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Abstract 

Mental health stigma is often associated with symptom progression and delays in treatment seeking. This study 

field recruited a sample of 507 Ghanaian adults to take part in a survey utilizing a randomized experimental 

vignette design to learn more about their conceptualizations of mental health symptoms and examine attitudes 

toward those experiencing those symptoms. Participants were randomly assigned a vignette featuring a person with 

symptoms of one of five common mental health concerns. They were then asked to indicate if the vignette subject 

had a “problem” and complete a multidimensional stigma measure. Results indicate that relational and treatability 

related stigma were inversely related to perceptions of if the vignette subject had a problem, while public and 

disclosure related stigma were directly associated with problem perception. Thus, stigma reduction efforts may be 

particularly effective when tailored to target specific stigma domains. Implications for future research and social 

policy are explored. 
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Introduction 
 

It is currently estimated that approximately 10% of Ghanaians experience mental health conditions or disabilities 

related to psychosocial, intellectual, and/or cognitive functioning, with an estimated 3 million people who may 

need mental health care (Harden et al., 2023). According to the World Health Organization (WHO, 2022), 

depression and anxiety disorders rank among the top 10 causes of disability in Ghana, a growing concern in a 

country experiencing rapid socioeconomic development (Amu et al., 2021). Increased socio-economic 

development, 'Westernization', and the influence of technological advancement may contribute to the increase in 

Ghanaians’ mental health related conditions, along with ongoing experiences of poverty, social exclusion, and 

gender-based violence (Tawiah et al., 2015). 

Ghana’s healthcare system has limited capacity to manage increases in mental health concerns that have 

emerged following the Covid-19 pandemic (Durizzo et al., 2022; 2021). The development of systems of care for 

those in need of help for mental health related conditions still lags behind relative to those in need of help for 

physical health concerns (Owusu, 2020; Weobong et al., 2021). Currently, Ghana has only three public psychiatric 
hospitals, all located in the southern region of the country and only ten community inpatient psychiatric units, 

concentrated in the urban areas in southern parts of the country Moreover, the treatment of mental health conditions 

primarily relies on institutional, rather than community-based care, a practice inherited from the colonial era, 

bringing with it concerns about people’s right to self-determination. (Harden et al., 2023). 
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The limited growth of the mental health care system in Ghana may in part be attributed to prevailing 

attitudes and assumptions about mental illness within the country (Andoh-Arthur et al., 2015). Despite 

governmental efforts to expand access to care, Ghanaians remain hesitant to seek professional help for their mental 

health concerns due to a variety of factors including relatively low levels of health literacy, beliefs about mental 

illness, perceptions about who possesses the ability to facilitate healing and high levels of religiosity (Ek, 2018; Tay 

& Ocansey, 2022). It is estimated that only 2% of individuals in Ghana with mental illness opt for biomedical 

treatment (Salifu Yendork et al., 2016). 

 

Perceived Causes of Mental Illness in Ghana 
 

Early work in this area suggests that understanding mental illness within the African context encompasses a variety 

of factors including heredity, poor diet, or substance use (Lamensdorf Ofori-Atta & Linden, 1995). Moreover, 

existing literature on African beliefs concerning the origins of mental illness has primarily focused on spiritual or 

religious explanations (Gyamfi et al., 2017; Stefanovics at al., 2016). Ghana is one of the most religious societies 

globally, with 71% of the population identifying as Christian, 20% identifying as Muslim and the remaining 9% 

belonging to other religious groups or holding no religious beliefs (United States Department of State, 2021).  

In some areas of Ghana, it is believed that individuals experiencing mental health concerns have 

committed some wrongdoing, deserving punishment from evil spirits (Salifu Yendork et al., 2016). As a 

consequence, Ghanaians with mental health conditions may experience stigma, social isolation or even physical 

violence for disclosing or seeking help for their mental health symptoms. Those affected by mental illness are often 

regarded as cursed or possessed, resulting in social isolation and delays in help seeking (Opare-Henaku & Utsey, 

2017).  

Recently there has been a shift toward better understanding of mental health conditions through increased 

governmental investment in better quality and more readily available treatments as well as through private non-

governmental organizations. For example, the enactment of the Mental Health Act (Act 846) in 2012 marked a 

significant advancement in mental health care in Ghana. Act 846 facilitated the expansion of mental health services 

to regional, district, and community health centers and led to the training of more community-based mental health 

officers. In addition, Act 846 promotes the development of collaborative working relationships among community 

mental health workers, religious leaders, and traditional healers to foster a more integrated approach to mental 

health care (Kpobi et al., 2023; Mental Health Authority Ghana, 2018). Despite these efforts, individuals 

experiencing mental health conditions often do not seek help, with stigma related to mental health often cited as a 

critical barrier (Ae-Ngibise et al., 2021; Gyamfi et al., 2017).  

