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Introduction
‘Mental Health’ used as a generic and inclusive term to refer to 
the concept of ‘mental ill-health’ and as well a positive state of 
social and emotional wellbeing, is a major public health and 
development issue globally.1–3 The concerns around mental 
health have to do with the significant contribution of mental 
health conditions to the global burden of disease, and the over-
all negative impact of mental health conditions on wellbeing, 
human rights and socio-economic development.4–6 Neglect of 
mental health risks the achievement of the global objectives set 
in the World Health Organisation (WHO) Comprehensive 
Mental Health Action Plan (2013-2030) and the United Nations 
(UN) Sustainable Development Goals (SDGs).7,8 According 
to the Global Burden of Disease 2019 Mental Disorders 
Collaborators,9 mental health conditions accounted for 970.1 
million estimated cases of age-standardised disease prevalence, 
corresponding to an increase of 48.1% of the disease burden 
between 1990 and 2019. Years Lived with Disability (YLD) 
was 14.6%, mental health disorders being the significant con-
tributor to the burden.9 Mental health conditions remain 
among the top ten leading causes of disease burden 

worldwide.9,10 Depression and anxiety disorder are the most 
common, and sub-Saharan Africa (SSA), north-Africa and 
Middle-East having the highest prevalence. Schizophrenia and 
eating disorders are the least common.9

The fact that mental health has been a neglected area mainly 
due to the engrained social stigma associated with it and inad-
equate resourcing heighten the urgency to comprehensively 
address the associated emerging challenges.6,7

Addressing the mental healthcare needs of the population at 
the PHC level has gained global consensus as a key strategy to 
realising the mental health targets of the UN SDGs, especially 
SDG3.8,10–12 Community-based healthcare services can be 
traced to the Alma Ata Declaration with the PHC policy based 
on equity and community participation.13,14 Community partici-
pation and ownership and for that matter community health 
policy and service development are key to the realisation of 
Universal Health Coverage (UHC).15,16

The need to decentralise mental health and make it com-
munity-based came along with turning the Lunatic Asylums 
of the late nineteenth century into psychiatric hospitals and 
the provision of psychiatric services in general hospitals.17,18 
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The glaring need for mental healthcare services outside of 
psychiatric hospitals was acknowledged as necessary to com-
plement the limited access and coverage the psychiatric hospi-
tals provided.2,19,20 In Ghana, by 1972, a cadre of qualified 
nurses had additional training and christened Community 
Psychiatric Nurses (CPNs), were deployed into general hospi-
tals to open, and manage Community Psychiatric Units 
(CPUs) that will provide treatment for mental health condi-
tions to the population.

The Mental Health Act, 2012 (Act 846), abundantly stated 
the mental health care services in Ghana needed to be commu-
nity-based. The mental health law emphasises decentralisation 
of mental healthcare services, and a human-rights centred 
approach to managing mental illnesses of the population.21

In Ghana, up to 10% of the estimated 33 million people 
experience a mental health condition with up to 650,000 peo-
ple in the country living with severe mental health conditions 
requiring medical attention.22,23 Undesirably, the country is 
associated with a high treatment gap of 98%, where less than 
2% of the population with mental healthcare needs actually 
accessing treatment.2,24 Despite Ghana’s growing urbanisa-
tion, a significant proportion (41.4%) of Ghana’s population 
live in rural areas with rural poverty levels as high as 67.7% 
poverty headcount.25,26 Mental healthcare at the community 
level will be enhanced through a concerted effort to increase 
communities’ involvement in the development and structure 
of mental healthcare services at their level(s) and health sys-
tem strengthening overall. This is particularly so for preven-
tive and promotive mental healthcare services, as that positively 
impact treatment and management of mental health condi-
tions, including rehabilitative care. Building a community-
based mental healthcare system with active community 
participation and ownership guarantees an enduring, inclusive 
and benefiting mental healthcare system. The introduction of 
the WHO QualityRights which promotes patient/user-cen-
tred, recovery-oriented management of mental health condi-
tions that people live with added impetus to the need for 
user-involvement and participation in the treatment pro-
cesses.27,28 QualityRights emphasises user wills and prefer-
ences in the care and management their ill-health conditions, 
thus prioritising the participation and ownership in the men-
tal healthcare services and policies.27,29 Similarly, the WHO 
Comprehensive Mental Health Action Plan 2020-2030 and 
the WHO Special Initiative for Mental Health provide yet 
another compelling case for health care systems to garner and 
maximise participation of mental health service-users and 
communities to ensure that mental health service provision is 
people-centred, rights-based and recovery-oriented.8,11,30

