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CHAPTER ONE 

INTRODUCTION 

1.1 Introduction and Background 

Mental Health is as important as physical health to the overall wellbeing of individuals, 

societies; and Nations. Mental healthis described by the World Health Organization (WHO) 

as a state of well being in which the individual realizes his or her own abilities, can cope with 

the normal stresses of life, can work productively and fruitfully, and is able to make a 

contribution to his or her community. Consistent with this description of Mental health by the 

WHO is the Ghanaian worldview of the individual as a tripartite being consisting of body, 

mind and spirit and the fact that the wellbeing of man requires fostering harmony among 

these three beings; 'Body', 'Mind' and 'Spirit'. 

Mental disorders have become commori occurrences with senous implications. They are 

universal, affecting people of all countries and societies, regardless of background, age, 

gender or status (World Mental Health Day, 2009). Mental conditions affect persons to a 

greater or lesser degree, similarly; often exhibiting some signs of limited reasoning, impaired 

judgment, unclear evaluative processes, loss of physical and emotional control, attention and 

retention deficits and lack of social and or life skills among others, (Hutchison as in AGORA 

XJ! 2001: 25; Kabir et a1., 2004). The socio-economic impact of mental disability on 

individuals, families and communities are enormous. Mental disabilities not only affect 

personal incomes of affected persons, but also rob their communities of the benefits of their 
.~ . 

productivity in the work place . 

. Although there is severe absence of significant community based data for mental disabilities 

in Ghana, as early as 2003, the Mental Health Profile-Ghana (2003) reported that over 16,691 

people in Ghana were suffering from various forms of mental illness and epilepsy. Of this 

figure, the three northern regions alone were said to record 14,796 of the cases; of which 
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number, 6,959 were suffering from epilepsy with 729 cases of epilepsy in the Tamale 

Metropolis alone. A few years later the WHO (2007) Ghana country summary series reported 

that, out of a population of 21.6 million Ghanaians as at 2007, 650,000 suffered a severe 

m~ntal disorder and a further 2,166;000 suffered from a moderate to mild mental disorder 

(WHO, 2008). 

Also, from the 2009 Tamale Metropolitan Assembly (TAMA) projected population of 

452,125 for the TAMA and its Sub-Metros (ie. Tamale North, South and Central) alone, it is 

suggestive that 45,212 suffered from neuro-psychiatric conditions whilst 4,52] people 

suffered from severe mental illness; statistics far exceeding a double of the 2003 reported 

figures. These statistics are driven from the WHO global mental disability prevalence 

estimates which suggest that 10% of any population is suffering from neuro-psychiatric. 

conditions at any time', and that 1 % of that population is suffering from severe mental illness 

(World Health Report, 2001). Postulating on a wider regional basis, based on the provisional 

2010 Population Census figure of 2,479,461 for the entire Northern Region of Ghana, it is 

again suggestive that, as of year 2010, approximately 247,946 suffered from neuro- 

psychiatric conditions whilst 24,794 people suffered from severe mental illness in the 

Northern Region alone. 

These figures continue to increase especially in the three regions in northern Ghana. These 

continuous increases are as a result not only of increasing populations, but also of the 
., 

frequently occurring major risk factors determining people's vulnerability to mental 

disorders. These' risk factors are said to include rapid urbanisation and its attendant social 

consequences, poverty and risk of violence amongst others, (Ofori-Atta et el, 2010; Burns, 

2009). 
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Until recently however, issues of mental health and mental disability have been given very 

little attention if not an ignored problem especially in the poorest countries of the world. As 

Burns, (2009:21) puts it, "mental disability is a protean phenomenon whose often hidden 

tentacles extend into multiple areas of human experience and functioning. And yet, in both 

high-income countries (HIo,) and low- and middle-income countries (LMIC,<,) throughout the 

world, menIal health care isa low priority ... " In Ghana, only an average of2.58% of total. 

health budget is spent on mental health: This amount is allocated to the three psychiatric' 

hospitals located in the southern part of the country, (BasicNeeds, 2010). 

These are however only accessible to the few within the proximity of these facilities and 

those who have the financial capability to travel to these facilities. Thus, the majority of 

people who need mental health services are left with no option than to struggle with their 

conditions all alone seeking help from variously unpredictable sources; dictated by the 

prevai ling belief systems of that society. 

The worry also remains that, whilst scholars associate causation of mental disorders to 

biological and environmental factors such as inheritance (genes and chromosomes), nurturing 

and childhood experiences (parent-child interaction which may develop a feeling of love, 

security and acceptance or rejection, material deprivation, sibling rivalry and double-blind 

communication), and/or Life circumstances (poverty, rapid social change, hornelessness, poor 

physical health, unemployment or unsuccessful marriage for instance), (Awakey, undated :2); 
·.f 

among many traditional societies including African societies however, mental disability is 

perceived to be associated to imbalances of humours, supernatural, astrological and religious 

explanations such as the karma factor, evil eye, witchcraft, and spirit possession, or as 

punishment by the gods for abominable offences committed by the victims themselves or . 

members of the victim's lineage. 
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As a result of these perceptions, many persons suffering from mental disability are abhorred, 

perceived as evil doers and outcast, abandoned by society and sometimes even by close 

relatives, (Kerrnode et aI., 2009: 607; Kabir et. aI2004). 

In the wake of increasing occurrences of mental disorders, as indicated earlier, and in a 

multicultural setting such as Ghana, coupled with the limited attention given to the mental 

health .sub-sector in the country, it is important to assess what traditionally have been the 

coping mechanisms for persons with mental disabilities. This assessment can however not be 

carried out without examining the prevailing cultural backgrounds, perceptions, beliefs and 

attitudes of persons with mental disability as well as their s and close relatives vis a vis the 

relative accessibility to psychiatric care giving facilities within these cultural environments. 

This thesis is thus intended to ascertain perceptions and culturally based belief systems 

surrounding causation of mental disability; culturally-defined health related needs of persons 

with these disabilities and whether these perceptions impact in anyway the preferred 

treatment options of persons with mental disabilities and societal attitudes towards persons 

with mental disabilities. 

1.2 Problem Statement 

Perception is central to all human behaviours just as human society in itself is ordered by 

norms that are usually unnoticed because they are often taken for granted (Randall and 

Makowsky, 1998). As social beings, the norms, beliefs and customs within our individual 

social environments tend to influence our knowledge, perceptions, bel iefs and attitudes 

towards recognition of disability and reception of people affected by it (Kabir et.al, 2004; 

Burns 2009). 
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The important roles of communities in the prevention of mental disabilities and care for 

persons with the disability in the development of mental health programs cannot be 

overemphasised. As Kabir et. ai, (2004) have shown, knowledge of public perception, and 

attitude to mental illness as well as its treatment is crucial to the realization of successful 

community-based rehabilitation and re-integration programs in any society. Help seeking 

pathways of individuals are severely shaped and affected by socio-cultural and environmental 

factors such that patients' as well as care givers/family beliefs and perception about the role 

of various factors in causation and treatment of mental disorders in any particular culture 

shape their help seeking behaviours and also the society'S reception of victims of such 

disorders, (Philips et al., 2000 as in Yatan P.S.B and Taran Y., 2012). 

According to Kabir et.al (2004), people tend to have strong beliefs about the mentally ill. 

Many of these concepts are based on prevailing local systems of belief; hence the basis of 

such beliefs must be taken into consideration in the development of any effective and 

sustainable mental health programs. Also ... important for consideration is the fact that 

. community attitudes and beliefs about mental disability greatly impact on help-seeking 

behaviours and successful treatment of the mentally ill (Burns, 2009: 19-23; Rao and 

Narayan, 1998:329~330). To appreciate the understanding of attitudes and beliefs surrounding 

mental illnesses from a cultural perspective therefore requires a systematic scientific study 

viewed from culture specific 'looking glasses'. 

Unfortunately however, there is a dearth of knowledge on mental disabilities in Ghana since 

1972. Mental health researches undertaken in Ghana have been very minimal in terms of both 

quality and quantity. As reported by Read and Doku, (2012), much of the research on mental 

health inGhana have been carried out in small scale by the country's very few psychiatrists 

and clinicians, 
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Read and Doku, (20] 2) reveal in their publication that, between 1995 and 2009 only a total of 

98 articles were published in relation to mental health in Ghana. Of concern is also the fact 

that all the above publications have been centred. on . hospital and community based. 

prevalence studies, psychosis, depression, substance misuse, self-harm and help-seeking with 

scarce and unreliable data on epidemiology, (Read and Doku 2012: 29). Literature search 

have also revealed little research on understanding public knowledge and causal perceptions : 

of mental disability from socio-cultural perspectives of societies in West Africa with none 

sighted for the case of Ghana. 

The northern regions are the poorest regions in the country. There is absence of any forms of 

structured mechanisms towards effective rehabilitation and re-integration for persons with 

mental disabilities coupled with the asocial perceptions surrounding causation of the 
. . . . 

disability. As a result, most mentally disabled persons are abandoned and neglected by their 

families, stigmatized by society and left on their own to survive under very unfavourable 

. vagaries of life (Iddrisu B. M., 2011). 

Currently in Ghana, attempts to offer organized mental health services have been effective in 

only a few health facilities. Although the new mental health act (2010) provides for mental 

health integration into primary health care, mental health services are yet to achieve the 

expected level of integration. As argued by Kabir et.al however, no effective gains can be 

achieved by any mental health programme without an appreciation of the disability from the 
., 

context of the people's socio-cultural setup. The object of this research is therefore to 

understand the causal perceptions about mental disability from people socialized within the 

cosmopolitan cultures of Tamale metropolis and how these perceptions impact on help 

seeking behaviours of patients and their care givers. 
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1.3 Research Questions 

This study is guided by the following research questions: 

1. What culturally-based belief systems of the etiology of mental disability exist 

amongst people socialized withinthe cultures of Tamale Metropolis? 

2. How do these perceptions influence help-seeking behaviours and 'mentally able- 

disabled' relationship? 

3. Are there gender differences In perceptions, help-seeking behaviours and societal 

attitudes towards mental disability? 
. . 

4. Are there any institutional presence in respect of mental health; and what have been 

their roles in the socio-cultural mental health care delivery? 

1.4 Research Objectives 

1.4.1 Main research objective 

To examine perceptions and culturally-based belief systems surrounding mental disability 

amongst cosmopolitan populations and the resulting influences on help-seeking behaviours 

arid societal attitudes towards persons with the disability. 

1.4.2 Specific research objectives 

1. To examine existent culturally-based causal association of mental disability in the 

heterogeneous cosmopolitan population of Tamale Metropolis . 

. 2. To examine how these associated causal perceptions influence help-seeking. 

behaviours asweIl as mentally 'able-disabled' relationships 

3. To examine gender and status disparities in perceptions, help-seeking and societal 

attitudes towards persons with mental disability and their care givers. 

4. To examine the institutional presence and role in the socio-cultural development of 

mental health in the tamale metropolis. 
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1.5 Relevance of the Study: 

Like race, gender and class, "mental illness" is a socially constructed concept. The 

interpretation of behaviour is a social construction that is informed and given legitimacy by 
. . 

the common-sense knowledge within a given society (Wright & Teacher, 1982: .129). Thus 

the actions, beliefs, motives and feelings that provide the basis for understanding "mental 

disability" are uniquely conceptualized and differ from society to society and from one 

culture to another. These unique societal conceptualizations define the norms and standards 

of behaviour .and influence significantly the acceptance or otherwise of affected persons 

(Waldron, 2002b: 1-2). 

Further, society IS shaped by culture and belief system; and on the other hand, every 

individual is necessarily dependent on society and its environs for protection, comfort, 

nurture, education, opportunity and other .multitudes of definite services which society 

provides arid to the extent that the content of one's thoughts, dreams, aspirations, and even 

many of one's maladies of mind and body are dependent on society (Maclver and Page, 

2007:8). The individual is thus by natural design engulfed by influences some of which are 

beyond one's control, that dictate the individual's worldview formation. 

In the midst of severe absence of effective conventional mental health care systems in the 

three northern regions of Ghana as confirmed by a BasicNeeds' Ghana Programme, (2001) 

feasibility study report as following that; 'Mental health services in Northern Ghana hardly 

exist. Where services do exist they are hampered by lack of facilities and innate cultural 

practices, which marginalize people with mental illnessfrom service provision .... However, 

there is no evidence of immediate or future inclusion of people with mental disorders into 

their programmes . The logistical problems of getting people to the south of the country for 

treatment, further compounds the difficulties for those people in the north ',(BasicNeeds, 
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2008: 16-17), culture induced perceptual exigencies become the absolute pivot of mental 

health care determination in these regions. 

This establishes the fact that in every society there exist laws, taboos and norm-defined 

diagnoses that distinguish the healthy from the sick. It is particularly important to uncover, ' 

understand and appreciate the cultural contextual placement of mental disability and related 

issues, especially amongst a people reported to have ever growing numbers of affected 

persons in the midst of tremendous acculturation; matched with inadequate conventional 

mental health care systems. Besides, hot only do cultures influence the interpretation of 

events and manifestations as mental disabilities, but also the mental health worker and other 

care givers. As 'ldemudia puts it, it is important for every mental health worker to know, 

understand and be familiar with the cultural dynamics of the society he or she is working in, 

(Idemudia, 2004 as in Nwokocha, 2010). 

In the case of mental health care delivery in the three Northern regions In Ghana, this 

component is often lacking. The relevance of a careful evaluation of the norms, customs and 

beliefs within the individual's setup and cultural environment cannot be over emphasized. 

The significance of this study therefore lies in its potential contribution to a more nuanced 

cultural understanding of mental disability among the people of Tamale. An understanding 

that is anchored on the social construction of mental disability arid the fact that in many' 

psychiatric symptoms there are generally no physical signs or diagnostic test to confirm 
, , 

diagnoses of mental disability. Whilst not 'downplaying the significance and efficacy of 

clinical diagnoses and solutions to issues of mental disability in any society, it suffices to say 

, that in a heterogeneous society with a blend of eclectic cultural backgrounds such as the case 

of the tamale metropolis, the application of a straight jacket fit for all solutions to a 

phenomenon with wide differential social construction cannot be said to be adequate. 
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The study further provides a cultural understanding of how the build environmental dynamics 

of cosmopolitan societies define the most remote gendered roles and gendered differential. 
. " .. 

impacts of mental disability and societal attitudes. The outcome of this study will thus serve 

appropriately as cynosure for education, policy formation as well as inform practitioners in 

the field of psychiatric health care delivery on community based adaptive mechanisms for 

effective outreaching to psychiatric patients and their families, whilst contributing to the 

scanty mental health research. 

1.6 Organization oftheStudy Report 

The study report has been presented in five main chapters as follows: 

The first chapter which forms the introductory aspects of the study report comprises the 

background to the study, problem situation and statement, research questions and objectives, 

and relevance of the study. 

Chapter two focuses on a review of related literature on some relevant variables of the study 

and also looks at the historical and conceptual frameworks of the subject of study. 

Chapter three addresses methodological and analytical frameworks of the study. Emphasis in 

this chapter is laid on the profile of the study area, sampling techniques, data collection and 

analytical methods used in this research. 

Chapter four is focused on the presentation and discussions of findings of the research. The 

combination of presentation of findings and discussion of same within. one chapter is to 

ensure that there is no disconnect between presented data and analysis. Thus combining the 

. two (presentation and discussion) ensured appropriate linkages. 

Finally, chapter five presents a summary of the research findings and discussions, 

conclusions drawn from the study and also suggests appropriate recommendations based on 

the findings from the study. 
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Claxton (2008) adds to the discourse of concern about the abstraction of the conception of 

mental disability arguing that, if deviation from standard rules, conventions and 

understandings within a society is the defining grounds for classification of one as mentally 

'able' or 'disabled', then " ... one might also observe, though, that, in a world on the. brink of 

ecological crises and facing the reality of mass starvation, if social work were really 

pragmatic, then accumulation of gigantic amounts of wealth by a relatively microscopic 

amount of individuals may be diagnosed as a mental illness, a perversion, anti-social; socio 

pathic behaviour that should be diagnosed and treated, even if against those few individual's 

protests, (Perhaps, just as we should be able to allow the insane to enjoy their .own alien 

worlds, when that does infact seem to be what they want ... }". 

Anonymous also, in contributing to the subject writes that "to my way of thinking, the mad 

have a more subtle understanding than the sane. They behold differences and affinities which 

are hidden from common men, and are often visited by strange visions .. ." (Anonymous; 

1990: 55 as in Claxton, 2008); and yet Claxton define "madmen" as prophets and oracles 

whose visions are visions of reality that the 'sane' have no access to, (Claxton 2008). 

Finally, and from the perspectives of Frisch & Frisch, mental illness is defined as the state in 

which an individual shows deficit in functioning, is unable to maintain personal relationships 

and cannot adapt to an environment (Frisch & Frisch, 1998:804 as in Lombo 2010:24) 

In the face of these difficulties and cultural variation in conception of, and what is viewed as 

mental disability, and also' for the avoidance of such confusion and doubt in' the 

interpretations of the use of "Mental Disability" in the context ofthis work, an attempt is 

made herein to provide a derivative working definition from the works of relevant scholars. 

As a working definition for purposes of this work therefore, 'mental disability' is used 

interchangeably with 'mental illness' and 'mental disorders' to mean; the relative dysfunction 
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so. translated, for most practical purposes, guide human behaviour and present with 

phenomenal experience and directive informed action. 

For purposes of this research, perception is contextually applied to mean the neurological 

processes of critical mental acquisition and thought, observation and interpretation of 

information from the senses and the essential abilities of notice and discernment of acts, 

events and issues within one's environment that may escape the notice of others. 

2.1.3 Cosmopolitan 

There is no consensus amongst contemporary philosophers and theorists about how the 

precise content of a cosmopolitan position is to be understood although the concept dates 

back to ancient times. As Calhoun puts it, the concept 'cosmopolitan' is not simply a free- 

floating cultural taste, personal attitude or political choice. He argues that, it is a matter of 

institutions and that what seems like free individual choice is often made possible bycapital, 

socio-cultural as well as economic situations inherent any system, (Calhoun, 2008: 433). 

Generally, the root idea of the concept seeks to posit that every individual is a citizen of a 
. . . 

common world, and owes allegiance to the worldwide community of humans, (Scheffler, 

1999). To Scheffler, the term 'cosmopolitan' or its practice; 'cosmopolitanism' is applied in 

two major positions; cosmopolitanism about justice, 'the idea that world citizenship means 

that the norms of justice must ultimately be seen as governing the relations of all human 

beings to each other, and not merely as applying within individual societies or bounded 

groups of other kinds', and cosmopolitanism about culture, which expresses the idea that, . 

'world citizenship means .. that individuals have the capacity to flourish by forging 
. .. 

idiosyncratic identities from heterogeneous cultural sources, and are not to be thought of as 

constituted or defined by ascriptive ties to a particular culture, community or tradition', 

(ibid.). 
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Cosmopolitanism presents the individual with a wide range of options for a choice of that 

which brings most pleasure and gratification, pivoted on self-expression and self-realization.' 

and describes the diversities in communities and the interconnectedness of human existence 

across geographical boundaries (Kimberly Yuracko, 2003:91, as in Calhoun, 2008: 428-433) 

'Cosmopolitan' in this work, is used to mean an human setting composed of an interlocking 

mixture of people from widely varied cross-cultural backgrounds and variant foundation 

belief systems. It also refers to multi-cultural existence without the loss of distinctiveness of 

major values and belief systems of the individual cultures that coexist and interact. Thus, 

Tamale is classified cosmopolitan in this research on the basis that its inhabitants are drawn 

from widely heterogeneous cultural backgrounds both nationally and internationally due to its 

important political, economic and geographic placement and location iii. the context of Ghana. 

2.1.4 Culture in Perspective 

To enable a streaming understanding of the context within which the term culture is applied 

in this work, and the levels of influence it exerts and impacts on any society's appreciation of 

disease, there is need for careful conceptualization and understanding of the term. 

Historically, the term culture is driven from the Latin words 'colere' which means 'to build', 

'to care for', 'to plant', and 'cultus' which means 'to cultivate', (Papadopoulos, 2009: 67; . 

Awedoba, 2007: 25). Culture as a concept reflects specific set of experiences over a period. It 

is argued that, notwithstanding whose definition and what character it takes; there are some 

four elements that espouse the differences and similarities in behaviour within any cultural 

setting, namely: 

1. 'Universals' comprise the beliefs and forms of behaviour that are expected of any 

'normal' member of society such as language, clothing and housing; 
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2. 'Specialties', comprise particular aspects of behaviour, characteristic of specific 

groups within the larger social whole, such as gendered activities and differentiated 

craftsmanships; 

3. 'Alternatives', comprise forms of behaviour recognized by society as valid, but which 

cut across class, occupational lines or sex lines; such as colour preferences In 

decoration, marriage forms and choice of game styles amongst a people; and 

4. 'Individual Peculiarities' which comprise experimental forms of behaviour exhibited 

by the individual's exploration of self-embedded potentials and which form the basis 

of innovation in a culture, (Linton, 1936: 272-5 as cited in Papadopoulos 2009: 67). 

Linton argues that, the universals of culture explain the similarities in behaviour across 

cultures where as the 'specialties', 'alternati ves', and' pecu I iarities' account for cu ltural 

differences, (ibid); and have had these beliefs, anchored in his. definition of culture as "the 

total social heredity of mankind", (Linton, 1936: 78 as cited in Papadopoulos 2009: 67). 

Beyond these broad associative elements posited by Linton, and his definition of culture, 

other scholars have advan~ed some understandings and definition of the concept. Arguably, 

the most enduring definition over time is that presented by RB. Tylor (1871), who defines 

culture as "that complex whole which includes knowledge, belief, art, morals, laws, customs 

and any other capabilities and habits acquired by man as a member of society". 

Kroeber and Kluckholn, from a review of several scholarly conceptions of the term, present a 

rather wide and winding definition. They present that, "culture consists of patterns, explicit 

and implicit, of and for behaviour acquired and transmitted by symbols, constituting the 

distinctive achievements of human groups, including their embodiment in artifacts; the 

essential core of culture consists of traditional (ie: Historically derived and selected) ideas 

and especially their attached values; cultural systems may on the one hand be considered as 
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products ofaction, on the other as conditional elements of future action ". (Kroeber and 

'Klukholn, 1952: 181 as in Papadopoulos, 2009: 69). 

According to Ember and Ember (1981), culture is " ... a set of learned beliefs, values and 

behaviours generally shared by members of a society or population". From the perspective of 

Hofstede, (1997) as cited in Papadopoulos (2009: 71), culture is viewed as a set of 'mental 

programs' distinguished at three levels: 

1. 'Universal' level, where mental programming is common to all human beings such as 

laughing and crying; 

2. The 'collective' level; where mental programming and behaviours are common to a 

group of people in society or a country, (takes placeabove the universal level); and 

3. The 'individual' level of mental programming where it is suggested each person 

makes independent decision from others and thus behave differently from others, 

(takes place at a level above the collective). 

, ' , 

It is also suggested that, whereas universal mental programs are inherited, collective mental 

, programs are entirely learnt, whilst individual mental programs are partly 'learnt and partly 

inherited. The above exposition about culture exposes the continuous elusiveness of a 

universal definition among scholars. 

2.2 Role of Culture in Mental Health Promotion 

. Culture is an important resource for development if its tenants are appropriately exploited and 

applied in any development process. Generally, people tend to internalize the cultural limits 

of society and act within those limits so as to be accepted as normal people in that society. 

While culture in relation to mental health promotion may not be adequately documented and 

utilized, it is important to' recognize that culture is the ultimate influence ofsociety's way of 

life and to ignore it in the wake of ever increasing mental situations in society will be at 
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enormous costs. 1t must also be noted that, being a socially constructed phenomenon, the 

. dividing line separating mental 'ability' from 'disability' has often been defined by culture. 

These lines, though arbitrary, once learned and internalized, are treated as real, (Hall, 1983: 

230, as.in Papadopoulos, 2009: 70). 

Culture is particularly critical in mental health discourse on the backdrop that, within many 

African cultures are evidences of existence of parallel medical systems (traditional and 

modern), culture induced behaviours and traditional practices (such as acceptance of 

domestic violence, female circumcision), that leave in their trails traumatic memories which 

lead to depression and other psychotic disorders in later years. 

It is thus important to enrobe appropriately, the differential powers of culture into the 

measures for mental health promotion. When culture has adopted a positive outlook for 

mental disabilities and mental health issues, then the bridge to sustainable and quality mental 

health care system would have been crossed. 

2.3 Epidemiology of Mental Disability 

2.3.1 Classification of Mental Disabilities 

Classification is important for the identification and grouping of patients of similar clinical 

features, cause of disease, outcome and responses to treatment. Classification not only aids in 

. clinical management but also provides patterns of treatment responses and prognosis that' 
~. . 

make room for 'extrapolation for future patients. Disease classification also facilitates research 

into aetiology, prevention and treatment of psychiatric conditions and also promotes easy 

communication with and between professionals, (Katona and Robertson, 2005: lO-II). 

In many psychiatric symptoms, there are generally no physical signs or diagnostic test to 

confirm diagnoses. This makes psychiatry more concerned about classification than any other 

18 

www.udsspace.uds.edu.gh 

 

 

 

 



branch of medicine for the fact that, there is usually a continuum, for example from normal 

sadness to severe depression, (Katona and Robertson, 2005: 1 0-1 I). It is thus important and 

necessary to define the levels of subjective distress greater in severity and/or duration than 

occurs in normal human experience; above which treatment is beneficial. 

According to Katona and Robertson, mental disorders are traditionally differentiated into six 

categories: (1) Mental retardation (learning disability, in which features of the disorder have 

been present from birth or an early age); (2) Personality disorder; persistent and lifelong 

ingrained maladaptive patterns of individual behaviours that deviate markedly from the 

individual's culture, (usually present from childhood or adolescence onwards); (3) Mental 

illness (where there is an identifiable onset of illness preceded by normal functioning); (4) 

Adjustment disorder (less severe than mental illness, occurring in relation to stressful events 

or changed circumstances); (5) Disorders of childhood and (6) Other disorders (those which 

do not fit into any other group, including behavioural disorders and substance misuse). 

These six differentiated categories have been further grouped into two types namely; organic 

(psychotic) and functional (neurotic) mental illnesses, (Katona and Robertson, 2005: 10-11). 

Faced with the absence of diagnostic test to confirm psychiatric: symptoms, these 

differentiated categorizations and classifications served as a basis for this study to conduct a 

comparative analysis of correlation between existing clinical categorizations as presented by 

Katona and Robertson, vis a vis cultural categorization of conditions encountered in the field 
., 

and the corresponding cultural causal associations. 

2.3.2 Causes of Mental Disability 

Attempts have been made to identify the causes of mental illnesses without success. Different 

societies have held variant conceptions about these disorders and their causes which have 

included natural history, evil spirits and demons amongst others as extensively discussed 
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earlier in this work. As no particular factor has been identified to be responsible for causation 

of mental illnesses, several theories have been advanced in this respect in attempt to explain 

the etiology of the disorders. For instance from the psychodynamics point of view, the 

individual is believed to possess some qualities that enables him/her to adjust favourably to 

the ongoing stresses oflife; a failure of which leads to the onset of mental disorders/illnesses, 

(Awakey, undated: 13). 

Another theory is the communications theory which suggests that the human brain acts as a 

central integrating communication system which organizes the functional inter-relational 

interaction between the individual and his/her immediate environment whilst taking 

inferences from past experiences. The theory suggests that any disturbance of the brain or 

body tissue that influence the ability of the individual to perceive information or stimuli from 

. the environment and appropriately integrate that with past experience, leads to affective 

psychosocial function (mental illness), (ibid) 

The .causes of mental disabi lity, although inferred to as 'unknown' and the above theories of 

causation notwithstanding (Awakey, undated), the etiology of mental disability has been 

explained in reference to; predisposing and precipitating factors; Endogenous and Exogenous 

factors; and Biological, Physical and Psychological factors by several scholars. 

This write-up however set out to discuss the etiology of men.tal disability under the broad 

headings; Biological Factors, Environmental Factors, and Agent Factors . 
. , 

2.3.2.1 Biological Factors of Causation 

Biological, and some behavioural characteristics ofteri exhibited by the individual are said to 

be transmitted to the individual by parents through inheritance. It is suggestive that, these 

characteristics, often carried in the genes and chromosomes of the individual may have some 

traces of mental disabilities transferred alongside from parents to children, (Awakey, 
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· at some stage in life, alcoholism, drug abuse, marital discord and broken homes. Others are 

urbanization and its consequent effects such as unemployment and loss of self-identity. 

According to wicks-Nelson and Israel, (1997: 254) as cited by Ngoakoana, (2006: 28) 

deprivation of stimulation, a primary environmental precursor to delayed development, can 

, lead to some cognitive disabilities. They suggest that severe isolation can result in serious . 

retardation whilst a milder lack of stimulation might lead to intellectual deficits. 

