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ABSTRACT
Mental health remains largely ignored in many developing countries, including
Ghana. Mental illness could be treated cffectively through medication and
psychotherapy. The study explored the availability of social support for the
mentally challenged paticnts at the three psychiatric hospitals using both
quantitative and qualitative methods in Ghana. Four hundred and nine in-patients
(409) whose conditions had improved (lucid intcrval) participated in the survey.
Twenty-three outpatients, 10 carcgivers and 10 facility personnel were
purposively sclected for in-depth interviews. The results show that some of the
patients received emotional, instrumental and informational support. Patients
with less than 6 months’ stay were more likely to receive support from the family
and significant others than patients with more than 4 years stay at the hospital.
Female patients were more likely to receive positive support whiles male
patients were likely to receive negative support from parents and significant
others. Inadequate funding of the psychiatric hospitals in the country had
affected procurement of drugs and basic equipment for care. Lack of security to
protect both patients and staff at the ward is a challenge. Public education by
GHS/MOH of benevolent organisations in sustaining the provision of supports
such as food, money and interaction with the mentally challenged is crucial.
Ministry of Finance should release funding for the hospitals in order to pay
debtors as well as get medications and necessary logistics for care. Ghana Health
Service/MOH should recommend to Ghana Police Service for security to protect
both patients and the staff at the psychiatric hospitals. District Assembly
Common Fund’s 2 percent to disables could also target mentally challenge at the

psychiatric hospitals in Ghana.
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CHAPTER ONE

INTRODUCTION

Background to the Study

The World Health Organisation’s constitution emphasiscs that there
cannot be health without mental health becausc of its contribution to the burden
of discascs and mortality (WHO, 1946). Mecntal health is not receiving much
attention like other physical diseases for several decades in many developing
countries (WHO, 2008). Again, they neglect basic primary healthcare needs. The
World Health Organization (World Bank & WHO, 2016: WHO, 2014) lists
several risk factors that contribute to the development of long-term psychiatric
conditions. These are; combination of biological (neurochemical imbalance),
and psychosocial factors (work, stress and unemployment) which lead
individuals to lives rife with inequality and inefficiency (WHO, 2008).

On determinants of Mental Health, Helliwell, Layard and Sachs (2015)
posited that Mental Health is a key cause of adult life satisfaction. Half of
mentally ill adults already showed symptoms at the age of 15 years. About 200
million children surveyed of diagnosable mental health problems and this
condition requires treatment. The economic consequences of these health losses
and treatment gap are very large as a study by the World Bank and WHO
estimate that the cumulative global impact of mental disorders in terms of lost
economic output amounts to USS 16.3 million between 2011 and 2030 (WHO,

2013). According to the World Bank and WHO, (2016) cvery dollar ($1) spent




on scaling up treatment for those with common mental disorders brings about
four ($4) dollars in improved health and ability to work.

Psychiatric and neurological conditions could increase the total global
burden by half, from 10.5 to 15 percent by 2020 (Murray & Lopez, 1996).
Mental disorders make a substantial independent contribution to the burden of
discascs (14 percent) worldwide (Prince, Patel, Saxena. Maj, Maselko, Phillips
& Rahman, 2007) and in Ghana; it is about 9 percent (Muray & Lopez, 1996). It
also affects 10 percent of the Ghanaian population (Ghana Statistical Service,
2012) and it is an important cause of long-term disability and dependency
(Murray & Lopez, 1996). The estimation for low and middle-income countries
are that between 76 and 99 percent of people with serious mental disorders do
not have access to the treatment needed for their mental health problems (United
Nations, 2015).

In some studies, disability, like mental health is significant in
contributing to mortality. For instance, WHO estimates of neuropsychiatric
disorders account for 1.2 million deaths every year. Once more, persons with
major depression and schizophrenia have a 40 to 60 percent greater chance of
dying prematurely than the general population (WHO, 2013). The older adults
estimated to double from 12 to 22 percent, which is expected to increase from
900 million to 2 billion (WHO, 2015). People over age 60 face special physical
and mental health challenges that need to be recognised (WHO, 2017). World
Health Organisation (2017) posits that over 20 percent of adults aged 60 and
over suffer from mental or neurological disorder and 6.6 percent of all disability

(disability adjusted life years-DALYs) among over 60 is attributed to



ncurological and mental disorders and this in clderly accounts for 17.4 percent
of years lived with disability (YLDs).

This condition has assumed an alarming proportion, which has attracted
international bodics all over the world. This has led to declaration that there
cannot be health without mental health (Intcrnational Council for Science &
International Social Science Council, 2015; WHO, 2005; WHO, 2013). The
inclusion of mental health in the Sustainable Development Goal in order to attain
a complete health is laudable. The World Health Organisation’s definition of
health is a state of complete, physical, mental and social well-being and not
merely the absence of diseases or infirmity (WHO, 2012). This inclusion will
help in the realisation of goal three targets 3.4, 3.5 and 3.8 of the Sustainable
Development Goals. For a very long time, the mental and social well-being
aspect of the concept of health is neglected in almost every part of the world and
in particular Ghana and other developing countries (Agyapong & Mantey, 2011;
Basic Needs, 2014: Fournier, 2011).

The attention given to mental health patients in Ghana with varying
degrees of discrimination (Tawiah, Adongo & Aikings, 2015) violates the
regulation stipulated in the United Nations Universal Declaration of Human
Right Article 25 (United Nations, 1948). This states that, ‘“Everyone has the
right to a standard of living adequate for the health and well-being of himself
and of his family including food, clothing, housing and medical care and
necessary social services, and the right to security in event of unemployment,
sickness, disability widowhood, old age or other lack of livelihood in
circumstances beyond his control’’. According to Eaton, Kakuma, Wright, and

Minas (2014), the crosscutting nature of mental health justifies its inclusion in



the framework for action. This will increasc the likelihood of achicving global
priorities for development such as poverty reduction, economic development,
improved health and ensuring the most vulnerable are not left out (Eaton et al.,
2014; Helliwell, Layard & Sachs, 2013; World Federation for Mental Health,
2015; WHO, 2014).

Mental health has received a global attention in the Agenda 2030 of the
Sustainable Development Goals (SDGs) and this has led to many countries to
commit many resources to provide good mental health care. (World Bank &
WHO, 2016; WHO, 2015). However, in Ghana, as at 2014 Government funds
allotted to mental health care, Teaching Hospitals and subvented organisation is
4.5 percent of the entire total health budget (Ministry of Health , 2014).
Currently, there is Mental Health Act 846 (2012) in place, but its
implementation is facing serious resource constraints (Walker, 2015). Walker
(2015) in his study on ‘Challenges and Priorities for Implementation of the Act’
found that there are challenges to the full implementation of the Act especially
financial resources, which will delay its intended purpose.

The importance of social support is enshrine in the literature (WHO,
2013). Care and respect especially in Ghanaian societies received through social
ties and a sense of satisfaction and wellbeing can buffer against health problems
(Cohen & Wills, 1985). Most studies find that the health effects of social
support/social relationships may be as important as effects of established risks
factors such as smoking, obesity and high blood pressure (McDowell &
Serovich, 2007).

The World Health Organisation (2003a) on social determinants of health,

posits that social support for instance provides psychological adjustment,



improved efficacy, resistance to diseascs, recovery from diseases, reduce
mortality and better coping with upsetting cvents (WHO, 2003a). Mentally ill
persons are among the most vulnerable people in socicty. They are often subject
to discrimination, social isolation and exclusion, human rights violations and
demeaning treatment (World Federation for Mental Health, 2015). This leads to
neglect of their social support and self-approach (Fournier, 2011).