Community participation and ownership constitutes one of 
the health systems building blocks identified as essential to the 
production of health and whose exclusion from the health sys-
tem framework could undermine responsiveness of health sys-
tems to the rights and needs of the people, for that matter overall 

health system. The WHO Regional Office for Africa describes 
community ownership and participation in the context of 
healthcare development to refer to a representative mechanism 
that allows communities to influence policy, planning, operation, 
use and enjoyment of the benefits arising from the delivery of 
health services.31 It also refers to the community taking owner-
ship of its health and taking actions and adopting behaviours 
that promote and preserve health. Community participation and 
ownership can therefore be understood and described as the col-
lective and active involvement of local people in assessing the 
health needs, organising strategies and local resources to address 
those needs, with the firm sense that the service structures and 
results thereof were as a result of the individual and collective 
effort.32–35 Community participation and ownership in health 
encapsulates the principle and practice of bottom-up approach 
to health development and community health.36–39

Despite these longstanding intentions and pronounce-
ments, in Ghana, community participation and ownership of 
mental health care policy and services remain barely existent.40 
In Ghana, there is limited evidence of successful and sustaina-
ble community involvement in the development of and provi-
sion of mental health care services. Mental health care 
effectively remains isolated and parallel to the rest of the 
healthcare system of the country, with Ghana’s current mental 
healthcare system described as being overly centralised, medi-
calised, and generalised with rare community involvement.

This study is part of a PhD thesis exploring the research 
question, ‘What is the nature and level of community partici-
pation and ownership in the development and integration of 
mental healthcare service provision at the PHC/CHPS level(s) 
in Ghana?’ as part of in exploring perspectives of stakeholders 
in the integration of mental healthcare services at the PHC/
CHPS in Ghana utilising the WHO Health System 
Framework which is enhanced by be the Ouagadougou 
Declaration on Primary Health Care and Health Systems for 
Africa. The objective of the study is “to assess the nature and 
level of community participation and ownership in the integra-
tion of mental healthcare at the PHC level.”

Materials and Methods
Study area

The study was conducted in the Republic of Ghana. Ghana is 
divided into sixteen regions (Figure 1) and three coterminous 
ecological zones (Northern, Middle, and Southern). In terms of 
health service delivery, the country operates a five-tiered service 
system, covering National, Regional, District, Sub-district, and 
the Community.41,42 The regional, district and community level 
health facilities are established to provide secondary and primary 
health care services.42 In 1999, Ghana adopted the Community-
based Health Planning and Services (CHPS) strategy as a pri-
mary health care system to bring basic essential healthcare 
services closure to the people with their active participation.43–46
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Study population

The study population were respondents aged 18 years and 
above who were health policy officials and health service man-
agers, health care service workers, people living with mental 
health conditions and or primary caregivers of people living 
with mental health conditions, as well as staff of civil society 
organisations working in the mental health space, and patient/ 
human rights advocates. The respondents were categorised 
into three utilising the Human Rights-Based Approach 
(HRBA) of ‘rights holders’ and ‘duty bearers’ with a mixed cat-
egory of both rights-holders and duty-bearers.47

Study respondent inclusion and exclusion criteria

The inclusion criteria were that the respondent is an adult of 
legal age 18 years and above, with a role in mental health, 
located within the target study communities and healthcare 
facilities, freely and wilfully giving consent to participate in the 
study. They included persons with mental health conditions 
receiving medical treatment for their mental illness with sig-
nificant reduction of the symptoms of their mental ill-health 
conditions ready to participate of their own freewill. Primary 
caregivers of persons living with mental health conditions, 
healthcare service provider(s), healthcare service manager(s) 
within the study location, as well as health policy official(s) at 

national and sub-national levels. Patient advocates and officials 
of known funders of mental health initiatives in Ghana.

Exclusion criteria covered persons below the legal age of an 
adult, a person with no clinical diagnosis of his/ her mental 
health condition and not receiving treatment from outside a 
formally recognised medical facility and is a person not nor-
mally residing in the target study locations or stakeholder not 
willing to give consent.

Study design

This was a cross-sectional study that employed concurrent tri-
angulation mixed methods design.48,49 A mixed methods 
approach involving the use of both qualitative and quantitative 
methods was deployed to maximise the effect of both methods 
in understanding the phenomena being studied.48 A cross-sec-
tional descriptive study design was used for the quantitative 
component of the study.48,50,51 The design of the qualitative 
arm of the study was a critical descriptive ethnography 
approach.48,52 The study was carried out with the conceptual 
framework of the WHO Health Systems Framework53 and the 
Ouagadougou Declaration on Primary Health Care and Health 
Systems in Africa31 in which the health systems building blocks 
guided the study.