Therelevance of environmental causal factors were analysed in this study, with hind-side 

appreciation of the origins of the various ethnic groups in the study and the distinguishing 

specific ethnic based characteristics. The study sought to strike an understanding of the 

correlations that existed between religion, household sizes, economic and educational 
. . 

compositions of the study population amongst other factors and how these affected the 

various issues in mental health discourse. Patients' built environment was employed as a 

background for establishing the differential impact of mental conditions in relation to the 

biological definitions of the patients (age, sex and gendered role compositions). Conditions 
. . 

· determining the kind of perceptions and societal attitudes as well as multiple help-seeking 

behaviours were also analysed anchored 011. environment as a basis for causal association. 

Multiple-help seeking attitudes for instance in the study was discovered to be positively 

· correlated to the fact that, alternative healing Sources such as traditional medicine sources 

. were readily available within the study environment. The factthat multiple religious practices 

(an environmental determinant) within the study area were pronounced although officially 

unreported, laterally informed the examination of environmental precipitations and 

consequences on mental disability in this study. 
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2.3.2.3Agent Factors of Causation 

Agent factors are said to be factors from the environment but which act on the host or person 

directly. These factors are said to both lower the individual's stress tolerance and also act as 

predisposing factors or may themselves betrigger factors. 

Some of these factors include: Trauma (eg. head injuries at childbirth, road traffic accidents 

leading to brain damage, reducing the psychological potential of the individual); Infections 

(eg. some sexually transmitted diseases, measles, malaria, smallpox, acute viral encephalitis 

and other infections that can lead to toxic psychotic conditions); and Hormonal imbalances 

and ionizing radiation X-rays, (Nicolas, 2003: 309-310 as in Ngoakoana, 2006: 27). 

It is important to note that, although all the three broad areas of causal categorisation of 

merital disabilities were encountered and confirmed as associate causal determinants of 

arious mental disabilities in the study area, agent-factor-associated causations dominated the 

discourse in the study. Specific agent associated causes of mental disability established in the 

field included; differential road accidents, epilepsy and measles. 

2.3.4 Prevalence of Mental Disability 

ost estimates of the prevalence of mental disabilities are based on conventional service 

utilization records. Since not so many people ever report to conventional psychiatric health. 

services, service utilization data is at best lower point estimates of actual prevalence rates in 

any society. The most and widely referred to and relied upon mental disability statistics 

worldwide are that presented by the World Health Organization (WHO). Although these 

extrapolations are mostly not founded on comprehensive country to country specific 

censuses, they form the basis for informed policy interventions in mental health and further 

research. 
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World Health Report (2001:4) estimated the overall prevalence rate of mental retardation 

globally to be between 1 % and 3%, with the highest occurrences registered in developing 

countries dueto the higher incidence of injuries and other risk factors. As early as 2001, it 

had been estimated that 359 million globally were suffering from one form of mental disorder 

or the other. Of this number; 154 million people were reported to globally suffer from 

depression, 25 million people from schizophrenia, 91 million from alcohol-use disorders and 

15 million from drug-use disorders. Additionally, 50 million people were reported to suffer 

from epilepsy and 24 million more from Alzheimer and other dementi as. 

In percentage terms, the WHO estimates show that 25% of world population suffer from 

neuro-psychiatric conditions during their Lifetime. 10% of any population is suffering from 

neuro-psychiatric conditions at any time. 1 % of that population is suffering from severe 

mental illness (World Health Report, 2001). It is further revealed that one (1) in four (4) 

people will develop a mental illness in their lifetime (ibid). By year 2020, it is projected that 

the share of psychiatric disorder to the total global burden of disease could increase from 

10.5% to 15% (BasicNeeds, 2003). 

Although there is severe absence of significant community based data for mental disabilities 

in Ghana, the applied prevalence percentage rates and numbers of occurrences for Ghana are 

as discussed and posited in the introductory background of this work. Sadly however, 

information on treatment rate for the entire country, indicates that only 32,283 people out of 
·.f 

the 2,166,000 posited had had access to psychiatry care services. as at 2007, representing 2% 

of the numbers that required it. This leaves a treatment gap of 98% of the population 

estimated to be affected by mental disorders then, (WHO, 2008). These figures continue to 

increase day by day in the midst of inadequate mental health care systems and growing 

stigma, 
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2.3.5 Common MentalllInesseslDisorders and Their Clinical Manifestations 

There are several forms and types of mental illnesses varying in sources of infliction and 

levels of severity. From the statistics of commonly presented cases at the Tamale psychiatric 

unit the following forms of the condition are set out as following; intended to bring to 

perspective an appreciation of the manifestable forms in which mental disabilities occur and 

present in affected persons. 

2.3.5;1 Psychosis Related Conditions 

Psychosis is a severe form of mental illness affecting the personality. Psychoses have two 

. major forms namely; functional psychoses and organic psychoses. In functional psychosis, 

there is usually no visible dysfunction in the human body and include conditions such as 

schizophrenia, mania, depressive illnesses and manic depressive psychosis. In . organic 

psychosis on the other hand, there is usually a visible structural damage tothe brain or any 

. part of the body and include conditions such as Alcoholism, Drug Dependence, Senile 

Dementia, Puerperal Psychosis and General Paralysis of the Insane (G.POI). 

Generally, . psychotic conditions are presented with severe mood disorder, regressive 

behaviour, and personality disintegration, significant reduction in level of awareness as well. 

as great difficulty in functioning adequately. Some of these psychotic conditions are as 

elaborated 'upon below; 

2.3.5.1 (a) Schizophrenia 

Schizophrenia, (a Greek word meaning Split Mind) is a severe type of mental illness in the 

group of functional psychosis, characterised by remissions and relapses of which the patient 

usually has no insight into the illness. It was first.discovered in 1896 by Emile Kraepelin and 
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. called dementia praecox (madness of the youth). The term 'schizophrenia' was later coined 

by a Swiss psychiatrist, Eugene, Bleuler, who built on Kraepelin's observations. Numerous 

factors have been said to contribute to this condition including genetic or hereditary factors, 

biochemical, environmental and socio-economic factors as well as body build or 

schizoid/prepsychotic or premorbidpersonality factors. It is argued that, these factors may 

individually cause the condition or may combine with other factors to bring about the disease. ' 

Schizophrenia is categorised into four main types depending on the occurring features thus: 

simple schizophrenia, disorganised schizophrenia (Hebephrenic), paranoid schizophrenia and 

catatonic schizophrenia, (Katona and Robertson, 2005: 12). 

Notwithstanding the type of schizophrenia and period of onset however, common symptomic 

manifestations include disorder of emotion, loss of interest in activity, callousness, vagrancy, 

fragmentary delusions as well as neglect of personal hygiene amongst others. 

Based on these commonly occurring forms of mental conditions, respondents were asked 

facility. They were then asked again what; in their opinion were the actual conditions they 
I 
I 

what the clinical association of their conditions were as told them from the psychiatric 

thought they had developed. Although numbers of schizophrenic patients were considerably 

high from the records of the psychiatric facility, actual patients with schizophrenic conditions 

as encountered in the field however, formed the least of respondents (2.1 %). It is thus a 

deductive suggestion of this study that due to the level of severity of this condition and the 

forms in which it manifests, the bulk of patients with this conditi~n had probably taken to the 

. life of untarneable vagrant tramps. This suggestion is anchored on the fact that a cursory 

glance along the streets of the study area reveals large numbers of mentally disabled persons 

with a pronounced observable exhibition of schizophrenic related clinical manifestations. 
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2.3.5.1(b) Depression 

/ Depression is another common mental disorder often characterised by gross mood disorder 

and bodily as well as emotional disturbances expressed in extreme sadness. The life risk of 

depression is about 10% of every population with rates almost doubled in women. Depression 

lasts between 3 and 8 months. It is however argued that about 20% of patients remain 

depressed for 2 years and about 50% experience recurrences. Life time suicide risks of 

depression is said to be 15% in severe depression and much lower in milder cases. 

The most common feature of depression is often a pervasive lowering of mood although it is 

not .essential for diagnoses to be made. Conscious distinction must however be made to 

distinguish "true" depression from states of unhappy maladies that occur in persons with 

abnormal personalities and chronic painful illness. Most patients may experience loss of 

enjoyment (anhedonia) and negative patterns of thinking (Katona and Robertson, 

2005: 16).There is however wide variation in symtomalogy and severity resu lting in 

considerable disagreement amongst scholars about its classification (ibid). Depression often 

progresses in a continuum from a transient state, to mild, moderate and finally to a severe 

state of depression characterised by feeiings of de spa it', worthlessness, lack ofconcentration 

and urine retention. 

There are three types of depressive conditions namely: exogenous/reactive depression 

(Neurotic of Dysthemic), endogenous/psychotic depression, and involuntary depression also 

known as involuntary melancholia. Although the study encountered patients whose 

conditions had been. clinically associated with depression, depression in itself was hardly 

culturally recognised as a mental disability. Patients with conditions clinically associated with 

depression, had different opinions and impressions about what their conditions actually were; . 

but not depression. Conditions tended to be associated to spirits, drug abuse or accident. 
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· 2.3.5.1(c) Dementia 

Dementia refers to a chronic organic mental condition, often irreversible due to destruction or 

degeneration of the brain cells leading to some permanent impairment symptoms and 

behavioural changes. Dementia conditions often present with anterograde amnesia (loss of 

memory of recent events) and followed by retrograde amnesia (loss of memory of past 

events). Lackof concentration, episodes of confusion, poor judgement, disorientation to time 

and often poor retention and recall capabilities are other characteristics. Dementia also results 

in sudden changes of mood in short duration; where patients may weep readily without cause 

at random and next minute found in great happiness. Dementia affects patient's ability to 

keep personal hygiene and may lead to inappropriate sexual behaviours such as paedophilia 

(exposure of genital areas and tendencies to sexually assault under aged children). 

Dementia may be caused by nutritional deficiency, head injury, brain tumour, old age 

(senility) or severe anaemia. It may also result from epilepsy, HIV/AIDS, exposure to some 

metals and gasses such as lead, mercury and carbon monoxide and other medical conditions 

amongst others. Dementia is also said to be hereditary. irrespective of the form in which it 

occurs however, the condition progresses over months or years and mostly in elderly people. 

Although demented conditions were discovered in the review of literature as part of cases 

reported to the Ti-Sampana psychiatric facility, there were no encountered cases clinically 

diagnosed or associated with dementia during-the data collection process. 

2.3.5.1(d) Drug Dependence (addiction) 

Drug dependence is a state of periodic or chronic intoxication produced by the repeated 

consumption of a drug (be it in its natural or synthetic form) which is detrimental to the 

individual and society. Common examples of such drugs include marijuana, cocaine, heroin, 
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morphine and mescaline among others. Causes of drug dependency often include peer group 

influence, media advertisements, anxiety or occupation (barkeepers, doctors; nurses or 

military). It may also result from broken homes and resultant poor upbringing as well as 

impact of other psychological problems. Whichever the case, be it emotional or physical, the. 

main cause of the condition is often associated with the ready availability and access to drug. 

There are types of drug dependence but the commonest of which is alcoholism. Presenting 
. . 

features in drug dependants often include malnutrition, judgement failure and memory 

defects (forgetfulness), violent tendencies, deficient personal hygiene and loss of sexual drive 

coupled with intense jealousy and suspicion of infidelity on the part of sexual partners. Drug 

dependence however frequently leads to early deaths as a result of poverty, liver, heart and 

kidney diseases, brain damage as well as dangerous lifestyles. 

The study discovered that a majority of mental conditions encountered had a relationship 

with drug dependence. The study environment being Muslim dominated however, the study 

. sought to establish the precipitating factors resulting in drug dependence when the socio- 
. . . 
environment in principle frowned upon the intake of drugs. 

2.3.6 Mental Disabilities; Perception and Stigma 

The stigmatization of mental disability is a worrisome issue which affects patients and their : 

relatives significantly as well as health care institutions and personnel working with mentally 

disabled persons. ., 

Larkings and Brown argue that; 'the negative stigma associated with menta! illness can have 

many negative consequences ... , having a mental illness can impact life in two ways. First, 

and probably the most acknowledged, is the harm caused as a result of the illness itself such 

. as the cognitive, affective, and behavioural difficulties that often limit daily functioning 
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Secondly and often unrecognized, is the harm caused by the stigma associated with having a 

mental illness. Mental illness stigma can drastically decrease the quality of life for sufferers' 

(Larkings & Brown, 2012:819). 

In many developing countries, very little attention is devoted to addressing the negative 

beliefs and behaviours surrounding mental illnesses, despite the devastating resultant impacts 

on suffering and poverty. Undisputedly, stigma influences significantly, help seeking 

behaviours, social rejection and adjustment situations and affect the quality of life of affected 

persons and their close associates. The direct implications of stigma on mental disability, its 

prevention, treatment, rehabilitation and reintegration of affected persons in Ghana and 

elsewhere are fathomless, unimaginably unpleasant with lurking suicidal tendencies. 

Barke et al. in drawing from the works of Link and Phelan (2001, 2002) posit that, 

stigmatization occurs when four interrelated factors converge: (1) people distinguish and 

label human differences; (2) dominant cultural beliefs link the persons thus labelled to 

undesirable characteristics, i.e. to negative stereotypes; (3) labelled persons are placed in 

distinct categories and a degree of separation of "us" from "them" is created; (4) the labelled 

. persons experience a loss of status and discrimination, (Barke et. aI., 2011). 

Barke et al. further argue on the basis of Link and Philari's works that, three distinguishable 

types of stigma can be established namely; Individual discrimination (consisting of an 

.individual person's negative behaviour towards members of a stigmatized group), Structural 
.1 

discrimination (the negative consequences of injustices inherent in social, political or legal 

structures or decisions emanating thereof regarding the stigmatized group) and Self- 

stigmatization (where mentally ill persons adopt the stereotypes against people with mental 

illnesses within a set community and consequently come to perceive themselves as socially 

unacceptable), (ibid). 
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Studies in Zambia, South-Africa, Nigeria, Malawi and other African countries suggest that, 

stigma and discrimination have been pervasive within general communities, amongst families 

of affected persons and their care givers and even amongst psychiatric health care personnel. 

Such stigma however, itis argued, appears to be fuelled by perceptual misunderstandings. of 

mental disability etiologies, fears of contagion and the perceived dangerousness of people 

with mental disability situations, (Kapungwe et al 2010; Crabb et ai, 2012). 

In Nigeria for instance, family members have been found to experience a higher frequency of 

anger and stigma as a result of the popular association of mental disability and. supernatural 

causation (Crabb et ai, 2012). In Ghana, it is no different, to the extent that it permeates the 

very mental health systems and personnel. In establishing the fact of stigmatization even 

within the mental health service systems, Barke et. al.(20 II), point to pejorative remarks by 

Dr. YawOsei (chief Psychiatrist in Ghana), who, when first establishing the psychiatric unit 

of the Komfo Anokye Teaching Hospital in Kumasi, called the unit "Headache Clinic". 

In the light of the above factual establishments of socio-perceptual influences on stigma 

formation and the resultant impacts on the socio-cultural dynamics of human existence, the 

relevance of the current study could not be of any better establishable essence. 

2.4 Harmony between Perceived Causes and Help-SeekingBehaviours 

Perceptions about disability play very significant roles in help-seeking behaviours of affected 

persons, their families and/or care givers. Several authors have alluded to the fact that, 
.r 

. patients' family and caregivers' causal models of illness, which often diverge from clinicians' 

biomedical models, directly affect care-seeking behaviour (Fosu, 1981; Kelly et aI, 1990; 

Harrison et ai, 1998; Phillips et ai, 2000). In most instances; positive correlations exist 

between perceived causes of a disability and the 'first' point of call for help (Yatan & Taran 

2012). 
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Thus, in many cultures of the world where dominant understanding of the etiology of mental 

disability is that of 'spiritual illness', with magico-religious and supernatural cosmologies; 
.' . 

spiritual, traditional and faith based associated sources of healing are the first points of cal! 

for help (Ae-Ngibise et. al., 2010; 22(6): 558~562; Phillips et al 2000; Yatan & Taran 2012; 

Foerschner,2010). Given the dominant underlying perception of spiritual causation of menta! 

disabilities, it is often felt (in environs where both 'conventional' and 'alternative' medicirie 

are readily accessible) that, 'conventional medical practitioners' only provided treatment to 

symptoms arid not the root causes of the problem and therefore was not always appropriate 

(Ae-Ngibise et. al., 2010; 22(6): 563), thus perceived appropriate alternatives were usually 

resorted to. 

Rosen (1968) suggests that, early man also widely believed that mental illness was the result 

of some supernatural forces such as demonic possession, sorcery, the evil eye or generally a . 

displeased deity. Most illnesses, particularly mental illness, were thought to be afflicted upon 

an individual or group of people as punishment for their trespasses (Rosen, 1968 as in 

Foerchner, 2010). As curative measures therefore, equal!y mystical, and sometimes brutal, 

treatment mechanisms were employed (ibid). 

In ancient Mesopotamia for instance, it is suggested that priest-doctors employed exorcisms, 

incantations, prayer, atonement, bribery and punishment as mystical means to drive out the 

evil spirit which caused mental disability and eliciting effective cure (Alexander and Sheldon, 

; 1966 as cited Foerschner, 2010). 

This is not very different from what is reported to have been the practice in the regions of . 

Babylonia, Assyria, the Mediterranean-Near East, and Egypt. In these regions also, affective 

therapy such as exorcism, prayer and music, the singing of charms and spells were similarly 

performed in hopes of achieving a cure (ibid). 
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Through the Middle Ages however, when causation began to be associated to imbalances in 

body humours, treatment methodologies shifted accordingly. Causal association in this age 

(as a result of the works of the Greek and Roman Physicians; Hippocrates and Galen 

respectively), was linked to disequilibrium in some four essential fluids making up the human 

body - blood, phlegm, bile and black bile. To restore equilibrium in the body therefore, 

patients were given emetics, laxatives and were bled using leeches or cupping (Butcher et al 

2007: 29; MacDonald 1981: 187). 

In Ghana as in most African and developing countries, healing systems for mental health 

problems are pluralistic in nature. Both traditional and 'conventional' biomedical theories and 

practices exist side by side (Anyinam, 1987; Ensink and Robertson, 1999; Puckree et al., 

2002 as in Ae-Ngibise et. al., 2010; 22(6): 558). The kind of help-sought by mental health 

patients is thus precipitated by the perceived cause of the condition which is also influenced 

by socio-cultural bel ief systems within the particular society. 

Traditional health care system in Ghana is holistic, integrating social ethics, religious morals 

and cultural values. In the northern regions in particular, healers affiliate their practices to 

practising medicine of their ethnic groups. Whereas Dogornba healers will refer to 

themselves as the practitioners of "Dagban-tim' (Oagbon medicine) or as engaged In 

"tisablim" (healing or black medicine), the Dagara refer to traditional medicine as "Dagara- 

tii" (Dagara medicine) whilst the Akan residing in the north will refer to it as "bibidro" 
., 

(Blackman medicine). The important point of note in these descriptions of traditional' 

medicine is the fact that healers and patronisers of traditional healing identify culture and the 

. environment as the fundamentals for indigenous medicine. It thus suffices to say, even in the 

midst of acculturation in cosmopolitan societies that, unique ethnic traits remain llnalter~d 

and inform people's choices in help-seeking behaviours. The study therefore sought to 
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establish the underlying motivation for the choice of traditional medicine as the most popular' 

alternative source of help for mentally disabled patients in the Tamale metropolis. 

2~5 Impact of Mental Disability on Development 

The impact of mental disability on any society's socio-economic development cannot be 

overemphasised. Depending on the type of condition and the state of the individual suffering 

the condition, there is general loss of economic productivity from the sufferer and reduced 

relative productivity from their care givers as several productive hours may be devoted to 

care giving. 

The loss of productive hands, especially in societies where appropriate social support systems 

are non-functional pose serious challenges to sustainable poverty reduction and economic 

development thus, the relevance of this present study into understanding the cultural beliefs 

surrounding these conditions as a step to initiating appropriate policy and reintegration 

measures that fit into these belief systems. 

2.6 Impact of Mental Disability on Family Functioning 

Iii every normal human setting, social relationships 'are necessary requirements to make life 

liveable. The family is by far the most important primary group in society and influences 

whole societies in immeasurable ways. 

MacIver and Page (2007:238), define the family as, a group defined by a sex relationship 

sufficiently precise and enduring to provide for the procreation and upbringing of children. 

Although it may however include collateral or subsidiary relationships, it is constituted by 

living together of mates, forming together with their offspring a distinctive unity. Ngoakoana 

(2006) in drawing from a white Paper for Social Welfare (1997:93) notes that, the family is 

comprised of individuals who either by contract or agreement, choose to live together 

intimately and function as a unit in a social and economic system. He argues that the family 
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forms the primary social unit of care provision, nurturing and socialization for its members 

and also, the backbone for its member's physical, economic, socio-cultural, emotional and 

spiritual security and wellbeing. 

In a more Ghanaian context however, it is most appropriate to see a family more as a small 

group of people related to one another either by birth, marriage, adoption or cohabitation, 

. thus sharing a household and caring for one another. 

If any family must function properly, then all its members must play complementary roles to 

meeting the basic requirements and sustenance needs of its members. Confronted with the 

presence of a mental disability affecting any member within the family, there is usually a 

corresponding alteration in hitherto functional roles played by each member of that family, 
. .' . 
and which significantly alters the normal and proper general functioning of the family. 

According to Kavanagh (1992: 258) as in Ngoakoana (2006: 19), Family functioning is 

viewed as the expected good relation and interaction occurring amongst the family members. 

This is however a very narrow view offamily functioning. The dynamics that combine to 

provide the basic needs of every individual; food, clothes and shelter, transcend good relation 

and interaction amongst family members. 

Take into consideration that, the breadwinner of a family suddenly develops a severe mental 

condition: the most likely situations that may follow would be, a reduction in the family's 

productive capability and the resultant economic effects; restriction of the family's 

recreational and social activities as a result of stigma. Time, energies and resources that 

.. would ordinarily have been employed in productive ventures will now rather be invested in 

care giving and thus, altering the original functional role plays of the individual family 

members. 
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It must however be added that the extent of impact of the disability on family functioning, is 

dependent on the environmental and socio-cultural conditions, the type and severity of the 

condition as well as the particular key roles of the member of the family so affected: The 

crucial the functional roles played by the affected individual towards the proper functioning 

of the family, the greater the alteration of family function. 

Even where the affected person is a child, the day to day care of feeding, dressing and 

toileting Ieaves the caregiver within the family no strength to maintain other. relationships 

(Alper et al. 1994: 74, as in Ngoakoana, 2006: 8). Thus, Mental disabilities not only affect 

personal income of affected persons, but the ability of affected persons and often their care 

giverss, to work, and thus affect general productivity in the work place (WHO, 2003). 

2.7lmpact of Meutal Disability on Human Resource Development. 

Human resource development forms the backbone of any sustainable development agenda in 

any country and so is development integrally linked to the productive capacities of its people .. 

As posited by Psacharopoulos and Woodhall, Human resources constitute the ultimate basis 

of wealth of nations. They form the intangible part of capital, built in the body and mind of its 

owner and yet the ultimate determinants of the character and pace of socio-economic 

advancement of any nation. Capital and natural resources are passive factors of production, 

human beings are the active agencies who accumulate capital, exploit natural resources, 

build social, economic and political organizations, and carry forward national development, ., 
(Psacharopoulos and Woodhall. 1997: 102 as in Olaniyan and Okemakinde 2008:2). 

Whereas in the western world and in countries such as Germany legislation allows for the. 

integration of severely disabled persons into work, employment and society, as well as power 

to decide whether they have the ability and the desire to work or not (Dolle as in AGORA 

XII, 2001: 41), this is absent in most African countries; and of course with the racing 
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prevalence rates of the disability in developing countries, there loom a serious threat to the . . 

loss of significant human resources to the disability. It is thus of critical relevanc.e that 

immediate policy steps be taken to scale up prevention, treatment and re-integration measures 

in relation. to mental health and related issues, the object of this current study. 

2.8 Custody of Mentally Disa bled Persons .; An Overview 

Before the establishment of the first ever mental hospital in the history of human existence in. 

792 Be in Baghdad and later followed by others in Aleppo and Damascus, custody and care . 

of the mentally ill were generally left iii the custody of the victim's family, although there 

were occasional. external interventions, (Butcher et. al 2007: 32). 

Porter, (2002:92) suggests that, as a result of the shame and stigma associated with mental 

disability beginning from the first day the illness was ever identified, many families hid 

victims of this disability in cellars, caged them in pigpens, whilst others were put under the 

control of servants, (Porter, 2002: 92). Whilst others were abandoned by their families and.' 
. . " . . . 

left to live a life of vagrancy and solitude, those 'lucky' to be homed by family were widely 

abused and restrained, particularly in Christian Europe (Forschner, 20 I 0). In ancient Greece, 

it is reported that, those who were deemed dangerous and unmanageable either in family 

homes or on the street, were often handed over to the police to be thrown into jails or 

dungeons and sometimes left in these facilities for life, (Forschner, 2010). This is not very 

different from situations in other part of the world before the unset of human rights regimes. 

In Ghana and before 1888 when institutionalisation of custody of mentally disabled people 

started, they roamed the earth without homes or any form of care. Those perceived violent 

were chained like dogs to logs at home or had both hands and legs chained and left to 
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scavenge on the streets. Of recent however, global insistence on human rights have resulted 
. . 

in a relatively humane custodial practices although traces of the former ways are still visible. 

2.9 Historical Antecedents of Mental Disability Legal Frameworks in Ghana 

Mental ,health policies in any country form an essential basis for effective planning and 

strategic prioritization, coordinated action and significant reduction of fragmentation and 

duplication of service efforts. Mental health policies are necessary for the establishment of 

more equitable, efficient, accessible and responsive menta! health care systems. Three major 

legislations (1888, 1972 and 2010) are discussed under this team. This is for reason that, 

although there were attempts in 1992 and 1995 to revise some portions of the 1972 decree, 

these efforts never materialized. 

2.9.1 Lunatic Asylum Ordinance of 1888 (Cap 79) 

In Ghana and unti I 1888 when mental health activities found legal backing in Sir Griffith 

Edwards' (then Governor of the Gold Coast) enactment of the Lunatic Asylum Ordinance 

(LAO), the mentally ill, before this period, were often found roaming in towns, villages, 

bushes and some locked up in their homes or restrained by native doctors and traditional 

healers. With the coming into force of the LAO however, persons found to display any 
I 
I characteristics of mental illness were labelled "insane", arrested and put in a special prison in 

. Accra, referred to as the Lunatic Asylum (Mental Health Profile - Ghana, 2003). 

Mental disability was intrinsically criminalized by this legislation and the prime object of this 
. . .r 

ordinance was to clear the streets of 'mad people'. By this ordinance, any person so 
. . ." 

unfortunately classified as 'insane' was automatically stripped off any fundamental human 
. . . 

rights or freedoms. Victims were meted unrecountable cruelty and dehumanizing contempt in 

these asylums. This ordinance put complete authority over 'inmates' to the head of the 

institution of psychiatric facilities with little or no medication administered to inmates. 
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Management of these institutions was composed of a chief attendant and assistant, male 

attendants, a matron and a Gate keeper (Forster, 1962: 25-26). 

In 1951 however, as a result of pressures from social welfarist movements' advocacy for 

establishment of psychiatric hospitals in every country, the first psychiatrist south of the 

. Sahara, Dr. E.F.B. Foster, a native of Gambia, was posted from the colonial office in London 

to a non-existent Accra psychiatric hospital. Dr. Foster however succeeded in transforming 

the Lunatic Asylum (which was by the time overflowing with inmates) into a hospital in 

conformity with the worldwide changes at that time. He initiated changes and training of 

. doctors and nurses who became trainers of trainers. He also arranged for a nuinber of doctors 

to specialize in the field of psychiatry abroad (Mental health Profile, Asare, 2003). Within 

this period numbers of human rights advocacy groups started rising significantly and resulted 

in the review of the 1888 ordinance and the resultant enactment of the 1972 MHA. 

. . 
2.9.2 Mental Health ACT of 1972 (NRCD 30) 

The LAO remained the operational legal framework on mental health in Ghana until after 

independence when the Mental Health Decree was passed in 1972. Although the NRCD 30 

focused mainly on institutional care, it was an improvement on the Ordinance in that, it at 

least took into consideration the patient, the patient's property and voluntary treatment. The 

Mental Health Decree (MHO) however, gave inadequate attention to patients' rights such as 

right to humane treatment, confidentiality and privacy, informed consent and little protection. 

of vulnerable groups such as minors and wo~en (Ofori-Atta and Read, 2008). 