Conversely certain aspects of social support can in itself be detrimental,
which needs to be explored (Cohen, Gottlieb, & Underwood, 2000; Uchino,
2004). This can lead to negative conscquences theorised by Cohen (2004) as
negative relationship as one of the areas of social support. Obligatory social tics
can produce stressful demands that could outweigh the positive consequences
for self-esteem, competence or identity (Thoits, 1995). According to Uchino
(2004), social ties can also reinforce social pressures to engage in negative health
behaviours, for instance, alcoholism which in itself can lead to depression and

others.

Problem Statement

Proper mental health care has gained much attention from international
bodies such as International Council for Science and International Social Science
Council. They have concluded that proper mental health care delivery should be
an integral part of the process of maintaining general health for all (ICS & 1SSC
2015; WHO, 2015). The inclusion of mental health in Sustainable Development
Goal (SDGs) is laudable. For example, the World Health Organisation’s
definition of health state that it is a complete, physical, mental and social well-
being and not merely the absence of diseases or infirmity (WHO, 2012). This

inclusion of mental health in the Sustainable Development Goals helps the



realisation of goal three targets 3.4, 3.5 and 3.8 of the Sustainable Development
Goals. For a very long time, the mental and social wecll-being aspcet of the
concept of health not given attention in many parts of the world including Ghana
(Agyapong & Mantey, 2011; Basic Needs, 2014; Fournicr, 2011).

Mental disorders make a substantial independent contribution to the
burden of diseases (14 percent) worldwide (Prince et al., 2007; Murray & Lopez,
2006). In Ghana, it is about 9 percent (Muray & Lopez, 1996) and 15 percent
burden among adults aged 15-59. Mental disorders arc as one of the major causes
of long-term disability and dependency (Murray & Lopez, 1996). In low and
middle-income countries such as Ghana and Mali, it cstimated that the
percentage of people with serious mental disorders who do not have access to
the treatment needed for their mental health problems is between 76 and 99
(WHO, 2008).

In some other studies conducted by WHO (2008), disability, as in the
case of mental health is significant in contributing to mortality. For instance,
WHO reported that neuropsychiatric disorders cause 1.2 million deaths every
year. Of this number, 1.4 percent of all years-of life-lost and about 800,000
people commit suicide and of this figure, 86 percent are in low-income and
middle-income countries and more than half are between ages 15 and 44 years
(Prince et al., 2007). Again, persons with major depression and schizophrenia
have a 40 to 60 percent greater chance of dying prematurely than the general
population (WHO, 2013).

WHO (2015), realised that although mental health has now been given a
global attention, most countries face challenges in committing resources to solve

the problems. For instance, according to Ministry of Health (MOH), (2014) in



Ghana, the Government spends only 4.5 percent on mental health and other
subvented organisation of the entire total health budget. Currently, there is
Mental Health Act in place Act 846, 2012, but full implementation is facing
some serious resource constraints. As a result, most mental health problems go
unnoticed. It has estimate that 2.4 million Ghanaians have mental health disorder
of some sort. However, only 67,780 have been treated which leave treatment gap
of 97 percent (Roberts, Asarc, Mogan, Adjasc & Osci, 2013).

Again, no mental health services had access to programmes outside the
mental health facility that provided outside employment for paticnts with severe
mental disorders. These fall short of WHO’s Mental Health Action Plan 2013 to
2020 which recognises the vital role of social support and care for the mental
health patients. In addition, there was no insurance scheme for physical health
care and so most mentally challenged have their physical health not t;'eated.
Moreover, there were no services exclusively for children and adolescents
although 14 percent of all those treated were children (Roberts et al., 2013).

Cutrona and Rusell (1990) posited that social support for instance,
provides psychological adjustment, improved efficacy, resistance to diseases,
and recovery from diseases and reduced mortality and better coping with
upsetting events (Cutrona & Rusell, 1990). Mentally ill people are among the
most vulnerable people in society. They are often subject to discrimination,
social isolation and exclusion, human rights violations and demeaning stigma
(World Federation for Mental Health, 2015). This leads to neglect of their social
support and self-approach (Fournier, 2011). A study by Omalayo, Mokuolu,
Balogun, Omole and Olawa (2013) lent credence to the argument that mental

illness could be controlled or treated effectively through medication and/or



psychotherapy, which involve various levels of social support. Untreated mental
iliness can disrupt an individual’s personal, social, educational and work
activities and in some cases, may lead to suicide.

Even though social support is good for hcalth, (Thoits, 2010; World
Health Organisation, 2013; Uchino, 2004) said very few professionals refer their
clients to mutual support groups and few individuals with serious mental
illnesses make use of these options on their own (Salzer, McFadden &
Rappaport, 1994). Again, in Ghana, most studies on mental health were purely
clinical. There have also not been any comprehensive surveys as well on
prevalence of mental disorders in Ghana (Roberts, et al., 2013). Few studies
however are in the domain of social support and mental health issues. For
instance, 2 study by Sackey and Sanda (2011), on ‘Social Support as a Mental
Health Improver for Managerial Women in Organisational Work Environment’
found that spousal support provided women with a sense of security and stability
at home and also reduced their possibility of being confronted with role conflict.

Likewise, Atefoe, Akotia, Kugbey, Atindanbila (2014) looked at the
effect of social support, religion and social negativity on women’s mental health
in Accra. They found that religiosity had a positive psychological well-being on
overall health index and a significant negative relationship with psychological
distress, perceived social support and social negativity had a significant
relationship with a mental health outcome (Atefoe et al., 2014). Agbolosoo,
(2014), conducted a study on existing social support services and the well-being
of children with disabilities in Kadjebi District and found that children with

disabilities were not discriminate against in the Health and Educational



institutions because they have equal access to social intervention programmes in
the study area but rather suffer discrimination within the family system.

In addition, not all aspects of the social support and socio-demographic
variables was explore in Ghana on mental health to reflect its multidimensional
nature as tabled by Lourel, Hartmann, Closon, Mouda & Petric-Tatu, (2013). For
instance, structural, functional and negative interactions or social negativity
rcflects the multidimensionality (Lourel, ct al., 2013) of' social support this study
seeks to explore. Furthermore, the functional aspects include that actual support
and perceived support which most studies have not cxplored in Ghana. Current
debate that women receive more support (Atefoa et al., 2014; Simon, Chen &
Dong 2014; McDowell & Serovich, 2007) than men is examine in the study.

Mental health is a constitutional mandate for all countries however; it has
not received much attention like other physical diseases in Ghana. There are
factors that contribute to mental health; these are a combination of biological
and psychosocial factors. Treatment gap in Ghana is about 98 percent. These
gaps have made the UN to include the mental health in the goal 3 targets 3.4,
3.5, and 3.8. The attention given to mental health in Ghana violates the
regulations stipulated in the UDHR. Because of discrimination against mental
health patients, the Law, Act 846 was pass in 2012 to guide operation of mental
health in Ghana.

However, the Act is bedevilled with challenges; key among them is
financial, which need a solution. Social support therefore is a tool that is deploy
in addition to medical to manage the problem among mentally challenged. This
is because social support for instance, provides better copping for individuals,

who needs it nonetheless, very few professional made use of it Again, very few



studies have examined social support and mental health in Ghana therefore, this
study brings out social support and its multidimensional naturc where functional,

structural and negative supports arc explore.

Objectives of the Study
The main aim of this study was to cxplore availability of social support
for the mentally challenged patients at threc psychiatric hospitals in Ghana.
Specifically, the study sought to:
1. Identify the types and sources of social support for mentally
challenged in the three psychiatric hospitals of Ghana;
2. Assess effects of social support among the mentaily challenged in
the three psychiatric hospitals of Ghana;
3. Explore the factors that constrained caregivers in caring and

providing social support for the mentally challenged in the three

psychiatric hospitals of Ghana.