Sampling and sample size determination

Stratified purposive sample was used for the quantitative 
method. A sample of 1104 potential respondents of the survey 
was established. This sample size was computed using Epi 
InfoTM programme developed by the United States of America 
Centers for Disease Control and Prevention (CDC), (https://
www.cdc.gov/epiinfo/index.html). A 75% response rate was 
achieved in the survey. The final sample was proportionally 
split among the target districts to reflect the differences in the 
populations of those locations. Being a cross-sectional descrip-
tive study, the sample of this study did not have to satisfy a 
statistical power.

For the qualitative arm of this study, purposive sample, 
ensuring maximum variation, was utilised. Key Informant 
Interviews (KIIs) and Focus Group Discussion (FGDs) were 
used to collect the qualitative data. Study respondents selected 
were stakeholders who play critical roles in mental health care 
service organisation and delivery and service utilisation. The 
selected individual stakeholders were based on initial desk 
review of available policies and laws on mental health in Ghana 
and available literature within Ghana and other countries.54,55

Data collection tool(s)

A survey instrument (questionnaire), developed by the lead 
author, which was informed by the WHO ‘Systems Thinking 
for Health System Strengthening’ framework,56 was used to 
collect the quantitative data. The questionnaire was developed 

Figure 1.  Map of Ghana.
Source. Composed by Gerald Yiran, Department of Geography and Resource 
Development, University of Ghana, Legon; Email: gloriasheilayiran@gmail.com; 
Mobile phone: +233244847018.

https://www.cdc.gov/epiinfo/index.html
https://www.cdc.gov/epiinfo/index.html
mailto:gloriasheilayiran@gmail.com
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using Microsoft 365® Forms.57 For clarity and relevance of the 
data collection tools the survey questionnaire and discussion 
guides were pilot-tested in the LEKMA Municipal area of the 
Accra Metropolitan Area at the LEKMA hospital and sur-
rounding households. The discussion guides were tested in the 
Ledzekuku community of LEKMA with two groups, each 
with nine participants. One being a group of members of a 
mental health Self-help peer support Group (SHG), and the 
other, a group of community volunteers.

Data collection procedure

The quantitative data was collected using the survey question-
naire for target study respondents to self-complete or via inter-
viewer assisted face-to-face administration. Data collection 
assistants were recruited and trained to serve as interviewers to 
assist the majority of respondents who could not self-complete 
the questionnaire. Informed consent was obtained for all 
respondents. Capacity of study respondents to provide consent 
was by affirmation where the research participants themselves 
expressed the free and willing participation because of their full 
understanding and acceptance of the purpose of the research, 
and the potential risks thereof. Participants signed the consent 
form and those who self-completed the survey questionnaire, 
completing the questionnaire was taken as consenting to freely 
participate in the study.

The survey data was collected from 830 (469 female) avail-
able and willing respondents who fully completed the ques-
tionnaire giving a 75% response rate. Non-participation was 

mainly due to timing when after three follow ups a respondent 
was not available to complete the survey.

The qualitative data was collected through KIIs and FGDs 
using the interview and discussion guides developed for the 
study. The Principal Investigator led the KIIs and moderated 
the FGDs with the assistance of data collection agents who 
were hired and orientated for the purpose of the field data 
collection note-taking and related arrangements. A total of 
27 KIIs covering 27 (13 female) respondents, and FGDs, 
(N = 12) involving 75 (40 female) respondents, were con-
ducted (Table 1).

Triangulation of information collected from the data was 
used during analysis to gain richer understanding of complex 
processes of the multiple data collected enabling constant com-
parison and synthesis of the data. The qualitative data covered 
the same topics as the questionnaire which allowed for in-
depth exploration of the questions. Saturation58,59 was achieved 
when no new and additional information could be obtained.

The data collection was over four months between 
November 2020 and February 2021.

Reflexivity, trustworthiness, and rigour

The authors did recognise and were conscious of their personal 
beliefs and assumptions, acknowledging their relationship with 
the research topic and the respondents. This was assured by 
applying scientific steps and process(es) to generating empiri-
cal knowledge, immersing with the data collected from the 
field rather than emotive firsthand and or previous experience. 

Table 1.  Respondents of qualitative data collection.