As indicated earlier however, the focus of the MHD was institutionalization of, and 

institutional care for mental patients and the ultimate agenda was visibly to keep mentally ill 

persons off the streets as well as protect their belongings and assets (ibid). No provisions 

. were made for financing mental health care; neither was there any mechanism for provision .. 
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of educational, vocational or leisure activities. No attention was directed to the religious and 

cultural needs patients and further failed to adequately provide for effective incorporation of 

mental health into primary and community-based care systems. Coupled with these 

challenges was the absence of adequate psychotropic drugs, (Ofori-Atta and Read, 2008). 

It is thus conveniently argued that the failure of this decree is hedged on the fact that users ·of 

mental health services and their care givers were non-involved in the mental health policy 

development and planning (ibid) 

2.9.3 Mental Health ACT, 2010 

The Mental Health Act (MHA), 2010 was drafted in 2006 with the support of WHO, and 

enacted into law in July 2010. It was necessitated by the fact that, the mental health 

legislation of 1972, which had never been modified, had long been out of date and not in line 

with standards for mental health legislation, (Minister for Health, 21 st July, 2010). 

This new legislation primarily seeks to integrate mental health care into primary and 

community-based health care systems. The legislation adopts a more human. rights 

framework to mental health and provides equal opportunities for all persons with any forms 

of mental illnesses including non-discrimination, confidentiality, privacy and autonomy, right 

to standard treatment as well as, right of informed. consent before intrusive or irreversible 

procedures are performed on a patient amongst others (The mental Health Act, 2010). 

The new legislation (MHA, 2010) further addresses many of the several variant weaknesses 

inherent in the 1972 legislation. For instance, whereas the 1972 decree had no provision for a 

mental health authority, review tribunal, protection of the rights of patients such as rights to 
. . 

information about one's condition, participation and right to employment with the invocation 

of the Labour Act of Ghana, 2003 (Act 651), these have been incorporated into the MHA. 

There is also provision made for the protection of vulnerable groups such as females, children 
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needs of both men and women are crucial; gender issues are real and permeate every facet of 
. , 

mental health promotion and delivery (Ghana Health Sector Gender policy, 2009). 

Until the 1980s however, when feminist critiques of scrence began to appear, gender 
. .. 

perspectives in issues perceived to be problems worthy of scientific inquiry and the unequal 

relationships between the researcher and the researched, evaded serious scrutiny (Keller, 

1985; Bleier, 1986; Harding, 1987, as in Jill Astbury, 1999:2). 

Although .overall rates of mental disorders may seem almost identical for men and women 

. alike, (Kessler etal, 1994), striking gendered differences exist in the patterns and prevalence 

associated with specific types of mental conditions and their outcomes in the course of illness 
.'. .,' . , 

(WHO, 1998). More so, it is suggested that gender socialisation playa part in determining 

which problems men and women feel comfortable in seeking help for and which conditions 

are more stigmatized according to gender, (Lynskey, 1998, as in Astbury, 1999: 10). Astbury 

thus posits that, even with serious mental illness where there is little evidence of gender 
. . . . 

differences in prevalence rates, gender differences do really exist along the dimensions of age' 

differentiation, societal reception of the affected persons and on poverty lines (ibid). 

To reduce gender disparities in mental health, it is suggested that there must be a look beyond 

mental illness as a disease of the brain, to a social contextualisation of the disorders and the 

risk factors. thereof (consideration of income Ievels, education and occupation and experience 

of childhood violence amongst others). This research thus sets out to ascertain the gendered 

disparities that may exist in the course of illness and the extents over time to which help- 

seeking has been impacted by these.gendered differences. 

2.11 Theoretical Framework 

The essence of theory in any scientific field is to provide a framework within which to 

explain connections among phenomena under study and to provide insights leading to. the 
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discovery of new connections (Tudge et al., 2009:3). Several scholars have posited the need 

for tight connection between one's theory, methods, and one's analytic strategy (Tudge, 

2008; Guba &Uncoln, 1994; Goldhaber, 2000; Winegar, 1997; all as in .Tudge et aI., 2009:3). 

Theory thus becomes a representation of reality, providing researchers with a common 

scientific language and guiding principles for empirical study such that, findings from 

different studies can be evaluated on a common platform (Tudge, 2008:3). 

In this study, it is important to note that mental disability and its related issues are 

multifaceted and multidimensional; and no single theory of behaviour is sufficient to explain 

the mental health web, its impacting risks, resilience factors and coping strategies. This' 

however notwithstanding, there is always need for a foundation rule and guiding principle 

upon which new knowledge is espoused and existing knowledge improved Lipan. Therefore, 

this thesis employs the Social-Ecological Model of Bronfenbrenner, (1989, 1994) adopted 

from Doku, and the Axelrod's Schema Model as its guiding ontological framework. 

2.11.1 Bronfenbrenner's Social-Ecological Model 

The Bronfenbrenner's Social-Ecological Model takes its roots from the circles of human 

development. Urie Bronfenbrenner argues that, to understand human development, the entire 

ecological system in which growth occurs must be considered, (Bronfenbrenner, J 994:37). H 

thus implies that the study of human behaviours and reactions to life situations would be 

incomplete if not carried out in relation to inherent socio-environrnental circumstances . ..- . 
. r 

surrounding the subjects of study. In this consideration, person-context interrelatedness is 

stressed via a Process-Person-Context-Time (PPCT) model in which process is explained as 

the connection between some aspect of context (culture or social class) or some aspect of the 

person or individual (gender, age) and how this impacts on outcomes of interest over time 

(Tudge et al., 2009: 3-6). 
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Thus, understanding the rational of a people's attitude towards a sensitive social phenomenon 

such as mental disability and mental health cannot be comprehensively carried out without 

understudying the very basic principles, norms, values and belief systems that form the 

grounds upon which that group of people or society are bonded together. These basic customs 

of the people and their built environmental dynamics define the most remote gendered roles 

which often result in the differential impacts of any phenomenon on any group of people. 

From the perspectives of Doku, Bronfenbrcnner's model is encompassing; combining 

multiple approaches in explaining development and human behaviour (Doku, 2012:25). 

Leventhal and Korbin suggest that the Bronfenbrenner's theory combines the individual 

theories (biological and behavioural), interactional theories (attachment and family theories) 

and social theories (socioeconomic and social support theories) in its approach to the study of 

human development and human behaviour, (Leventhal 2003; Korbin 2003 as in Doku, 2012: 

25); and thus provides relevant informed guides to this current study. 

Bronfenbrenner's (1979, 1989) views human development as a dynamic process hitched on 

mutual reciprocity, His Social-Ecological model draws heavily on the interactional 

relationships that exist between people and their environment and which posit that human 
. . 

behaviour and development are impacted upon by the behaviour and development of those 

with whom the individual interacts. 

Bronfenbrenher conceptualizes that, the socio-cultural and ecological environment within ., 

which development and human behaviour occur, is shaped into a series of five (5) concentric 

layers of ecological environments or subsystems, These layers of concentric circles are in the 

form of a nested arrangement of a mutually interacting social web, each contained within the 

next; and with each layer having some resultant reciprocal impact on preceding and 
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succeeding layers (Bronfenbrenner 1994, as in Doku 2012:25). He also suggests that the 

individual is seen living within these series of interconnected systems (ibid). 

According to the tenants of this theory, the innermost layer of this interconnected system 

represents the individual and in an outward moving and widening nature, the Microsystern, 

Mesosystem, Exosystem and Macrosytem are conceptualized respectively and systematically. 

The understanding driven by such a complex nested system seek to suggest that, an 

individual's behaviour is influenced by the behaviour and development of those living around 
, . 

him/her and that the. people with whom the individual interacts also have their behaviours and 

development influenced by the individual in reference. 

Within the innermost layer, which represents the very immediate setting within which the 

individual is identified, it is suggested that several interlocking factors that determine and 

influence the kind and quality of the individual's interaction (socialisation), with the other 

layers in the social-ecological environment thrive. These factors include the individual's age, 

gender, ethnicity, marital status, educational level, attitude towards alcohol and drug use and 

also genetic and chromosome compositions that influence the individual differences in 

sensitivity and temperament that in effect, prompt various responses to their environment 

(Bronfenbrenner 1989:17, as in Doku 2012: 25-27; Awakey, undated :2). For people 

suffering from any form of mental disability, these. factors will include the type and active 

state of the disability itself. 

.z 

The Microsystem is composed of a pattern of activities; ascribed and prescribed social roles 

and interpersonal relations, experienced by the individual and also interactions with others 

within specific settings and on a face-to-face basis. There also exist within this sub-system, 

particular. physical, social, and symbolic features that invite, permit or inhibit social 

engagement with one's environment, in such a manner that, interaction by itself, is sustained 
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1995 as in Doku 2012: 27), and forms a component of the generality of the outcome of this 

study and the underlying findings and conclusions thereof. 

A final sub-system, expressed as a property of the surrounding environment across historical 

time, (Baltes and Schaie 1973; Clausen 1986; Elder et al. 1993, all as in Bronfenbrenner, 
'. . . . 

1994: 40), is the Chronosystem. It demonstrates how changes or consistency over time not 

only impact significantly on the defining characteristics of the environment, but also the 

extend of variations in the individual's knowledge levels on existing social phenomena which 

impacts variously on the individual's adaptability capabilities. This subsystem 

(chronosystem), IS particularly relevant in the study of perception and mental disability 

related issues in the sense that, time is a significant definitive construct in determination of 

what is, or is not normal in any setting; especially that, reality is a socially constructed 

phenomenon and the fact that the experiences of disability and illness, find expression in the 

dynamic cultural idioms of the society at any point in time differently. 

Thus the Social-Ecological theory of Bronfenbrenner is cautiously employed in this research 

with the view that its tenants provide appropriate guide to eliciting relevant information 

pertaining to the issues surrounding the sustained but differential perceptions around the 

development of persons with mental disabilities in the study area. 

2.11.2 Axelrod Schema Theory of Perception 

In a very complex world place like ours, people try to make more or less intelligent ., 

interpretations about events and relationships around them with the hope of making sense out 

of this complex world. There are several theories of perception such as; Dilworth's 

Reflective-theory of perception (John Dilworth, 2005), Festinger's theory of cognitive 

dissonance (Festinger, 1957), Bern's Self-perception theory (Daryl J. Bem, 1972) and visual 
. . 
perception theories amongst others. 

48 

www.udsspace.uds.edu.gh 

 

 

 

 



The relevance in the adoption of an appropriate perception theory in this study is to establish 

an understanding of the social cultural underpinnings of perception formation and also an 

understanding of how these perceptions are alterable or ably sustained overtime in the 

interpretation of social occurrences, forming the basis for the social construction of mental 

disability and surrounding issues. For purposes of this study, Axelrod's Schema theory is 

adopted. 

According to Axelrod, one of the most important tools that people use in the process of 

interpretation and making sense of their environments is schema, (Axelrod, 1973: 1248). 

Axelrod explains schema as a "pre-existing assumption about the way the world is 

organized". He posits that every individual has some existing schema of balance about events 

of the world. When new information becomes available therefore, the individual tries to fit 

the new information into the pattern which he has used in the past to interpret information 

about same situation (ibid). Suggestive that interpretation of human behaviour as a disability 

of the mind is anchored on some pre-existing schemas of what an ideal 'able mind' must be 

as well as its associative ovett expressions thereof. 

Axelrod continues to argue that, if the new information fits exactly into the individual's 

previous expectation, there is no problem. If it does not fit exactly, then the individual has a 

variety of multiple choices to make, (Axelrod, 1973: 1248). The individual may choose to 

keep his/her previous schema with the same previous interpretation of events and thus 

.r 
discounting the new discrepant information received. The individual may also lise the same 

old schema of balance but re-specify the relationships of some important elements in that 

schema or use another schema entirely, and interpret the new information making adjustment 

from past experience and previous knowledge, (Axelrod, 1973: 1248-1249). 
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The application of Axelrod's theoretical arguments in this study sought to drive an 

appreciation of the existent circumstances in the study area that have led to the differential 

causal perceptions and resultant varying attitudes towards mental disability and affected 

persons. It sought to do this on the basis that all things being equal, a people living within the 

same socio-cultural environment ideally should perceive likewise, peculiar occurrences 

within that socio-environrnent. However on the basis of the assumption that each individual's. 

interpretation of schemas is dependent on other environmental factors such as level of 

experience, the theory's application sought to unearth the correlation between the religious 

experiences and educational backgrounds of patients and their care givers/family, their 

marital statuses as well as their ages and gender categorisation and the kind of interpretation 
. . 

that existed in relation to mental disability and surrounding issues within the study area. 

It is also important to note that by the application of Axelrod's model in the individual's 

schema interpretation processes four important benefits are driven; which in mental health 

education would serve as fertile window for promoting stigma elimination as follows: 

First, there is modification of information which allows the individual to change 

his/her existing beliefs about a situation or event. But the correctness or distortion of 

these changes depend on the accuracy of the new interpretation and specification and. 

also the source. 

Secondly, the individual achieves a more comprehensive specification of the 
., 

case/information which allows him/her to make informed predictions about 

previously unobserved aspects of the case. These predictions help for decision making 

and guide for behaviour and future course of action. For example, if in the process of 

a balanced interpretation of new information about the causes of mental disabilities, 

one discovers that he/she is at equal risk of developing a mental condition anytime in 

life, this new knowledge is most likely going to affect that individual's attitude 
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towards the disability and persons suffering from it, differently from previous 

attitudes when he/she did not have this new information of being at equal risk. More 

so, the individual achieves reduced memory requirement for any interpretation by 

interpreting the separate bits of information about the case at hand in the form of 

parameters.of schema and; 

Finally, the individual uses the results of the case at hand as a source of feedback 

which affects the processing of information in the future. In particular, adjustments 

are made for future interpretations of this or other cases by updating the accessibility 

of the schema, source credibility and the confidence in the specification of the case. 

Whether these modifications will help or hinder decisions in the future depends upon 

whether the individual has drawn the right conclusions from the current message. 

Though in a very complex form, the theory provides an appreciation of processes by which 

beliefs and perceptions are formed, developed, altered and sustained overtime to form the 

defining codes of social acceptance or otherwise in any society. It also provides a proximal 

appreciation of the relationship that exists betweencausal perception about mental disabilities 

and the resultant help-seeking behaviours and public attitudes amongst any group of people. 

According to Axelrod, the perception formation process starts when a message is received 

about a case as in (box 1) of the schema model in the figure 2.1 below. The first question is 

then whether there is already an interpretation of this case (box 2). If there is, then the new 

information is checked to see if it fits sufficiently well with anyof the old specifications (box 

3). If it does fit the old interpretation however, there is no problem, and the new information 

gets interpreted with the help of the old schema (box 11), (Axelrod, 1973: 1250). 

If the new information does not fit the old interpretation (box 3), blame is affixed by 

comparing the new information source credibility with the confidence level of the old 
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interpretation (box 4). The credibility of the source of the new information is downgraded 

against future reference if the new message is blamed, and the process ends with the old 

interpretation and specification of the case maintained and unaffected, (box 5). If however the 

old interpretation is blamed, the source of the old information has its credibility downgraded, 

and the old interpretation is cancelled (box 6). 

These dynamics and tendencies for changes In perceptions resulting from access to new 

credible information as posited by Axelrod suggests reason behind which some mental 

patients are likely to be disposed to multiple help-seeking behaviours under circumstances of 

volunteered help-source information from relatives of other patients. ft also implies 

perceptions surrounding mental disability are not static but subject to conscious variations 

dependent on the availability of specific new information to society. 

Axelrod maintains that, upon downgrading of the credibility of the source of old information, 

whatever can be remembered of the old information is now only taken at face value without 

any schema to interpret it. The information so remembered is then combined with the new 

information in the new case to provide a partial specification of the case at hand (box 8): The 

combining process (box 8) would also occur if there had been some old interpreted 

information on the case at hand that is (a "Yes" after 7) even if there had been no previous 

interpretation of the case, (Axelrod, 1973: 1250). Progressively however, whether from box 6 

or 7, the individual gets to the step of seeking a schema that will provide a satisfactory fit to 

the available information at hand (box 9). If'the search fails to find this appropriate schema, 

the source of information is downgraded and the process ends without any interpretation of 

the case (box 10). In Axelrod's words, "the person is baffled". 

If the search is successful however, this schema is then used to specify further the case for 

interpretation (box 11). The specification stage (box 11) is also reached if an interpretation of 

52 

www.udsspace.uds.edu.gh 

 

 

 

 



the case already existed in terms of some schema that the new information (with or without 

some form of modification) sufficiently fit into at the time of receiving it, that is (a "Yes" in 

boxes 2 and 3). 

It must be noted however that, the individual does not tryout every conceivable schema in an 

attempt to find the best fit but instead, uses available knowledge and past experiences related 

to the case at hand to pick out the most accessible and appropriate schemas until there is a . . 

best fit schema or an exhaustion of accessible schemata, (Axelrod, 1973: 1252). It must also 

be noted that perception formation processes as described in the flow-chart below are but 

neural processes that occur mostly unconsciously in the individuals mind regarding one's day 

to day encounters with events; which to a very large extend shape the individual's .attitudes 

and adaptations to events within the socio-environment. Thus generally, the application of 

. this theory provides an appreciation and understanding to the concept, and the dynamics 

surrounding its ability to determine the human behaviour (Seeflow-chart in figure 2.1 below). 

In conclusion therefore, Axelrod's Schema theory of perception and Bronfenbrenner's social- 

ecological theory of human development are jointly applied to this study. Their application 

espouses the underlying cognitive processes that inform the differential causal associations. 

that are adapted in relation to mental disability. The theories provide grounds for analysis of 

tripartite clinical causal models of biology, environment and agent factors vis a vis the 

predominant cultural belief of supernatural precipitation of mental disability in the study area. 

Most importantly the application of Bronfenbrener's theory elicited the inter-locking socio- 

environmental factors that provide thriving grounds for the multiple-cultural interplays, co- 

existence of parallel medicine, religious multiplicity and the compound roles that these 

together have exerted in schema (perception) formation that has sustained certain beliefs 

surrounding mental disability over the years. 
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- 
FIGURE 2.1: PROCESS MODEL FOR SCHEMA THEORY (ADOPTED FROM AXELROD, 1973). 

Enter (new information) 

I 

Message received: 
Source name and partial specification of 
cause of mental disability, (eg. Witchcraft, 
sorcery) 

3 Yes 

Does the new information fit any of the 
old specifications sufficiently well? (cg. 
Caused by encounter with Jinns) 

Yes· 4 No 

Affix blame by comparing source 
credibi I ity to interpretation 
confidence 

5 6 
. Blame old interpretation: 
downgrade old source's 
credibility, cancel. previous 
interpretations. 

Blame new message: down 
grade source credibility 

No 

Is there any old un-interpreted 
information on this case? (eg. 
Caused from biological factors) 

8 Yes N 

Combine the old and new 
information. 

If Satisfied: seek a schema which 
provides a satisficing fit to the 
partial specification of the causes 
of mental disabilitv. 

Exit with old 
interpretation. 

11 
Speci fy: modify and extend specification 
using the selected schema, upgrade 
accessibility. of the schema, upgrade source 
credibility. upgrade confidence : in the 
interpretation. 

Fail 
10 

Succes 

Downgrade source credibility. 

Exit without interpretation 

Exit with new interpretation and take 
Action based on the new interpretation 
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CHAPTER THREE 

METHODOLOGY AND ANALYTICAL FRAMEWORK 

3.1 Introduction 

This chapter provides the framework by which data was collected codified, synthesized and 

analyzed towards achieving the objectives of this research. Choice of methods in this study 

was informed by the exigencies of the time and in relation to factors of relevance, 

convenience, reliability, validity and cost efficiencies. 

3.2 The Study Site 

The choice of the Tamale Metropolis as the study area is informed by several factors, key 

among them being the prevalence rates of mental disabilities/illnesses in the area. As 

indicated in the introductory background of the chapter one of this thesis, by the end of year 

2009 it was suggestive that within the T AMA and its Sub-Metro alone, (ie. Tamale North, 

South and Central) about 45,212 persons suffered from neuro-psychiatric conditions whilst 

4,521 people suffered from severe mental illness; statistics far exceeding a double of the 2003 

reported figures. 

Other factors informing the choice of the study area also included the concentration. of 

organisations, institutions and agencies working in the field of mental disabilities over the 

period in the area, and the fact that Tamale, (as at the time of this research) remained the only 

metropolis in the three northern regions of the country . 

. r 

3.3 Profile of the Study Area 

3.3.1 Location and Size 

Tamale Metropolitan Assembly (1' AMA) is one of the six Metropolitan Assemblies in the 

. country and the only metropolis amongst the three Northern Regions (Upper East, Upper 

West and Northern Region). The T AMA is located at the centre of the Northern Region, 
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.. sharing boundaries with six other districts namely; Savelugu -Nanton to the North, Vendi 
. . 

Municipal Assembly to the East, Tolon-Kumbungu to the West, Central Gonja to the South 

West and East Gonja to the South. 

The Metropolis is made up of a total of 197 communities of which 33 are urban, 17 semi- 

urban communities and 147 villages. The TAMA lies between latitudes 9° 16' and 9° 34' 

North and latitudes 00 36' and 0° 57' West with a total land size of 750 sq km which is about 

13% of the total land area of the Northern Region. The rural communities are endowed with 

vast agricultural lands suitable for cultivation. 

3.3.2 Ethnicity, Religion and Cultural Traits 

The Metropolis is by classification, a Cosmopolitan area with a Dagomba dominance of 

about 80% of the population. Other minority ethnic groupings in the area are the Gonja, 

Marnprusi, Akan, Oagaaba and tribes. from the Upper East Region. There is also significant 

visible presence of Nigerians and immigrant Malians and Fula in the area. 

The TAMA has deep rooted cultural practices such as festivals (eg. Fire festival) and 

marriage ceremonies. It is a Muslim dominated area with 84% of the population devoted to 

Islam. Christians account for 13.7% of the population with Traditionalists forming 1.6 %. 

Persons with other faith based beliefs such as Harikrishna, amongst others in the area are 

reported to account for 0.7% (Bacho, 2009). Although official census records suggest that. 

Islam is predominant, it however appears that unofficially traditional worship is very ., 

widespread with patronage from both Christians and Muslims. 

These multiple religious lineages tend to tell. on the perceptions and attitudes towards 

causation of mental disabilities and the resultant preferred treatment options. The dynamics 

and correlations existing between religious inclinations (especially the multiplicity of it), 

perceived causation and multiple-help seeking behaviours as well as public reception of 
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· . 

patients based on the underlying socio-cultural and religious belief systems were delved into 

in this study and are elaborated upon in the succeeding chapter of this thesis. 

3.3.3 Demographic Characteristics 

Historically, the Northern Regions of the country have had vast lands with smaller population 

sizes until the onset of immigrants such as the Mampurisi, Konkombas and other tribes. 

From the 2000 Population and Housing Census (2000 PHC), the Tamale metropolis recorded 

a total population of 293,881 inhabitants of which 146,979 were males and 146,902 were 

females, an indication of a sex differentiation of 75 males over females; reflecting an increase 

of 75% over the 1984 population of 167,778, (2000, PHC). Current figures from the 20 I 0 

PHe provisional report however put the total population of the metropolis at 371 ,351 persons 

an increase of about 126% over the 2000 population and of which 185,995 are males and 

185,356 are females (2010, PHC), with a sex difference of 639 males over females. 

The ever growing population may be attributable to the influx of immigrants into the area as a 

result of the metropolis' strategic location and growing market for diversified commerce and 

services. As populations rapidly grow however, so does its accompanying social problems 

such as; unemployment, risk of violence and physical ill health, inequality, discrimination 

and poverty amongst others. These social problems tend to be pre-dispositional risk factors 

which determine peoples' vulnerability to developing mental disabilities (Ofori Atta et el, 

2010; Burns 2009). Besides these major risk factors that are usually precipitated by growing 
.r 

populations, it is also .important- to note that there suggestively exists positive correlation 

between population size at any point in time ofariy given society, and the estimated number 

of persons with various severities of mental disability. According to the WHO's projections, 

10% of any population is suffering from neuro-psychiatric conditions at any time and 1 % of 

that population is suffering from severe mental illness at any point in time (World Health 

57 

www.udsspace.uds.edu.gh 

 

 

 

 



Report, 2001). Prevalence being a function of population size therefore, it is no surprise that 

the Northern Region dominates the Upper East and West in recorded number of cases; the 

basis for selection of the site forstudy. 

3.3.4 Occupation 

From the 2000 PHC, the metropolis was reported to have the lowest level of employment of 

52.6% and the highest proportion of economically non-active population of 38.2%. One man 

private economic activities have become an important component of the economy of the area. 

Agriculture which used to be the dominant occupation in time past now has only about 42% 

of working class population in agriculture related activities. 

The majority of the workforce in the Metropolis (58%) is engaged in sales, Services, 

Transport and Production. This is said to be as a result of the increase in marketing and 

Banking activities as well as growing presence of Non-Governmental activities in the area. It 

is important to note that, the kind of occupation that an individual is involved in may play 

pre-dispositional risk factor roles in the individual's development of a mental condition, its 

impact as well as significantly determine whether the patient can easily maintain his/her 

occupation upon the development of a mental condition. These occupational dynamics and 

their various influences on patients' participation in social life and in income generation as 

well as their access to opportunity or otherwise are further discussed in the data analysis 

section in the chapter four of this work. 

., 
3.4 Choice of Research design 

The current case study; assessing perception about the etiology of mental disability and the 

resultant impact on help-seeking behaviours among people socialized in cosmopolitan 

cultures is multiple faced, and one that required a multifaceted research design. The contexts 

within which perception is formed and associated to persons are complex and not clearly 
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visible and thus required an appropriate combination of research design and methodology to 

.. be able toelicit the required information. In similar complexity are the combining factors that 

result in multiple help-seeking behaviours and differential gender impacts of mental 

disability. In this regard, the study employed basically an exploratory, descriptive and 

'adoptive-experimental' study designs for this research. Data collection tools in this respect 

included in-depth interviews, key inforinant interviews as well as participant and non 

participant observations. 

Exploratory designs in this research sought to explore, fact-find and assess the existing 

believes that surround mental disability situations in the study area, the religious, economic 

and socio-political undertones that underpin the expressed views on causation of the 

disability and related attitudes. The study did this through the use of open-ended and close 

ended questionnaires as well as in-depth and key informant interview guides. The descriptive 

designs sought to gather information that best described the situations and conditions 

. surrounding patients and their care givers/close relatives as observed as well as the 

differential impacts of the disability on them. 

The 'adoptive-experimental' design sought to establish causal relationships between some 

study variables and their relatedness with the differential impacts of the disability such as 

family size and kind of care received by patients. The term 'adoptive-experimental' isused in 

this work for reason of the fact that, there was no conscious manipulation of any variables in 

the study population as required for a purely experimental research. Non-manipulation of 

variables notwithstanding, the natural variations in the presenting conditions, situations and 

occurrences resulting from the interaction between the study population and the study 

environment therein, were used as basis for comparison and relationship establishment as 

well as correlation assessments. 
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It is also instructive for note that, the non-manipulation of variables in this research was on 

the basis of the suggestions of Kunbour, (2009) and other writers who posit that, case studies 

analyse phenomenon in context without intervening with or manipulating the variables in the 

study and employing a variety of tools such as documents, interviews and secondary data. 

Since this research is primarily a cases study, to have manipulated any variables would have 

in principle varied the core tenants of the study design. 

This research, though primarily a case study, however also employed the survey method as a 

complementing approach to ask selected respondents to respond to identical questions 

through questionnaire; with questions arranged in the same order in a close-ended format so 

as to enable cross-comparison of ' responses across respondents. The appl ication of the survey 

approach was to enable the study generate qualitative data for rate comparisons. 

It is instructive to mention also that, in anticipation of difficulties with language induced 

. communication barriers in this study, an interpreter was recruitment to help in translating 

responses from Dagbani to English' and vice versa, during the key informant interview 

sessions. 

3.5 Study Population 

This study was primarily targeted at persons suffering from any forms of mental disorders 

and who had officially reported to the 'Ti Sampana' psychiatric facility located within the 

'Tamale Central Hospital' of the Tamale metropolis for help. Basically therefore, the ., 
population under study was persons who had been medically diagnosed to have had one 

mental condition or the other by a professional at the Ti Sampana psychiatric facility between 

January 2009 and August 2012. Persons falling within the categorized targeted population 

were sampled, located and had questionnaires administered on them to ascertain their 
, , 

worldviews surrounding mental disability. Some selected/close relatives of these patients. 
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were also interviewed to establish convergence and divergence in views from the 

perspectives of the 'sufferer' and that of the supposedly 'onlooker' (care giver or family). 

The study population also covered rehabilitated patients within the period of study, their care 

givers, and close relatives. 

As mental disabilities come in various levels of seriousness however, it was anticipated that 

some patients would possibly not, at the time of visit, be in enabling state of mind to by 

themselves provide needed responses. Care giver/close relatives of such patients were 

requested to assist them respond to their questionnaires. In some unique cases however, care 

givers/close relatives were interviewed in the stead of the patient but had their patients . 

present through the sessions. These situations were however very few and insignificant. 