 

Mental Health and Stigma 
 

 Mental health stigma is a multidimensional construct that encompasses social distance, perceptions of 

dangerousness, self-stigma and beliefs around disclosure and treatability (Authors, 2024). Prior work on mental 

health stigma indicates that high levels of religiosity may contribute to the stigma associated with mental illness in 

Ghana (Adu et al., 2021; Tawiah et.al., 2015; Yendork et al., 2016), and other areas of the world (Authors 2024b; 

Corrigan, 2004; Corrigan et al., 2012). Stigma toward those experiencing mental illness is an identifiable barrier to 

formal help seeking both in Ghana and sub-Sahara Africa (Ae-Ngibise et al., 2021; Gyamfi et al., 2017). Research 

examining three areas of sub-Saharan Africa (Makanjuola et al., 2016) found that the majority of participants 

reported experiencing significant social stigma as a result of their psychotic disorder. Another study conducted in 

Ghana (Barke et al, 2011) revealed significant levels of stigma exists toward those with mental health concerns, 

notwithstanding the specific mental health concerns (e.g., depression, anxiety, psychosis). Similarly, research has 

found that social stigma surrounding receiving psychological help and self-stigma regarding needing help were 

negatively associated with intentions to seek psychological assistance (Andoh-Arthur et al., 2015). Similarly, 

another study found that many Ghanaians with mental health conditions do not seek treatment, primarily due to 

discrimination associated with mental health illnesses (Tawiah et al., 2015). Study researchers assert that 

discrimination leads to social impact (e.g., refusal of marriage, loss of social contacts) and economic impacts (e.g., 

job loss, discriminatory charges based on mental health issues; Tawiah et al., 2015). This finding was further 

supported by Mfoafo-M’Carthy and colleagues (2017), who reported that Ghanaians experiencing severe mental 

illnesses face significant challenges such as limited employment opportunities, social exclusion, and difficulties in 

forming and maintaining social relationships.  

Badu et al. (2019) conducted a systematic review of published studies on treatment pathways used to treat 

mental illness in Ghana and found that barriers to employment including biological factors (e.g., ill health, 
comorbidities that included time off from work related to job loss), psychological factors (e.g., anticipation of 

symptoms relapsing), interpersonal factors (e.g., family rejection, potential for homelessness) and contextual 

factors (e.g., lack of support or policies to protect those with mental illness) significantly hinders Ghanaians with 

mental health symptoms in seeking mental health treatment. Labinjo et al. (2020) also conducted a scoping review  
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of mental illness and stigma in nearby Nigeria and identified three overarching themes: 1) knowledge, perceptions 

and views about the causes of mental disorders and treatment of mental disorders, 2) perceived description of 

people with mental disorders, and 3) attitudes towards people with mental disorders as barriers to seeking mental 

health treatment. These works, although contributing significantly to the overall knowledge of mental health related 

stigma in an African context, provide little information concerning if Ghanaians perceive those who are 

experiencing mental health symptoms as having a “problem” and how conceptualization of mental health 

symptoms as a problem may be associated with different types of mental health stigma.  

Thus, to have a deeper understanding of how social stigma toward individuals with mental health concerns 

operates within the Ghanian cultural context, our research team examined the following research questions: 

 

1. Are there differences in stigma expressed stigma toward the vignette subject based on the vignette 

subject’s sociodemographic characteristics (such as gender or diagnosis/symptoms experienced) 

2. What is the relationship between the various domains of mental health stigma and respondents’ 

perceptions of whether the vignette subject has a “problem” or not. 

 

Method 
 

Recruitment Procedures  

A convenience sample of 507  Ghanian adults were recruited from Accra (a large primarily Christian urban center 

in the South) and Tamale (a predominantly Muslim regional urban area in the North) to participate a large study 

investigating Ghanian individuals’ attitudes and beliefs about mental health concerns and mental health related 

stigma. Participants were recruited in person by a local research teams comprised of undergraduate and graduate 

research assistants (RAs) who spoke both English and the regional language (Dagbani or Twi). The RAs were 

trained jointly by Ghanaian and American researchers in the study methodology.  

The RAs approached potential participants in various public areas of both regions including bus stops, 

churches/mosques, universities/schools, outdoor markets, and public squares and asked them if they may be 

interested in completing a survey about mental health. Eligible participants had to be 18 years of age, identify as a 

Ghanaian resident, and be able to speak/read either English, Dagbani or Twi. Participants were provided 

information on the study, expected time of participation, remuneration, and any further or clarifying information to 

support informed consent. As no identifying information was collected, a waiver of documented written consent 

was received from the Institutional Review Board (IRB) of (Institution blinded for review) to protect the privacy 

and anonymity of respondents. All participants provided verbal consent to participate.  

After consenting to the study, participants were given an online tablet based Qualtrics survey which 

included a vignettes describing symptoms of a person experiencing one of 5 mental health related concerns. The 

survey took approximately 45 minutes to complete and those with limited literacy could opt to have a member of 

the research team read the survey questions to them. Participants were compensated for their time through receiving 

“gift cards” for mobile phone airtime (Accra) or cash (Tamale) which was equivalent to $5 US. A total of 680 

individuals consented to participate in the larger study. Twenty-two participants returned a blank instrument 

resulting in an initial sample size of 658 total participants.  