Region Method Stakeholder respondent(s)

  Mental 
health 
user

Carer Health 
policy 
Official/ 
Health 
Manager

[Mental] 
health 
clinician/ 
Service 
provider

Educators Social 
workers/ 
community 
volunteers

Mental 
health 
advocate/ 
Human 
rights 
workers

Donor /
Dev’t 
partner

Total

Upper 
East 
Region

KII 2 (1F) 2 (1F) 1 1 0 0 0 6 (2F)

FGD 2 (1F) 2 (1F) 0 0 0 0 0 4 (2F)

Northern 
Region

KII 1 1 2

FGD  

Bono 
Region

KII 2 (1F) 2 (1F) 2 3 (1F) 0 0 1 12 (3F)

FGD 2 (1F) 2 (1F) 2 1F 7 (3F)

Ashanti 
Region

KII 2 (1F) 1F 1 4 (2F)

FGD  

Greater 
Accra 
Region

KII 1 2 (1) 2 (1) 5 (2F)

FGD 1F 1F
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Field data collected was inputted and analysed by different 
individuals limiting or eliminating bias altogether.

Analysis

The quantitative data was analysed using StataSE 16 (64 bit) 
statistical software.60 The statistical analyses were descriptive 
statistics of stakeholder self-reported/ self-rating of selected 
indicators to gauge levels of integration of each of the health 
system building blocks, and the results presented in the form of 
tables, charts, and frequencies. Means values of selected indica-
tors were compared with cut-off scores of levels of integration 
to gauge perspectives of the three categories of respondents 
overall. Three levels of integration were assigned being ‘Fully 
Integrated’, ‘Partially Integrated’ and ‘Not Integrated’.

The qualitative method adopted a critical descriptive eth-
nography approach. Transcription and analyses of the inter-
views and discussions held were done alongside data collection. 
Analyses of the qualitative data took an initial analysis of lis-
tening to the audio recordings and poring through the notes 
recorded during the KIIs and FGDs. The procedure of the-
matic analysis provided by Braun and Clarke.61 After the data 
collection, samples of the interviews were reviewed and new 
codes added to the codebook. Double coding was done after 
which it was compared. The inter-coder reliability index was 
computed as 0.87. The themes identified were applied, and 
then utilising NVivo 12 qualitative research analysis software 
package to extract codes from the transcripts.62–64 The extracted 
codes were used in the presentation of findings in the form of 
quotes of perspectives and experiences, as well as recommenda-
tions. As the results were based on self-reported scales/ rates, 
more weight was placed to the qualitative data.

Results
The results were presented by characteristics of study respond-
ents followed by the indicators that determine levels of com-
munity participation and ownership as a key building block of 
the health system framework. A total of 830 study respondents 
fully completed the questionnaire giving a response rate of 
75%). At total of 102 (53 female) participated in the qualitative 
data collection. They were made up of 27 (13 female) key 
respondents and 75 (40 female) focus group discussants.

Characteristics of study respondents

Majority of the survey respondents were female (56.6% 
[469/830]). Majority of the respondents (46.9%) [389/830] 
were within the age bracket of 28-37. More than two-thirds of 
them, [84.2% (698/830)], had formal education, at least, pri-
mary school level education, with 15.9% (132/830) with no 
formal education at all. As high as 72.7% (604/830) of the 
respondents had tertiary level education, mostly from medical/ 
health training institutions, teacher training colleges, polytech-
nics and other professional training bodies, colleges and 

universities. They were also employed, mainly in the agriculture 
and food processing sectors, handicrafts and artisanal ventures, 
petty trading, and services, including manual labour (head por-
ters, cleaning).

Tables 2–4 provide details of findings of survey respondents. 
Table 2 detail results of the data analysed by the three broad 
categories that the survey respondents were grouped under. 
Table 3 details findings based on respondents’ location by the 
three geographical zones that the study areas were organised 
into. Table 4 presents total means scores indicating overall self-
reported views of the levels of community participation and 
ownership in the integration of mental healthcare at the PHC.

Sense of the level of participation in mental 
healthcare service organisation and delivery

Survey respondents gauged the sense of community participa-
tion in mental healthcare service organisation and delivery at 
the PHC level as low, by 52.3% (434/830). Less than ten per-
cent, 5.0% (41/830), of respondents indicated that there was a 
sense of community participation and ownership in mental 
healthcare service organisation and delivery at the community 
level. Mental health services users and caregivers, by 60.5% 
(279/461) were the category of respondents with highest per-
centage of the view that the sense of participation in mental 
healthcare service organisation and delivery at the community 
level was low. Similarly, a little over half, 50.4% (130/2568), of 
health policy officials/ health policy implementers and health-
care service implementers, found the sense of participation as 
low, for that matter an indication of inadequate involvement of 
communities in mental healthcare service organisation and 
delivery at the PHC level. The category of mental health / 
human rights advocates, development partners and donors, 
63.1% (70/111), on their part gauged the level of participation 
as partial, for that case, just fair.