Also of interest to this research were institutions, units and centres that closely dealt with 

mentally disabledpersons in the Tamale metropolis. Key informant information useful to the 

study was generated from relevant staff of selected organisations and who included the 

Director of BasicNeeds-Ghana, the Head of the Ti Sarripana Psychiatric Facility, Dr. Abdulai 

of the Shakhinah Clinic and some of his field officers involved in the daily feeding of 

mentally disabled people in Tamale, Others included the disability desk officer and the 

planning officer of the T AMA, and the Director of the Resource Centre for Persons with 

Disability (RCPWD). 

It is instructive to state that these organisations and the individuals contacted within them ., 

were selected for inclusion in thestudy on the grounds that they had over the period worked 

directly with mentally disabled persons within the Tamale metropolis and/or generally· 

represented disabled persons, as in the case of the RCPWD. In-depth interviews were 

conducted on representatives of this category of institutions. This method facilitated and 

aided the study to appreciate the institutional.specific roles played in mental health promotion 
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and care delivery, as well as assess the variances in knowledge and approaches to mental 

health issues amongst these institutions. 

Further in defining the study population, cognisance was made of the fact that mental 

disorders attacked and affected both sexes almost equally and across all ages with the 

tendencies prominent among ages 15 years and above. However, the cut-off age for persons. 

sampled and on whom questionnaires were administered was pegged at 18 years. 

The decision to set the age I Syears as minimum qualification age for selection and inclusion 

in the study was informed by the need to ensure that selected respondents were relatively 

matured enough at the time of seeking help. This was intended to select patients with a 

relatively higher likelihood of knowing about the genesis of their conditions and being able to 

recount them. It was also intended as a means of selecting participants who could provide 

relatively reasonable responses to the questionnaires administered. This was done with hind- 

side consideration of the fact that targeted population for the study mainly was persons 

reporting to the Ti Sampana unit between January 2009 and August 2012. 

The assumption therefore was that, for a respondent to have been 18 years and above in year 

2013 to qualify for inclusion in the study, then such a person needed to have been at least 14 

years as at 2009, the lower-year-entry cohort for this study. The considered view of this study 

was thus that, age 14 was a relatively reasonable age for any person to be able to recount 

. occurrences within his/her build environment that affect him/her directly or indirectly. 

3.6 Sampling Design 

The target population in this study is notably heterogeneous by composition. Its heterogeneity 

is defined by the ethnic and tribal diversity as well as the cultural differentiations that 

accompany the different backgrounds from which people living in the area originate. As 

stated earlier, the target population (N=937) comprised patients reporting to. the tamale 
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psychiatric facility for medical attention between January 2009 and August 2012. As a result 

of the heterogeneity in the study population and the need for representativeness in the 

selection of respondents the study population was categorised into four-year-cohorts (2009, 

2010,2011 and 2012), according to the periods within which such patients reported to Ti- 

Sampana for psychiatric attention. Subsequently, 10% of the patients within each year cohort 

were sampled for inclusion in the study based on the posited position of Ary, Jacobs and 

Razavieh's, (1979); who suggest that a descriptive research requires a 10% to 20% of the 

target population to form an enough sample size to generate confidence in the data collected 

. and the subsequent generalisations made thereof. 

To select the 10% respondents for the questionnaire administration, constant stratified 

sampling procedure was employed. Patients within each year cohort were stratified into 

groups of males and females for reason of gender representativeness and geared at 

establishing adequate grounds for cross-comparison. At least 5% percent of patients within 

each stratum were sampled regardless of age and residential location of the patients. It must. 

be noted however that, as a result of the wide number of communities within the geographical 

coverage of the study area, the study communities were clustered into thirteen (13) sections. . I 
I 
I 

The clusters were arrived at by numbering the relatively largest and most popular 

communities (sections) of the TAMA and which exercise resulted in the 13-number clusters. 

These clusters as categorised were; Lamashegu, Tishegu, Lamakara, Gumbihini, Zogbele, 

Nyohani, Sakasaka, Changli, Ward K, Kakpagyili, Kukuo, Builpiela and Dagbandabifong .. 

• Smaller communities were then associated with these clustered sections according to 

proximity as well as associated points of basic daily activity conduction. 

It is important to mention however that, these clusters were arrived at by the researcher in 

consultation with four other indigenes, three of whom were recruited as research assistants in 

this study and the fourth as an interpreter in the study. 
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3.7 Sampling Procedure 

It is suggestive that sampling presents as a means of achieving better estimates than complete 

enumeration would offer; and thus allows for cutting down costs, reducing manpower 

requirement for an otherwise complete enumeration. Sampling is said to facilitate quick data 

collection and obtaining of more comprehensive data (H.W Smith, 1975:106). There is 

however. no one "best" sampling strategy. That which is considered "best" is dependent on 

the context in which the researcher operates and the nature of his/her research objectives. 

Two main sampling procedures have been employed in this study namely; probability and 

non-probability sampling (Tsumasi, 2001 :20). Probability sampling involves allowing every 

unit of a population, a known and equal chance of being selected and hence enabling 

ascertainability of representativeness of the selected sample to the population. Non- 

. probability sampling on the other hand is where the probability of a unit getting selected 

cannot be estimated and representativeness of the sample to the population is difficult to 

establish (Grinnell, 1993). 

As cosmopolitan society by nature is heterogeneous rather than homogeneous, individuals in 

this society differ markedly in terms of characteristics and orientation. Selecting a sample that 

adequately reflects the variation in a given population is therefore quite challenging and calls 

for tactical approach (Punch, 2004:54); elaborated as following. 

3.7.1 Purposive Sampling ., 

Purposive sampling was the major sampling procedure used in the selection of patients, key 

informants and institutions to be included in this study. In this type of non-probabi lity 

sampling, sample units are selected on the basis of the researcher's own judgement about 

which units will be more useful to the study or representative of the general population 

(Babbie, 2005; Lisa M. Given (Ed.), 2008; Neuman, 2007: 142). The rationale for usage of 
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this procedure is that it produces considerable data in qualitative research; where emphasis is 

on qualitative description and generalisation rather than quantification and statistics 

(Grinnell, 1993). Purposive sampling strategy was used in identifying and selecting the Ti 

Sampana unit of the Tamale central hospital for its unique function of providing psychiatric 

care services to mentally disabled persons both within the metropolis and without. Names, 

addresses and contact details of people reporting to this unit for psychiatric attention over the 

specified period was compiled from their outpatient records and from which list respondents 

were further sampled. 

In employing purposive sampling however, specific procedures that were considered were 

Criterion sampling, Stakeholder sampling, Extreme or Deviant Case sampling and Expert 

sampling. 

The application of criterion sampling was conducted at various stages of this study. This 

. procedure involved searching for cases or individuals who met a certain criterion, eg, that 

they have a certain disease of have had a particular life experience. In this case, only persons 

who had reported to the Ti Sampana unit at the Tamale central hospital between January 

2009 and August 2012 and resident within the Tamale metropolis were sought for as primary 

qualification to be considered for the study. Again, itwasemployed when at the time of data 

collection, it was realised that some locations within the Tamale Township which hitherto in 

2009 belonged to the Tamale metropolis, were no longer part of the Tamale metropolis but 

rather re-dernarcated to fall within Saanerigudistrict, 

To maintain the boundaries of the study area therefore, prospective respondents, resident 

within locations such as Jisonayili, Kpalsi, Filling point, amongst others, who formed a part 

of the initially generated list of target patients, had to be identified by their home addresses, 
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sorted out and replaced with only patients resident within the boundary demarcations of the 

Tamale metropolis at the time of the study. 

Stakeholder sampling on the other hand involved indentifying who major stakeholders were; 

that is persons or institutions involved in designing, giving, receiving or administering mental 

health care services, (Lisa M. Given (Ed.), 2008). An inventory was thus taken from the 

TAMA of all Non-Governmental Organisations (NGOs), Community Based Organisations 

(CBOs), Civil Society Organisations (CSOs) and Complementing Governmental Agencies 

(CGA) that work directly with mentally disabled people. Five such institutions were selected . . 

from the TAMA profile. list of organisations. Heads and directors of the selected 

organisations as well as some field officers had in-depth interviews conducted on them. 

Extreme or Deviant case sampling involved identifying extreme cases of interest because 

they represented the purest or most clear cut instances of conditions that mentally disabled 

persons experienced. This sampling procedure was mainly used in selection of respondents 

who presented with unique situations, for life stories and for selection· of their care 

givers/close relatives as key informants. 

Finally, Expert sampling was also employed and involved looking for individuals who had 

particular expertise and experience inthe field of mental health care and who were potentially 

capable of advancing the researcher's interest as well as opening doors to new ideas, (Lisa M. 

Given (Ed.), 2008). This method was used in seeking out prominent medical doctors who had 

: intere .. st in the study subject but not, necessarily practicing as psychiatrist. Such persons' 

provided significant explanations to some complex phenomena and concepts in relation to 

mental health in Ghana. This procedure was particularly helpful through several stages of this 

study. 
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For instance, pnor to participation and observation of the Shakhinah food distribution 

programme for mentally disabled people on the streets of Tamale, (described under existing 

institutional support systems later in chapter four), it was never the considered view of this 

study that, persons considered as mad/insane, although would scavenge for food from the 

refuse dumps, would not collect food handed to them by a total stranger (a person they had 

never seen before); unless in the company of someone they recognised and even then, the 

known face would have to ask them to take the food before they would. This was not 

knowledge. from a psychiatrist, but the experience of a field volunteer who had been on the 

said programme for some time. This information was experimented in the field and found to 

be the case. Thus the application of this procedure facilitated an exposure of this study to 

some relevant knowledge and experience; some of which do not form part of this report. 

3.7.2 Simple Random Sampling 

Simple random sampling procedure was used only at the final stages of the sample size 

selection process; After sorting names and addresses of patients into the various appropriate 

cohorts and categories as described earlier, these names were serially numbered in their 

respective categories from the number one (1) to the last number of patients in each category. 

Pieces of paper were then cut and numbered one (1) to five (5). The pieces of paper were 

folded up, mixed together and the three research assistants and the interpreter for this study 

were requested to pick out one folded paper each. The last piece of paper left after all four 

had picked a paper each contained the number three (3) written on it. Thus, the final listof 

respondents was generated by selecting every patient whose name was marked by a serial 

number that was a multiple of three until the maximum number of respondents from each 

category was obtained. 

This procedure was applied to provide all patients who met the criteria for selection, an equal 

opportunity for inclusion in the study. 
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3;7.3 Quota Sampling 

In quota sampling, the researcher first sets out in the study design what number of 

participants and with which characteristics he/she intends to include in the study and which 

may include gender, class, age, marital status, religion or ethnicity (Neuman, 2007: 142; Mack 

et al. 2005). The researcher then identifies relevant categories of people to be included in the 

study and how many in each category, thus the number of people to be represented in the 
. . 

various categories is fixed, (Neuman, 2007:142). In defining the sample size for this study 

therefore, the target population was divided into four (4) different year cohorts (2009, 20 I 0, 

2011 & 2012). Each year cohort was entitled to contributing 10% of its total population to 

·form the study sample site. Also, the 10% quotas for each year cohort was further divided 

into 5% for patients presenting with GM8 and another 5% for those with 

Psychosis/Depression related conditions (elaborated further under sample size determination) 

Quota sampling was employed in this study because although it may have its limitations, it 

ensured representativeness of the general population since the quota categories were 

representative of the geographical area and the general population (ibid). Patients were found 

to be spread across various sections of the metropolis. It was thus important to select quotas 

(though 'quota' was not a fIX figure across all sections for obvious reasons), from the various 

cluster sections so as to determine if locational differences had any influences on the kind of 

perceptions that were formed and carried about mental disability and help-seeking 

behaviours. ., 

3.7.4 Snow Ball (Chain Referral) Sampling 

Chain referral sampling procedure was not initially intended to be used in this research. In the 

process of data collection in the field however, it was realized that some of the patients' home 

addresses provided in the Ti Sampana out patient's record books were either wrong or 

untraceable, as a result of improper numbering of houses in the study area. As a remedy to the' 
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challenges presented by these situations encountered, patients identified by their home 

addresses were in some situations requested to give information directions that would lead to 

the location of other patients whose addresses could not be traced or those known to them and 

who fell within the study target categories. 

3.7.5 Sampling Units 

Sampling units refer to the element or set of elements considered for selection into a sample 

in a sampling process (Babbie, 2005). The sampling unit usually covers the general 

population or universe of study which in this case include people suffering from any forms of 

mental disorders and who had reported to the Ti Sampana psychiatric unit in Tamale between 

January, 2009 and August, 2012; their care givers and close relatives. 

3.7.6 Sample Size 

In has been suggested that in case study research, cases are used not for statisticaJ 

generalisation but rather theoretical purposes and thus there is no correct or incorrect number 

of cases to be included in case study research design. Rigour with which theoretical 

propositions are tested however, remain the critical factor in determining the number of cases 

to be depended on for a case study (de Vaus, 200 I). Moreover, in conducting purposive 

sampling, sample sizes are usually determined on the grounds of theoretical saturation and 

sample size mayor may not be fixed prior to data collection. Mack et al (2005) 

1n selecting a sample size for this study, the total number of patients reporting to the Ti 
.r 

.. Sampana psychiatric unit between January, 2009 and August, 2012, formed the basis for 

selection. In total, 937 persons (resident within the metropolis) reported to the facility over 

the period in reference; with varied cases, manifestations and levels of severity across ages. 

Of the four (4) year blocks (2009 -2012), 10% of reported cases in each year block were 

selected for questionnaire administration. Thus for year 2009 with 263 registered reported 
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cases, a sample size of 26 patients was selected; and of this, 13 persons each (7 male and 6 

female) were randomly selected from the categories of cases dealt with (Grand mal Epilepsy- 

GME and PsychosislDepression related cases respectively). For 2010 and out of 276 cases, 

28 patients were randomly selected, 14 (7male arid 7 female) from each category, (GME and 

PsychosislDepression related cases). 

For 2011, 25 patients were selected out of a total of 251 cases reported. Of the 25, 12 (6 

males and 6 females) were randomly selected from the GME patients and 13 patients (7 male, 

6 female) from Psychosis and depression related cases. From patients reporting in 2012, 15 

were sampled, 8 patients (4 male, 4 female) from psychosis and depression related cases and 

7 patients (4 male, 3 female) from GME . 

. Staff of five relevant institutions; the TAMA, Ti Sampana, BasicNeeds, Shakhinah Clinic 

(AmaShakhina), and RCPWD were also interviewed to find out the roles they had played 

over the years in the promotion of mental health in the metropolis. Selected care givers as 

well as other key informants were also interviewed. 

3.8 Data Sources and Collection Methods 

According to Punch, (2004) data refers to information observable about the world or direct 

experience of the world. Both primary and secondary data was collected to assess people 

believed to have plural cultural experiences in the Tamale Metropolis, and their perception 

with regards to the causes of mental disability and the influences thereof on help-seeking 
., 

behaviours. Data collected also covered an understanding of why some asocial receptive 

behaviours are exhibited towards persons perceived or diagnosed to be mentally disabled . 

. 3.8.1 Primary Data 

According to E;C Osuala (1975: 138), gathering of primary data entails the collection of facts 

and figures about a population or issue under study. The significance of this data source is 
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3.8.3 Qualitative Data Collection Methods 

3.8.3.1 In-depth Interviews 

Tn-depth interview is a social interaction between an interviewer and interviewee where the 

interviewer poses questions and records the answers given by the interviewee. According to . 

Maccoby and Maccoby, as in Smith, an interview is described as a peculiar verbal 

interactional exchange "in which one person, the interviewer,attempts to elicit information of 

expressions of opinions or belief from another person or persons", (Maccoby and Maccoby, 

[1954:499] as in Smith [1975:170-171]). 

In-depth interviews were therefore conducted mainly on selected care givers/close relatives 

of patients to· generate qualitative information about the socio-cultural belief systems 

surrounding causation and manifestation of mental disabilities and the resultant treatment 

. options preferred within the Tamale metropolis and the consequent impact on attitudes 

towards the clisability. Care givers/close relatives who were selected for in-depth interviews 

comprised those whose patients fell into one of three categories namely; patients who were 

found bound or restricted from free movement as at the time of visit by the researcher, 

patients whose narration of belief about the cause of their condition presented unique case 

situations that required further enquiry and finally patients who were found well catered for 

by their care givers/close relatives. 

In all, seven (7) in-depth interviews were conducted, three from the category of restricted or· 
., 

bound patients, two each from the remaining two. categories. These seven were selected for 

in-depth interview only after the target sample size for basic interview had been completed. It 

must be noted though that, prior to going to the field, it was pencilled to have in-depth-. 

interviewees selected from across the four-year cohorts 2009~2012 from within which the 

sample size was selected. Upon entering the field however, the exigencies of time, resources 
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as well as the striking similarities of experiences, stories and treatment of patients across the 

year cohorts, the research decided to abort the pre-field decision on the basis that point of 

saturation had been reached and any further interviews were only going to be gathering a 

repeated dose of what had been gathered already and thus not prudent. 

To ensure comparison of responses as well as reliability and validity of data collected, it was 

ensured that questions were posed to all interviewees exactly as worded in the schedule of 

questions approved for the study and responses to open-ended questions, recorded exactly as 

provided by the respondents, without any attempts to summarise, paraphrase, or correct bad 

grammar. This was done with the sole aim of avoiding an alteration of data contents which 

could compromise the actual import of respondents' responses. 

3.8.3.2 Key Informant Interview 

A Key informant is said to be someone who possesses knowledge about the social 

phenomenon that a research is interested in, and is willing to tell the researcher what he or 

she knows about the phenomenon (Babbie, 2005). 

It is important to state that, although in the initial outline of this study it was proposed that 

questionnaires were going to be administered on institutions, this idea was repented of in the 

data collection process. In place of questionnaire, semi-structured interviews were conducted 

. and the reason was. simple; interviews provided better qualitative information and more 

avenues for wider ranged discussions on the mental health issues, an advantaged which the ., 

administration of questionnaire would not provide." This facilitated an appreciation of 

institutional objective operationalisation mechanisms, effective assessment of differential 

institutional view points (if any) regarding mental disability, levels of local content 

involvement in their policy operationalisation as well as achievements and challenges over 

time. 
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3.8.3.3 Observations 

. Both participant and non-participant observation techniques were employed in this research 

to elicit vital information regarding attitudes that could naturally not be gotten by use of 

interview or questionnaire. Information gathered via this method was used to verify that 

gathered through interview and questionnaire administration. 

3.8.3.4 Audio Recording and Photography 

Although both audio recording and photography were scheduled to be used as part of data 

collection tools, only audio recording was applied. The idea of pictographic presentation in 

this study was to offer a direct visual depiction of the sort of conditions under which mentally 

disabled people survived. As a result of issues about keeping the identity of respondents 

confidential however, the component of photography was scrapped mid-way into the data 

collection process. The audio recording was however used as a backup source for collecting 

relevant details that the researcher missed out in the manual recording of recounted stories of 

the interviewees, and was very useful especially for the In-depth and key informant 

interviews. 

3.8.4 Secondary Data 

Secondary data sources provided access to relevant existing information and data; that is, data 

previously collected by other researchers for similar or other purposes, but which gave insight 

to the issues understudy. This case study made cautious use of secondary sources so as to 

.. . 

avoid duplication of efforts and outcomes and also to prepare the ground for an informed 

primary data generation process. The data sources included review of published articles, 

books, authority documents and records of organizations relevant in the field ofmental health. 

amongst others. 
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3.9 Methods of Data Analysis 

For data to be meaningful, it has to be organized and interpreted, as well as manipulated in 

order to reach desired conclusions (Babbie and mouton, 2004). In view of this, multi-stage 

methodology was employed in analyzing data collected in this research. 

For quantitative analysis of data gathered, elementary statistical means such as frequency 

distribution tables and curves, percentage and bar/pie-charts and graphs were employed in the 

analysis of data; for simpl icity and easy appreciation of trends by the reader. 

In the analysis of qualitative data collected, the Statistical Package for Social Sciences 

(SPSS) computer software programme was employed. To enable the usage of this software, 

data was cleaned with the aim of checking accuracy and consistency of the information on 

each questionnaire in relation. to set objective .of the research. 

A thematic coding manual was designed after knowing the nature of responses so as to avoid 

confusion of interpretation of data inputted into the SPSS software. Thus, the key identifiable 

variables with this research theme were grouped accordingly based on similarities and 

dissimilarities and a synthesis drawn from the available information. 

3.10 Ethical Procedure 

In conducting this study, due adherence was made of recommended and acceptable ethical 

principles as in accordance with the University for Development Studies' research ethics 

policy as well as from the American Psychological Association (APA). At the various stages 

of the study, appropriate clearances, institutional approvals and entry permissions were 

sought in this study. Consent of patients as well as their s was also sought by asking each 

respondent to complete a consent form; a sample of which is as set out in appendix II of this 

report. It is also instructive to mention that, all names of patients that appear in this report are 

but pseudonymous and not real names by which such patients can be traced. 
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CHAPTER FOUR 

PRESENTATION OF FINDINGS AND DISCUSSION 

4.1 Introduction 

This chapter presents, discusses and elaborates on the major findings of this study. It contains 

the views of respondents contacted via the employment of a combination of qualitative and 

quantitative data collection tools such as questionnaire, in-depth discussions, key informant 

interviews. and the researcher's own observations during the data collection process. The 

presentation has within it socio-demographic characteristics of respondents, educational, 

professional/occupational characteristics as well as household compositions discussed. 

The presentation also captures interesting life-stories of mentally-ill patients about the 

sources of their situations as well as institutional impressions about the disability and the 

specific institutional roles in the promotion of quality and accessible mental health care 

systems in theTamale Metropolis. 

4.2 Socio-Demographic Characteristics 

Per the defining classification of the Tamale Metropolis as a cosmopolitan community by 

nature, it is obvious that multi-ethnic presence and differentiated dialectical orientations 

would form component part of the socio-demographic characteristics of the metropolis. In the 

study, individual respondent's age, educational background, marital status, household size. 

and occupation, perspectives on perceptual causation of mental illnesses, management 

. options, and institutional support systems as well as gendered differentiations in exhibited 

societal attitudes towards persons with mental illnesses, were captured. 

From the study, and as expected, multiplicity in ethnicity of respondents was discovered with 

the majorityofmentally ill respondents being native Oagomba and comprising 61.7% of the 
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total population of respondents; followed by the Gonja (24.5%), the Akan (6.4%) and the 

Oagara/Dagaaba (4.3%). These percentage-ethnic-dominance correlations in cases of mental 

illnesses as uncovered in this research gives credence to the general ethnic dominance pattern 

identified in the works of Bacho (2009) and which work indicated the Dagomba as the 

majority ethnic group and followed by the Gonja, Mamprusi, Akan, Dagaaba and tribes from 

the Upper EastRegion. 

A curious discovery however from this research is the fact that although there is significant 

presence of the Mamprusis in the Metropolis (Bacho, 2009), none of the respondents in this 

study was associated to this ethnic identity. Reasons for this occurrence are however 

immediately unknown. Other ethnicities not specifically defined and captured by the 

questionnaire before administrating, but which had some respondents associated to these ..' 

ethnic groups accounted for 3.2 percent of the population of respondents and included the Ga, 

Ewe and Bulsa tribes. These figures are as presented in the following table. 

Table 4.i .Ethnicity of Respondents 

Ethnic Group Freguenc~ Percent 
Dagomba 58 61.7 
~. 
Gonja 23 24.5 
Akan 6 : 6.4 
~' .... ~. -- 
Dagara/Dagao 4 4.3 
Other , . 3 3.2 
Total 94 100.0 
Source: FIeld data, July, 2013. 

It is instructive to state that, no matter the form of acculturation an individual goes through, it 

. remains that certain definitive ethno-cultural associations and perspective inclinations of the 

individual cannot be wiped away especially where that individual is in continues touch with 

neighbours of his/her indigenous ethnic background. It is therefore assumed by this study 

that despite the ethnic dominance of the dagomba indigenes, and the consequent expected 

dominance of the dagomba culture in the study area, the unique cultural inclinations of the 

77 

www.udsspace.uds.edu.gh 

 

 

 

 



various minority ethnic groups had a telling impact on their perceptions and reactions to 

social issues. These ethnic differential exhibitions played out especially in help-seeking 

pathways and in care giving as pointed out in the various relevant subsections. 

, Religion no doubt plays very significant roles in shaping the socio-cultural patterns of life for 

any group of people. The study therefore sought to identify existing religious practices in this 

area and to assess the influences thereof on perceptions about mental disability and related 

issues. The study revealed that, 79 (84%) out of the total of94 respondents were Muslim, 

whilst respondents of Christian and Traditional faith base recorded 11 (11.7%) and 4 (4.3%) 

respondents respectively. Interestingly, the Muslim dominance in this study of 84% happened 

to exactly be the same percentage dominance in the findings of Bacho (2009) for the same 

study area. It is also worth noting that, of the 84% Muslim population, 73.4% belonged to the 

Dagomba ethnic group, 22.8% to the Gonja 2.5% to Akan and 1.3% to the Dagara/Dagaaba 

ethnic group as observable from the crosstabulation below; , 

Table 4.2 Ethnicity of Respondent * Religion of Respondent Crosstabulation 
Ethnicity of Religion of Respondents 

Respondents Christian Muslim Trad itional ist Total, 

Dagomba 0 58 0 58 
Gonja 

" J 18 4 23. 
Akan 4 2 0 6 -,-' 
Dagara/Dagaaba 3 ." : L 0 4 
Other 3 0 0 3 
Total 11 79 4 94 

I 
" , 

Source: FIeld data, July, 2013. 

As can be observed from the table 4.2 above, none of the respondents from the 'other' 

category ofrespondents were found to be Muslims. On the other hand however, of the 11 
, , 

(11.7%) Christian population of respondents, whilst no single Christian was found amongst 

the Dagomba ethnic group, only 1 (9.1 %) of the Christian population belonged to the Gonja 

, ethnic group, 4 (36.4%) to Akan, 3 (27.3%) to Dagara/Dagaaba and 3 (27.3%) to the 'other' 
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category of minority ethnic group respondents. Interestingly also, 100% of the 4 (4.3%) 

traditional faith based practioners, belonged to the Gonja ethnic group. These ethnic-religious 

correlations seem to be reflective of the national trends which suggest that the practice of 

lslam is dominant amongst tribes of the Northern Regionin particular, the Wala and Sissala 

tribes of the Upper west Region, whilst the Akan and Dagaaba who form part of the study are 

predominantly Christian; reflective of the distribution in this study. 

4.2.1 Location of Respondents 

To ensure adequate representation of respondents (patients) in the data collection process, the 

. metropolis was clustered into thirteen (13) sections namely; Lamashegu, Tishegu, Lamakara, 

Gumbihini, Zogbele, Nyohani, Sakasaka, Changli, Ward K, Kakpagyili, Kukuo, Builpiela 

and Dagbandabifong. Respondents were then representatively sampled from these thirteen 

clustered areas and on whom questionnaires were administered. 

Although the study revealed a relatively even location-distribution of respondents within the 

clusters as described above, a 'location-number' analysis shows that the highest number of 

respondents in this research was located at Tishegu (14.9%) and the lowest representation 

was located at Kukuo (3.2%); as shown in the figure 4.1 below: 

. . 

Whilst this study did not concern itself with exhuming the underlying factors that informed 

this pattern of localisation of patients within the study area, it was however observed that, 

within the majority of households in which patients resided that, there was visible or inferred 

presence of persons of higher learning and/or high social standing. Since the basis for 

inclusion in the study was patients reporting to Ti-Sarnpana for psychiatric attention, it can be 

inferred that the educational levels as well as social standing of close relatives of persons' 

with mental disability and epilepsy play some role in formal help-seeking decision. 
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Figure 4.1.Localization Of Respondents 

BarChart 
• Frequency 0 Percent 

14.9 

10.6 
9.6 
9 

Source: Field data, July, 2013. 

4.2.2 Age and Sex Distribution of Respondents 

Age equally plays vital roles in the determination of levels of experience and perceptual 

understanding of social phenomena. Age defines rules of eligibility or ineligibility for 

inclusion or otherwise in many facets of human existence and also determines the intensity of 

disability impacts on the individual. To ensure that views expressed by respondents in the 

study reflected the differential experiences and opinions amongst mentally ill persons, the 

ages of respondents were categorised into four cohorts thus; the youthful ages (18-39), the 

middle ages (40-59), the lower-aged category (60-79) and the upper-aged category (80+). 

This categorisation was purposeful towards establishing differential perceptions, attitudes, 

impacts and levels of care extended to patients along age categories. The categorisation also 
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facilitated appreciation of gendered associated help-seeking behaviours and provided easy 

distinction of actual or believed causation of conditions between males and females and 

across age cohorts. 