 

Measures  

The survey instrument was comprised of three parts: 1) questions about the sociodemographic characteristics of 

respondents and measures of spirituality, mental health knowledge, attitudes toward professional help seeking, self-

stigma and exposure to someone with a mental health issue to be used as covariates in the analyses; 2) clinical 

vignettes depicting a person with symptoms of a mental health concern (anxiety, depression, psychosis, problematic 

gambling or suicidal ideation); and 3) questions concerning participants’ attitudes and beliefs about the individual 

featured in the vignette.  

 

Experimental Vignettes 

Experimental vignette studies provide a robust methodology for assessing participants’ attitudes individuals with 

symptoms of various mental health concerns (Aguinis & Bradley, 2014; Atzmüller & Steiner, 2010; Evans et al., 

2015; Gearing et al., 2013; Steiner et al., 2016). Participants were randomly assigned a vignette featuring an 

individual experiencing symptoms of unipolar clinical depression, generalized anxiety disorder or schizophrenia 

spectrum disorder, gambling disorder, or suicidal ideation to determine whether the symptoms were differentially 

associated with the various domains of mental health stigma. The vignettes were also varied by gender of the 

person experiencing the mental health symptoms, resulting in 10 versions of the vignette. An example of a vignette 

presented to the participants is included as Appendix A. After reading the vignette, the participants were asked 

whether they thought the vignette subject had a “problem” and then completed a standardized multidimensional 

measure of stigma. 
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Conceptualization of the Problem 

Respondents were asked on a scale of 0 (definitely not) to 10 (definitely yes), “Do you think that (vignette subject) 

has a problem? For the purpose of this study, respondents who indicated 0 (definitely not) were coded as “No = 0”, 

whereas respondents who indicated 1 through 10 were recoded as “Yes = 1.”  

 

Mental Health Stigma 

Mental health stigma was measured using a 26-item measure comprised of six subscales, including social distance 

stigma, relational stigma, public stigma, perceptions of dangerousness, disclosure stigma, and treatability stigma. 

Participants rated each item on a scale of 0 (completely disagree) to 10 (completely agree). Table 1 displays the 

questions included in the stigma scale and their associated domains. Higher scores on social distance, public 

stigma, and treatability indicate positive attitude or less stigma, whereas higher scores on relational stigma, 

dangerousness, and disclosure indicate negative attitude or higher levels of stigma. In the present study, internal 

consistency (Cronbach’s α) for the stigma subscale ranges from α = .68 for relational to α = .91 for social distance. 

 

Table 1. Stigma Measure 

Social Distance Items 

1.       I would be willing to have someone like Kwame as a neighbor.  

2.       I would be willing to share a trotro or taxi with Kwame every day.  

3.       I would be willing to have someone like Kwame as a close friend.  

4.       I would be willing to marry someone like Kwame despite his condition 

5.       I would be willing to have someone like Kwame be around my children.  

Relational Items 

6.       I would feel anxious and uncomfortable being around someone like Kwame.  

7.       I would find it difficult to trust someone like Kwame.  

8.       I can tell that someone like Kwame has a mental illness by the way he acts.  

Public Stigma Items 

9.       Most people would accept Kwame as a close friend. 

10.   Most people would be willing to hire Kwame for a job.  

11.   Most people would be willing to marry Kwame despite his condition.  

12.   Most people would let Kwame be around their children.  

13.   Most people would think less of Kwame because of his condition (REVERSE SCORED).  

Dangerousness Items 

14.   How likely is it that Kwame will end up in trouble with the law?  

15.   How likely is it that Kwame will do something violent toward other people?  

16.   How likely is it that Kwame poses a risk to his neighbors?  

Disclosure Items 

17.   Kwame should avoid telling other people about his condition.  

18.   Kwame should avoid situations where his condition might be revealed.  

19.   To avoid being judged, Kwame should not tell other people about his situation.  

Treatability Items 

20.   Mental health professionals, such as psychiatrists and psychologists, can provide effective treatments 

for people like Kwame.  

21.   There are effective treatments for people like Kwame to return to normal and productive lives.  

22.   A person with problems like Kwame is not likely to solve it alone; they are likely to solve it with 

professional help.  

23.   Problems like what Kwame is experiencing, like many things, tend to work out by themselves 

(REVERSE SCORED).  

24.   People with conditions like Kwame will never be able to fully recover from it (REVERSE 

SCORED).  

25.   How likely is it that Kwame will be able to change?  

26.   How likely is it that Kwame will be able to change if he receives help?  
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Sociodemographic Characteristics 

Participants were asked to describe their sociodemographic characteristics including age, gender, education level, 

place of residence, religion, marital status, education, and financial circumstances.  

 

Exposure to Someone with a Mental Health Concern 

The level of contact report asks respondents 11 items about their proximity to someone with a mental illness 

(Holmes et al., 1999). All “yes” scores were coded as [1] except for the statement I have never observed a person 
that I was aware had a mental health problem which was coded as [0]. The number of yes responses were then 

summed to give a total proximity score. In the present study, internal consistency (Cronbach’s α) for the proximity 

to someone with a mental health problem was α = .73, indicating acceptable reliability. 