By the geographical location of the respondents (Table 3), 
sense of participation in mental healthcare service organisation 
and delivery was found to be low across the three zones by 
more than half, (52.3% [434/80]), of the study respondents. 
Respondents from Mid Ghana were the majority (53.1% 
[145/273]) of the three geographical zone holding the view 
that the sense of participation in mental healthcare service 
organisation and delivery was low, and followed by Northern 
Ghana, 52.8% (136/246, and Southern Ghana, 51.1% (159/11). 
Qualitative data analysed conveyed a mixed sense of commu-
nity participation in mental healthcare organisation with 
respondents of the view that there was a sense of participation 
attribute that to engagements NGOs have with them.

There is no participation. You are given what is available. The 
nurses don’t ask how things can be improved for us. FGD, car-
egiver, mixed group of mental health service users.

The NGOs do it. They hold meetings with services users, primary 
caregivers and families and they discuss with them how they can 
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work together and improve their lives. The feel consulted and that 
is important. KII, mental health advocate

We participate in annual district and regional review meetings, but 
we do not have joint planning sessions or meetings to discuss how 
the various units can collaborate to enhance mental healthcare at 
the community level. FGD, CPNs

It is the NGOs who do invite the mental health workers for meet-
ings about their programmes. Also, the Mental Health Authority 
invites stakeholders to their annual review meetings where they pre-
sent what has been done for the year but there are no meetings to 
plan activities for the year. KII, mental health advocate.

Joint inter/intra-sectoral planning inclusive  
of integrating mental health

Another indicator to gauge the level of community participa-
tion and ownership in mental health care service organisation 
and delivery was understanding of joint inter/intra-sectoral 
planning that is inclusive of integrating mental health at the 
PHC level. More than two-thirds, 79.3% (658/830) of respond-
ents did not find that to exist and so not engendering integra-
tion of mental healthcare at the PHC level. Mental health 
service users and caregivers/ families by 96.3% (444/461), and 
more than half of health policy officials, health policy imple-
menters and healthcare workers, 63.2% (163/258) indicated a 
low level of joint and inter/intra-sectoral collaboration and 
planning inclusive of mental healthcare. However, the category 
of mental health/ human rights advocates, and health develop-
ment partners and donors, (54.1% [60/111]), were of the view 
that joint inter/intra-sectoral planning inclusive of integrating 
mental health at the PHC level was happening. Less than a 
quarter of respondents, 20.7% (172/830), indicated that such 
joint and inter/ intra-sectoral planning happen.

While across all the three geographical zones, over 70% of 
the respondents held the view that joint and inter/ intra sectoral 

collaboration and planning inclusive of mental healthcare ser-
vice organisation and delivery at the PHC was not happening, 
up to a quarter of respondents in southern Ghana, 25.1% 
(78/311) and mid Ghana, 22.0% (60/273), indicated collabora-
tions exist that help to advance mental healthcare organisation 
and delivery at the community level. Qualitative data affirmed 
views of survey respondents that joint and inter/intra sectoral 
collaboration and joint planning at the PHC was absent.

It is not easy, but we try to ensure mental health is featured in our 
DHMT meetings and that makes it imperative to plan something. 
So, we do. Their nurses [CPNs/CMHOs] participate in immuni-
sations and supportive supervision. This is to help make sure men-
tal health is not forgotten and also the staff don’t feel left out. KII, 
District director of health

We never hear of meetings called to plan for mental health service 
delivery. We are not invited. It is we the SHGs who go to the dis-
trict assembly to present our challenges. Sometimes we are sup-
ported with funds under the district assembly disability fund and 
other times we are told is not there because central government has 
not released the Common Fund, FGD, mixed group of mental 
health and epilepsy service users and primary caregivers

Such sectoral linkages will have been helpful for mental health 
for there are obvious synergies and mental health will have ben-
efited from the other sectors. The other sectors could also at 
some point benefit from mental health. KII, development part-
ner/ donor

You know mental health has been left out in health matters for 
long. Despite the laws and policies, if there is no financial backing, 
it will really be a challenge to get the needed integration. Of 
course, with time things will change for the better. FGD, CPNs & 
CMHOs

With regards the stakeholders most actively involved in the 
organisation and delivery of mental health, Figure 2 presents 
the results from data of the survey respondents.