Although the specific ages of patients was not exactly a factor for inclusion in the sample 

selection, the outcome of the questionnaire administered indicated that patients within the 

youthful age bracket of 18-39, formed the majority representing 85.1 % of total. respondents 

whilst those within the lower-aged bracket (60-79 yrs) presented with the least number of 

cases of 2.1 %. It is also instructive to note that although there were persons indicated to be 
. . 

within the upper-aged bracke.t of 80+ years and reporting to the T1 Sampana psychiatric unit 

prior to entering the field, it was. discovered however, during the data collection process that 
.~ 

such persons, few as their recorded numbers were, ~d either relocated, passed on or could ....• . 

not be traced through the addresses they had provided-See table 4.3 and figure 4.2 below: 

Table 4.3 Age Distribution of Respondents 
r --c;-- ----,-- -- 

Age Cohort ,I .! Frequency Percent 
18-39 - 80 85.1 
40-59 : 12 12.8 
60-79 2 -~ 

Total .94 100.0 

I 

Source: Field data, July, 2013. 

It is clear, visually, from the bar chart in figure 4.2 below that the youthful age cohort of 18- 

39 years forms the majority of people affected by various forms of mental illnesses. The 

impact of the dominance within this age category in terms of human capital formation, 

productivity and capital drains cannot be overemphasised. 

Figure 4.2 Age/Sex Distribution Cross-tabulation Chart 
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Figure 4.2 Age/Sex Distribution Cross-tabulation Chart 
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Source: Field data, July 2013. 

It is also clear that, except for the lower-aged category (60-70 years), males generally 

dominate in the numbers of persons presenting with mental conditions in the study area. The 

impacts of these differential occurrences in gender and age are discussed in later pages. 

4.2.3 Educational Background of Respondents 
., 

Several writers including Garba (2002), Odekunle (2001), Ayeni (2003) and Smith (1976) 

have shown what positive correlation exists between educational attainment and economic 

growth and development as well as health promotion. Smith (1976) argues that, by educating 

its people, a society derives no inconsiderable advantage from their instruction. The more 

they are instructed, the less liable they are to the delusions of enthusiasm and superstition, 
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argues that an instructed intelligent people besides are more decent and orderly than an 

ignorant and superstitious population. The impact of formal education on perception, 

understanding and care giving in relation to health issues in general and mental disabilities in 

particular is indisputably immense. 

The educational backgrounds of respondents as discovered in this case study has not been 

significantly impressive. Of the 94 respondents, as high as 37.2% had had no formal 

education at all with 20.2% completing basic level education, 35.1 % completing secondary 

level education and with only 7.4% having some form of tertiary education .. See figure 4.3 

below. 

In following through the sex and age variations in the levels of education of respondents, the 

study discovered that generally, whilst female respondents dominated at the basic levels of 

education, the reverse was the case at the secondary and tertiary levels. From the study, 

whereas 63.2% of respondents completing basic level education were found to befemales, as 

low as 36.4% and 14.3% respondents completing secondary and tertiary level education 

respectively, were found to be females. Further, 51.4% of illiterate respondents were also 

found to be females with the majority of these found with the youthful age cohorts as shown 

in the table 4.4 below. 

.r 
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Figure 4.3 Respondents' Level of Education Completed 

Pie Chart 

Source: Field data, July, 2013. 

Table 4.4: Level of Education Completed *- Sex Distribution *- Age Distribution 
Cross-tabulation 

Sex Distribution 
Age Distribution Male Female Total 
18-39 Level of Education Basic 5 12 17 

Completed Secondary 17 12 29 
Tertiary 6 1 7 
None 14 13 27 

Total 42 38 80 
40-59 Level of Education Basic 2 0 2 

Completed Secondary 4 0 4 
None 2 4 6 

Total .r 8 4 12 
60-79 Level of Education None 1 1 2 

Completed 
Total 1 1 2 

Total Level of Education Basic 7 12 19 
Completed Secondary 21 12 33 

Tertiary 6 1 7 
None 17 18 35 

Total 51 43 94 
Source: FIeld data, July, 2013. 
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Obviously the influences that the presenting cases of educational backgrounds play in 

perception formation and resultant societal appreciation of conditions surrounding mental as 

well as the impacts ofthese age and sex variations in the education of respondents on the 

differential impacts of the disability cannot be overemphasized. 

4.2.4 OccupationallProfessional Distribution of Respondents 

Access to income generation activities arguably forms an important component determinant 

factor in the kind and quality of health care services that the individual can have access to. It 

can generally be assumed that, ceteris paribus, an individual who earns a regular income on 

his/her own accord is likely to have a higher say in deciding preferred choice of health care; 

experience phenomenal attention and care from family, friends and help-giving facilities 

much more than an individual who depends on another's resources for these same support. 

The field surveys revealed that of the 94 respondents, as high as 37 (39.4%) were non- 

occupationally or professionally affiliated. Of the remaining 60.6% respondents, 9(9.6%) . . 

were small scale farmers, 29(30.9%) were small scale traders, 1 (1.1 %) teacher, 4(4.3%) 

"Other public servant absent teaching" and 14 (14%) students. 

From the above distribution it should be deductively conclusive ordinarily that at least 45.9% 

of respondents should be earning some form of income; that is on the assumption that only 

the 14 .. 9% students and the 39.4% non-economically affiliated respondents should be the only 

respondents without income generation sources/occupation. This was however not the case 

for persons suffering from mental illnesses in this study. Virtually every facet of active 

normal life had grinded to a halt for several of them. Only 25 (26.6%) of respondents were 

actually still actively involved in some form of income generation. 
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All of these economically active respondents however belonged to the two dominant ethnic 

groups (20 Dagornba respondents and 5 Gonja respondents). No economically active persons 

were found amongst the remaining minority ethnic groups. Thus, the rest of the 73.4% of 

respondents had become almost perpetual dependants; some on family and friends and others 

011 society's benevolent individuals for survival. Reasons which respondents associate to their 

non-involvement in any income generation activities ranged from family restriction to virtual 

incapacitation as a result of the onset of mental disabilities as vividly presented in the 

following table: 

Table 4.5 Reasons for Respondents' Non-involvement in Any Income Generating· 
Activity 

------ _. - -- 
Profession/ 

Reasons for Patients non-involvement in any income generating activity 

Occupation -- 
of Nobody Family Incapacitation People with Not Total 

Respondents willing to restriction due to current mental illness Applicable. 
offer work condition cannot work in 

any regular job 
Farmer T 3 1 1 3 .9 

-r-r-:- 

Trader 3 2 6 0 18 29 - --------' 
Teacher 0 0 J 0 0 1 
Other Public 0 0 2 0 2 4 
Servant 
Nolie 3 12 .17 3 2 37 
Student 0 8 6 0 0 14 
Total 

f--~---- ~-- 
7 25 33 4 25 94 

SourceField data, July, 2013. 

From the table 4.5 above, the column marked "Not Applicable" refers to respondents who 

were actively engaged in some form of economic activity. Out of the nine (9) farmers ., 

respbnd!ng to questionnaire for this study, only three (3) of them were still involved in active 

farming activity as the rains fell during that farming season. It was also discovered that, out 

of the three respondents who were still actively involved in farming despite their conditions, 

two of them were dwelling with their wives and one respondent Lived in a single household 
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fending for himself through this activity of farming. The remaining six (6) farmers .had not 

been able to get back into farming since they developed their respective mental conditions. 

Similar, only eighteen (18) out of the twenty-nine (29) trader-respondents were still in active 

trading business. The remaining eleven (11) had also become dependants, and who are likely 

to remain so for life, if appropriate steps of reintegration are not taken on their behalf: In fact' 

6 out of the 11 suffer incapacitation from carrying on their occupation as a result of their 

illness. Interestingly however, two (2) respondents out of the 37 non-economically affiliated 

respondents had taken up truck-pushing at the Tamale lorry park as a way of meeting their 

daily needs. Although these two insisted that they did not have any occupation, they earned. 

an income through this activity; however meagre that these incomes possibly were. 

Reasons for which some respondents were not actively in any income generating activity 

have been categorised into; family restriction (36.2%), incapacitation due to current condition 

(47.8%), Nobody Willing to Offer them Job (10.1%) and finally the belief among some 

respondents that 'people with mental illness could not work in any regular job' and which 

category formed 5.8 percent of the total number of non-economically affiliated mentally ill 

. respondents. 

4.2.5 Marital Status of Respondents 

Although marriage is a valuable customary practice and source of pride to both families of 

bride and groom in most Ghanaian cultures 'and especially amongst Muslim societies where 

polygyny exemplifies social prestige and resource capacity of the individual, this practice did 

not seem applicable to all persons of society especially, not persons with mental disabilities. 

From the analysis of data on marital status of respondents as depicted by the pie chart in. 

figure 4.3, the number of unmarried respondents constituted the majority of 62 (66%) out of 
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the 94 respondents, whilst divorcees composed the least in the tally of respondents and 

constituting only 1.1 %. 

From the figure 4.3 below, 27% were officially married at the time of responding to the 

questionnaire although not all of them were resident with their partners. 3% were widowed 

and 3% admitted cohabiting with a partner without any form of formalised marriage rites. 

Figure 4.4 Marital Status of Respondent 

Pie Chart 

Source: Field data, July, 2013. 

The low rate of divorce cases affecting persons with mental illnesses is impressive, and is a 

suggestive indication of maximum tolerance and acceptance levels amongst couples who had 

their partners developing mental conditions. It must however be noted that, as depictive from 

the figure 4.4 above, only male respondents (3.2%) were widowed and only male respondents 

(3.2%) admitted cohabitating with a partner without any formal marriage rights. These 

statistics thus provide a fare idea of how differentially the impacts of mental disabilities 

usually are upon males and females in any given society. These differential gender impacts 
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are discussed in detail in later pages, under the gendered components of the analysis in this 

work. 

A cross-tabulation of marital status of respondents against the various professions of 

, respondents indicated a positive correlation between income earning and keeping apartner in 

that, the highest occurrences of inarriages and cohabitation were within the bracket of persons 

with a source of income. From the available data, and of 25 married respondents, 16 (64.0%) 

were traders, 7 (28%) were farmers, (interestingly, all the farmers were married, cohabiting 

or divorced; whichever the case, there existed a kind of man-woman union), and only 2 

married respondents (8.0%) were within the non-economically aligned bracket. None of the 

respondents within the student bracket were married although two of them had had a child 

each, succeeding the development of their conditions. Apparently however, the care 

givers/close relatives of these two student victims lament their inability to identify or Iocate 

the men responsible for fathering the two children. Table 4.6 provides detailed appreciation 

of the permutations as explained. 

Table 4.6 Profession of Respondent * Marital Status of Respondent Cross-tabulation 

Profession of -- Marital Status of Re~ondent -- 
Respondent Single Married Divorced Widowed Cohabiting Total -~ 

Farmer 0 ': 7 1 0 1. 9 
Trader 11 16 0 0 2 29 
Teacher 1 0 0 0 0 1 

-0 ----- ----~- ~- 
Other Public 4 0 0 0 4 
Servant 
None 32 2 " 0 3 0 37 1 , '_----- c--- ----- 
Student 14 0 0 0 0 14 I 
Total 62 25 1 " 3 ----9~ -' 
Source: Field data, July, 2013. 

In cross-tabulating sex and marital status of respondents, it was observed that more female 

respondents (41.9%) were married as compared to male respondents. It was further observed 

that. only male respondents reported having had their wives divorcing them as a result of 
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their conditions. The divorce rate was however too minimal to inform a comparative and 

relative suggestion as to which gender category was more tolerant with partners that 

developed any form of mental conditions. 

4.2.6 Household Composition 

A household typically comprises persons under the same care unit and may thus extend 

beyond the nuclear family unit. Persons within the same household share things in common 

such as sleeping place, utensils, resources and income. It is often assumed that in situations of 

care giving for persons of dependant situations, larger household sizes provide better care as 

compared to smaller households and the reason has simply been that, all things being equal, 

there would usually be more hands on deck in a larger household to facilitate division of 

labour and resource contribution towards care giving; that is on condition that the majority of 

members of the household are not themselves dependants. Household sizes, in this analysis, 

were categorised into single (1 person), small (2-5 persons), large (6 - 8 persons), and very 

large (9+ persons); households in accordance with the Ghana Statistical Service (aSS) 

categorisations. The table 4.6 below provides breakdown of household affiliations of 

respondents in this study. 

Table 4.7 Household Size of Respondents 

Household Type . Frequency Percent 
Single 11 11.7 
Small 35 37.2 
Large 19 20.2 
Very Large 

, 
29 30.9 

Total 94 100.0 
Source: Field data, July, 2013. 

The study revealed that, the majority of respondents lived within small households (37.2%), 

whilst respondents falling within the single household category formed the least of numbers 

(11.7%) in this research. It is important to note that besides the respondents from the two 
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dominant ethnic groups however, respondents from the Akan, Oagara and "other" category of 

minority ethnic groups in the study area, lived in small households mostly comprising the 

nuciear families only. This is suggestive that when far from one's own indigenous home, 

keeping large households does not become a common practice amongst non-indigenous 

ethnic groups in this area. A cross tabulation of household size against patients involvement 

, in income generation activities indicated that more patients (44%) who resided in very large 

households (9+ persons) were found to be involved in income generating activities whereas 

more patients (43.9%) of the non-economically affiliated respondents were found to be 

within smaller households. 

It is also instructive to note that, for purposes of establishing whether household sizes played 

impacted roles upon the kinds of perceptions that were held by respondents about the causes 

of their conditions, a cross-tabulation of household size and causal perception was conducted 

as set out in Table 4.8 below: 

Table 4.8 Household Size and Patients Causal Perception Cross-tabulation 

Household Patients Perception About Cause of Condition 
Size of Drug/Alcohol Biological Don't ' 

Respondents Spiritual Abuse' Accident Factors Other Know Total 
Single 1 2 2 5 1 0 11 
Small 5 12 10 7 1 0 35 
Large 5 7 5 1 1 0 19. 

- -- 
Very Large 6 6 4 9 1 3 29 
Total 17 27. 21 22 4 3 . 94 

Source: Field data, July, 2013. 
" 

From the table 4.8 above, it is observed that, whilst more respondents who resided within 

veryIarge households had a relatively spread associated causation of their conditions to 

biological factors (9 out of 29 respondents), spiritual sources (6 respondents out 29 

respondents) and Alcohol abuse (6 respondents out 29 respondents); more respondents within 
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small households associated causation to Drug/alcohol abuse (12 out of 35 respondents) and 

. Accidents (10 out of 35 respondents). 

. . 

Generally however, spiritual association with mentally disability was predominant in very. 

large families with a 35.3% dominance rate of associations in this category. 

4.3 Cutural Categorisation of Mental Disabilities within the Socio-Cultures of Tamale 

Amongst the dominant ethnic groups of Tamale (the Oagomba), mental disabilities have been 

categorised or classified into three distinct groups. 

The first group is that group of people locally referred to as Ojera (djerigu djerigu). The term 

djera is the plural of djerigu, and is used in reference to people that are born as morons. 

Physical manifestations in this category of persons often include' some form of physical 

deformity mostly of the arms or legs, an ever saliva-dripping mouth and diminished mental 

functioning for life amongst others. 

There are two main traditional causal beliefs that are associated with why people get to be 

born djerigu. The first causal association is in relation to genetic transfers along bloodlines. It 

is believed the djerigu gene runs through some familial bloodlines. Members of such 

families, in successive generations therefore get to occasionally have a djera born to then; 

purely as a result of blood association. The second causal association is with the socialisation 

choices of pregnant women. It is believed that during the early stages of pregnancy, feutuses 

develop in closesemblance to the objects of-persons with which the mother is in close contact 

or frequent affiliation. It is thus suggested that, where a pregnant woman at the early stages of 

pregnancy is frequently in contact with or fun of a djerigu, then the likelihood is to give birth 

to a djerigu at child delivery. It must however be noted that it is not considered an 

. abomination to give birth to a djerigu. 
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The second category is a kind of extension of the djera known as the Chelga or Chelsi. Chelsi 

is the plural of the term Chelga. The difference between the Chelga and the djera is that the 

Chelga are believed to posses alongside their disability, some evil spirits that are destructive 

to the family into which such beings are born. The Chelga are therefore usually infanticide 

secretly at birth. Even where such babies have been allowed to grow into adolescence, when 

they are discovered through divination or fetish consultation to be. Chelga, there are 

traditional ways by which they are quietly killed to prevent calamity in the family .. 

The causes for which children get to be born Chelga have also been associated to two major 

sources. The first is associative to hunting. It is believed that not all animals (game) in the 

bush are ordinary. Some commonly known game such as rabbits, antelopes and buffaloes 
. . 

amongst others are believed to be spiritual beings. Whilst on hunting expeditions especially at 

riight, hunters sometimes corne across these kinds of spirit-game and are able to overpower 

and kill such game as a result of the hunter's possession of superior spiritual power. As 

punishment or retaliation to such hunters, it is believed that the spirit of such animals return 

to haunt the family or bloodlines-of the hunter in the form of Chelga, (humaris with foreign 

evil spirits). The chelga are therefore believed to possess powers that enable them transform 

into such category of animals as cats, owls or that form of animal's spirit that inhabits the 

specific Chelga. It is whilst in this transformed nature (especially at unholy hours) that the 

Chelga carries out its nocturnal assignments . 

. , 
The second causal association, just like that of the djera, is in relation to the activities of 

women during pregnancy. It must be remembered that Tamale is a Muslim dominated 

community, and as part of the Islamic culture, it is believed that when women walk around· 

without covering their hair, they expose themselves to possession by evil spirits ordjinns. It 

is also believed that hours such as around mid-day and between mid-night and the first call 

for Muslim prayers are the hours within which djinns and other evil spirits carry out their. 

93 

www.udsspace.uds.edu.gh 

 

 

 

 



nocturnal activities. It is thus the case that, where a pregnant woman has the habit of being 

around solitary places or environments likely to be the habitats or resting places of such evil 

. spirits or djinns without covering their hair with "mayafi" (an Islamic muffler-like attire used· 

in covering a woman's hair as a symbol of having a husband), such pregnant woman stands 

the risk of having the unborn baby possessed by an evil spirit. The spirit takes over the mind 

of the unborn baby, renders it a moron as well as uses the baby after birth as a tool for 

destruction of its immediate family and the society by extension. Such babies are therefore 

infanticide immediately to avoid calamity . 

. The third socio-cultural category or classification of mentally disabled in the study area is 

that which is referred to as the Yinyai (yinyar) group. Yinyai is the plural whilst yinyar is the 

singular form of the term. This group of persons are those commonly referred to, in English, 

as mad people. They are born normal and mentally sound but only get to develop mental 

conditions as a result of some other factors later in life. This third category of cultural 

classification of the mentally disabled however, formed the focus of this current study. Thus 

the concentration of this research has been on the Yinyai; persons born mentally sound but 

who develop their mental conditions along the line in life. 

4.4 Causal Perceptions Surrounding Mental Disability in the Socio-Cultures of Tamale 

Perception indeed forms the bedrock of all human socio-interactions. How more or less 

intelligently interpretations of social events are made, severely depend on the interpreter's ., 

knowledge schemas about the circumstances surrounding the source, cause, impact and 

consequence of the event. In very complex world societies like ours, complex interpretations 

of simple natural life events produce rather complex responses and stimuli towards such 

events. 
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Principally, this study sought to identify, establish and assess socio-cultural perspectives 

surrounding mental disabilities and related issues in the study area. The study sought to 

uncover the pre-existing assumptions about the when, the how and why the study society's 

worldview on mental disability is organised the way it is and maintained over time. The study 

thus uncovered and categorised forms. of perception into Spiritual causation, Biological 

". causation, Drug/Alcohol Abuse, Accident and Others. The specific categorisation of causal 

perceptions are discussed in the following subsections but not before brief look is taken at the. 

corresponding frequencies associated with the various categorisations as set out in the table 

4.9 below: 

Table 4.9 Patients Causal Perception about their Condition 

Causal Categorisation Frequency Percent 
Spiritual 17 18.1 
Drug/Alcohol Abuse 27 28.7 
Accident 21. 22.3 
Biological Factors 22 23.4 

- 
Other , 4 4.3 .. -- 
Don't Know 3 3.2 

Total 94 100.0 
Source: Field data, July, 2013. 

As can be observed from the table 4.9 above, patients' perceptions about causation of their 

mental conditions have been relatively fairly distributed amongst the various categorisations. 

From the majority patients' perspective, their conditions were developed out of the excessive 

intake of hard drugs such as wee, tobacco arid cocaine as well as alcohol abuse. Patients with 

this bel ief comprised 28.7 percent of the total population of respondents. Causal association 

to spiritual manipulations as perceived by some patients composed 18.1· percent of 

respondents' perception, whilst patients who did not know the causal association of their 

conditions made the least proportion of3.2% respondents. 
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Interestingly however, s' /close relatives' perceptions seemed to differ considerably from that 

of their patients. Many more care givers/close relatives held the belief that their patients' 

conditions .had some spiritual precipitation. As marked as 34.0 percent of care givers/close 

relatives were found to harbour this belief whereas, only 18.1 percent of patients (who were 

the real sufferers of the condition) associated spirit precipitation to causation of their 

conditions. 

This was however quite not surprising for reason that, it was expected that some patients' 

memory retention levels as well as experiences since the onset of their conditions could have 

affected their reasoning and thus informed their causal associations. The frequencies of care 

givers/close relatives' causal perceptions are as set out in the table 4.9 below: 

Table 4.10 Care givers/Close Relatives Causal Perception about their Patients 
Condition 

Causal Categorisation Frequency Percent 
Spiritual 32 34.0 
Drug/Alcohol. Abuse 23 24.5 

~- .. ___ .------------ 
Accident 18 . 19.1 
Biological Factors 15 16.0 
Other 3 3.2 
Don't Know 3 3.2 
Total 94 100.0 

-- 
Source: Field data, July, 2013. 

It is important to note that the significant variation in belief about causation alone in the first 

place sends the signal thereof, of a higher possibility of conflicts in decision as to choice of 

help-seeking pathways. This is expected to be the case on the grounds that perceptions form 

largely the moving factors that inform help-seeking choices in any given social setting. The 

correlations that exist between the varying causal perceptions of patients and care 

givers/close relatives and multiple help-seeking are discussed in detail in succeeding pages. 
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4.4..1 Association of Mental Disability to Spiritual Causation 

. Spirituality may be simply defined as the belief in the powerful influence of forces unseen 

arid beyond control by the ordinary human abilities. Despite the generic usage of the term in 

the causal categorisation of spiritual association with mental disability, it was discovered that 

the application of spiritual causality in practice had a rather complex dynamic categorisation. 

This was discovered through cross-cutting interviews with care givers/close relatives of 

respondents, key informants, representatives of institutions as well as patients themselves. 

It is believed amongst people within the study area that spiritual causation of mental 

disability has several differentiated roots of infliction and were categorised into self 

infliction, .. family root sources, from coincidental contact with evil spirits and finally 

causation by malevolent intervention by the enemy. These different categorisations are 

discussed as follows; 

4.4.1.1 Self-Inflicted Spiritual Causation of Mental Disability. 

Self-inflicted causation as used in this study was explained to refer to causal perceptions that 

are associated to the consequential effects of the victims own past activities and deeds. It is 

believed that, self-inflicted causation of mental disability usually occurred as a result of a 

. backfire from a. person's involvement in asocial spirit ventures. These were often said to . 

include; individuals' involvement in. accumulation of riches by occult means (sakawa), 

seeking spiritual protection (against bullet wounds, knife wounds or magic to enable 

disappearance). Much of these spiritual protections so sought were said to often be Intended 

for dubious businesses such as armed robbery and petty thievery. Others sought charms for 

inducing attraction of women to themselves amongst others. This category also included 

backfires from attempts by some individuals to by occult means, harm others in society. 
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It is believed that the processes that were often involved in acquiring such powers and 

fortunes as described above were very demanding rituals and sacrifices (sometimes involving 

the use of human sacrifices) and where one was unable to complete the full requirements of 

the rituals the consequences were usually death or mental disability. In some cases also, it is 

believed that where the human subjects used for the sacrifices or being targeted for harm 

happened to have stronger spiritual protection against the charms, the result was often a 

reversal of the intended harm to the sender. Thus, a person, in the process of trying magically 

. to harm another, may be overtaken by more powerful forces that reside in the target person 

therefore resulting in the madness (the almost beyond redemption point of mental disability). 

It is also believed that, mental disability could develop as a result of stealing property of a 

spiritually powerful person or by having sexual affairs with another man's wife; in these 

instances however, it was said that, the person whose items had been stolen or whose wife 

had been violated would have to 'perform some rituals to induce the mental disability in the 

. culprit. 

It is instructive to note that, it is generally believed that most self-inflicted causation of 

mental disability often times cannot be cured and victims live with the conditions until death. 

4.4 .. 1.2 Causation from Family Roots 

Causation from family. roots refers to that form of mental disability associated with spiritual. 

causal impacts resulting not from directly the deeds of the victim but rather a member of the 

victim's family. The major association of this kind' of causation is said to often be in 

association with unredeemed promises or pledges made to deities or some gods for favours 

accorded the family. It is also believed that some mental disabilities especially amongst 

children could be caused by the usage of such children for money rituals (sakawa) either by a 

parent or some other close relation. Familial causation was also said could be used in 
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. reference to malevolent intervention from a member of the same family as a result of rivalry, 

envy or jealousy. Such conditions were however said to be relatively easily curable as 

compared to conditions caused by self-infliction. 

4.4.1.3 Causation by Coincidental Contact with Evil spirits and demons (dJinns) 

This refers to causation by contact with strayed djinns especially at odd hours of the night. 

The study area as established earlier is Muslim dominated. Consequently, the Islamic belief 

systems seem to be deeply rooted in the lives of the people and which beliefs have an 

important telling on their perceptions about mental disability. 

In [slam, the Koran teaches that four types of beings were created and put in the universe by 

Allah; human beings, angels, Satan (Iblis) and demons (OJ inn). It is believed that although all 

. these beings coexist; only humans are visible whilst the rest are imaginary. The djinns 

especially are said to be very sensitive beings with exactly similar features like humans such 

that they eat, drink, procreate, form families and live in communities, grow old and die. It is 

further believed that the activities of this category of beings is however often at night, and 

very nocturnal often ending at dawn with the first call for Muslim prayer. The djinns are said 

to dwell in particular areas especially such as under very shady trees. They are said to like 

lots of moisture and may dwell in washrooms, cemeteries, garbage dumps and also in 

slaughter houses. 

..~ 

It is thus believed that on occasion where an individual in avertedly steps on sleeping djinn, 

the enraged djinn may possess the said individual taking over the mind and. causing that 

individual to exhibit incomprehensible behaviours considered then by society as mental 

disability. In actual sense however, what happens when the djinn possesses its victim is that, 

the djinn tries to live its normal' nocturnal life but through a medium which is the human 
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being whereas, as a result of the human biological make and prevrous environmental 

conditioning, he/she is unable to accustom to the ways of a djinn. It is this battle between 

human consciousness and unconscious behaviours that is interpreted by society as out of the 

normal. acceptable societal standards thus, disability of the mind. In such causal 

circumstances, it is believed that only a mallam can bring such djinn or djinns out of its 

victim through some special recital of verses from the Koran. 

4.4.1.4 Causation from Malevolent Intervention (Human Induced) 

This refers to mental disability that is caused by wicked interventions by other human beings. 

It is believed to be the most frequent occurrence amongst all the other forms of spiritual 

associations of the disability. It is also believed that malevolent interventions not only come 

in the form of mental disability but in the form of other varied mysterious sicknesses. 

Malevolent interventions could be from within the same family or outside the family. 

Interestingly, it was however believed that, these forms of spiritual attacks only often 

occurred amongst people that had known themselves overtime and was common amongst 

students; mostly resulting from envy over performance in class. 

In the study, there were several encounters in which respondents narrated circumstances 

. leading to the unset of their conditions that gave some sought of credence to this belief. An 

example is in the case of the recounted life story of Mma Deimau. 

4.4.2 Encountered Life Story about Spiritual Causation . . 

In the course of this study this heart breaking story was recounted by an old woman of 60+ 

years about her encounter with her own brother over property willed to her by her late father, 

subsequent to which she had developed and lived with madness for more than 15 years under 

the care of Dr Abdulai of the Shakhinah Clinic. This woman by name Mma Deimau in 
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would defecate in the room, collect the faeces with her hands and paint the entire walls of the 

room. 

For several years she was in this condition locked up fed and only got to interact with one 

person; Dr Abdulai whom she often referred to as the husband. 

Dr Abdulai, who corroborated her story explained that one day, she started crying, calling his 

name and asking to see him. Upon seeing doctor, she told him she wanted money to go to the 

market to buy ingredients and cook for him her husband (doctor). Accordingly, DL Abdulai 

replied that his wife would not go to the market naked. Consequently she obliged to wear 

clothes and according to Dr Abdulai, he went home, brought some of the wife's dresses for 

this woman which she wore. He then gave her money from which shetook and subsequently 

went to the market. This day was said to have marked the beginning of her recovery as she 

never Was nude again; getting better and better as each day passed. 