 

Mental Health Knowledge 

Knowledge of mental health conditions and their treatment was assessed by the 6-item Mental Health Knowledge 

Schedule (MAKS; Evans-Lacko et al., 2010). Respondents are asked a series of questions on which they gave a 

response ranging from 0 = strongly disagree to 10 = strongly agree. Scores from each question are summed to give 

an overall mental health knowledge score with higher scores indicating higher levels of mental health knowledge. 

The internal consistency (Cronbach’s α) of 6 items measuring knowledge of mental health condition was adequate, 

α = .76. 

 

Spirituality/Religiosity 

Spirituality/religiosity was measured by the 5-item version of the Centrality of Religiosity Scale (CRS-5; Huber & 

Huber, 2012). Each item was rated on a 5-point scale capturing the frequency or intensity of spiritual/religious 

behaviors. Questions contained in the measure include How often do pray? and To what extent do you believe that 
God or something divine exists? In the present study, internal consistency (Cronbach’s α) for the centrality of 

religiosity scale was adequate, α = .70. 

 

Self-Stigma 

Self-stigma was measured using the Stigma Concerns about Mental Health Care Scale (SCMHC; Nadeem et al. 

2007). The measure was modified to ask the respondents level of agreement with three statement concerning 

mental health treatment on a scale of 1 = completely disagree to 10 = completely agree. The three items measure 

self-stigma uses the following prompts: I would not want to receive treatment because… followed by I am 

embarrassed to talk about personal matters with others, I am afraid of what others might think, and My family 

members might not approve. Responses were yes, no, or I don’t know. If a respondent answered yes or I don’t know 

to any of these questions, they were categorized as reporting self-stigma. In the present study, internal consistency 

(Cronbach’s α) for the self-stigma scale was α = .79. 

 

Attitudes Toward Seeking Professional Psychological Help  

The Attitudes Toward Seeking Professional Psychological Help, Short Form (ATSPPH-SF; Fischer & Farina, 

1995) is a ten-item scale used to assess respondents’ openness to seeking formal help for mental health issues. 

Items are scored on a Likert-type scale ranging from 0 = completely disagree to 10 = completely agree. Negatively 

worded items are reverse scored. Item scores were summed to get a total scale score, and higher scores indicate 

more positive attitudes toward seeking professional help. In the current sample, Cronbach’s alpha was calculated as 

α =.62. 

 

Data Analysis 
 

Data were analyzed using descriptive and multivariable analytic techniques. First, the distribution of all the 

variables included in the analysis was examined using percentage for the categorical variables and means and 

standard deviation (SD) for the continuous variables. The first analysis for the study used a MANOVA to determine 

if there were any differences in the domains of stigma expressed toward the vignette subject based on the subject’s 

gender or type of symptoms that they were experience. The second analysis for this study involves the use of binary 

logistic regression to examine the association between stigma and the outcome variable (i.e., the perception that the 

person in the vignette had a problem) after controlling for demographic and other covariates. Binary logistic 

regression was chosen over multiple regression given that the outcome variable was measured as a binary variable 

and the explanatory, covariate, and demographic variables were measured as both categorical and continuous 

variables. Respondents with complete data on the variables included in these analyses constituted the final sample 

size (n = 507). Missing data were handled using listwise deletion. 

Three logistic regression models were fitted with variables entered in a hierarchical order. Demographic 

variables were entered in Model 1 due to their a priori importance. Model 2 consist of all the demographic variables 

plus the covariates. The fully adjusted model consists of variables in Model 2 plus stigma subscales. Several model  
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fitness indexes were employed to assess the general fit of the models including the Hosmer-Lemeshow Goodness-

Of-Fit test statistic whereby a nonsignificant chi-square test statistic indicates a good fit (Hosmer & Lemeshow, 

2000). The Omnibus Tests of Model Coefficients, which follows a chi-square distribution, was also used to 

evaluate the statistical significance of each block. The proportion of variance in the outcome variable that could be 

explained by the set of predictors was assessed based on the Nagelkerke pseudo-R square, whereas the proportion 

of participants correctly classified was assessed based on the classification table. The classification cut-off was 

adjusted to 36% to reflect the proportion of respondents who responded “yes” to the perception that the person in 

the vignette had a problem. Adjusted odds ratios (AORs) are reported together with their 95% Confidence Intervals 

(CI). All analyses were performed using SPSS version 29 (SPSS Inc., Chicago, IL, USA). Variables were 

considered significant if the p-value was less than .05. 

 

Results 
 

Descriptive Statistics 

The sociodemographic characteristics of respondents along with the means and standard deviations of standardized 

study measures used as explanatory variables are reported in Table 2. Majority of the respondents (55.4%) were 

male and roughly half of the respondents were from Accra (50.3%) and Tamale (49.7%). About four in five 

respondents (80.5%) currently reside in an urban area. More than half of the respondents identified as Christians 

(57%) and 42.2% as Muslim. More than half of the respondents (48.7%) were single whereas 44.2% were married. 

53.3% of the respondents had tertiary education or higher. The vast majority of participants (78.7%) were under 

age 40.  