Research Questions
1. What types of social support do patients need and where do they get it
from as they receive care in the hospitals?
2. Do negative and positive aspect of social support have unique effects on
health?
3. What are the experiences that constrained informal and formal caregivers

or the burden of caregiving on their physical and mental health?

10



Hypothesis of the Study
The following hypothesis was tested during the study:
1. HO: There is no significant rclationship between sociodemographic
variables (age, education, houschold size, church attendance and parents

living or dead) and support from the family for the mentally challenged.

Rationale of the Study

According to World Health Organisation (2013), to be able to achieve a
holistic health, mental health cannot be ignored and also an integrated approach
including social support is very important (WHO, 2013; Mental Health Act,
2012). Basic Needs (2014), has integrated both medical treatment and
psychosocial approach, which involves various forms of social support to mental
health problems in Ghana. This includes self-help groups, which reduce stigma
among the mentally challenged. The importance of social support in mental
health has made most notable organisations (WHO, 2013) propose the inclusion
of mental health in primary care delivery which includes a multi-sectorial
approach involving communities in primary health care delivery of mental
patients.

In demonstrating the importance of social support and how relevant it is
in Africa and particularly Ghana, Gyekye (1996), posits as expressed in maxims
such as —it is the human being that is needed and —it is the human being that
counts; I call upon gold, it answers not; I call upon cloth, it answers not; it is the
human being that counts. Individuals are socialised to think about themselves in
relation to their relatives (both nuclear and extended family members) and take
the responsibility of the well-being and harmony of the family (Belgrave, &

Allison, 2010). In this sense, each member of the family expects to provide and

11



receive some form of assistant and support, which demonstrates the importance
of social rclations in the African socicty.

There is one Psychiatrist per 1.5 million pcople in the whole country and
major Psychiatric hospitals are under financed, congested and under-staffed
(Fournier, 2011). Further, most mentally challenged can be seen on streets of
Ghana and some are abandoned by family members at the hospital which poses
health risk to the citizens of the country (Agyapong & Mantey, 2011; Fournier,
2011). Social support therefore has become crucial and additional care that
mentally ill in Ghana could receive for coping with the risk (Basic Needs, 2014;
Lourel, et al., 2013; Helliwell, Layard & Sachs, 2014).

This study, apart from adding to existing literature tests the hypothesis in
understanding the relationship between social support and socio-demographic
variables on the mentally challenged. Again, various policies could be
influenced, especially in the domain of social support and primary health care in
mental health being promoted by World Health Organisations and other
agencies. Social support work in the field of mental health is little; this study
therefore could generate findings, which could motivate other researchers and

students to do more studies in this field.

Organisation of the Study

The study is organised into nine chapters. Chapter One gives a
background and justifies the reasons for the study. Chapter Two dwells on
mental health system in Ghana and legal framework on mental health from the
world perspectives and Ghana in particular. Chapter Three looks at related
reviews on empirical studies on social support. It also looks at concept of health,

mental disorders and social support.
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Additionally. it looks at issues in cnabling cnvironment that provides
social support for the mentally ill. Chapter Four looks at theoretical frameworks
and modecls on social support. Chapter Five is on the methodology, proposing
two main schools of thoughts that guides the study. Data and rescarch design
discussed in this chapter. Chapter Six presents the results and discussions on
types of social support and their sources for the mentally challenged in the
various facilities. In addition, it tests the hypothesis of significance relationship
between age, gender, educational level and a patient’s level of support as well as
types of support available to them. Chapter Seven presents results on assessment
of social support to evaluate between negative and positive social support.
Chapter Eight presents results on challenges, constraint that both formal and
informal caregivers face in providing support and care for patients.

Finally, Chapter Nine concludes the study by providing summary, main
findings, conclusion and policy implications as well as recommendations. The
study provide research limitation and suggestions for future studies in mental

health work is proffered.

13



CHAPTER TWO
LEGAL FRAMEWORK AND POLICIES ON MENTAL HEALTH

Introduction

This chapter looks at policies and legal frameworks on mental health
from the world perspectives and Ghana in particular. Furthermore, the chapter
rccounts policies, describes the legal frameworks and agents with mental health,

and discusses the roles of the major agents of mental health delivery in Ghana.

The United Nations Universal Declarations of Human Rights

United Nations Universal Declarations of Human Rights of which Ghana
is part was declare on December 10 1948. This historic Act has mandated all
member countries by the Assemblies to publicise the text of the declaration in
all institutions and other public places. In the framework, the United Nations
Charter (UNC) has reaffirmed its faith in fundamental human rights in the
dignity and worth of human person and unequal rights of men and women and
have determined to promote social progress and better standards of freedom in
larger freedom (United Nations, 1948). Follesdal (2009) stated that human rights
are claims that certain freedoms are very important and that all persons have the
moral obligation of protecting and respecting these freedoms for everybody.

Article 25 (1) of the UNC indicates that, “Everyone has the right to a
standard of living adequate for the health and well-being of himself’herself and
of his/her family. This including food, clothing, housing and medical care and

necessary social service and the rights to security in the event of unemployment,
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sickncss, disability widowhood, old agc or other lack of livelihood in
circumstances be young his/her control.” In spite of this, the situation in Ghana
is diffcrent as mentally challenged and other disabled persons are abuse,
discriminated against thereby violating their Human Rights as well as the
provision in Ghana’s Constitution. (Agyapong & Mantey, 2011). Article 29 (4)
which states that disabled persons shall be protected against all exploitation, all
rcgulations and all treatment of a discriminatory, abusive or degrading naturc
(Constitution of Ghana, 1992). According to Fournicr (2011), mentally
challenged in Ghana, are some of the most vulnerable people in society. They
are subject to discrimination, social isolation and exclusion, human rights
violations, and an ancient, demeaning stigma, which leads to bereavement of
social support, self-reproach, or the decaying or straining of .important
relationships. Furthermore, Tawiah, Adongo and Aikings (2015), found that
there has been an increased public health attention given to mental health
because of the enormous negative impact, stigma and discrimination.

Once more, World Federation for Mental Health (2015) asserted that all
over the world, people with mental disorders and their families find dignity
absent in their dealings with health care providers and with society. Meanwhile,
Article 1 of the Universal Declaration of Human Rights states that, all human
beings are born free and equal in dignity and rights. They are endow with reason
and conscience and should act towards one another in a spirit of goodwill.
However, the mentally ill feel demeaned by the manner in which they are treated.
Once more, health care professionals do not have the time needed to address

difficult problems. The mentally challenged do not get the coordinated care for
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other illnesses that may be present resulting in neglect of their overall health and
this ultimately shorten their life span (WFMH, 2015).

According to the United Nations (2015), people with this condition have
their life expectancy reduced by about 20 years. Thesc actions against the
mentally challenged, especially in Ghana violates all the provisions on disability

and vulnerability in the Conventions as well as the (Constitution of Ghana, 1992)

International Convention on Economic, Social and Cultural Rights
(ICESCR)

The International Convention on Economic, Social and Cultural Rights
adopted in 1966 Article 12, states that, State Parties to the present covenant
recognise the right of everyone to the enjoyment of the highest attainable
standard of physical and mental health. The Covenant proffered some steps to
take by state parties. These are provision for the reduction of stillbirth rates and
for the healthy development of the child, the improvement of all aspects of
environment and industrial hygiene, as well as prevention, treatment and control,
of epidemic, endemic, occupational and other diseases. Besides, it highlights the
creation of conditions, which will assure all medical service and medication.
This aspect of the covenant mandates parties to treat the root determinant factors
of mental health. This is because risk exposures in the formative stages of life
can affect mental well-being or predispose towards mental disorder many years
or even decades later (WHO, 2014). Mental health and many common mental
disorders are shape largely by the social, economic, and physical environment in
which people live (WHO, 2014).