At the time of this interview with her, she was very sound; reported to be in attendance of all 

social functions such as funerals, weddings and naming ceremonies except under 

circumstances where she was physically not well. She intimated that occasionally, she still 

visited her family house but refuses to live with them. She is now above 60 years and has two 

of her children still alive and who occasionally visit her at the Shakhinah facility. At the time 

of this visit, although she had had malaria the previous day and still treating it, her room was 

very neat and well organised. ., 

When asked why she would not go over to live with her sons she explained that, once upon a 

time, whilst with the son on a visit, she. went collecting sheanuts and in the process got 

missing. For threedays the son sent search parties after her. On the third day when she was 

found, the son wept bitterly for her. She since then decided she would stay at the facility and 
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not with the sons because she did not want to be a burden on them. She insists that she is very 

happy and comfortable at the facility with her husband (Dr Abdulai). 

As to whether it is the potency of the evil spirit kept in the victim to cause the condition that 

has diminished or that it is the inflictor that has probably died or reversed the condition; it is 

unknown. What is only known and ascertainable is the fact that this woman at one point was 

mad but is now mentally relatively sound again. 

4.4.3 Association of Mental Disability to Biological Factors 

Although several respondents (23.0%) of patients and 16.0% of s associated causation of 

their conditions to biological factors, when asked to explain the reasons for this association, 

. no meaningful responses were given. It was however believed that substance abuse and 

alcoholism run through families and blood lines and the possibility existed that some 

alcoholics might have inherited such tendencies from some parent or grandparent. A few s 

however insinuated that their patients had had measles or were sickle cell victims and had 

consequently developed the mental condition from these. It was also intimated that there were 

others with traces of epilepsy in their lineage and from which the patient inherited the 

condition. No clear case was however encountered where mental disability of a respondent 

was connected to previously similar conditions in their family line. 

4.4.4 Association of Mental Disability to Drug/Alcohol Abuse 

., 
As stated earlier, patients' association of causation to Drug/Alcohol Abuse formed 28.75% 

whereas care givers/close relatives' perceptual association to same causation was 24.5%, the 

percentage differentiation notwithstanding, there was significant acknowledgement of the fact 

both by care givers/close relatives as well as patients themselves that, intake of drugs and 

alcohol formed a: significant causal factor. Two major motivational factors for the intake of 
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drugs and alcohol were discovered through interview as; peer group influences and intake to 

induce hardworking capabilities. 

Some farmers who admitted using drugs such as wee, tobacco and cocaine explained that, the 

intend with which such drugs were earlier used was to enable them work longer hours 

without getting exhausted. In time however, as their systems became addicted to the drugs, 

they needed larger doses at any point in time to gain the minimal stamina required for longer 

hours of work until the usage of such drugs overtook them and resulting to their current. 

conditions. 

On the aspect of peer influence, several students who admitted administering hard drugs .and 

alcohol prior to the development of their conditions acknowledge that, they used such drugs 

and took to alcohol purely on the grounds of ignorance and influence from peers. Such 

students intimated that, theywere made to belief that intake of these drugs made one brighter 

and able to absorb quickly the contents of study materials. The menace caused by the intake 

. of hard drugs arid alcohol however seem to be on the increase gathering from the impressions 

and concerns from interviewees. 

The factor of built environment cannot be ignored however in considering the increasing role 

of the alcohol/drug menace in the causation of mental disorders in cosmopolitan societies. 

The proliferation of drinking spots in every corner of the study area despite its Muslim 

. dominance coupled with the absence of stri,ct regulation on the consumption of alcoholic 

beverages makes access to such substances unlimited. The sachet-packaged portability of 

several brands of hard liquor also further increases access and abuse as intake cannot be 

monitored even if with conscious efforts by spot operators. The increasing national influx of 

such hard drugs as cocaine and Indian hemp unmonitored also contributes to the access scale 

to these drugs by young people especially in cosmopolitan regions; the results of which are 
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increased crime and deterioration of social order as well as growing incidences of mental 

disorders. 

Stakeholder interviews and discussions also suggest that besides the availability and easy 

access to hard drugs and alcohol, circularity has rendered religious and cultural values 

meaningless amongst younger generation who tend to adapt to circular lifestyles resulting 

from the rapid urbanisation and multimedia access. Religious leaders, it is also argued, have 

relented. in their mandated role to imbibe moral aptitude in their followers. "To restore 

sanity" in the words of one of the key informants to this study, there is an urgent need for 

collaborative efforts by religious institutions, government agencies and public-private 

partnerships to regulate the availability, access to, and consumption of hard drugs and 

alcohol. 

4.4.5 Association of Mental Disability to Accidents 

Causal discoveries of the study as pointed out earlier suggest that 22.3% and 19.1 % of 

patients and care givers/close relatives respectively associated causation to accidents. 

Explanation of causal association of mental disability to accidents was mainly in reference to 

road traffic accidents. It is believed that severe head injuries during road traffic accidents 

could often lead to brain damage and hence disabling the victim's psychological potentials. It 

was. also argued that, accidental crushing of one's head against a solid object during seizures 

of persons with epilepsy could also result inblood seepages into the brain thus rendering the .' 

victim mentally disabled or completely mad. 

! 

It is however also important to note that, in discussing accident as a causal factor in mental 

disability, some respondents sought to intimate that the accidents that their patients were 

involved \¥ere either spiritually precipitated or alcohol induced (drunk-driving/riding). This 

argument thus seek to suggest that there exist some form of perceptual beliefs amongst the 
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patients interviewed in this study fell under this custodial category, it must be stated however 

that despite the generic custodial categorisation, there existed very diverse forms and quality 

of care extended to these patients under family custody. Except for patients under 

institutional custody who received a relatively uniform care system, those under family 

custody received very differential treatments ranging from the good to the bad and to the 

ugly. The unlucky ones though under family custody lived a life of abuse and solitude as a 

result of stigma whilst some were compelled to live a partly vagrant lifestyle; sleeping at 

home but begging on the streets or scavenging for food during the day as a means of 

livelihood, as a result of family neglect. 

The third custodial category, the "nature cared for" category refers to those whose families or 

close relatives had completely abandoned them to their fate. For this category of patients, 

vagrancy and wildness had become the mode for survival. They sleep and fend for 

themselves as nature dictates; the reason for their. reference to as "nature cared for". 

Although, the families of some of the patients under this category were very well known 

within the community, they seemed not to care about the welfare of these patients neither did 

they pay heed to the derogatory comments taunted about them and the conditions of their kin. 

Thanks to the efforts of the Shakhinah outreach programme however, all these mentally 

disabled persons on the streets of Tamale <l:re provided with a nutritious hot lunch on a daily 

basis. 

It must however be noted that, although patients within this custodial category did not mostly 

. fall within the target population in this study as a result of the fact that many of them never 

got to visit the psychiatric unit (the basis for inclusion in the study), they formed an 

overwhelming majority of persons with visible typical manifestations of mental disabilities in 

the study area were therefore observed and studied for purposes of comparison. As a result of . 

their numbers, they are found practically everywhere in the metropolis; and one really 
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wonders if all these numbers originate from within the metropolis or the region and the result 

implications on human capital for development. 

The differential treatment of patients and the gender categorisation of it are further discussed 

in the succeeding pages of this work. It must however be emphasised that, it is the considered 

view of this study that, although the mental health act (2010) is yet to be practically 

implemented although passed, its custodial regulations 'already requires review that provides 

stricter measures that compel families to be responsible for their kin with mental disabilities, 

, 4.6 Socio-Culturally Suggestive Manifestations Of Mental Disability 

There is no consensus as to what socio-cultural manifestation suggests mental disability in 

this study area. More so, whereas specific types of mental disabilities such as schizophrenia, 

dementia or depression are identifiable by specific presenting clinical manifestation, there are 

however no socio-culturally conscious manifestations that are identifiable to specific mental 

. disability types .. It is instructive therefore to note that, aside' the broad traditional 

categorisation of mentally disabled into the Djera, Chelsi and Yinyai, there are no specific 

type divisions within the Yinyai such as exist in the case of its clinical counterpart. 

Generally however, it is said that, each individual within the community has associated 

behaviours which usually are known to most members of that community. Deviations from 

these known individual behaviour characteristics form the basic suggestive factors for 

, association with mental disability. Thus, sudden violent behaviours or moody withdrawal 

from activity often accompanied by intermittent hallucinations, previously unassociated 

traits to the individual in reference are said to be a common sign of unset of mental disability. 

For many of the respondents in this study, this attribution was reported as the basis for which 

they were taken for psychiatric assessment and proven to have developed a condition. 
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Ironically, there are people within the same society who are noted from childhood to be 

frequent meters of violence against family and other community members but who have 

never been considered to pass for mentally disabled. These categories of persons have 

however only been described as disrespectful, violent, vicious or evil minded, and their 

behaviours associated to God given character traits or attitudes and thus are just simply 

ignored. On the contrary however, where a previously calm and gentle member of society 

showed tendencies of violence or vice versa, then onset of mental disability is opined even 

before official diagnoses are carried out. 

The above notwithstanding, common visible associative traits for determining unset of mental 

disability tendencies include but not limited to; sudden weird attitudes such as scavenging, 

silly giggling (laughing to one's self and at nothing in particular), verbigerations (always 

talking to no one in particular with repeated incomprehensible words and gestures) looking 

unkempt and general portrayal of personality withering previously never characteristics 

associated with such individual in the community. 

Despite these general culturally associative manifestations to mental disability, there is no 

direct linkage between manifestation and type of condition prediction unlike is the case with 

clinical manifestations. There is no clear cultural distinction between specific conditions such 

as mood disorder, schizophrenia, depression or stress and the like. Mental disability is mental 

disability to them. 
., 

4.7 Causal Perception and Resultant Preferred Treatment Options (help-seeking 

behaviours) 

As a socially constructed concept, the interpretation of behaviour as mental illness have been 

significantly informed and given legitimacy by the common-sense knowledge within society 

and so has help-seeking. Naturally, it is expected that there should be a correlation between 
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causal perception of any event of society and resultant choice preferences in resolving, 

mitigating or possibly reversing the impact of the event as well as avoiding the replication of 

same or similar events where they are undesirable since perception forms the basis of all 

human behaviours. Differential perceptions are therefore expected to differentially influence 

attitudes correspondingly. 

4.7.1 Patients' Causal Perception and Relationship with Help-Seeking 

The results of the study showed that, there existed a positive correlation between what was 

believed to be cause of mental disability from patients' perspective and first place of call for 

help. This correlation was however complex when comparison was made with places where 

further help was sought. As established and set out in table 4.9 above, dominant causal 

association by patients was at 28.7% for drug/alcohol abuse affiliation, 22.3% accident, 

23.4% biological factor affiliation and 18.1% spirit affiliation. Of course naturally, it is to be 
. I 

expected that, except for circumstances where spiritual forces were believed to be associated 

to the cause of an ailment, the ultimate place to go for treatment would normally be to a 

hospital. 

From the above breakdown of perceptual association of causation, a relationship was 
I 
I 

sketched to the first places of call that patients sought help from. As high as 76.6 cumulative 

percentage was recorded for patients whose first place of call was the hospital be it general or 

psychiatry, at a 38.3 percent at par for both general hospital and psychiatric hospital ., 

visitations as shown in the table 4.10 below. 
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Table 4.11 Patients' Place of first Call for Help 

First Place of Call for Help 
Cumulative 

Frequency Percent Percent 
. General Hospital 36 38.3 38.3 

Psychiatric Hospital ·36 38.3 76.6 

Traditional Healer 15 16.0 92.6 

Church 4 4.3 96.8 _. 
97Jf Other 1 1.1 

- 
Mallam 2 2.1 100.0 
Total 94 100.0 
Source: FIeld data, July, 2013. 

Further, only a cumulative percentage of 22.4 percent of patients sought help from spiritually 

related places, with a breakdown of 16.0 percent from traditional healers, 4.3 percent from 

the church, 2.1 percent from mallams with a 1.1 percent from other unknown sources. 

The complexities of this correlation however begun to set in when comparison was made 

between patients' causal perception and s' /ciose relatives causal perception vis a vis first 

places of help seeking. These complexes resulted from the background that· causal 

perceptions of patients significantly differed from care givers/close relatives and also the fact 

that care givers/close relatives often were final decision makers when it came to where and 

where not to seek help from. Obviously, it was thus evidenced by the 22.4· percentage 

reliance on spiritual sources of help that more patients than the number actually 

acknowledging spiritual precipitation in the causation of their conditions actually relied on 

spiritual help as first .resort probably influenced by care givers/close relatives' perceptual 

convictions. This is indicative by the fact that whereas only 18.1 percent of respondents 

associated the source of their condition to spiritual causation (check table 4.9), an extra 4.3 

percent more patients actually resorted to spiritual sources of healing (see table 4. II). 
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Could this 4.3% margin be the possible result that all respondents who associated causation 

of their conditions to other factors either than spirit, drug/alcohol, accident or biology 

resorted to spiritual sources of help, given the fact that this category of "other" composed 

4.3% of respondents. and which was exactly the percentage gap between spiritual causal 

association and spiritual help seeking? Could this situation also be that not exactly all (4.3%) 

respondents associating causation to 'other' factors actually sought spiritual help but rather a 

combination of respondents from the 'Don't Know' and 'Other' categories? Or could it also 

have been a speculative possibility that more respondents than admitted spiritual precipitation 

to causation of their conditions actually had this belief but were shy to admit this for fear of 

being perceived as a "non-believer" in the faiths they had earlier ascribed to (being Musiim 

or Christian), taking into consideration the hindsight knowledge that traditional worship was 

very widespread in this area; with patronage from both Christians and Muslims although 

official census records suggested Islam as the predominant religious practice? 

Although the above speculative causal correlates to first place of call were not specifically 

verified in this current study,· a cross tabulation of patients perception and places where 

further help was sought provided a clearer picture of what general social-cultural perceptions 

were on causation of mental disabilities and where actual confidence was reposed for help, 

depictive from the underlying multiple help seeking behaviours of patients and their care 

givers/close relatives. 

4.7.2 Multiple Help-Seeking Behaviours of Patients 

A core revelation from this study was the fact that majority of respondents were engaged in 

multiple help-seeking behaviours. Multiple help-seeking is used herewith in reference to 

.solicitation of help (treatment) from more than one help giving facility. The multiplicity of 

help seeking seem to have resulted from the conflicting differential causal perceptions 
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between patients and care givers/close relatives as well as social influerices emanating from 

families of other patients. The study revealed that 55 respondents (58.5%) had sought help 

from elsewhere either than their first place of call. The remaining 39 respondents (4 L5%) 

were reported not to have sought any further help elsewhere either than that which they were 

provided with at the first place of call. 

This large number of patients who had not sought further help elsewhere was however 

surprising; taking into consideration patient's responses on level of satisfaction about care 

received at first places of call. It is therefore probably the case that some patients resigned 

their conditions to fate or were probably refused any further support from family to enable 

them receive supplementary help for their conditions since care givers/family formed the 

resource base for help seeking. 

The study revealed that only 33.0 percent of respondents acknowledged that the help 

provided at the first place of call to a large extend helped in remedying their situations. For 

19.1 percent of patients, help provided at first place of call made no difference to their 
. . 

conditions whilst 4.3 percent of patients reported that, help given at the first place of call 

actually worsened their conditions. These details are as set out in the table 4.12 below: 

Table 4.12, Patients' Level of Satisfaction with Help Provided At First Place of Call 

Level of Satisfaction Frequency Percent 
To a Large Extend 31 33.0 
To a Little Extend 40 42.6 

.r 

Made no Difference 18 19.1 
Worsened My Condition 4 4.3 
Don't Know 1 1.1 
Total 94 100.0 
Source: FIeld data, July, 2013. 
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These revelations thus point to the fact that fewer patients than reporting satisfactory help at 

first place of call actually received required satisfaction. It is also suggestively possible that, 

the impressions created by responses elicited in this regard could have resulted from 

misrepresentation in translation of questions to respondents or interpretation of respondents' 

responses from the local language to English and vice versa. Whichever the case, the 

evidence point to the fact that, there remained at least, about 10.5 percent of patients who· 

wished they had further help but however had not the opportunity to. 

In the multiple help-seeking behaviours of the 55 patients however, it was observed that 39 

. '. . 
(70.9%) of patients resorted to spiritual sources of help with 23 (59.0%) patients from that 

number opting for traditional healers, 13 (33.3%) opting for mallams and with 3 (7)%) 

resortingto churches for healing. The small number of church reliance was understandable on 

the basis that the study area is Muslim dominated. A sex distribution analysis of further help- 

seeking also revealed that more males (87% of the 23 patients) resorted to traditional healing 

whilst more females (100.0% of the 13 patients) resorted to mallams and the church (66.7% . 

of the 3 patients). Thus for a fact, 41.5 percent of all patients actually reposed confidence in . 

spiritual. sources for healing and consequently sought help from these sources although face 

value impressions from first place of help would suggest contrarily. This significantly shows 

a strong positive correlation between care givers/close relatives' belief in spirit root causation 

(32%) and influence of patients', resultant resort to spiritual sources of healing (41.5%) . 

. , 
Digging into the underlying reasons for which patients sought further help from certain 

specific places, it was discovered that there existed a kind of cooperative inter-family support 

systems amongst families or relatives of persons with mental disability. As many as47.0% of 

respondents intimated that, the specific places where help was further sought Was based on 

advice from another patient('s)/family. Only 6% was on recommendation from a hospital; 
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with 2% from television advertisements and 45% on recommendation from other members of 

the patient's own family. This is depicted in the figure 4.6 below: 

Figure 4.5, Reasons for Choice of Specific Place of Further Help 

Pie Chart 

Television Adverts 
2% 

Referral from 
Hospital 

another 
Patient('s)/family 

47% 

The discovery of the existence of this kind of social relationship points to giving credence to 

Source: Field data, July, 2013. 

the notion of communal mutuality of welfarist attitudes amongst people experiencing similar 

social conditions in most African cultures. 

4.7.3 Care givers/Close Relatives Causal perceptions and Relationship with Multiple 

Help-Seeking ., 

Care givers/close relatives play very significant influential roles in determining the day to day 

comfort or otherwise of their patients. It is undoubtable that in time of sudden seizures when 

patients are overtaken by the presenting features of their conditions, the ultimate decision on 

where to seek help lie in the bosom of care givers/close relatives. Moreover, it is deductive 

from the statistics available that, (see table 4.16; indicating minimal patient's involvement in 
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income generation activities), resources (financial and material) for seeking help, be it for the 

first time or the. multiplicity of it, largely depended on care givers/close relatives. It thus 

suggestively implies that care givers/close relatives' choices of places of help-seeking we're 

largely unquestionable. 

As established earlier, care givers/close relatives' causal beliefs differed significantly from 

that of their patients. As should be expected, differential beliefs gave rise to uncertainties in 

convictions for action. These uncertainties were usually compounded by the fact that no 

medical tests were ever conducted to ascertain any true causal affiliation of patients' 

conditions. From observations at the Ti Sampana unit, prescriptions for medication for both 

new and old cases (as practically observed during the study) were usually purely based on the 

narration of symptomatic features as presenting on the patient prior to hospital visitation. The 

absence of scientific clinically diagnostic mechanisms for establishing the direct causes of 

each unique individual patient's condition thus gave thrive to the entrenchment of the 

differential causal perceptions between patients and care givers/close relatives and which 

consequently often resulted in the multiplicity of help seeking. 

It is suggested by this research that, care givers/close relatives'. causal perceptions were 

usually formed subsequent to failure to draw satisfactory remediation from first places of call 

resulting from patients' causal perceptions. An appreciation of care givers/close relatives 

. causal beliefs are set out in the figure 4.7 below: The cylindrical chart below vividly depicts 

the differential causal association that care give~s/close relatives believed were affiliated to 

their patients' condition. From the chart, whereas 34.0% of care givers/close relatives 

affiliated causation to spiritual precipitation, only18. J % of patients (from table 4.9) believed 

in this causal association amongst others. The influence of this variation in belief was thus to 

be seen reflected in the choice of places for further help. 
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Figure 4.6 Care Givers/Close Relatives' Causal Perceptions 

Cylindrical Chart 

• Percent • Frequency 

Don't Know 

Other 

Biological Factors 

Accident 

Drug/ Alcohol Abuse 

Spiritual 

Source: Field data, July, 2013. 

A cross tabulation of care givers/close relatives' perception against places of further help 

produced the following revelations as in figure 4.8: 

Figure 4.7, Care Givers/Close Relatives Perception and Place Where Further Help Was 
Sought Cross Tabulation 

places of frtrtfrer help sought 
Cylindrical Chart 

• Traditional Healer • Psychiatric Hospital • General Hospital 

.r ., 

4 

2 
5 

4 

4 
4 

2 3 4 5 6 7 8 9 

Source: Field data, July, 2013. 
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As depicted from the figure 4,8 above, although spiritual sources of healing was sought for in 

all categories of cases, this was much prevalent in the case of suspicion of spiritual affiliation 

to the cause of the condition. 

To enable a pictorial appreciation of the complexities of schemas and perceptual 

considerations as well as the biases that.usually influenced decision as to where or where not 

to seek help, for persons with mental disabilities or their care givers/close relatives, a 

multilayer perceptron analysis was carried out matching care givers/close relatives causal 

perceptions with places where further help was sought. 

For purposes of elaboration, the multilayer perceptron neural network algorithm (MLP) is an 

artificial neural network algorithm based on the functional principles similar to the structure 

and organisation of neurons in biological brains and thus emulates the microstructure of the 

human brain to achieve similar processing abilities and is often used in solving artificial. 

intelligence problems. A multilayer perceptron maps the relationship that is implied by 

available data categorised into input and output variables such that the data moves in one 

direction from input nodes through hidden layers of nodes and to the output nodes. 

In the human brain there are simple processing units known as neurones. A neurone usually 

does two major things; it activates (fires) and may be denoted by '1' or remains inactive, 

denoted by '0'. 'Arguably, the human intelligence, knowledge and perceptions are encoded at 

the connections between these 'neurones. The connections between these neurones are ., 
referred to as synapses. These synapses are often modelled as matrices of numbers that is 

called weights (synaptic weights). Positive weights indicate excitation and negative weights 

indicate inhibition. 

eurones can be modelled as a simple input-output device, linked together in a network .: 

Input is received from neurones found lower down a processing chain, and the output 
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transmitted to neurones higher up the chain. When a neurone fires, it passes information or 

messages (input) to the next group of neurones up the processing chain. These messages may 

assume the form of excitation (which increases the likelihood of the next neurone in the chain 

to fire); or may assume the form of inhibition (which decreases the likelihood of the next 

neurone to fire). The message may also assume a potentiation form, adjusting the sensitivity 

., of the next neurones in the chain to excitation or inhibition (known as the learning 

mechanism). 

Generally, in multilayer perceptron analysis, data presented at the input layer is multiplied by 

the weight layer, processed by the output layer nodes and presented as neural nets mapping 

inputs to output. This is depicted by the following multilayer perceptron analysis of causal 

association and help-seeking decision in figure 4.9 below: 

Note: deep-blue lines represent synaptic weights <0; whilst faint lines represent synaptic 

. weight >0. 

The figure 4.9 above has been derived from an analysis of responses to questions 22 and 32 

of the study set out in the individual questionnaire schedule employed in this study. The said. 

questions were set as follows: 

Q22. What does your carer/close relatives say are the causes of your condition? 

Spiritual [ ]=1 Drug/Alcohol abuse [ ]=2 Accident [ ]=3 Biological factors [ ]= 4 
Other [ ]=5 (specify) Don't Know [ ] =6 

., 
Q32 If yes, where did you seek this further help from? General 
Psychiatric Hospital [ ]=2 Traditional Healer [ ]=3 Church [ 
Specify Mallam [ ]=6 Not applicable [ ]=99 

Hospital [ 
]=4 Other [ 

]=1 
]=5 
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Figure 4.8 Multilayer Perceptron Analysis of s' Causal Perceptions and Choice of Place 
of Further Help Schema Relationships 

Synaptic Weight> 0 
- Synaptic Weight < 0 

Hidden layer activation function: Hyperbolic tangent 

Output layer activation function: Softmax 

Source: Field data, July, 2013. 

The multilayer perceptron analysis above provides a pictorial appreciation of the complex 
.r 

mapping processes in the brain during decision making associated with specific knowledge 

schemas (perceptions) and choice biases thereof. The network information and model 

summary tables as following give details of processual functional factors in the perceptron. 
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Table 4.13 Multilayer Perceptron Network Information 

Network Information 

6 Number of Units 
Activation Function 
Error Function 

care givers/Close 
Relatives 
Perception About 
Cause of Patients 
Condition 

Input Layer Factors 

Output Layer 

Number of Units" 
Number of Hidden Layers 
Number of Units in Hidden Layer 1 a 
Activation Function 
Dependent Variables 1 

6 
1 
5 

Hidden 
Layer(s) 

Hyperbolic tangent 
Places Where 
Further Help Was 
Sought 

SoftmaX: 
Cross-entropy 

a. Excluding the bias unit 

Table 4.14 Multilayer Perceptron Model Summary 

Model Summary 

Training Cross Entropy Error 105.399 
Percent Incorrect Predictions 61.4% 
Stopping Rule Used I consecutive step(s) 

with no decrease in 
error 

Training Time 00:00:00.124 
Testing Cross Entropy Error 34.571 

Percent Incorrect Predictions 50.0% 
Dependent Variable: Places Where Further Help Was Sought 

a. Error computations are based on the testing sample. 

It must be again stressed that whilst the rruiltilayer perceptron model diagram may visually 

look very complex and difficult to understand and interpret it appropriately however makes 

appreciative the complexity of the relational correlates in making choices of sensitive social 

issues especial where there exist conflicting opinions on such issues. 
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4.8 Causal Perception and Impact on Societal Attitudes Towards Mental Disability 

As established in earlier pages of this study, perception plays pivotal roles in determining and 

shaping the day to day conduct of individuals in society and also influences significantly the 

peoples' responses to differential stimuli. Societal attitudes no doubt are a composite 

reflection of the customs, traditions, norms and beliefs of society and so does perception and 

belief systems within any given society form the foundation for stigma formation or positive 

.. inclinations for persons with mental disabilities. 

Societal attitudes in this study were categorised into two; attitude of s and close relatives and 

attitudes of persons outside the patient's family. 

4.8.1 Attitude of care givers/Close Relations towards Patients and their Conditions. 

Care givers/close relatives of respondents form the majority of persons who very often come 

into close contact with respondents in their day to day copings with their conditions. It is also 

s and close relations that are the first to get to know about the conditions of their patient, the 

. sources of the conditions and the history of how respondents have coped over the period 

since the development of their conditions. care givers/close relatives therefore form the 

essential group that are tasked with the responsibility of ensuring that the basic needs and 

appropriate care are provided for their patients. 

The attitudes and predispositions of care givers/close relatives go a long way to affect the 

emotional stabilityof a patient and also .form a catalyst to the patient's rate of recuperation. It 

is however important to note. that, attitude is only displayed observable in the actions and 

reactions, gestures, postures and reflex responses of individuals to situations and stimulus 

emerging f~orn the individuals environment and in relation to specific events at a point in 

time. 
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The study thus sought to uncover whether care givers/close relatives were ashamed of been .... 

associated with their patients as a result of what the social environment perceived as the 
. . 

causes of the patients' condition. 'this objective of the study relevantly sought to establish a 

. causal relationship between impressions of a carer about his/her patient and the quality of 

care that was provided for such patients. This was with the hindsight assumption that, the· 

better and positive the impressions of a carer on his/her patient, the better the care provided to 

the patient and resultantly, the better, kinder more considerate the reciprocal predispositions 

of neighbours towards the patient for the sake of the carer/close relatives; and which 

reciprocity was often a factor of the social class of the said carer/close relatives. 

Thus, the study revealed that 22 of the 94 respondents (23.4%) acknowledged that close 

relatives sometimes exhibited attitudes that gave indication that they (relatives) were 

ashamed to be related to them (patients). However, 70 respondents (74.5%) gave indication 

that if close relatives were ashamed of their conditions, they (close relatives) never showed 

signs of that feeling, whereas 2 respondents (2.1 %) did not know if close relatives were 

ashamed of being related to them (respondents) or not. 