Respondents on average had a moderately high level of prior familiarity with mental health issues (mean = 

15.84, SD = 2.62). Overall scores on the MAKS (mental health knowledge) were moderately high (mean = 40.54, 

SD = 12.02) while scores on the centrality of religiosity (mean = 8.44, SD = 3.47) and self-stigma (mean = 8.45, SD 

= 6.94) were relatively low. Moderate scores were also reported on the attitudes toward seeking professional 

psychological help (mean = 67.30, SD = 14.43) meaning the majority of respondents had slightly positive attitudes 

toward seeking professional help for mental health concerns. The distribution of the stigma subscales are as 

follows: treatability stigma (mean = 58.78, SD = 13.53), social distance stigma (mean = 26.60, sd = 15.64), public 

stigma (mean = 24.23, sd = 12.35), dangerousness stigma (mean = 19.43, sd = 8.49), relational stigma (mean = 

19.01, sd = 8.82), and disclosure stigma (mean = 10.48, sd = 7.96). In terms of percent of possible scores, stigma 

scores related to perceptions of dangerousness were the highest, while those for disclosure related stigma were the 

lowest.  

 

Table 2 Sociodemographic Characteristics of Respondents (n = 507) 

 

Categorical Variables Frequency (%) 

Outcome variables  

Subject has a problem  

 No 327 (64.5) 

 Yes 180 (35.5) 

Subject’s problem is serious  

 No 261 (51.5) 

 Yes 246 (48.5) 

Categorical explanatory variables  

Age  

 Less than 25 149 (29.4) 

 25-29 years 109 (21.5) 

 30-39 years 141 (27.8) 

 40-49 years 67 (13.2) 

 50 years and above 41 (8.1) 

Gender  

 Male 281 (55.4) 

 Female 226 (44.6) 

Where respondent currently live  

 Tamale 252 (49.7) 

 Accra 255 (50.3) 
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Area of current residence  

 Urban 408 (80.5) 

 Suburban   41 (8.1) 

 Rural   58 (11.4) 

Religion  

 Christian 289 (57.0) 

 Muslim 214 (42.2) 

 Other     4 (0.8) 

Marital status  

 Single 247 (48.7) 

 Married 224 (44.2) 

 Other 36 (7.1) 

Highest educational level  

 Less than senior high school 92 (18.1) 

 Senior high school 145 (28.6) 

 Tertiary education 270 (53.3) 

Financial circumstance  

 Cannot make ends meet 108 (21.3) 

 Barely making it 167 (32.9) 

 Breaking even 132 (26.0) 

 Have extra money after paying bills/no worry 100 (19.7) 

Continuous Variables Mean (SD; range) 

  

 Proximity to Someone with a Mental Health 

Problem 

15.84 (2.62; 11-22) 

 Mental Health Knowledge 40.54 (12.02; 6-60) 

 Centrality of Religiosity 8.44 (3.47; 5-21) 

 Stigma Concerns about Mental Health Care 8.45 (6.94; 3-30) 

 Attitudes Toward Seeking Professional 

Psychological Help 

67.30 (14.43; 19-100) 

Stigma subscales  

 Social distance 26.60 (15.64; 5-55) 

 Relational 19.01 (8.82; 3-33) 

 Public stigma 24.23 (12.35; 5-55) 

 Dangerousness 19.43 (8.49; 3-33) 

 Disclosure 10.48 (7.96; 3-33) 

 Treatability 58.78 (13.53; 17-77) 

 

A MANOVA analysis was executed to determine if the gender of the vignette subject, the symptoms they 

were experiencing, and their interaction differentially predicted the levels of stigma expressed toward the vignette 

subject. Analyses indicate that symptoms profile and gender of the vignette subject were not significantly 

associated with different levels of stigma expressed toward the vignette subject, regardless of stigma domain.  

Table 3 shows the results of the multivariable logistic regression results indicating that the person in the 

vignette was perceived as having a problem. All the demographic factors included in both Models 1 and 2 were not 

significantly associated with the perception that the person in the vignette had a problem. However, in the fully 

adjusted model, respondents who are married had 49% lower odds of having the perception that the person in the 

vignette had a problem when compared to their counterparts who are single (AOR = 0.51, p < .05, 95% C.I. = 0.28-

0.96). Mental health knowledge (AOR = 0.97, p < .01, 95% C.I. = 0.96-0.99) and attitude toward seeking 

professional psychological help (AOR = 0.98, p < .05, 95% C.I. = 0.96-1.00) were inversely associated with the 

perception that the person in the vignette had a problem. However, in the fully adjusted model, only mental health 

knowledge emerged significant. Controlling for stigma, demographic factors, and other covariates, each additional 

increase in mental health knowledge decreased the odds of the perception that the person in the vignette had a 

problem by a factor of 2% (AOR = 0.98, p < .05, 95% C.I. = 0.96-1.00).  

In the fully adjusted model, relational stigma and treatability stigma were both inversely associated with 

the perception that the person in the vignette had a problem, whereas public stigma and disclosure stigma were both 

positively associated with the perception that the person in the vignette had a problem. Controlling for other factors 

in Model 3, each additional increase in relational stigma was significantly associated a 6% decrease in the odds of 

the perception that the person in the vignette had a problem (AOR = 0.94, p < .001, 95% C.I. = 0.91-0.97). 