The Committee which monitors the ICESCR adopted general comments

on the right to health at its 22" session in 2000 (General Comment 14) in a bid
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to provide guidance to countries on the meaning and requirements of
implementing this right; In recognition that, many people experience barriers to
health and mental health services and care. The committee stated that health care
services require adequate funding to ensure that health facilities, goods services
and programmes as well as health care professionals and essential eradications
arc available in sufficient quantity.

Nonctheless, an asscssment of mental health policy in Ghana, South
Africa, Uganda and Zambia by Faydi, Funk, Kleintjes, Ofori-Atta, Ssbunnya,
Mwanza, Kim and Flisher (2011) discussed the six gaps that could impact on the
policies’ effect on countries’ mental health systems. They are; lack of internal
consistency of structure and content of policies; superficiality of key
international concepts, lack of evidence on which to base policy directions. The
rest are inadequate political support, poor integration of mental health policies
within the overall national policy and legislative framework. Again, lack of
financial specificity (Faydj, et al., 2011).This assessment echoed the statement
of WHO (2003b) that enjoying mental health rights would work when the
International Human Rights discourse reco gnised that certain socio-political and
economic conditions need to exist in order to promote the mental well-being of
the population (WHO, 2003b). From the discussion, governments as well as state

organisations are as key actors in providing for mental health.

World Health Organisation’s Constitution

The World Health Organisation’s Constitution, one of the International
Bill of Rights, which falls in line with the Charter of the United Nations, found
that the principles that established the Constitution are basic to happiness,

harmonious relations, and security of all people. It stated further that Health is a
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state of complete physical, mental and social well-being and not merely the
abscnce of diseases or infirmity (WHO, 1948). It also observed that the
cnjoyment of the highest attainable standard of health is one of the fundamental
rights of every human being without discrimination on race, religion, and
political belief, cconomic or social conditions. Moreover, the health of all people
is fundamental to the attainment of peace and security. Morcover, it is dependent
upon the fullest cooperation of individuals and states (WHO, 1946). Unstable
political and economic regimes especially in Africa has affected health delivery
to the detriment of mental health. According to Helliwell, Layard and Sachs,
(2013), mental health has been a major cause of misery and unhappiness in the
world (Helliwell, Layard & Sachs, 2013).This provision by WHO made it
mandatory for State Parties to take serious steps towards addressing the needs
for mentally challenged since 1948: however, this provision is violated for a long

time.

Unfortunately, even though mental health forms key part of WHO
constitution, for a long time it has neglected it in the development discourse.
According to the Director General of WHO, even though mental well-being is a
fundamental component of WHO’s definition of health where good mental
health enables people to realize their potential, cope with the normal stresses of
life, work productively, and contribute to their communities, the world has a long
way to achieve it (WHO, 2013). Unfortunately, trends such as, neglect of mental
health services, care and abuses of human rights and discrimination against
people with disorders and psychosocial disability has seriously affected delivery.
The World Federation for Mental Health (2015) has echoed similar theme.

Indeed, the Declaration of Human Rights and Mental Health Article 1, states that
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mental health promotion is a responsibility of governmental and non-
governmental authoritics as well as the inter-governmental system, especially in
times of crisis. This article linked with the WHO’s definition of Health and
further illustrated that health and mental programmes shall contribute both to the
development of individuals and families™ responsibility for personal and group

health as well as promoting the highest of possible quality of lifc.

African Charter on Human and People’s Right

The African Charter on Human and People’s Right (1982) reaffirmed
regulation on health and peoples right. It submits in Article 16 (1) that, every
individual shall have the right to enjoy the best attainable state of physical and
mental health. Article 2 similarly states that, partics to the present Charter shall
take the necessary measures to protect the health of their people and to ensure
that they receive medical attention when they are sick. According to Mfoafo-
M’Carthy and Huls (2014), there were certain cultures that perceived mental
illness as a sign of weakness and these results in family members or caregivers
distancing themselves from the mentally challenged since these groups were
vulnerable and therefore were unable to contribute any resources to the family.
They were beaten and maltreated because there is no regard for them. In this
regard, even though, these conventions are there to protect the disabled, cultural
issues also contribute significantly towards making progress in protecting these
groups of which the mentally challenged are greatly affected (Mfoafo-M’Carthy
& Huls, 2014).

Similarly, in many African countries, although most of the conventions
mention governments to be directly in charge of mental health, inadequate

resources made it difficult for mental health conditions to be improved and as a
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result worsen their plight (Mfoafo-M’Carthy & Huls, 2014). World Health
Organisation (2015) asserted that while the political will to invest in mental
health continucs to grow, it is still inadequate. For instance, public spending on
mental health continues to be very low at 2 percent or less of total health-care
spending in most low and middle-income countrics or less than 2 percent per
capita (WHO, 2015). Ghana as a case in point, spends only 4.5 percent of total
health budget on mental health and subvented organisation as at 2014 (MOH,
2014) which is inadequate to provide for essential drugs, food and other

psychosocial care.

United Nations Convention on the Rights of Persons with Disabilities
(CRPD)

The Conventions on the Rights of Persons with Disabilities directs as in
the case of Human Rights on General Obligation in Article 4, that State Parties
are to ensure and promote the full realisation of all human rights and fundamental
freedoms for all persons with disabilities without discrimination of any kind on
basis of disability. Key areas to address are adoption of appropriate legislative
measures to modify or abolish existing laws, regulations, customs and practices
that constitute discrimination against persons with disabilities. Article 5 (1) of
the Convention discusses equality and non-discrimination. It states that States
Parties recognise that all persons are equal before and under the law and are
entitled without any discrimination to equal protection against discrimination on
all grounds. It directs steps to ensure that reasonable accommodation provided.
Article 6 also touches on women and girls® disabilities, which are subject to
multiple discriminations, and in this regard, States Parties shall take measures to

ensure the full and equal enjoyment of all human rights and fundamental
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frecdoms. Article 7 centres on children with disabilitics. That States Parties in
their duty should take all necessary measures to cnsure the full enjoyment by
children with disabilities of all human rights and fundamental freedoms on an
cqual basis with other children. Word Health Organisation (2015), discussed in
their study on Promoting Rights and Community living for Children with
Psychosocial Disabilities that some children are born with disabilities, and others
develop disabilities in their early years.

These children need security, care and love, best provided by keeping
them with their parents or caregivers in their own community (WHO, 2015).
According to the findings of the study, institutions find it difficult to provide the
individual care that children with psychosocial disabilities need, and become
places where children are subject to demeaning treatment and forgotten by
society, excluded from education, work and normal social activities (WHO,
2015). Since parents are primary caregivers, evidence from the study posits that
for children with psychosocial disabilities, community services lead to better
developmental, health and human rights outcomes than institutional care (WHO,
2015).

According to World Report on Disability (2015), Disability is part of the
human condition. It stated that everyone will be temporarily or permanently
impaired at some point in life and those who survive to old age will experience
increasing difficulties in functioning. Most families especially extended have
disabled and many non-disabled people take responsibility for supporting and
caring for their relatives and friends with disabilities (Mishra & Gupta, 2006).
World Health Organisation (2015) posited that while most have good mental

health, many older adults are at risk of developing mental disorders, neurological
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disorders or substance abuse problems as well as other health conditions such as
diabetes, hearing loss, and osteoarthritis. Furthcrmore. as people age, they are
more likely to expericnce multiple conditions at the same time. The report
described disability as a human right issue. Quinn and Degener, (2002) argued
that people with disabilities experience incqualitics for instance, when they are
denied cqual access to health care, cmployment, education or political
participation because of their condition. They stressed that people with
disabilitics are subject of violation of dignity, issucs of violence abuse, prejudice
or disrespect.