The study further uncovered that, attitudes depicting close relatives' feelings of shame about 

respondents' mental conditions were often exhibited during occasions when important friends. 

or visitors of close relatives were around and/or during festive occasions such as naming and 
'. , . . 

wedding ceremonies; when several important visitors were expected to be. visiting the homes 
., 

where respondents also lived. Through interaction with respondents it was revealed that 

during such occasions or visits, respondents were either restricted .to their bedrooms until 

such occasions were over or until such visitors had left the house. For some respondents, they 

would usually be sent on unnecessary errands that were often expected to keep the respondent 

busy or out of sight until the visitor(s)had left .. 
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For some respondents however, the force of these negative attitudes of relatives were 

exhibited through constant repetition and reminder of patients about their uselessness in life, 

how much shame they had brought to the family, regular insults and beatings at the least 

excuse and occasional denial of meals for destroying something whilst in some kind of frenzy 

or violent mood as a result of a peaking of their conditions amongst others. The expressions 

in such patients' mood as they recounted their experiences, absent the presence of their care 

givers/close relatives were often reflective of sorrow, hopelessness and regret about their 

conditions. In a few circumstances as recounted by some patients, they had to run away from 

home and lived on the street for a time as a result of ill-treatment before they were later 

returned to their.families by family friends. 

The impact of care giving in reposing self-confidence in patients was easily observable in the 

jittery or otherwise attitudes of patients when sensitive questions were asked in the presence 

of their s about the kind of care they patients received. It was observed amongst several of 

the patients who reported mal-treatment from close relatives that, on occasions where close 

relatives were present in discussions, there was usually indicative exhibitions as though there 

was very close caring relationship between patient and carer. There was usually evidence of 

fear and uncertainty in patients' facial expressions as they often were never sure what 

responses would incur the wrath of their care givers/close relatives after the researcher was 

gone. They often avoided eye-contact with their care givers/close relatives at the most times. 

4.8.1.1 Relationship between Household Si~e and care givers/Close Relatives Attitudes 

As aresult of the principle of reciprocity in many Ghanaian cultures, it.is generally expected 

that, the larger a household, the better its members' access to care in times of need for the 

reason that, all things being equal, there would be more hands to contribute help and 
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resources towards care giving. This study thus sought to discover if differential household 

sizes mattered in determining s' attitudes towards their patients. 

The study revealed however that, across household sizes, there were traces of care 

givers/close relatives who were negatively predisposed to their patients. It was also 

discovered that more patients within very large households (37.9%) were involved in income 

generation as compared to those in smaller households. Since involvement in income 

generation is a factor for receiving quality care it was therefore not surprising to find that less 

patients in larger households experienced negative attitudes from care givers/close relatives 

as shown in the table 4.15 below: 

Table 4.15 Household Size and Close Relatives' Attitude Cross-Tabulation 

Close relatives Household Size of Respondents 
ashamed to be related Very 

with patient Single Small large Large Total 

Yes 6 7 4 5 22 
No 3 28 15 24 70 
Don't Know " 2 0 0 0 2 
Total 11 35 19 29 94 
Source: Field data, July, 2013. 

Although the statistics above seek to suggest a relatively even distribution of the various 

associative attitudes in this research, more patients in smaller households tended to 

experience. negative attitudes from their care givers/close relatives as compared to those 

within larger households. ., 

4.8.1.2 Patient's Involvement in Income Generation and Close Relatives' Attitude 

n individual's access to a regular source of income is an important determinant factor and 

influence to the kind of care that one can access in times of need. It is generally believed that 

money can buy friends and care (irrespective of the physical looks or condition of its bearer), 

125 

www.udsspace.uds.edu.gh 

 

 

 

 



even ifsuch friends and care are not genuine andfaithful. This study thus sought to assess 

patients' access to and involvement in income generation and the relationship and influences 

on care givers/close relatives' attitudes, (see section 4.2.4 for breakdown of patients' 

. occupational distribution details). 

The study discovered that there existed a positive correlation between patients' access to 

income and the kind and quality of care extended to such patients by their close relatives. It 

was observed that only 4.0% of patients (lout of 25 patients) who were involved in income 

generation activities faced any discrimination or indication of shamefulness from care 
. . . 

givers/close relatives. The rest of the 22 (96.0%) of respondents who reported experiences of 

ill-treatment were persons who were not involved in any income generation and had become 

absolute dependants on their care givers/close relatives. The table 4.16 below presents a cross 

tabulation of this income - attitude correlation. 

Table 4.16 Patient's Involvement in Income Generation and Close Relatives' Attitude 
Cross- Tabulation 

Close relatives ashamed to be 
Patient Involvement in Income 

Generation Activities 
related with patient 

Yes No Total 
Yes 

. 1 21 22 
No 24 46 70 
Don't Know " 0 2 2 
Total 25 69 94 
Source: Field data, July, 2013. 

It is thus conclusive by the evidence available that, access to income by persons with mental 

disability significantly and positively correlates with better care received by such mental 

patients as well as attitudes of care givers/close relatives towards them. 
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·4.8.1.3 Gender Categorisation of Close Relatives' Attitudes towards Patients 

Digging deep into the gender categorisation of persons that showed the most tendencies of 

shame in relatedness to persons with mental disability, it was observed that males generally 

were recorded as being abusive of persons with mental disability with fewer tendencies from 

females. This is depictable in the table 4.17 below: 

Table 4.17 Gender Categorization and Close Relatives' Attitude Cross-Tabulation 

Close relatives 
Gender categories that display most signs of shame that close 

ashamed to be 
relatives have a mental condition 

Males Females related with . , 

patient Young Elderly Young Elderly across across 
Male male female female ages ages Total 

Yes 6 1 1 3 8 3 22 
No 0 0 0 0 0 0 70 
Don't Know 0 0 0 0 0 0 .•. 2 
Total 6 1 I 3 8 3 94 
Source: Field data, July, 2013. 

From the table 4.17 above, although itis indicative that, males across ages (8 out of 22) were 

reported to exhibit the highest forms of negative attitudes towards relatives with mental 

disability; younger males (6 out of 22) were however to be associated most with this 

character on the grounds that, younger males also formed a part of males across ages. There 

is thus need for conscious efforts targeted at this category of persons in programmes of 

education to dissociate them from these tendencies. 

4.8.1.4 Attitude of, and Relationship between Patients and Persons outside Patients' ., 

family/close relations 

Man is a social being and cannot therefore survive in isolation especially when conditions . 

unplanned for make one susceptibly to vulnerability. Although societal attitudes no doubt are 

a composite reflection of the customs, traditions, norms and beliefs of society, it is also 
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believed that attitudes towards specific persons with disability often than not is influenced by 

the social class to which the affected person belongs. 

The study revealed that, generally people outside patients' close families were cordial and 

understanding in their dealings with mental patients. This cordiality was said to often be 

experienced in the form of regular caring conversations between outsiders and patients and 

generally, considerate behaviours and reception in dealing with patients. Outsider's attitude 

was categorised into cordiality in relationships with patients, understanding, harshness, 

disgusting and unconcerned attitudes. The study observed that 35 patients (37.2%) 

experienced an understanding relationship with people outside their families; 29 patients 

(30.9%) experienced a cordial relationship, 11 patients (11.7%) experienced harsh 

relationships, 8 patients (8.5%) experienced disgusting relationships and 11 patients (11.7%) 

experienced unconcerned attitudes from people outside their immediate families. These 

frequencies are as depicted in the cylindrical chart below. 

Figure 4.9, Outsiders Attitude towards Patients Knowing the Patients' Mental 
Condition 

40 
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u c 30 CU :::I 2S a- 
cu .•... 
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Source: Field data, July, 2013. 
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In the figure above, "series l ' refers to the absolute numbers of patients' attribution of 

outsiders' attitude to any of the specific categorisations, whilst 'series2' refers to the 

associated percentage representation of the absolute figures. 

4.8.1.5 Gender Categorization of Outsiders' Attitudes towards Patients knowing their 

. Mental Conditions 

In every social setting, attitudinal predispositions vary according to gender as a result of the 

differential gender experiences and exposures to life situations. This is not different for the 

case of mental disabilities. Mental disabilities and surrounding issues affect males and 

females differently. The study revealed that elderly females (13 out of 35) were the most 

understanding in dealing with people with mental disability. Males across ages displayed the 

most disgusting (5 out of 8) and unconcerned (6 out of 11) attitudes towards persons with 

mental disability. The table 4.18 below shows a cross-tabulation of gender categorisation 

matched against .outsiders' attitude towards patients .. 

Table 4.18 Cross tabulation of Outsiders attitude towards patient Knowing the patient's 
condition against associated Gender categories 

Outsiders Gender categories of outsiders that displaying the 
attitude corresponding attitude 
towards 

_._---- -- 

patient 
knowing the Males Females 
patient's Young Elderly Young Elderly across across 
condition male male female female ages ages Total 

Cordial 4 3 3 3 11 5 29 
I Understanding 2 6 ,1 13 9 4 

t-._-- 
35 

sh .6 0 2 0 3 0 11 c--- --- 
Disgusting 1 0 1 0 5 1 8 
Unconcerned 

--- 
I 1 0 0 6 3 1 I 

Total 
-- 

14 10 7 16 34 13 94 
Source: Field data, July, 2013. 

129 

www.udsspace.uds.edu.gh 

 

 

 

 



The revelations emanating from this study regarding attitudinal exhibitions towards people 

with mental. disability is but a token reflection of the stigma that the generality of persons 

with disability are faced with. Male dominance in the display of negative predispositions is 

equally not a surprising phenomenon in such cultural settings where patriarchy and male 

infallibility is the practice of the day. 

Moreover, just as males were the most meters of negative and cruel reception to persons with 

mental disability, more males were also the target recipients of such detestable behaviours 

and attitudes. On the other hand however, more females (23 out of 35) formed the category of 

patients that received the most understanding receptions from outsiders. Without malice, the 

logic of such recipient gender disparities could be deductively imputed. 

It is instructive to note that, the study area is Muslim dominated by 84.0 percent of the 

general population and which coincidentally was replicated in the religious categorisation of 

respondents. An analysis of cr~ss-tabulation of both patients and care givers/close relatives' 

causal perception against the sex distribution of patients revealed that the highest causal 

association of patients' condition by sex was on Drug/alcohol abuse. The analysis showed 

that, 19 males out of a total of 23 patients was recorded under the drug/alcohol induced 

causal categorisation for carer's perception analysis and 21 males out of a total of 27 was 

recorded under patients' own causal perception, (see tables 4.10 and 4.9 respectively).· 

Islam is arguably, the most critical religion against alcohol. For an individual to be noted as a 

condonant of alcohol thus immediately draws resentment of a sort from any staunch disciple 

of Islam. Moreover, when at Islamic prayers, it is usually males that are in the front rows and 

closest to the imam whilst females are usually far behind and who often do not even get see 

the imam physically at prayer. Males, by the principles of Islam, are the mandated group of 

beings expected to defend, teach and entrench the principles of the religion; it is therefore not 
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strange going by the evidence available that, more males developing conditions as a result of 

the practice of a vice (alcohol abuse) are resented and ill-treated . 

. Again, although females formed the highest victims of spiritual causation of mental disability 

conditions in the same cross-tabulations used above, (that is 12 females out of a total of 17 

,patients under patients' causal perception and 19 females out of a total of 32 patients under 

care givers/close relatives), the less negative and abusive attitudes towards females can well 

be appreciated if hindsight knowledge is taken of the fact that the practice of traditional 

religion and occult activities rank far beyond officially established statistics in this study area 

with no open condemnation of these practices. It may also be speculatively instructive to note 

that, if young male (both close relatives and outsiders) formed the major category of persons 

to exhibit negative tendencies against patients, then it is possible that reflex emotional 

attraction occurring naturally between opposite sexes could be a factor favouring female 

patients: 

It could well also be that more families are protective of female patients as compared to male 

patients. These assumptions were however not verified in this study and should only be 

considered as speculative guesses except for the fact that a few females who were yet 

unmarried had conceived post-development of their mental conditions, 

4.8.1.6 Correlation between care givers/Close Relatives' Attitudes and Outsiders 

Attitudes towards Patients 
.1. 

Among the northern tribes of Ghana, there exist a common proverb literarily translated to 

mean that, 'the ant that bites you cannot be but inside your dresses'; implying that the nature 

of conduct of an outsider to any individual in a communityis most often than not, facilitated 

by the nature and ways in which persons closest to that individual conduct themselves in 

relation to that individual. The revelations from this study give credence to this saying by 
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virtue of the expositional correlation that was found to exist between care givers/close 

relatives' attitudes towards their patient and the attitude of outsiders towards the same patient. 

Although not absolute, the study revealed that, more patients whose care givers/close 

. relatives expressed attitudes of being ashamed of them were often subsequently subjected to 

harsh and disgusting treatments by outsiders. Similarly, lesser numbers of patients whose 

carer/close. relatives were very understanding and caring to their patients had outsiders 

subsequently exhibiting similar attitudes and behaviours towards these patients. The details of 

these permutations are as set out in the table 4.19 below. 

Table 4.19 Cross-Tabulation of care givers/Close Relatives' Attitudes against Attitudes 
and Behaviours of Outsiders towards Patients 

Outsiders attitude towards Close relatives ashamed to be 

patient Knowing the patient's related with patient 
, 

condition Yes No Don't Know Total 
Cordial 0 29 0 29 
Understanding 6 27 2 35 

-- -- 
Harsh 6 5 0 11 
Disgusting 5 " 0 8 .) 

~~co-ncerned 5 6 0 11 
I Total 22 70 2 94 

Source: Field data, July, 2013. 

From the table 4.19 above, of a total of 22 patients who reported that their care givers/close 

relatives often exhibited signs of being ashamed of them, 16 (72.7%) of them received similar 

negative treatments from outsiders. On the other hand, out of a total of 70 patients whose care 
.r 

givers/close relatives were often positively predisposed to them, only 14 (20%) of such 

patients received contrary treatment from outsiders. The remaining 80 percent enjoyed 

relatively more positive predispositions from outsiders than their few (6) counterparts who 

suffered negative reception from their care givers/close relatives but managed to draw a more 

understanding relationship from the outside public. 
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4.9 Cendered and Status Disparities in Perception and Help-Seeking Behaviours of 

Mentally Disabled Persons and Their Care Givers. 

Gender is conceptualised as a structural determinant of mental health and mental illnesses 

that interconnects with and deepens the disparities associated with other. important 

socioeconomic determinant factors such as social status, employment and income. It is an 

import factor in defining the individual's susceptibility and exposure to mental health risks 

situations : and forms a core of socio-cultural role assignment, access to resources, 

determination of social status and socioeconomic position in society. Indeed, whilst health 

needs of both men and women are crucial; gender issues are real and permeate every facet of 

mental health promotion and delivery (Ghana Health Sector Gender Policy, 2009). 

Gender thus . has significant explanatory power regarding differential perception, 

susceptibility and exposure to mental health risks and differences in mental health outcomes. 

The need for understanding the gender dimensions of causal perceptions, help seeking 

behaviours and the impact of mental disabilities cannottherefore be over emphasized. 

The unique gender specific permutations in both perceptions, help seeking and general 

societal attitudes towards persons with mental disabilities have already by mentioned in 

earlier paragraphs of this work. The following few paragraphs are therefore intended to re 

highlight the gendered mental issues already set out and to draw correlative conclusions 

based on these. 
.t 

4.9.1 Gendered Differentiations in Prevalence and Perceptions about Mental Disability. 

This research set out some definitive parameters from the inception of the study, some 

purposively and others occurring by dint of categorical coincidence and yet others from 

definitive inclusion. From a sample size of 94 respondents,51 (54.3%) were males whilst the 

remaining 43 (48.7%) were females. Within the age cohorts that were set out purposed to aid 
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in the unearthing of its differential roles in influencing issues of mental disability, it was 

revealed. that of the youthful age bracket of 18-39 years, females composed 38 (40.4%) 

whereas males formed 42 (44.7%) of respondents. For the middle age bracket of 40-59 years, 

. 4 (4.3%) were males whilst 8 (8.5%) were females. Finally, only for the lower aged cohort 

was there equal distribution across males and females of 1.1 % at par.· Although the 

occurrences of conditions were relatively even within the various age COhOI1s, it was 

observed that in aggregate terms, more affected persons (85.1 %) were withinthe youthful age 

bracket of 18 .• 39 years. The impact of this lopsided prevalence on literacy rates as well as. 

socio-economic development cannot be over emphasized. 

The socio-economic impacts of the disability, even within this dominant prevalence bracket 

cannot be said to be equal between males and females. It was discovered that whilst females 

were reported to have had more basic education than males (12 females out of a total of 19), 

progressively, more males had had access to secondary (21 males andI2 females)and tertiary 

educated a people are the less superstitious they tend to be. Applying this in view of causal 

. (6 males out of 7) education than females. As established earlier, it is no doubt that the more 

perceptions between male arid female patients, it is realised that whilst moremales attributed 

cause to drug/alcohol abuse, more females attributed cause to spirit precipitation as set out in 

the table 4.20 below: 

Table 4.20 Patients' Perception and Sex Distribution Cross-Tabulation _. 
Patients Perception About Sex Distribution r--_- 

Cause of Condition Male Female Total 
Spiritual 5. 12 17 
Drug/Alcohol Abuse 21 6 27 
Accident 6 15 21 
Biological Factors 13 9 22 
Other 3 1 4 
Don't Know " 0 3 .) 

- 
Total 51 43 94 
ource: Field data, July, 2013. 
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4.9;2 Gender Differentials in Reactions to Mental Disability Issues 

Beyond perception, gender differentiations affect differentially the reactions of individuals to 
news of unpleasant situations that affect them. At onset of mental disability conditions; first 

reaction of the patient upon knowing his/her condition are said to usually go a long way to 

affect the patient's subsequent coping predispositions towards his/her condition. The study 

revealed that where as more males were only in a state of disbelief and regret when they were 
. '" 

first told that they had development mental illnesses, majority of female respondents (15 

females out of 24 respondents) actually went into shock on hearing they had developed : 

mental disabilities. The corresponding frequencies are set out in the table 4.21 below: 

Table 4.21 First Reaction upon Knowledge of Condition and Sex Distribution Cross 
. Tabulation 
r--' 

First Reaction Upon Knowledge Sex Distribution 
of Condition Male I Female Total 

Shock 9 15 24 
Disbelief 13 14 27 
Regret ·12· 9 21 
Suicide Tendencies 6 2 8 
Other 8 2 10 
Don't Know 3 1 4 
Total 51 43 94 
Source: Field data, July, 2013. 

From the table 4.21 above, it is observed that, although more females went into shock at 

learning about their conditions, they however seem to be easily adjusted to their newly 

developed conditions as compared to their male counterparts. This is so in the sense that more ., 
males (6 out of 8) tended to display suicidal tendencies upon knowledge of their conditions 

and beyond. Whereas, very females would contemplate suicide later in life upon the 

development of mental disability, the study unearth through, interviews and stake holder 

discussions that many male victims with rather milder conditions than those completely on 

the street were often in the habit of contemplating and attempting suicide by self poison. Thus 
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it can be said that, the impact of patients' initially being told about their condition generally 

affect males and females differentially; resulting in significantly varying differential 

responses. 

As a resuit ofthe differential impacts of the disability, the study sought further to uncover the 

extent to which the disability differently affected income generation. It was thus revealed that 

more females remained in income generation activities despite their conditions than their 

male counterparts. Thus, whereas 37.2% of female patients remained in income generation, 

only 17.6% of males were still able to take up income generation activities. [t is resultantly 

not surprising that more females than males received better care and positive predispositions 

from society. What is worth of note is the fact all the females in income generation were into 

petty trading whereas the males were into farming and truck pushing. It is also important to 

note the uncommonness of males, to, within patriarchal settings as the cultures in reference, 

engage in petty trade. This category of economic activity is generally considered the preserve 

relatively equal amongst males and females, the impact on the socio-economic and day to day 

of females. It is thus possible that, were males to be socially associative to petty trade, more 

mentaLly disable males would be in income generation 

It thus suffices to generally say that, although prevalence of mental disabilities may be 

lives of the individuals significantly differ on gendered lines. In dealing with issues of menta I 

disability therefore, cognisance must be taken of its gendered differential impacts . 
. , 

4.10 Existing Institutional Support Systems For Mentally Disable Persons in the Tamale. 

Metropolis 

Over the period, several institutions have played variously significant roles in promoting or 

attempting to promote mental health care delivery systems within and outside the Tamale 

metropolis. For purposes of this study, five of such institutions were sampled and relevant 
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staff interviewed to ascertain the roles that they had played over the period, their length of 

existence, institutional mandate, motivation and operational goals of these institutions; 

successes chalked over the period and challenges faced. Though luminal and with the 

exception of the Ti Sampana, contributions made by these institutions in the field of mental 

health over the period have all being intended as supplementary to Government's efforts in 

this field. 

4.10.1 Shakhinah Clinic/Out Reach Prograni (Amashakhinah) 

The Shakhinah Clinic is a private entity, located at Gurugu, about a kilometre opposite 

Agapet fuel Station on the Tamale - St Victor's major seminary road. The clinic operates 

functional medical services as well and outreach welfare servicecare givers/programmes. The 
.. . 

clinic's outreach programme sees to the. feeding of all available mentally disabled persons . . 

resident and around the Shakhinah clinic and on the streets of Tamale at midday daily. 

general duty medical doctor at the Tamale Regional Hospital at the time. According to him, 

The Shekhinh Clinic was founded in August 1992 by Dr David Abdulai Fuseini, then a 

the motivation for the foundation of this clinic and outreach program was to provide for the 

health needs of the poor. This institution was founded at a time when health services in 

Ghana was based on a cash-and-carry system and therefore only the rich in society had access 

to quality health care whilst the poorest of the poor who rather needed these services most' 

resorted to unpredictable traditional and herbal services to the largest extend. , 

Mortality was at a constant rise at the time, the poverty gap kept rising as a result of poor 

health since the majority of the people would either not go to the hospital at all due to the 

absence of cash in hand or would just be denied access to appropriate quality medications 

because those medications could not be afforded by poor patients. 
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In the midst of these frustrations was a highly brilliant, dedicated and hardworking young. 

doctor; the most highly paid general duty doctor in the northern region of Ghana at the time; 

a man of tremendous childhood historical trajectories and against the backdrop of a 

'Hippocrates oath' sworn by medical doctors to protect life. This man, Dr David Abdulai 

Fuseini, haven decided at the time that the only path to true fulfilment in life and upholding 

the "Hippocrates oath" for him, was to resign as a doctor on the payroll of government in 

1991 and setup this charity clinic that provided free health care to the poor and needy; from 

consultation to medication and also free surgical operations. To the period of this research, all 

medical services at this clinic remained purely on charity. 

Thus since August 1992, Dr. Abdulai and the Shakhinah clinic has provided free medical care 

to all manner of persons particularly the poor, the needy and the disabled; accommodation to 

disabled and handicapped persons including mentally disabled persons, as well as food and 

clothing to such persons in reference. Food and water have been daily distributed to mentally 

disabled persons since August 1992 by volunteers on the programme through the principal 

streets of the metropolis and identified locations such as inside the Abuabu market where 

there usually were collections of mentally disabled people. It is interesting to watch how 

volunteers on the programme flow and communicate with these persons on the streets and at 

their places of abode. 

It is however instructive to mention that; over the period, mentally disabled persons who had 

been regular partakers of the Shakhinah supplied meals had come to know at what times of 

the day the food distribution van reached each stoppage point to supply meals. They had also 

come to know the van so well that they often begun to walk towards the van as it approached 

any discharge point daily. 
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To enable a better appreciation of what happens in the field during outreach programmes of 

this organisation, interviews were conducted on field staff. Personal participation and 

observation in the food distribution exercises also provided firsthand experience of daily 

occurrences in the field. It was thus discovered that, on occasions where any mentally 

disabled person was not available at usual base during meal time or where they were found 

asleep at base, the food was usually left on high ground by the field staff for such persons. It 

was explained that, anytime they awoke, they would eat it as long the food was packaged in 

the recognised regular shakhinah format. . 

Unimaginably, although society perceived these persons as incapable of making sense of life, 

it was however interesting to be told that, these mentally disabled persons had come to 

recognise the format in which Shakhinah meals were usually parcelled and supplied; that is, 

in black take-away polythene bags and usually accompanied by two sachets of water. It was 

explained by the volunteers on the programme that, these mentally disabled persons 

. recognised this form of packaging and would not eat any food left behind. for them in their. 

absence or whilst they were asleep; not packaged in this recognised form. 

It is also important to mention that lunch was also supplied on a daily basis to malnourished 

inmates at the Tamale prisons alongside the mentally disabled persons. 

The organisation, besides the provision of lunch to mentally disabled persons roaming the 

streets ·of Tamale; also provided optional accommodation with breakfast, lunch and supper . .r . 

daily, as well as medical services to persons with mental disability for free. It must however 

be added that, although there were mentally disabled persons in residence in the hostels 

provided by the Shakhinah clinic, they were not compelled to either stay or leave. 

Persons came into residence at will and left at will. For instance, there was a woman of over 

70 years with stabilised mental conditions who had lived in Shakhinah for well over fifteen 
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years. It was also reported that at charismas annually, a big party was usually thrown for all 

mentally disabled persons as well as other disabled, vulnerable poor persons who were able 

to find their way to Dr. Abdulai's residence. It was often a day of merry making to ease the 

pressures of their variously unique conditions. 

The impacts of Shakhinah's contribution to mental health in the metropolis have been 

significantly noble and impressive. Currently, several volunteers helping in the cooking and 

distribution of meals are persons that have at one point in life experienced some form of 

mental disability but have been stabilised and are being rehabilitated through this facility. 

There are many others that have been reintegrated into society by the efforts of this 

organisation. 

The organisation is however severely challenged with insufficient resource availability as it is 

a purely charitable organisation and thus depends on the magnanimity of other individuals 

and organisations in and out of the country to run is day to day activities. The organisation is 

further faced with the challenge of limited professionals to attend to patients since all staffs 

are engaged purely on voluntary basis (ie. Without any payments for services provided). 

4.10,2 BasicNeeds Ghana 

To supplement government efforts in providing and promoting mental health, Non 

Governmental Organizations (NGOs), Community Based Organizations (CBOs) and some 

Ci il Society Organizations (CSOs) have over the period taken well-meaning steps in this 

direction. One of such pioneering organizations has been BasicNeeds. 

BasicNeeds is an international development advocacy organisation in the field of mental 

health and which has been operational in the field of mental health education and promotion 

in the Tamale metropolis since January 2002. BasicNeeds has been mainly involved in 
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mental health education and promotion through; training of mental health workers, reaching 

out to familiesabout mental health and providing alternative livelihood supports to stabilised 

persons with mental disabilities and their s as well as partnering with and sponsoring other 

agencies involved in mental health. 

BasicNeeds has also been involved in taking up mental health issues with policy makers such 

as the District Assembly, District Health Management Teams (DHMTs) as well as Ghana 

Health Service amongst others. The object of these interactions has been to advocate for a . 

. change in attitude; policy directions and retargeted attention of mental health and related 

issues. 

As part of its alternative livelihood programmes, the organisation through other agencies, 

provides varied trainings in craftsmanship and other technical and vocational skills as well as . 

credit facilities to stabilised mentally disabled persons in the three northern regions aimed at 

re-integrating mental patients into society. It also provides access to traditional livelihood 

sources in agriculture as a quicker source of income generation for selected stabilised 

patients. It further advocates for and facilitates the return of stabilised patients to their former 

jobs where appropriate. Generally therefore the organisation provides advocacy, alternative 

livelihood sources and hope for persons with mental disability. 

According to the director of this organisation, major challenges faced over the period have 

. included the generally negative attitude of people towards mental disability, low prioritisation 

of mental health, hostile indifferent environments as well as financial insufficiency to meet 

the ever growing new demands. These challenges notwithstanding the organisation still 

marshals on with its advocacy roles 
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4.103 Resource Centre for Persons With Disabilities (RCPWD) 

The resource centre for persons with disability, formerly known as the Cross Disabilities 

Movement (COM), is a collation of various disability groups. The centre emerged in 20 I 0 as 

an off-shoot from programmes by a development advocacy organisation known as Action on 

Disability and Development (ADD). 1t WaS this organisation which in 1998 initiated a process 

that brought together splinter disabled groups geared at harnessing synergies for a common 

course for persons with disability. The ADD sponsored programmes however came to an end 

in 2010 but the movement lived on and reorganised itself into the centre for persons with 

disability. Accordingly, there are four different groups that make up the collation forming the 

centre and which are; the Ghana Blind Union (GBU), Ghana Society of the Physically 

Disabled (GSPD), Ghana National Association of the Deaf (GNAD) and the Association of 

. Parents and Guardians of Children with Disabilities (APGCD). 

Unfortunately however, although the centre is a centre expected to be for all persons with 

disability, its coverage does not include persons with mental disabilities. Reasons given for 

the exclusion of persons with mental disabilities was that, there did not exist any recognised 

union of persons with mental disability and as such could not be incorporated into the centre. 

Moreover, it was argued that, other persons with sight and movement disabilities felt unsafe 

dealing with persons with mental disabilities on grounds that the sudden tendencies of violent 

behaviours in persons with mental disability made them unpredictable . 
. , 

It is evidenced from the membership selectivity within this collation that, even amongst 

persons. with disabilities themselves, there seem to exist some kind segregative negative 

predispositions towards their very differential abilities. It is the considered view of this study 

that, the above is but a mere reflection of the prevailing socio-environmentally precipitated 

perceptions surrounding specific forms of disabilities. The impact and influence of socio- 
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cultural perceptions on a people's acceptance and general response to any stimuli, social 

events or issues cannot be overemphasised. It is thus a recommendation of this study that, 

stakeholders in mental health care delivery must consider drawing together parents or s of 

mentally disabled persons into an association as a base means to their representation and 

having their concerns aired. 