Similarly, each additional increase in treatability stigma was significantly associated a 3% decrease in the odds of 

the perception that the person in the vignette had a problem (AOR = 0.97, p < .01, 95% C.I. = 0.95-0.99). However,  
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each additional increase in public stigma was significantly associated with a 4% increase in the odds of the 

perception that the person in the vignette had a problem (AOR = 1.04, p < .01, 95% C.I. = 1.01-1.06) and each 

additional increase in disclosure related stigma was associated with a 3% increase in the odds that the vignette 

subject was perceived as having a “problem” (AOR = 1.03, p < .05, 95% C.I. = 1.00-1.06) .  

Examination of the model fitness indices indicates that all the three models fit. The Hosmer-Lemeshow 

G.O.F. test statistic indicates that the overall fit of Model 3 was good and, together, the variables made a significant 

contribution to the model (χ2 = 3.78, p = 0.877). The Omnibus Tests of Model Coefficients produced a chi-square 

value of 129.81, which was statistically significant, p < 0.001. Together, all the variables included in Model 3 

explained 31.0% of the variance in the perception that the person in the vignette had a problem.  

 

Table 3 Predictors of perception that the person in the vignette had a problem (n = 507) 

 

Variables Model 1 Model 2 Model 3 

Demographic factors AOR 95% C.I. AOR 95% C.I. AOR 95% C.I. 

 Age (Less than 25)       

  25-29 years 0.79 0.45-1.39 0.78 0.43-1.41 0.74 0.38-1.44 

  30-39 years 1.19 0.65-2.16 1.25 0.67-2.33 1.10 0.55-2.18 

  40-49 years 1.29 0.60-2.78 1.36 0.62-3.02 1.54 0.65-3.67 

  50 years and above 1.13 0.46-2.80 1.37 0.53-3.53 1.49 0.53-4.19 

 Gender (Male)       

  Female 0.92 0.62-1.36 0.86 0.57-1.49 0.74 0.46-1.18 

 Where respondent currently live 

(Tamale) 

      

  Accra 0.99 0.57-1.74 0.83 0.47-1.49 0.91 0.49-1.69 

 Area of current residence (Urban)       

  Suburban 1.01 0.51-2.01 1.35 0.65-2.77 0.99 0.41-2.36 

  Rural 1.17 0.65-2.10 1.15 0.63-2.11 1.05 0.55-2.02 

 Religion (Christian)       

  Muslim 1.06 0.62-1.84 0.96 0.54-1.70 1.05 0.56-1.98 

  Other 2.41 0.31-18.54 1.91 0.21-

17.79 

9.28 0.72-

119.12 

 Marital status (Single)       

  Married 0.72 0.42-1.24 0.71 0.40-1.25 0.51* 0.28-0.96 

  Other 0.97 0.42-2.22 0.86 0.36-2.07 0.57 0.22-1.51 

 Highest educational level (Less 

than senior high school) 

      

  Senior high school 0.74 0.43-1.30 0.92 0.51-1.65 0.86 0.45-1.63 

  Tertiary education 0.77 0.46-1.30 1.04 0.60-1.82 1.08 0.58-2.00 

 Financial circumstance (Cannot 

make ends meet) 

      

  Barely making it 0.95 0.56-1.62 0.99 0.57-1.72 1.13 0.61-2.10 

  Breaking even 0.84 0.47-1.51 0.93 0.51-1.70 0.98 0.50-1.94 

  Have extra money after paying 

bills/no worry 

1.32 0.70-2.50 1.50 0.78-2.91 1.47 0.71-3.08 

Covariates       

 Proximity to Someone with a 

Mental Health Problem 

  0.96 0.89-1.03 0.98 0.90-1.07 

 Mental Health Knowledge   0.97** 0.96-0.99 0.98* 0.96-1.00 

 Centrality of Religiosity   1.00 0.94-1.07 0.98 0.91-1.05 

 Stigma Concerns about Mental 

Health Care 

  1.01 0.98-1.04 1.00 0.96-1.03 

 Attitudes Toward Seeking 

Professional Psychological Help 

  0.98* 0.96-1.00 0.99 0.97-1.00 

Stigma       

 Social distance     0.99 0.97-1.01 

 Relational     0.94*** 0.91-0.97 

 Public stigma     1.04** 1.01-1.06 

 Dangerousness     0.98 0.94-1.01 

 Disclosure     1.03* 1.00-1.06 

 Treatability     0.97** 0.95-0.99 
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Model fitness indices       

 Nagelkerke pseudo-R-square .023 .112 .310 

 Omnibus Chi-square test of Model 

Coefficient (sig.) 

8.74 (.948) 43.31 (.004) 129.81 (< .001) 

 Hosmer-Lemeshow G.O.F. test 

statistic (sig) 

3.06 (.930) 13.05 (.110) 3.78 (.877) 

 Overall precent correctly 

classified 

58.8 67.5 70.0 

Note: * = p <.05; ** = p < .01; *** = p < .001. Reference categories are indicated in parenthesis; AOR = Adjusted 

odds ratio; C.I. = Confidence Interval; G.O.F. = Goodness-of-fit 

 

Discussion 
 

The present study sought to further our understanding of the association between mental health stigma and the 

perception that individuals who experience mental health symptoms have a “problem.”  The research team found 

significant associations between the various stigma domains and the perception that the person in the vignette had a 

problem, but with important differences across stigma domains. Results from this study contribute to the nascent 

but growing research on mental health stigma in Ghana.  