41.8

29.9

12.5

6.9

4.9

4

NGOs/CSOs/CBOs

Healthcare service providers

District/ regional directors of health services/ medical 
directors and in-charge(s) of health facili�es

Caregivers of people with mental health condi�ons

Users of mental health services/ people with mental 
health condi�ons

Na�onal health policy makers

0 5 10 15 20 25 30 35 40 45

Total

Figure 2.  Perception of most consulted stakeholder in the development and delivery of mental health services at the Primary Health Service level.
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NGOs/CBOs/CBOs were identified by survey respondents 
as the most actively engaged stakeholder(s), 41.8% (347), in the 
organisation and delivery of mental healthcare services at the 
PHC level. General healthcare workers were the next, 29.9% 
(247), then district/ regional directors of health services/ medi-
cal directors and in-charge(s) of health facilities, 12.5% (104), 
followed by caregivers of people with mental health conditions, 
6.9% (57), and finally users of mental health services, 4.9% (41) 
and policy officials, 4.0% (33) with that view. The low level of 
involvement of mental healthcare service users most likely sig-
nals the low priority placed on the eliciting views from people 
with lived experience. Qualitative interviews emphasised the 
active involvement of civil society not-for-profit organisations 
involved in mental healthcare at the PHC level.

It is the NGOs who are more focused on mental healthcare ser-
vices in the communities. They come around and talk about men-
tal health services available, stigma and the need for families to 
take their relatives for treatment at the hospitals. KII, Regional 
Mental Health Coordinator

Peer Self-Help Groups in place and involved in 
the organisation and delivery of mental healthcare 
services

On the existence and involvement of Self-Help peer support 
Groups (SHGs) in the organisation and delivery of mental 
healthcare services at the PHC level (Table 2), the views of sur-
vey respondents were that it was low, 59.0% (490/830 of them), 
indicating a low level of involvement, with the rest, 41.0% 
(340/830), who gauged it as a high level of involvement. Mental 
health service users and caregivers the least view of involvement 
of SHG in the organisation and delivery of mental healthcare 
services, with a majority of them, 70.5% (325/461) indicating so. 
Mental health/ human rights advocates, development partners 
and donors were split, virtually equally, in their view(s) of the 
level of involvement of per support groups in the organisation 
and delivery of mental healthcare services at the PHC level. By 
geographical location (Table 3), respondents within the northern 
Ghana, by 50.4% (124/246), held the view that there was 
involvement of peer support groups in the organisation and 
delivery of mental healthcare services at the PHC level. Southern 
Ghana was close to half of the respondents, 48.9% (152/311), 
and mid Ghana being 42.5% (115/273), with similar views that 
SHGs were involved in the organisation and delivery of mental 
healthcare services at the community. Data from KIIs and FGDs 
attributed involvement of SHGs of persons with lived experi-
ence to the presence and operations of NGOs in the mental 
health sector.

These support groups are in place because of the activities of 
NGOs. With good organisation and support the support groups 
will be a key stakeholder to involve, especially that you can reach the 
caregivers and families through them. A good relationship can be 
developed in support of the mental health services user. KII, CPN

Sense of strengthening and empowering communities to par-
ticipate in the development and delivery of mental healthcare 
services at the PHC level was yet another measure used to 
examine the level of community participation and ownership 
in the integration of mental health care at the PHC level in 
Ghana. Survey respondents viewed sense of strengthening and 
empowering communities be high by 56.8% (471/830), with 
45.7% (379/830) indicating otherwise (Table 2). Health policy 
officials, healthcare policy implementers and healthcare work-
ers were the category with majority of respondents, 74.8% 
(193/258), who indicated that there was a high level of sense of 
community strengthening and empowerment for mental 
healthcare service organisation and delivery at the community 
level. However, more than half of mental health / human rights 
advocates, development partners and donors, 54.1% (60/111), 
and mental health service users and caregivers, by 50.8% 
(234/461), held the view that there was low level of community 
strengthening and empowerment to enable them to participate 
in the development and integration of mental healthcare at the 
PHC level. Geographically, survey respondents were split with 
regards their sense of strengthening and empowerment of 
communities to be involved in the organisation and delivery of 
mental healthcare at the PHC level (Table 3). Respondents in 
northern Ghana, by 50.8% (125/246), considered the level of 
the sense of strengthening and empowerment to be low, just as 
with respondents in southern Ghana, 50.2% (156/311).

Qualitative data indicated that there is generally a low level 
of involvement of communities and stakeholder groups in the 
organisation and delivery of mental healthcare services at the 
district and the lower levels of care (PHC/CHPS).