Human Development Report (HDR) (2014) presented part of Ban Ki-
moon’s (Former UN Secretary General) address to the United Nations General
Assembly that the world has to pay particular attention to the needs and rights
of the most vulnerable and the excluded in the world. He called for a new vision
that can bring change and aspiration to ensure ‘a life of dignity for all’. This
statement has strong linkage with the theme for the celebration of the world
mental health day in October 2015, which has its theme of ‘Dignity in Mental
Health’. Dignity is observed to be absent in treatment of mental health which has
led to the neglect and abuse of mental health patients’ globally. According to
Human Development Report (2014), eliminating extreme poverty is achieve
with focus on vulnerability and human development. The issue of sustained
public support that strengthens social and economic resilience for the poor and
the vulnerable of which the mentally challenged are part of could reduce
systemic sources of vulnerability for the poor (HDR, 2014).

World Health Organisation Quality Rights Tool Kit developed in 2012

for assessment and improving quality of human rights of mental and social care
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facilities summarised five key themes drawn from Convention on the Rights of
Persons with Disabilities (WHO, 2012). The first theme drawn from article 28
requires that people with disabilities be provided with an adequate standard of
living including adequate food, clothing, shelter, clean water devices and other
assistance for disabilities and continuous improvement of their living conditions.
Conditions for the mentally challenged asscssed in many countries are
overcrowding, poor hygiene, poor sanitation and others. WHO (2012), and
others find that people lack proper clothing, clean watcr, food, shelter and other
human resources which is at variance with the provisions in CRPD. World
Report on Disability (2015) found in relation to the provisions in the article 28
of CRPD that people with disabilities and their families were more likely to
experience economic and social disadvantage than those without disabilities
since disability leads to vulnerability (World Report on Desability, 2015).

The second theme of WHO Quality Rights Tool Kit is on the right to
enjoyment of the utmost attainable standard of physical and mental health
(Article 25 of the CRPD). Access to basic mental health care and treatment is
lacking in many countries. Services are also very far from homes of the mentally
challenged. According to WHO (2015), “The right to the highest attainable
standard of health™ requires a set of social criteria that is conducive to the health
of all people, including the availability of health services, safe working
conditions, adequate housing and nutritious foods. Achieving the right to health
relate to that of other human rights, including the right to food, housing, work,
education, non-discrimination, access to information, and participation.

However, ineftective or harmful treatments are applied and co-morbid

general health problems are ignored (WHO, 2012; Fournier, 2011). It also found
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that institutional services are emphasised to the detriment of outpatient’s
community based facilities and the focus of many services is on detaining people
rather than helping them to develop their abilities in order to recover and
rcintcgrate into the community (WHO, 2012). Article 25 of the CRPD hence
requires that people with disabilitics be given the health services they need as
closc as possible to their communities. It also requires that they give the same
range of quality and standard of frec or affordable health care, including sexual
and reproductive health as well as other people. Basic Needs (2014), an NGO in
Ghana use of'a model which involves a meaningful work and community support
as well as treatment to help improves lives of the mentally challenged has proven
promising in supporting the mentally challenged. In addition, WHO (2008)
opined that community based services place greater emphasis on autonomy and
provide needed care based on people experience and culture (WHO, 2008).

The right to exercise legal capacity and the right to personal liberty and
the security of persons with disabilities is use for assessment (Article 12 and 14
of CRPD). The assessment tool found that mentally challenged on regular basis
do experience violations of their rights to exercise their legal capacity. They are
incapable of making decisions about their own lives, and key choices that
concern them. For instance, the mentally challenged do not have a say about
their treatment, medical treatments and others. A study by Diseth and Hoglend
(2011) found that individuals with mental illnesses who are receiving care in
psychiatric institutions suffer greater human rights violations than individuals
who are in conventional facilities. They note that while those in psychiatric care

may not have committed a crime, they are subjected to a similar removal of rights
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and liberties as with criminal offenders solely because mentally challenged are
perceived to be dangerous and less competent (Diseth & Hoglend, 2011).

Similarly, Article 12 of the Convention on the Rights of Persons with
Disabilities (CRPD) states that people have the right to be recognised
everywhere as persons before the law. It also re-asserts the rights of people with
disability to exercise their legal capacity on an equal basis with others in all
aspects of life. They must therefore remain central to all decisions that affect
them, including their treatment, where they live and their personal and financial
matters. Article 12 further states that, when needed, people supported in
exercising their legal capacity. This means that they should have access to a
trusted person or group of people, who can explain issues related to their rights,
treatment and other relevant matters and who can help them to interpret and
communicate their choices and preferences. Again, Article 14 of the CRPD
focuses on the right to liberty and security of persons. It states that people with
disabilities must not be deprive of their liberty unlawfully or arbitrarily, that any
deprivation of liberty must be in conformity with the law and that the existence
of a disability shall in no case justify deprivation of liberty.

In Ghana, although the Constitution of Ghana (1992) states that every
person shall be entitled to his or her personal liberty, which is right for all.
However, inadequate human resources in terms of psychiatrics doctors and
nurses have compelled many families to send their mentally challenged to
religious homes where their rights are deprive, by chaining and confining most
of the mentally challenged in an enclosure. Such treatment is ancient, demeaning
which leads to bereavement of social support, self-reproach, or the decaying or

straining of important relationships (WHO, 2002). There are only three
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psychiatric hospitals in the country all of which are in the South of the Coastal
belt of the country with few options for care outside these facilities. Since there
arc widespread beliefs that mental illness and cpilcpsy have spiritual causes,
many people resort to traditional healers whose treatment methods could
sometimes be inhumane (Basic Needs, 2014; Fournier, 201 1).

Freedom from torture or cruel, inhuman or degrading trcatment or
punishment and from exploitation, violence and abusc is the fourth theme
reviewed by the WHO quality right tool kit (Articles 15 and 16 of the CRPD). It
finds that people in inpatient facilities and social care homes are expose to
physical, sexual and mental abuse. Most people spend more days, years of living
aimlessly, in boredom and total exclusion in seclusion in cells and most of them
restrain using chains. Mentally challenged have also been found to be often over
medicated in order to make them docile and easy to manage. International human
rights laws have seen this as ill-treatment and torture which eventually violates
all provisions in the International Bill of Rights.

Article 15 of the CRPD requires that all appropriate measures taken to
present people with disabilities from torture or cruel, inhumane or degrading
treatment or punishment. It also states that no one should be subject to medical
or scientific experimentation without his or her consent. In article 16 of the
Convention, it requires that all measures taken to protect against and prevent all
forms of exploitation, violence and abuse, including provision of protection
services. Discrimination as posited by Gostin (2001) can affect negatively on
mental health. The writer further stated that victims of discrimination were
vulnerable to limitations in civil, political, economic, social, and cultural rights

that make it difficult for them to integrate into socicty and lead well-balanced
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and productive lives. The report found that the ncgative repercussions of
discrimination itself could deeply affect a person’s dignity and sclf-esteem,
which is detrimental to mental health.