The finding that neither gender nor symptom presentation were predictive of different levels of stigma 

expressed towards the vignette subject was unexpected, given that Ghanaian culture often espouses traditional 

gender roles and expectations and that certain mental health symptoms may be interpreted as spiritual/religious 

concerns rather than a health-related issue. However, these findings are consistent with prior work of the authors 

using similar methods and measures with other populations across the globe (Authors, 2022, 2023a, 2023b; Leung 

et al., 2021).  

Perceptions of whether the vignette subject had a problem were associated with respondents’ marital 

status, and with their mental health knowledge, with those who are married being 49% less likely than those who 

are single to conceptualize the person in the vignette as having a problem. It is possible that participants who are 

married have a wider bandwidth of what symptoms or behaviors that are considered “normal” due to exposure to a 

wider range of human behaviors resulting from exposure to others not from their family of origin and life 

experiences.  

Contrary to what was expected, those with higher levels of mental health knowledge were less likely to 

conceive of the vignette subject as a person who had a problem. This may be due, in part, to those with higher 

mental health-related knowledge having a less fatalistic view of people experiencing mental health-related 

symptoms and thus may characterize the symptoms as something challenging but not a “problem.” Evidence from 

qualitative studies from Ghana shows that mental illness is generally conceptualized as an abnormal behavior that 

is characterized by aggressive and harmful behaviors (e.g., banging head against the wall and throwing objects at 

others) as well as inappropriate dressing (e.g., walking naked on the streets) (Kpobi et al., 2018; Salifu Yendork et 

al., 2016). Given that these symptoms were not explicitly included in the vignette may explain why higher mental 

health knowledge was inversely associated with the perception that the person in the vignette had a “problem.” 

More research is needed on the relationship between mental health knowledge, stigma, and perceptions of mental 

health symptoms as being problematic.  

Inconsistent with prior findings, in this study no relationship was found between spirituality/religiosity and 

mental health-related stigma. Extant research in this area by Barke et al. (2012), Salifu Yendork et al. (2016), and 

Addy et al. (2021) indicated that religiosity is predictive of stigma toward individuals experiencing mental health-

related symptomology, regardless of the symptoms being experienced by the subject of the vignette. The current 

findings were unexpected, given that symptoms of psychosis, in particular, are often conceptualized as related to 

demonic possession or some type of spiritual imbalance in the person experiencing the symptoms. This could be 

attributed to this sample having higher levels of formal education than the general population, and thus they may 

have a more “Western” lens through which they viewed the mental health symptoms of the vignette subject. 

Additional research into the relationship between education, religiosity, and mental health stigma may lead to a 

deeper understanding of the relationship among these factors. 

The domains of stigma toward those with mental health concerns differed significantly from one another, 

with stigma related to social distance, treatability, and perceptions of dangerous being highest, and stigma in 

relation to disclosure and public stigma (perceptions of what others may think of someone with that condition) 

being the lowest. Responses related to if the respondent thought the subject of the vignette had a problem positively 

correlated to perceptions of disclosure and public stigma and negatively correlated to relational and treatability 

stigma.  

We hypothesized that those who score high on a relational stigma would have higher odds of perceiving 

mental health symptoms as a “problem.” Contrary to our prediction, we found that higher relational stigma was 

associated with lower odds of perceiving mental health symptoms as a problem. This finding may indicate that  
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although participants would not trust or feel uncomfortable being around individuals who present symptoms of 

mental illness, yet they do not perceive the person in the vignette had a “problem.” It is unclear why those who do 

not perceive persons experiencing symptoms of mental illness as having a “problem” but still feel uncomfortable 

interacting with them. However, given that mental health knowledge was negatively associated with the perception 

that the person in the vignette had a “problem,” it is plausible to speculate that the participants may have perceived 

the individual in the vignette as someone with strange behaviors (i.e., bad attitudes) but not necessarily a mental 

illness that needs to be addressed. Consequently, this perception might influence their decision not to interact/relate 

with the person in the vignette. It may be stressful relating with individuals who think others are spying on them or 

those who feel the smallest tasks are difficult to accomplish. Perhaps such individuals are likely, in general, to be 

avoided by others.  

Similarly, we found a significant positive association between public stigma and the perception that the 

person in the vignette had a “problem.” Thus, participants who perceived that the vignette subject was having a 

problem also believed that most people would be willing to be friends with or hire the person in the vignette. The 

result indicates that although participants recognized the individual’s problem, they did not view it as significant 

enough to impair the vignette subject's functioning in social relationships and employment. This could be attributed 

to how mental illness is generally conceptualized in Ghana as a serious condition characterized by aggressive and 

harmful behaviors towards self and others or individual perceptions on the functioning of others with mental 

illness. This result contradicts prior studies that found that individuals with mental illness are discriminated against 

in terms of employment and relationships (Badu et al., 2019; Dako-Gyeke & Asumang, 2013; Mfoafo-M’Carthy et 

al., 2017; Tawiah et al., 2015).  