We are not invited to discuss the services delivered in the hospital. 
Apart from the nurse asking you how are feeling when you go for 
your medicines, we are not consulted. The NGOs like BasicNeeds 
meet us. They encourage us to organise our groups so that we can 
support one another and help people to go for treatment. FGD, 
mental health and epilepsy service users

Sense of participation of private sector in mental 
healthcare delivery at the community level

Private sector involvement in mental healthcare service organi-
sation and delivery at the PHC level of the health system of 
Ghana was found to be low by 53.4% (443/830) (Table 2). 
Mental health service users and caregivers were the majority of 
survey respondents, by 56.0% (253/461) indicating so, and 
closely followed by health policy officials, health policy imple-
menters and healthcare workers, 53.9% (139/258). With regards 
to the geographical zones of the study locations (Table 3), north-
ern Ghana had the majority, 59.8% (147/246), of respondents 
indicating absence of private sector involvement in the delivery 
of mental healthcare services at the PHC level, followed by mid 
Ghana, 53.5% (146/273). However, a little over half of respond-
ents from southern Ghana indicated a sense of involvement of 
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private sector in mental healthcare service delivery at the PHC 
level. Qualitative data of this study identified traditional healers 
as part of private sector with others indicating otherwise.

We can include traditional herbalists and faith-based healers as 
part of private sector so there is some involvement. However, if it 
is involvement of private orthodox / formal or western medical 
services, there is low involvement in mental healthcare service 
delivery at the local level. The few that are there are in the urban 
areas, and this includes the religious bodies that ran rehabilitation 
centres. KII, national mental health official

Table 4 details the composite means scores from the indicators 
and themes used to explore and assess community participation 
and ownership in mental healthcare at the PHC level. The 
general impression about community participation and owner-
ship in the organisation and delivery mental healthcare services 
at the PHC level was viewed as partial with a means score of 
between 2.20 and 2.50 (Table 4 below) across the three 
respondent categories and the geographical zones. The cate-
gory of mental healthcare service users, primary caregivers and 
families, and respondents of northern Ghana had the lowest 
means score (2.30).

Discussions
In this paper, we examined a number of engagement and 
involvement indicators that demonstrated a sense of commu-
nity participation and ownership in mental healthcare service 
organisation and delivery at the PHC.

Community ownership and participation is most realised 
through the activities of community-based organisations and 
non-governmental organisations. They are organised and artic-
ulate the needs and interests of communities and groups and 
individuals with lived experience of mental health conditions. 
Family involvement in mental healthcare delivery is also 
important in engendering community involvement in the 
organisation and delivery of mental health policy and services. 
Effectiveness of mental health interventions are best achieved 
when there is high level of community involvement and sense 
of ownership of the service intervention, particularly by service 
users and caregivers as primary beneficiaries.

This study indicated partial to low level of community own-
ership and participation in the organisation and delivery of 
mental healthcare at the PHC. Qualitative data analysed iden-
tified the presence and activities of self-help groups of people 
living with mental health conditions and their primary caregiv-
ers as the key and positive factor to have brought about the 
sense of participation and ownership being partial by study 
respondents. Lempp et al66, in their study on mental health ser-
vice user and caregiver involvement in mental health system 
strengthening across three countries, found varying responses 
that on the whole indicated limited engagement and involve-
ment in mental health service strengthening at the primary care 
level. Except for a minority of service users in Nigeria and 
Ethiopia that felt consulted, there were hardly any respondents 

that had experience of being consulted or involved in discus-
sions on expanding access to mental health care or integration 
of mental healthcare at primary health care settings in LMICs. 
In this regard, the partial involvement in Ghana is significant 
although a lot more effort is required to increase and sustain 
community participation and ownership in mental healthcare 
service organisation and delivery at the primary healthcare level. 
Involvement of users of mental health services which is consid-
ered essential can be said to have been addressed, even if some-
what, by the presence and activities of the self-help groups. This 
is especially so as it has been recognised that it is important to 
promote and ensure the active participation of service users in 
mental healthcare service organisation and delivery.