Article 19 of the CRPD, which, deals with the right to live independently
and be included in the community has also been, reviewed (WHO, 2012). It
submits that people with disabilities have the right to live in community and that
government must take effective appropriate measures to facilitate their full
inclusion and participation in society. It further states that people might decide
where and with whom they live; they must not obliged to live in particular
arrangemcnts. Article 19 further states that pcople must have access to a range
of in-home, residential and other community support services, including the
personal assistance necessary to support living and inclusion in the community,
and to prevent isolation or segregation from the community. Other discussions
closely linked to this convention for disabled on the rights to education, to work
and employment and to participation in political, public and cultural life and in
recreation, leisure and sport. It further states that people with disabilities have
the right to live in community and that government must take effective
appropriate measures to facilitate their full inclusion and participation in society.
It additionally states that people’s right to decide where and with whom they live
and that, they must not be obliged to live in a particular arrangement.

World Health Organisation (2001) found that the link between poverty
and increased risk of mental disorders have become increasingly apparent over
the last decade. Issues such as unemployment, low levels of education and lack
of food, clothing and shelter and access to health such as health insurance limits

people’s ability to be active and productive members of society to realise their
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potential and to be mentally as well as physically healthy. These factors act as

barrier to health and mental health carc services.

Structure of the Mental Health Framework in Ghana

Ghana has had quite a number of laws and policies to protect the mentally
challenged in the country. These laws and policies however, have been
bedevilled with implementation challenges and key among them is finance. This
session presents a historical view of some of the laws both local and international

policies that were design to protect the mentally challenged in Ghana.

Lunatic Asylum Law

Ghana’s first law towards mental health was the Lunatic Asylum
Ordinance of 1888 enacted by the Governor of Gold Coast, Sir Griffith Edwards.
In this act, they mandate officials to arrest so-called insane people and place
them in a special prison in Accra. When the prisons were fill they built Lunatic
Asylum in 1906, which later transformed into Accra Psychiatric Hospital in
accordance with International laws in 1951.The hospital then depicts prisons as
it was made with high walls and barbed wires. This historical structure has
affected immensely the way the mentally challenged are until date. There were
innovations such as removal of chains from patients, abstaining from
punishment of patients and the use of other forms to calm patients. This
innovation, especially chaining and confinement persist in care homes and other

hospitals in Ghana.

Mental Health Decree of 1972
Forster (1971) discovered that in the late 1960s, there were major reviews

of mental health act leading to the enactment of the Mental Health Decree,
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NRCD 30, in 1972. Unfortunately, over the forty years of its existence, the
implementation of the Mental Health Decree (NRCD 30) had not happened.
Again, sincce the carly 1990s, several unsuccessful attempts were made to enact
a ncw mental health act. Before 2004, The Law Reform Commission (LRC) was
involved in revisions of the 1972 Decree. It is surprising however that these
earlier revisions including the Mental Health Act, 1990, (LRC,1990) were not
enacted and even during periods of constitutional rule there was no law.
Although the 1972 Mental Health Decrece has provisions for involuntary
admission, including the rights to appeal, it was not use. It also involved the
accreditation of professionals and facilitics as well as enforcement of judicial
issues for pecople with mental illnesses and mechanisms to implement the
provisions of mental health legislation.

According to Ofori-Atta, Read, Lund and MHaPP Research Programme
Consortium (2010), the review of 1972 legislation using WHO checklist on
mental health legislation identified several flaws. For instance, inadequate
attention to human rights provisions for service users which includes the right to
humane treatment; confidentiality and privacy; informed consent; the rights of
carers and families of users; competency, capacity, and guardianship issues;
involuntary admission; and issues of seclusion and restraint. Issues of seclusion
and restraint for instance, contravened the provisions in the international human
right framework in Article 25 of the CRPD which requires that people with
disabilities be given the health services they need as close as possible to their
communities.

In addition, the situational analysis discovered that there is little

protection in the legislation of vulnerable groups, including minors and women.
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There is no provision for financing of mental health care and inadequatc
promotion of mental health within primary or community-based care. There is
also insufficient promotion of access to psychotropic drugs, and no provision for
educational activities, vocational training, leisure activities and the religious and
cultural needs of people with mental disorders. Yet again, there is no provision
made for the involvement of users of mental health services, families and carers
in mental health policy and legislation development and planning (Ofori-Atta,
Read, Lund and MHaPP Research Programme Consortium 2010). Because of
the aforementioned, a new legislation to be at par with the international bills of

rights was inevitable hence, the new Mental Health Act.

Mental Health Act 846, 2012

A revised Mental Health passed in 2012, which is the Mental Health Act
846, 2012. The Mental Health Act adopts a human rights approach to mental
health, in accordance with the UN Charter on Human Rights and international
agreement on the health care needs of a person with mental disorder. The new
Mental Health Act focuses on improving access to care for people with mental
illness, epilepsy, including the poor and vulnerable, safeguarding human rights
and promoting participation in restoration and recovery. The law provides for
the integration and regulation of spiritual and traditional mental health practices
in Ghana. It supports decentralisation of mental health care and places emphasis
on community rather than institutional care. It addresses many of the challenges
and weaknesses of the previous Decree, which provides for a mental health
authority, a mental health review tribunal, and the protection of the rights of

people with mental disorder, including the principle of the least restrictive
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environment and the right to information and participation (Robert et al., 2013;
Mental Health Act, 2012).

Issues of non-discrimination have been spelled out in the Mental Health
Act 846, 2012 in section 54 requires that a person with mental disorder is entitled
to the fundamental human rights and frecedoms as provided for in the
constitution. A person with past or present mental disorder shall not be subjected
to discrimination and, whatever the cause, nature or degree of the mental
disorder, has the same fundamental rights as a fcllow citizen. A tenant or
cmployee who develops mental disorder shall not be evicted from the place of
residence of that person, or dismissed from the place of employment of that
person on the basis of mental disorder. Further, on basic human rights Section
55 of the Law states that, a person with mental disorder has the right to enjoy a
decent life as normal and as full as possible which includes, the right to
education, vocational training, leisure, recreational activities, full employment
and participation in civil, economic, social, cultural and political activities and
any specific limitations on these rights shall be in accordance with an assessment
of capacity. There is emphasis on humane treatment and treating mental ill
persons with dignity as illustrated by WFMH (2015).

There is provision for vulnerable groups such as women and children in
the law, for instance, in section 64 of the Act. This requires female patients in a
mental health facility to have separate sleeping accommodation from male
patients. It also requires that females with mental disorders should have the same
treatment as men with mental disorders in matters relating to civil, political,
economic, social and cultural rights. Female patients should not be discriminated

with respect to treatment, community care, voluntary and involuntary treatment.
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There should be special provision for the accommodation of females whose
conduct may at any time, be harmful to them or other patients.

The provision for children is in section 65 requires that a child receiving
psychiatric treatment should as far as possible, be treated in a least restrictive
cnvironment. However, cases where they require admission, children be
accommodated separately from adults, and their developmental needs shall be
taken carc of. Parents or guardians of children under the age of eighteen years
receiving psychiatric treatment should represent them in matters concerning the
mental wellbeing of the children including consent to treatment. Special
provision made for the accommodation of children whose conduct may be
harmful to them or other patients.

According to WHO (1996), psychosocial instead of psychiatric implied
a shift from an illness model towards a social functioning model. United States
Psychiatric Rehabilitation Association (2011) further explained that
psychosocial model should be psychiatric rehabilitation services that are
collaborative, person-directed, and individualized, an essential element of the
human services spectrum, and should be evidence-based. It includes focus on
helping individuals develop skills and access resources needed to increase their
capacity to be successful and satisfied in the living, working, learning and social
environments of their choice. This is an example of Basic Needs model in Ghana
that work in partnership with mentally ill and instead of working for them. For
instance, meaningful work and community support in addition to treatment to
help improve lives (Basic Needs, 2014).

