

 
i.    No effect    

 
j.    Others (Specify) 

 
 

Source of treatment Distance (Km) Distance (Mins) Cost 

Traditional Healer 
  

   

Spiritual Healer    

Psychiatric Unit/Hospital     

Combined    

Other (specify) 
 
 

 
 

  

Nothing (tick)    
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27. How much have you paid for treatment services within the past 6 months? 
 
Source Medicine Fees (Cash/Kind) Others  

Traditional Healer 
 

   

Spiritual Healer    

Psychiatric unit/hospital    

Other  
 

   

 