To realise this requires that there should be individually 
focused collaboration, consultation and inclusion of a cross-
section of stakeholders in decisions they have to make in their 
encounters with the providers and the system. There should be 
recognition of the mental health conditions that people living 
with mental health conditions have and strive to facilitate their 
participation at service or system level as peer workers or advo-
cates for policy and practice change.66,67 This supposes that 
even with the partial level of participation a real and meaning-
ful level of participation reflecting these desirable aspects con-
solidates the sense of involvement and ownership. Similarly, 
Kohrt et al reiterate that community and user involvement 
enhances appropriateness and quality of the mental healthcare 
services delivered and also ensures that protection and promo-
tion of the rights of people with mental health conditions. 
Kohrt et al68 further mention that community ownership and 
participation should not be limited to accessibility of the inter-
vention but community acceptability. The partial level of 
involvement from the study most possibly has most likely not 
attained total acceptability of the mental healthcare services 
delivered hence the need to strive to reach that optimal level.

Health policy officials, healthcare service managers, and 
healthcare service providers, along with patient/ human rights 
advocates, and donors/development partners in the study par-
ticularly gauged the level of community participation and own-
ership to be low and this can be attributed to the generally low 
governmental level priority placed on mental health and related 
issues. The engrained lack of attention to mental health has 
undermined the attention of state/governmental effort69 to 
engage communities and user groups on improving mental 
healthcare service organisation and delivery at the PHC level 
as well as ensuring integrated mental healthcare services at that 
level. The low level of involvement also was pronounced in the 
northern Ghana area in five out of the eight indicator types of 
participation and ownership in mental healthcare service 
organisation and delivery at the PHC level and toward mental 
health integration at that level. A study conducted in northern 
Nigeria found similar limitations where the few individual 
level mental health services provided at the PHC level were not 
known to service users as a result of their non-involvement in 
the organisation and delivery of the mental healthcare services 
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to the population.70 This is an example of geographical inac-
cessibility challenges, especially as the northern part is further 
away from the national capital and more developed southern 
part of Ghana. The geographical inaccessibility challenge is 
attributed to limited number of mental healthcare providers 
involved in community level mental health awareness creation 
activities, and inadequate governmental level resourcing of 
mental health, as well as generally low levels of literacy of 
people.

It is necessary that the prevailing situation is improved for 
the better. As mentioned by a number of study respondents, the 
activities of non-profit non-governmental organisations, such 
as BasicNeeds-Ghana, have helped to give attention to mental 
health in the communities with a high potential of not just 
knowledge and awareness, but ensuring actual active involve-
ment of individuals living with mental health conditions, fami-
lies and indeed entire communities at large in the type and 
quality of services that are arranged and delivered at the com-
munity level. Such efforts complemented by the Government 
of Ghana (GoG) will ensure mental healthcare service organi-
sation and delivery are adequate, responsive and inclusive. 
Activities of the SHGs are important and need to be supported 
to enhance participation and involvement of servicer users and 
caregivers in mental healthcare at the PHC level.

Limitations
This study employed a mixed method approach to maximise its 
scientific rigour and generalisability. The qualitative data col-
lected had interviews and discussions conducted in the English 
and local language. Translating the local language(s) into 
English language usually resulted in use of terms that do not 
exactly express the equivalent of the local language. To address 
this, there was a focus on the main themes of the study. 
Secondly the purposive sampling adopted could have missed 
respondents with foreknowledge of the subject matter. These 
were addressed largely by ensuring individuals and institutions 
with stake in mental health were ensured using policy and 
stakeholder analyses. Financial and time constraints did not 
make it possible for a such large-scale approach to be applied in 
the study. COVID-19 and the restrictions and protocols to 
contain the spread and negative impact of the disease on people 
and society in general influenced community engagements.

Conclusions
There is inadequate community participation and ownership in 
the development of community mental health, for that matter 
limiting the integration of mental health care into general health 
care services at the PHC level. Every effort is needed to maxim-
ise community efforts and resources to achieve the synergies and 
health comes. The importance of political skills in fostering 
mental health reform has been well documented and this needs 
to be emphasised in Ghana. Being isolated, least prioritised, and 
even antagonised sometimes, nimble pollical manoeuvrings are 

needed to build support and sustain commitment for mental 
healthcare, especially at the community level. Political commit-
ment to a process, taking advantage of windows of opportunities 
help in navigating the intricacies of the mental health sector and 
encouraging active community involvement and maximisation 
of community-based resources.

Recommendation(s)
It is imperative that mental health care services in Ghana need 
be organised and resourced. Engagement and involvement of 
communities, particularly persons living with mental health 
conditions and primary caregivers is essential in strengthening 
the development and scale-up of mental healthcare at the 
PHC. Realising this will require re-tweaking arrangements 
and processes for development of PHC systems with integra-
tion of mental health in mind. Mental healthcare services at 
the community level need to be less medicalised and more ori-
ented to social medicine to enable participation and support. 
Existing health system structures do not encourage participa-
tion by community individuals and groups.
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