Section 57 of mental health Act in Ghana provides for standard of

trecatment for the mentally challenged. It requires that, a person with mental
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disorder have the right to the highest attainable standard of mental health care.
Moreover, this group of persons arc entitled to the same standard of care as any
person with physical health problems. Treat them on an equitable basis including
quality of in-patient food, bedding, sanitation, buildings, levels and
qualifications of staff, medical and related scrvices and access to cssential
medicines. Again, person with mental disorder should not be subject to torture,
cruelty, forced labour and any other inhuman trcatment. Additionally, the Act
provides for persons with mental disorders to have access to psychotropic drugs
and any other psychosocial rehabilitative interventions at different levels of care
as appropriate. It also requires that intrusive and irreversible treatment like
electro-convulsive therapy and psychosurgery should not be used for emergency
cases.

One of the critical concerns of Ghanaians is the nature in which the
mentally challenged is allow to roam the street of cities in the country, which
has been recognised by the Act and therefore provided directions in section 73.
Police officers are to remove a person to a facility or mental health facility for
assessment under a certificate of urgency if that person is found in a public place
appearing to be suffering from mental disorder, is highly aggressive or showing
out-of-control behaviour, and appears to require immediate care, control and
treatment. Family members, caregivers, health professionals, social welfare
officers and any other citizens may also seek the assistance of the police to take
a person to a facility or mental health facility under a certificate of urgency in a
situation where that person in a public place is highly aggressive. A person who

Is to move to a mental health facility by the police may be taken to a place of
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safc custody for a period not exceeding forty-eight hours if the person cannot be
transferrcd immediately to a facility.

At decentralised local level Metropolitan, Municipal District Assemblies
(MMDAEs) are responsible for the wellbeing of persons with mental disorders
found in public places in the district. Metropolitan, Municipal District
Assemblies should liaise with the police, social welfare and health authorities to
remove persons with mental disorders who arc a danger to themselves or to
others and found in public places in the district to a facility or mental health
facility for treatment and rehabilitation. Metropolitan, Municipal District
Assemblies have a responsibility of ensuring in consultation with the appropriate
agencies that a person with mental disorder found in a public place, after
treatment rehabilitated and integrated into the society. Metropolitan, Municipal
District Assemblies also make adequate budgetary allocation for the care of

persons with mental disorders found in public places within the district.

Potential challenges of the Mental Health Act 846

The mental health Act has become a law in the context where expenditure
on mental health continues to dwindle in Ghana. This brings serious challenges,
especially in the area of health system challenges (Roberts et al., 2013). For
instance, historically, mental health is centred in the curative domain in the way
the extension of psychiatric facilities to units regional and districts hospitals is
in line with curative framework. The new framework, which centred on
community psychiatric, is services from psychiatric facilities, which is not
practice before. Ofori-Atta et al., (2010) found that the mental health unit is
organisationally place within the institutional care division of Ghana Health

Service. The offices are located in Accra psychiatric hospital, which served as a
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headquarters, which governs the three psychiatric hospitals. Asare (2001) states
that, there is no operational link between the Directorate of public health service
and mental health unit that could have administrative challenges.

There are also social service challenges, especially as the law mandates
community treatment and treatment of mental health at the primary care level.
Laird (2008), in a study of the Department of Social Welfare in Ghana on Social
Services in Africa found that conditions of services of social services in Ghana
cannot support the ability of the social services to provide adequate work forces
in the area of Social Workers, Clinical Psychologist who can support
implementation of the Mental Health Act. According to Doku, Wusu-Takyi and
Awakame (2012), the new Act rather is the duty of the Minister for Social
Welfare, which redefines the importance of social support. Community based
rehabilitation in Ghana is mainly for the physically disabled without provision
for the mentally challenged persons.

Other serious and obvious challenges to psychiatric hospitals are human
resource and financial capacities. The new mental health act requires availability
of well-trained personnel in the area of Doctors, Nurses, Psychologists Social
Workers and others that are inadequate coupled with low motivation in the
system. Appiah (2016) reported that psychiatric hospitals in Ghana owed
creditors between 2012 and 2015 to the tune of 13 million Ghana Cedis and this
debt was because of purchase of medicines, food, facilities, maintenance and
others. These resources in short supply were hampering adequate and proper care

and treatments of persons with mental health conditions.
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Provision of Mental Health Services

In the new mental health Act, there is a provision for a body, the Mental
Health Authority (MHA) and the object of the authority in the law is to propose
mental health policies and ensure their implementation. Further, the body is to
promote mental health and provide humane care, including treatment and
rehabilitation in a least restrictive environment; and also promote a culturally
appropriate, affordable, and accessible and equitably distributed integrated and
specialised mental health care that will involve both the public and the private
sectors. Osei (2012) observed that the law made provision for a mental health
fund, which mandates fund managers to appoint by the Board. Various sources
of funding to be defined by Parliament. Possibilities include allocating a
component of existing levies (VAT) or establishing a new levy. Others are to
integrate funding for mental health activities into regular cycle of annual
government budgeting and the Board may also source research grant and
donations from bilateral and multilateral sources and so forth.

The law as well directs a community centred approach to mental health
services that is a departure from the existing facility based care. Secondly, it
incorporates the informal sector of unorthodox mental health practitioner.
According to Osei (2012), Barke, Nyarko and Klecha (2011), there are 70- 80
percent of Ghanaians who utilize unorthodox medicine from the 45,000
traditional healers, located in both urban and rural areas. Most of these healers
were identity as well as other numerous prayer camps that attend to the mentally
ill, provide of training support and regulate of their practice, including the
application of sanctions were proffer should they overstep approved boundaries

(Osei, 2012). There has also been provision for integration of mental health care
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into regular care at the operational levels. Again, training for medical assistants
of psychiatry is to be provided and a plan to establish psychiatric wings in all
regional and district hospitals. Further, within the Ghana Health Service, appoint

a focal person for mental health within its Institutional Care Division.

Mental Health Policies by Wolrd Health Organisation

World health Organisation (2013) developed an action plan for the period
2013 to 2020. This was because of World Health Assembly’s resolution at the
Sixty-Sixth (66") World Health Assembly in May 2013. This action plan and
stratcgics have close links with other notable strategics. For example, global
strategy to reduce the harmful use of alcohol, the global plan of action for
workers' health, 2008-2017, the action plan for the global strategy for the
prevention and control of non-communicable diseases, 2008-2013, and the
global action plan for the prevention and control of non-communicable diseases
(WHO, 2013).

The action plan is design to create interaction with other relevant
programmes of organizations in the United Nations system, United Nations
inter-agency groups and intergovernmental organizations (WHO, 2013). The
focus of the current action plan was to expand services for mental health in low
resource settings. The action plan therefore is global in scope and is design to
provide guidance for national action plans. It addresses, for all resource settings,
the response of social and other relevant sectors, as well as promotion and
prevention strategies.

According to WHO (2013), the structure of the action plan is to have a
world in which mental health is valued, promoted and protected, mental

disorders are prevented and persons affected by these disorders are able to
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excrcise the full range of human rights. Also, to access high quality of culturally-
appropriate health and social care in a timely way to promote recovery, in order
to attain the highest possible level of health and participate fully in society and
at work, frec from stigmatization and discrimination (United Nations, 2015;
WHO, 2013). The overall goal of the action plan is to promote mental well-
being, prevent mental disorders, provide care, cnhancce recovery, promote human
rights and reducc the mortality, morbidity and disability for persons with mental
disorders. It has four main objectives among other things; i. strengthens cffective
leadership and governance for mental health, ii. provides comprehensive,
integrated and responsive mental health and social care services in community-
based settings, ili. implements strategies for promotion and prevention in mental
health; and v. strengthens information systems, evidence and research for mental
health.