It must however be noted that, not-withstanding the non-representation of mentally disabled 

in this collation, RCPWD is involved in very meaningful and productive ventures geared at 

reducing stigma and improving the lots of other persons with disability that fall within the 

centre's operational coverage. 

4.10.4 Ti-Sampana Pychiatric Unit -:- Tamale 

The Ti-Sampana Psychiatric Unit functions as the regional psychiatric unit of the entire 

northern region. This unit is reported to have started providing psychiatric and epileptic 

services .as early as 1981 with specialist visits from Accra, Pantang and Ankaful psychiatric 

hospitals that provided specialised services on a quarterly or half-yearly basis. It is also 

reported. that, psychiatric services never extended to other surrounding districts within the 

northern region until the establishment and intervention of BasicNeeds in 2002, an 

I 
. I 

I 

international NGO, which has since its establishment been financing and sponsoring the. 
.' . . 
unit's community outreach programmes. Other organisations that have assisted the expansion 

of the services of this unit have been UNICEF, and the World Health Organisation. 

The Ti Sampana Unit from all indications have since served as a referral point for the entire 

three northern regions but has only one psychiatrist in the person of Dr. Sori, who coordinates· 

psychiatric services in all the three northern regions. It is worth mention that the entire 

northern region has only 17 psychiatric nurses with only five of these nurses stationed at the 
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regional psychiatric facility whilst the twelve others have been distributed amongst the 

. various district health facilities in the region. 

The facility receives medicine from the ministry of health's medical stores at Tema and 

provides free medical care services (from consultation to issuance of drugs) to all patients 

reporting to it for care. The facility does not have wards in which to accommodate patients 

and therefore does not provide custodial care services for patients. All patients thus reporting 

to the facility are treated as out-patients. The facility however, as a result of the non- 

admission of patients, conducts occasional home visits as follow-ups on peculiar cases to 

ensure that patients follow religiously, prescribed courses of medication and also to enable 

appropriate review based on patients' reaction to the prescribed medication. The facility is 

also reported to be involved in health education programmes, radio talk shows on mental 

health promotion as well as school health talks besides its normal district to district outreach 

programmes . 

. The facility is however severely challenged with inadequacy of logistics to make the facility 

run efficiently as a regional psychiatric unit and as a referral point. The facility, housed in an 

old structure within the central hospital of Tamale, is bedevilled with inadequate and irregular 

supply of medicines and disinfectants, absence of logistics such as syringes, paper and 

needles; lack of transport/absence/inadequacy of fuel to enable home visits, frequent neglect 

of patients by s which often leads to relapses and or worsening of patients conditions, as well 

a funding problems for implementation of the facility's programme outlines. These are but a 

few amongst the myriad of challenges faced by the regional psychiatric facility. 

To enable this facility operate appropriately as a regional psychiatric unit and as a referral 

point, immediate appropriate steps must be taken to ameliorate the facility's current stature. 
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CHAPTER FIVE 

SUMMARY OF MAJOR FINDINGS, CONCLUSION AND RECOMMENDATION 

This chapter summarises the major findings of the research and draws deductive conclusions 

based on the findings of the study. It also provides a quick recall of the background 

iriformation as well as the objectives of the study and suggests recommendations for bettering 

mental health care delivery. 

5.1 Summary of Major Findings 

The study sought to assess causal perceptions about mental disability amongst people with 

plural cultural experiences and ascertain how these perceptions impact on the general coping 

strategies of affected persons. The study further sought to establish whether existing 

perceptions in any way affected preferred treatment options and other· help-seeking 

approaches resorted to by affected persons and their families. Further, the study was intended 

to establish the differential gender. influences and impacts of the disability on affected 

persons, their families and socio-economic wellbeing. The findings made of this study have 

thus being summarised and set out in the succeeding paragraphs. 

5.1.1 Causal Perceptions Surrounding Mental Disability in the Socio-Cultures of 

Tamale 

Essentially, this study uncovered pre-existing assumptions and perceptions about the how and . 

why people developed mental disabilities. These causal perceptions were categorised into 

.. four main sources; biological, spiritual, acci&nt and drug/alcohol abuse. The study sought to 

establish causal perceptions from two major dimensions; the dimension of the patients 

themselves and the dimension of care givers/close relatives. It was discovered that causal 

perceptions of patients significantly differed from that of their care givers/close relatives. For 

instance, whereas 28.7% of patients associated the cause of their conditions to drug/alcohol 

abuse, 34.0% of care givers/close relatives believed that their patient's conditions were 
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spiritual. It is however also significant of mention that 3.2% of patients as well as their care 

givers/close relatives did not know the causes of the patients' conditions. 

5.1.2 Socio-Culturally Suggestive Manifestations of Mental Disability 

The study revealed that there was no consensus as to what composed socio-culturally 

suggestive manifestations of mental disability. Suggestive manifestations significantly 

depended on the known character and behaviour traits of the individual prior to the onset of 

mental conditions ". The association of violence or reserved attitudes to the onset of mental 

. conditions for example, were usually subject to whether the individual's behaviour in 

question was a deviation from previously known behaviours of that individual. Thus a 

humble and gentle individual who suddenly and consistently behaves violently draws 

suspicion of onset of mental disability. 

This notwithstanding however, some general associative factors for determining onset of 

mental disability tendencies were discovered to include but not limited to; sudden weird 

attitudes such as scavenging, verbigerations, silly giggling usually with incomprehensible 

gestures, and withering of the individual's personality in a way that had never been 

associated with such individuals in the community. 

5.1.3 Causal Perception and Resultant Preferred Treatment Options (help-seeking 

behaviours) 

From the study, a complex correlation between causal perception and help-seeking 

behaviours was discovered. It was discovered that, care givers/close relatives were the major 

decision makers when it came to where and where not to seek help from. In the mean time, 

the complexities resulted from the fact that causal perceptions significantly differed between. 
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patients and their care givers/close relatives, resulting in complex multiple help-seeking 

. behaviours. 

Thus, although the highest cumulative frequencies of first places of call for help were the 

general hospital and the psychiatric hospital with record 76.6 percent of patients (at 38.3% at 

par) visiting these facilities, it was noted that 58.5% of patients also sought help elsewhere 

. after their first places of call, on the grounds that help given at their first places of call did not 

satisfactorily remedy their conditions. 

In the multiple help-seeking behaviours of patients however, it was observed that 70.9% of 

them resorted to spiritual sources with 59.0% of the 70.9% opting for traditional healers, 

33.3% opting for mallams and with 7.7% resorting to churches for healing. A sex distribution 

analysis of further help-seeking also revealed that more males (87% of 23 patients) resorted 

to traditional healing whilst more females resorted to mallams and the church at 1000/0 and 

66.7% respectively. Thus for a fact, 41.5% of all patients actually reposed confidence in 

spiritual sources for healing and consequently sought help from these sources although face 

value impressions from first place of help would suggest contrarily. The study thus concluded 

that there was significant positive correlation between care givers/close relatives' belief in 

spirit root causation (32%) and the resultant resort to spiritual sources of healing (41.5%). 

5.1.4 Causal Perception and Impact on Societal Attitudes towards Mental Disability 

, 
Essentially, perception forms the basis for all human behaviours and social attitudes and 

which attitudes no doubt are composite reflections of the customs, traditions of the people. 

Perception and belief systems in any given society also form the foundation for stigma 

formation or positive inclinations for persons with mental disabilities. Societal attitudes in 

. this Study was categorised into two; attitude of care givers/close relatives and attitudes of 

persons outside the patient's family. 
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It was established that a positive correlation existed between the attitudes of care givers/close 

relatives towards their patient and attitudes of outsiders towards the same patient. Thus, it 

was established that the more positive the attitude of care givers/close relatives the. more 

positive the predispositions of outsiders to the same patients and vice versa. The study 

revealed that 23.4% of patients experienced shameful and ill-treatment from care givers/close 

relatives whilst 74.5% experienced positive predispositions from care givers/close relatives. 

The study also revealed that 31.9 percent of patients experienced harsh and disgusting 

treatments from outsiders. Males generally were discovered to be the meters of such negative 

attitudes on mentally disabled persons with younger males being the worst culprits. Males 

also composed the category of patients that experienced these ill-treatments the most. 

The study revealed that patients who received ill-treatment from care givers/close relatives 

and as a result, from outsiders, was the category of patients who were largely not involved in 

any income generation activities and thus were absolute dependants on their care givers/close 

relatives. More so, patients who resided within smaller households experienced relatively 

better care and attitudes from both care givers/close relatives and outsiders. 

5.1.5 Gender and Status Disparities in Perception and Help-Seeking Behaviours of 

Mentally Disabled Persons and Their Care Givers/Close Relatives. 

The study revealed that gender defined activities played significant roles in forming the 

perceptions of patients about their condition. For instance since it was a normal social attitude 

for men to indulge drink and drugs, more males associated drink and drugs to causation. It 

was also realised that as a result of the differential impacts of the disability, more females 

were able to engage in income generation activities and thus had better care than their male 

counterparts. More so whereas more females went into shock upon being told of their 

conditions the first time, majority of males only just registered disbelief but also tended to 
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display suicidal tendencies later. The study thus concluded that mental disabilities affected 

males differently from females although prevalence was relatively evenly distributed between 

the two sexes. 

5.1.6 Existing Institutional Support Systems for Mentally Disabled Persons 

A Well established institution is said to survive much longer than its founders and for that 

matter any man before their foundation. Institutions therefore play lasting significant roles in 

remedying social situations. In this study, five institutions were sampled for inclusion 

namely; Shakhinah, BasicNeeds, Ti Sampana, the TAMA, and the Resource Centre for 

Persons with Disability. Out of the five institutions, the TAMA and Ti Sampana were 

government affiliated institutions whilst the remaining three were non-governmental. 

The study revealed that of the two governmental institutions, only the Ti Sampana; which 

facility served as the regional psychiatric hospital, provided significant support to persons 

with mental disability as well as provided mental health education in general. The TAMA on 

the other hand, although impressively had a blind person as disability desk officer, it did not 

directly support persons with mental disability. The only support which the Assembly 

provided was the mandated 2% of common fund for all persons with disability. It was 

however established that persons with mental disabilities never often got to benefit from this 

fund. 

Shakhinah, for its part over the period had provided supplementary accommodation, medical 
.t 

services and clothes to patients. It had also over the period provided lunch to mentally 

disabled persons roaming the streets of Tamale on a daily basis since 1992. Basicbleeds had 

also been significantly present in providing advocacy and alternative livelihood supports to 

mentally disabled persons and their care givers. Regretfully however, the resource centre for 

persons with disability did not have provision made for persons with mental disability .. 
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Reasons for their non-inclusion were that, mentally disabled persons did not have a 

. recognised national union and also that other persons with mobility and vision impairment 

who formed part of the centre did not feel save entertaining mentally disabled persons for 

fear of their sudden violent tendencies. 

5.2· General Conclusion 

Essentially, the overall objective of the study was to assess causal perceptions and ascertain 

the resultant impacts on help seeking behaviours and general societal attitudes. It thus 

suffices to say that the overall objective of the study has been met. Principally, causal 

perceptions did not significantly and uniquely differ amongst the various ethnic groups that 

formed part of the study and thus perception generally cut across ethnic backgrounds and 

affected patients similarly. Perceptions positively but complexly correlated to help seeking 

behaviours of patients such that spiritual sources of help giving were most resorted to as a 

result of dominant perception surrounding spirit causality of mental disabilities. 

The effect thus is that, although all respondents in the study had reported to a health facility 

either as a first point of call or subsequent to visits to other places of help giving, it can be 

concluded that not much confidence was reposed to orthodox medicine in remedying mental 

disability conditions. This is reflective in the fact that large multiple help-seeking behaviours 

Were recorded although orthodox medicine was relied upon as first call for help. It thus seem 

that, reporting to the hospital in most cases was usually to seek help for other normal and 

regular maladies succeeding the development of mental conditions whilst traditional and 

other spiritual sources were relied on for remedy to the mental condition itself. 

It is also conclusive that patients' involvement in income generation played very significant 

roles in influencing care giving and societal attitudes of persons with mental disabilities. 
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Non-government affiliated institutional contributions in this regard had also been luminal but 

insufficient thus requiring urgent government intervention. 

Thus, in conclusion, world views and attitudes surrounding mental disability continues to be 

influenced by perception. To change these world views and attitudes, perceptions must be. 

influenced through introduction of populations to new knowledge regarding mental health 

and taking into consideration the processes involved in schema formation and perception 

development. 

5.3 Recommendations 

Research is never conducted in abstract. Research generally aims at discovery and finding 

facts to social problems so as to establish possible solutions to such problems. As a result of 

the findings of this study and the ensuing issues surrounding mental health, the following 

recommendations are made for policy incorporation. 

5.3.1 Urgency in Implementing the Integration of Mental Health into Primary Health 

.. Care Systems Policy 

Currently in Ghana, attempts to offer organized mental health services have so far been 

effectively present in only a few health facilities. Although the new mental health act (20 I 0) 

provides for mental health integration into primary health care, mental health services are yet 

to achieve the expected level of integration. The rationale for the strategy of the proposed 

integration of mental health into primary health care is based on the expectation that the act ,. 

would bring improved access to medical care, reduction in stigma (as victims would remain 

within their own settings thus enabling continuous participation in the day-to-day activities of 

the community) and improving social integration, as well as facilitating improved human 

. resources for mental health. It is does recommended that appropriate steps be taken as a 
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matter of urgency to implement the tenants of the new mental health act especially the 

integration clauses of the act. 

5.3.2 Retargeting Of Mental Health to Bring It at Par with Other Common Diseases 

Efficient and significant improvements in the mental health .sub-sector cannot be envisaged 

unless there is consciously increased special attention and retargeting in this regard; as a 

result of the long neglect that the sub-sector has suffered over the period. Retargeting of .. 

mental health is relevant in order to bring it at par with other common diseases such as 

Malaria, HIV!AIDS and Tuberculosis within the health service sector. 

More so, in the face of absence of qualified psychiatric professionals and adeguate facilities 

across the country vis a vis the ever increasing rates of occurrences of the disability, there is 

urgent need for targeted policy and motivation for people to venture into this field of study. 

The field of psychiatric practice requires special attraction-inducement-driven attention 

geared at drawing many more upcoming health practitioners into this area of practice. It is 

undoubtable that, without appropriate mechanisms to induce more medical staff into 

psychiatric nursing and practice, the mere integration of mental health care into primary 

health care system would be a meaningless effort. 

5.3.3 Promoting Involvement of Non-Medical Institutions in Mental Health and Related 

Issues 

It is also recommended by this study that, there be mechanisms for increased attention and 

involvement of non-medical institutions such as the Commission on Human Rights and 

Administrative Justice (CHRAJ) and the National Commission for Civic Education (NCCE) 

among others in mental health and related issues. Involvement of non-medical institutions in 

menial health will provide faci litated means for mass education on mental health and related 

issues as well as ensure the implementation and observance of the fundamental rights of . 
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persons with mental disabilities. It would also facilitate the gradual acceptance and' 

perception of mental disability just as normal as any other health condition such as malaria, 

Tuberculosis or HlY/AIDS. 

S.3.4 Formation of National, Regional and Local Associations of Parents and Care 

Givers of Persons with Mental Disability 

Globally, associations and unions have become very strong forces to reckon with in aJI 

aspects of social interactions and decision making processes. The influences and roles of 

regional blocs in global policy formulation have been evident and undisputable. In Ghana, the 

. role of the Trade Unions in advocating for the rights and privileges of its membership are 

adduced in the quickness with which successive governments have often requested round 

table discussions and negotiations with such unions . 

. It must also be recalled from the study findings that, mentally disabled people have not been 

incorporated into the existing collation of disability groups in the Tamale metropolis, (the 

RCPWD), for reason that mentally disabled persons do not have any recognised association .' 

unlike their counterparts with other disabilities. By the defining nature of diminished mental 

functioning of people with this category of disability however, it is evident' that by 

themselves, they cannot be organised to advocate their rights whilst in their conditions. No 

individual is however without relations in life. Parents and care givers are known to possess 

detailed knowledge and varied experiences about the conditions of their patients and are best 
, . 

placed to advice on advocacy, policy and care delivery for them. It is therefore recommended 

by this study that, stakeholders in the field of mental health should initiate the mobilisation of 

parents/care givers of persons with mental disability into formidable associations across all 

levels so as to propel a more effective response to the needs of their patients. Rehabilitated 

mental patients should also be mobilised in similar fashion to champion the advocacy course 

as they have been down the same road. 
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. 5.3.5 Incorporation of Mental Health Education into the Educational Curriculum 

Perception and belief systems within any given community form the foundation for all human 

behaviours (stigma formation or positive reception of persons with disability), irrespective of 

cultural settings, levels of modernization or development. However, it is also instructive to 

. 110te that it is knowledge that occasions perception and thus, the more instructed a people arc 

on a subject, the less liable they are to the delusions of enthusiasm and superstition about that 

subject, which frequently occasion sigma and other negative attitudes. 

As a long term step to inculcating issues of mental health into upcoming generations, as is 

done with cholera, malaria and HIV / AIDS, it is recommended that mental health be 

introduced into regular educational curricula at all levels, geared at educating people about 

the causes and dynamic faces of mental disabilities. I f done appropriately, this would serve 

as a foundation faci litation point for motivating people into studying and specialising in 

mental health. Also. Knowledge about the dynamic and differential forms and faces with. 

which mental disorders occur, different from the negative asocial spiritual perceptions, would 

also be a step in promoting socio-cultural tolerance and also in reducing stigma. 

5.3.6 Increased Research into Mental Health and Related Issues 

Research rernams an important source of knowledge exposition for growth, change and 

development in any social setting. Education is incomplete without research just as new· 

knowledge, new methods of doings things and genius ideas cannot be, without research. , 
Research in the field of mental health in Ghana has been very minimal and lopsided. It is thus 

recommended that, institutions of higher learning, individuals as well as private research 

organisations be encouraged to go into mental health research especially targeting socio- 

cultural relationships with mental health issues so as to broaden the knowledge base on the 

modulating factors between mental health and culture systems. 
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APPENDICES 

APPENDIX I 

Individual Questionnaire 

Instructions: . 
1. Where options are provided, please indicate your preferred option by a tick in the 

bracket space provided [ ] 
2. Where blank spaces (dotted lines) are provided please write your response in the 

blank space or on the dotted lines. 
Section A.: Socio-Demographic Data of Respondent 
1. Location of Interviewee . 
2. Name of respondent. . 
3. Age: 0-19[ ]=1 20-39 [ ]=2 40-59 [ ]=3 60-79[ ]=480+[ ]=5 
4. Sex. Male [ ]= 1 Female [ ]= 2 
5. Respondent's Level of education completed. Basic [ ]= 1 Secondary [ ]= 2 Tertiary [ 

]= 3 None [ ]= 4 
6. Profession of respondent: Farmer [ ]=1 Trader [ ]=2 Craftsman/woman [ ]=3 

Teacher [ ]=4 Other Public Servant [ ]=5 Civil Servant []=6 None [ ]=7 Other [ ] 
(specify) . 

7. Marital Status: Singler ]= 1 Married [ ]= 2 Divorced [ ]= 3 Widowed I ]= 4 
Cohabiting [ ]= 5 

8. Religion: Christian [ ] = 1 Muslim [ ]= '2 Traditionalist [ ]= 3 Other [ ]= 4 
(specify) ; . 

9. Ethnicity: Dagomba [ ]= 1 Gonja [ ]= 2 Akan [ ]= 3 Oagara/Oagao [ ]= 4 
Mamprusi [ ]= 5 Other [ ]=6 (Specify) ; . 

10. Household Size: Single (lperson) [ ]=1 Small (2-5 persons) [ ]=2 Large (6-8) [ ]=3 
Very Large ( 9+ persons) [ ]=4 

. Section B: Views/perception about mental health 

11. Have you been told that you have a mental illness? Yes [ ]=1 No [ ]=2 (If No skip to 
Q14) 

12. Who told you about your condition? Medical Facility [ ]=1 Traditional healer [ ]=2 
Family member [ ]=3 Self [ ]=4 Other [ ]=5 (specify) . 

13. How long ago were you told that you had developed a mental illness? 
o - 1 year []=1 1 + - 2 years [ ]=2 2+ - 3years [ J=3 3+ - 4years [ ]=4 
4+ - 5 years [ ]=5 5+ years [ ]=6 Don't know [ ]=7 

14. Do you think you have a mental illness? Yes [ ]=1 No [ ]=2 
15. Why do you say so? . 

. ) 
16. What manifestations/ symptoms did you present with before you were diagnosed to have 

a mental illness? : ; ~ . 
17. What has your mental condition been clinically associated to? Schizophrenia [ ]=1 

Depression related []=2 Epilepsy [ }=3 Substance misuse [ ]=4 Bipolar affective (mood) 
disorder [ ]=5 Don't know [ ]=6 other [ ]=7 specify . 

18. When you first became aware of your condition, what was your immediate reaction? 
Shock [ ]=1 Disbelief [ ]=2 Regret [ ]=3 Suicide tendencies [ ]=4 Other [ ]=5 
(specify) . 

1 9 \l'h hi . . di .? . . vv y was t IS YOllI Imme late reaction : , . 
·20. What do you think/belief is the course of your condition? 
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Spiritual [ ]= I Drug/Alcohol abuse [ ]=2 Accident [ ]=3 
Other [ ]=5 (specify) . 

2 L Could you explain the reasons for your 

Biological factors [ ]=4 

answer In Q20? 

22. What does your /close relatives say are the causes of your condition? 
Spiritual []=1 Drug/Alcohol abuse []=2 Accident [ ]=3 Biological factors [ ]= Other 
[ ]=5 (specify) Dont't Know [ ] = 6 . . 

23. What are their reasons for holding this view; do you know? Yes [ ]=1 No [ ]=2 
24. Can you explain? :..................................................................................... . 
25. When you became aware of your condition, what was your first thought about seeking 

help (treatment/counseling option)? General Hospital [ ]= I Psychiatric Hospital [ ]=2 
Traditional Healer []=3 Church [ ]=4 Other [ ]=5 Specify . 

26. Why was this choice your first-thought option for seeking help? 

27. Where was actually your first place of call for help? General Hospital [ ]=1· Psychiatric 
Hospital []=2 Traditional Healer [ ]=3 Church I ]=4 Other [ ]=5 Mallam [ .l = 6 

28. Why was this option the first place of call for help instead of the option in Q 22 above? 

29. Was the help given to you at your choice in Q 27 satisfactory in solving your problem/ 
condition? To a large extent [ ]= I To a little extent [ ]=2 It made no difference [ ]=3 
It worsened my condition [ ]=4 Don't Know [ ]=5 

30. Why do you say so (from Q 29)? . 
31. Did you seek help elsewhere apart from your first place of call (choice in Q27)? Yes [ 

]=1 No [ ]=2 
32. If yes, where did you seek this further help from? General Hospital [ ]=1 Psychiatric 

Hospital' [ ]=2 Traditional Healer [ ]=3 Church [ ]=4 Other []=5 Specify, . 
Mallam [ ]=6 Not Applicable [ ]=99· 

33. Why did you choose to go to this particular other place and not anywhere else? 
Recommendation from family/friend [ ]=1, advice from another patient('s)/family [ 
]=2 TV advert [ ]=3 referral from hospital [ ]= 4 Other[ ]=5 Specify . 

34. Did you find fulfilment in going to this place? Significantly [ ]=1 Somehow [ ]=2 
not at all []=3 better than the first place of call [ ]=4 Don't Know [ ]=5 

Section C: Social distance practices/attitudes and mental illness 
35. What kind of help do you get from friends and family? 

36. Do you think the help is enough? Yes ]=1 No ]=2, Explain 

37. Do people outside your family easily have a conversation with you, knowing that you 
have a mental illness? Yes [ ]=1 No [ 1=2 (UNo skip to Q39) 

38. If yes, How often? Regularly [ ]=1 rarely [ ]=2 only strangers/people unaware of my 
condition [ ]=3 

39. If No (to Q34), do you think there are any reasons for this? 

40. Are you involved in any income generating activities? Yes [ ] =1 No [ ]=:=2 (if No, 
skip to Q47). 

41. If yes, what kind? Government sector [ ]=1 NGO [ ]=2 Agric Related [ ]=3 
. Trade/Business [ ]=4 Craft Related [ ]=5 other [ ]=6 Specify.. . 

42. Do the people you work with know about your condition? Yes [ ]=1 No [ ]=2 (if No 
skip to Q46) 
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43. How did they . know about your condition? 

44. Are the people you work with usually upset or disturbed about working with you, 
knowing that you have.a mental condition? Yes [ ]=1 No [ ]=2 . 

45. Are there any reasons you think account for this? . 
46. If No (to Q42), would you prefer that they know about your condition? Yes [ ]= 1 No [ 

]=2Why? ~ : .. 
47. If No (to Q40), why are you not involved in any income generating activity? Nobody 

willing to offer you work [ ]=1 family restriction []=2 incapacitation due to 
current condition [ ]=3 people with mental illness cannot work in any regular job [ ]=4 

48. Do you think your close relatives sometimes feel ashamed that they are related you 
because of your condition? Yes [ ]=1 No [ ]=2 (If No skip to Q51) 

49. How do they show that they are ashamed of you? 

50. Which gender category show that they are ashamed of you the most? Young male [ ]=J 
Elderly male [ ]=2 Young female [ ]=3 Elderly female Males across ages [ ]=4 
Females across ages [ ]=5 

51. How do other people outside your family relate with you knowing that you have a mental 
illness? Cordial [ ]=1 Understanding [ ]=2 Harsh []=3 Disgusting []=4 Unconcerned [ 
]=5 

52. Which gender category exhibit this attitudemost? Young males []=1 Elderly males [ ]=2 
Young females [ ]=3 Elderly females[ ]=4 Males across ages []=5 Females across ages 
[ ]=6 

53. Do you receive any support from any institution be it Governmental or Non- 
Governmental? Yes []=1 No [ ]=2 (if No, skip to Q 56) 

54. If yes, what kinds of support do you/have you receive( d)? 

55. Tn what ways have this support aided you In your condition? 

56. If No to Q 53, do you require any support from organizations? Yes [ ]=1 No [ ]=2 
.57. Whatkind of support would you require? . 
58. From what type of institution would you wish to have this support and why? 

Government [ ] = 1 NGO [ ]=2 . 

. , 
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APPENDIX II 

Consent to Participate in Research form 
Consent to Participate in Research 

Identification of Investigator & Purpose of Study 

You are being asked to participate in a research study conducted by Nicodemus Naamwin-Beter 
Dometiero Dery, a Master of Philosophy Student in Development Studies from .the University for 
Development Studies. The purpose of this study is to assess causal perception about mental 
disability amongst people socialized in cosmopolitan cultures and how these beliefs influence help 
seeking behaviours. This study will contribute to the student's completion of his thesis. 

Research Procedures 

Should you decide to participate in this research study, you will be asked to sign this consent form 
once all your questions have been answered to your satisfaction. This study consists of an interview 
that will be administered to individual participants in the Tamale Metropolis. You will be asked to . 
provide answers to a series of questions related to your knowledge about mental disability. 

Risks 
The investigator does not perceive more than minimal emotional risks from your involvement in this 
study. 

Benefits 
Although you may not derive direct benefits, potential benefits from participation in this study include 
the fact that your responses may be published and incorporated into policy formulation for the 
promotion of much better mental health services in Ghana. 

Confidentiality 
You are assured that all responses collected from you will be used only for this academic exercise and 
will be held strictly confidential. The results of this project will be coded in such a way that the 
respondent's identity will not be attached to the final report of this study. The researcher retains the 
right to use and publish non-identifiable data. While individual responses are confidential, aggregate 
data will be presented representing averages or generalizations about the responses as a whole. All 
data will be stored in a secure location accessible only to the researcher. Upon completion of the 
study, all information that matches up individual respondents with their answers (including 
audio/video tapes, if applicable) will be destroyed. 
Participation & Withdrawal 

Your participation is entirely voluntary. You are free to choose not to participate. Should you choose 
to participate, you can withdraw at any time without consequences of any kind. You may also refuse 
to answer any individual question without consequences. 

Giving of Consent 
I have read this consent form and I understand what is being requested of me as a participant in this 
study. I freely consent to participate. I have been given satisfactory answers to my questions. The 
investigator provided me with a copy of this form. 

, o I give consent to be (video/audio) taped during my interview. 

Name and Signature of Participant Date 

Nicodemus N.B.D. Dery (Researcher) Date 

Dr JANE-FRANCES LOBNIBE (Supervisor) Date 
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