According to WHO (2013), crosscutting principles and approaches for
the action plan seek universal health coverage for all. The first principle states
that regardless of age, sex, socio-economic status, race, ethnicity or sexual
orientation, and following the principle of equity, persons with mental disorders
should be able to access, without the risk of impoverishing themselves, essential
health and social services that enable them to achieve recovery and the highest
attainable standard of health. Studies of WHO stated that achieving the right to
health is closely related to other human rights, including the right to food,
housing, work, education, non-discrimination, access to information, and
participation (WHO, 2015). Correspondingly, this action plan reaffirms the
sustainable development Goals target 3.8 (Table 1) which seeks to achieve

universal health coverage, including financial risk protection, access to quality
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essential health-care services and access to safe, effective, quality and affordable
essential medicines and vaccines for all (United Nations, 2015).

Furthermore, Human rights, which are all mental health strategies,
actions and interventions for treatment, prevention and promotion, must be
compliant with the Convention on the Rights of Persons with Disabilities and
other international and regional human rights instruments. According to United
Nations (2015), there were evidence of global human right abuse against the
mentally challenged. For instance, people are tied to bed, chain, physically
abused and in some cases, killed. Human right as a top policy priority of the
WHO is very appropriate. According to WHO (2015), the right to health includes
both ‘freedoms’ and ‘entitlements’ of which freedoms include the right to
control one’s health and body. For instance, sexual and reproductive rights and
to be free from interference which includes, free from torture and from non-
consensual medical treatment and experimentation. Entitlements include, the
right to a system of health protection that gives everyone an equal opportunity
to enjoy the highest attainable level of health including the mentally challenged
(WHO, 2015).

The next principle is the use of evidence-based practice, that is, mental
health strategies and interventions for treatment; prevention and promotion need
to base on scientific evidence and/or best practice, considering cultural
considerations. Similarly, Life course approach which looks at policies, plans
and services for mental health need to take account of health and social needs at
all stages of the life course, including infancy, childhood, adolescence,
adulthood and older age. Basic Needs (2014) is currently using community based

and people centred approach to help people recover from mental illness.
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Commonwealth of Australian (2013) found that the importance of working
collaboratively with a person and their family irrespective of whether they are
receiving treatment voluntarily or involuntarily, involves self-determination,
which is a vital part of successful treatment and recovery, and this re-echoes a
person-centred approach espoused in the model of Basic Needs.

Equally in the principle is the multi-scctorial approach, which includes a
comprehensive and coordinated response for mental health which requires
partnership with multiple public sectors such as health, education, employment,
judicial, housing, social and other relevant sectors as well as the private sector,
as appropriate to the country’s situation. Again, WHO (2014) in a study of Social
Determinants of Mental Health, found that mental health and many common
mental disorders are shaped to a large extent by social, economic and physical
environment in which people live. It added that action to improve the conditions
of daily life from before birth during early childhood at school age, during family
building and working ages and at old age will improve population mental health
and inequalities that are associated with it (WHO, 2014).

The final principle is empowerment of persons with mental disorders and
psychosocial disabilities. Psychosocial disabilities should be empowered and
involved in mental health advocacy, policy, planning, legislation, service
provision, monitoring, research and evaluation. Most health promoters used
several models to help individuals take control of their health situation. For
instance, Raeburn and Rootman (1998) people centred model of health
promotion is to build people capacity to manage and control their own health,

which makes citizens partners in the change process.
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Similarly, Glover (2012) argued that efforts that people go through in
their personal recovery journeys are through a set of five processes i) from
passive to active sensc of self. This involves moving from the passive position
of being a recipient of services to reclaiming one’s strengths, attributes and
abilitics to restore recovery; ii). Also, from hopelessness and despair to that of
hope, iii) then from others’ control to personal control. In addition, responsibility
which involves moving from others taking responsibility for recovery to the
person taking, holding and retaining responsibility; iv). Another process is from
alienation to discovery, which involves finding meaning and purpose in the
journey; doing more of what works and less of what does not; v). Again, from
disconnectedness to connectedness which means moving from an identity of
illness or disability to an appreciation of personal roles and responsibilities and
to participating in life as a full citizen and not through the powerlessness of
illness. Glover (2012) added that people need help which demand that services
should be provided in recovery constantly ‘doing for another’ can contribute to
a state of impotence and inability. A recovery approach encourages people to
take an active role and reclaim responsibility for the direction of their life
(Glover, 2012). These models support social support for the mentally ill at the

various levels that could help in recovery.

Millennium Development Goals and the Sustainable Development Goals
The Millennium Development Goals (MDGs) came to an end in 2015
and there has been an extensive review and subsequent launch of post 2015
agenda which consist of 17 Goals (Table 1) referred to as Sustainable
Development Goals (SDGs). Even though impressive progress was made under

the MDGs, a careful review shows that there were arcas which needed more
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attention or has been neglected (WHO, 2015; ICSU & ISSC 2015). A case in
point is the progress made on reduction of child mortality and fight against
infectious diseases. From science perspectives, ICSU and ISSC, (2015) stated
that SDGs offer major improvements over the MDGs.

Other areas of the SDGs which are major improvement over the MDGs
arc challenge of acutc epidemic discases, disaster and conflict situations as well
as the effect of non-communicable diseases and mental health disorders and
large inequalities in all parts of the world. All these indicators have been
addressed and the new goal for the post 2015 agenda is to ensure healthy lives
and promote well-being for all at all ages. The actions have been burdened with
17 goals (Table 1) with 169 targets in the domain of economic, social and
environment. Addressing these domains will also mean tackling social
determinants of mental health in the world (WHO, 2015).

Key unique feature about the Sustainable Development Goals is its
concept and approach in universalism or globally oriented in nature with cross
cutting issues which affect almost every country. According to the Secretary
General’s synthesis report in 2014, message of universality is key and it states
that universality implies that all countries need to change, each with its own
approach, however each with a sense of the global common good (United
Nations 2014). The SDGs is also designed to achieve inter sectorial coherence,
global partnership for sustainable development which eventually focuses on the

needs of the poor and the vulnerable (United Nations, 2015; WHO, 2015).

Some key Impacts of Millenium Development Goals in Ghana
Global target of halving extreme poverty is achieved ahead of time. For

instance, the incidence of extreme poverty (population living below $1.25 a day)
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was halved by 2011 (United Nations, 2015). Additionally, in the developing
countrics, the population of extremely poor people is estimated to have reduced
from 47 percent in 1990 to 14 percent by 2011 (United Nations, 2015). In Ghana,
extreme poverty and hunger was largely achieved by halving it in 2006 and both
rural and urban areas were significantly affected positively (Ghana Millenium
Dcvelopment Goals, 2015). Child mortality, universal primary education has
largely been achieved with some significant progress in areas such as
HIV/AIDS, malaria and other diseases and nutrition among children. Again,

halving the proportion of people without access to safe drinking water was also

achicved in 2010.

Health Goal and Targets of the Sustainable Development Goals

United Nations (2015) on the 2030 agenda for sustainable development
outlined clear health goals and targets. It sets out to promote physical and mental
health and wellbeing, and to extend life expectancy for all. Also, the issue of
achieving universal health coverage and access to quality health care was also
indicated making strong reference to mental health and states that no one must
be left behind (United Nations, 2015). Issue of access has been identified as a
human rights issue by WHO (2015) that the right to the highest attainable
standard of health involves a set of social criteria that is conducive to the health
of all people, including the availability of health services, safe w