As expected, we found a significantly positive association between disclosure stigma and the perception 

that the person in the vignette had a “problem.” This finding suggests that the participants expected the person in 

the vignette to keep their mental illness secret to avoid being discriminated against. Individuals who disclose their 

mental health challenges experience discrimination relating to employment opportunities (Badu et al., 2019; Baert 

et al., 2016; Hipes et al., 2016; Østerud, 2023; Tawiah et al., 2015), social relationships (Dako-Gyeke & Asumang, 

2013), and access to quality health care (Thornicroft et al., 2007; Knaak et al., 2017), which adversely affect their 

quality of life.  

It was also found that participants who perceive that mental illness can be treated tend to hold the 

perception that those experiencing symptoms of mental illness do not have a “problem.” This indicates that beliefs 

about mental illness treatability may influence the perception that it is a problem. Thus, the treatability of an illness 

may be a key indicator in the conceptualization of mental illness as a problem, and individuals who perceive mental 

illness as treatable may have a less fatalistic view of people experiencing mental health-related symptoms. 

Based on the results of this study, stigma reduction efforts should focus in part on increasing mental health 

literacy and dispelling myths concerning individuals with mental health concerns being a danger to themselves and 

others. These types of stigma reduction efforts should also include information on proven, evidence-based 

interventions for common mental health conditions, such as medications and cognitive behavioral therapy Grist, & 

Cavanagh (2013). However, it is also important to consider how acceptable these intervention approaches are 

within the Ghanaian context, regardless of their effectiveness, lest individuals experiencing these types of mental 

health concerns may continue to seek other, more traditional methods of addressing their mental health needs. 

Therefore, it is important to integrate traditional healers or other faith-based leaders into stigma reduction efforts to 

ensure consistent messaging and to raise overall community awareness and knowledge related to mental health 

concerns and their treatment.  

 

Limitations 
 

There are some limitations associated with this study. First, results were derived from a convenience 

sample of data drawn from only two regions of Ghana. A significant number of respondents in this sample reported 

higher levels of education than the national average, which may have impacted their overall levels of mental health 

literacy and responses regarding mental health related stigma. Thus, caution should be exercised in generalizing 

these results to Ghanaians as a whole. Future research should include a larger number of participants with 

education levels more reflective of the overall population of Ghana. Although performed adequately, the measures 

used were not specific to an African cultural context, and future researchers may wish to use culturally specific 

measures developed to capture attitudes toward mental health concerns and mental health-related stigma within an 

African context.  

Overall, these results indicate that stigma expressed in Ghana toward those with mental health troubles is a 

real and present concern and has implications for both social policy and direct practice. One policy related change 

to start to address mental health stigma in Ghana may be to shift the current treatment focus from institutional care, 

only addressing the needs of those with the most severe mental illness, to community-based care, which would 

address a wider population with mental health needs while “normalizing” seeking treatment for common mental 

health concerns. Culture and religion continue to shape understanding and treatment of mental illness in Ghana.  
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Many Ghanaians rely on traditional and spiritual healers for treatment of mental health conditions, often due to lack 

of awareness and knowledge about psychiatric disorders, myths and misconceptions surrounding health, but also 

due to lack of widespread availability of evidence-based health care (Omoruan, 2018). Thus, mental health 

education and stigma reduction efforts should engage tribal and religious leaders, both as those in need of 

additional education concerning identification and treatment of mental health conditions, but also as those who may 

potentially educate others on this topic. Although our results did not support a relationship between religiosity and 

stigma, the majority of the research in this area indicates a direct association between levels of religiosity and 

stigma towards those with mental health conditions in Ghana.   

The Ghanaian government, in collaboration with partners within the health system, has implemented 

several programs aimed at decreasing stigma, increasing mental health awareness and encouraging help-seeking 

behaviors for mental health conditions (World Health Association, 2022) as part of the 2012 Mental Health Act 

(Amu et al., 2021). Over the years, several non-governmental organizations (NGO) have also been working 

towards similar goals, by increasing community education and expanding mental health services to marginalized 

communities (Read & Doku, 2012). These initiatives could be expanded within the more fully developed systems 

of physical health care, which serve a greater number of people, to ensure full access to mental health services for 

all Ghanaians and demonstrate the benefits of seeking mental healthcare services. Having information on common 

mental health conditions available for all those seeking primary healthcare services may be one way of increasing 

overall health literacy and decreasing mental health related stigma. Physicians and allied health workers should 

implement general mental health screenings as a part of routine care in the hopes of increasing early identification 

of mental health concerns and increasing treatment engagement.  

Finally, in addition to increasing the overall population’s knowledge concerning mental health issues, 

policy makers and providers should also address some of the key systemic issues that impact mental health in 

Ghana and beyond, such as poverty, discrimination, and social inequalities (Read et al., 2020). The continued 

development and economic growth in Ghana may be a stressor associated with increased mental health 

symptomology, but at the same time may bring with it additional funding and other opportunities to support 

expanded healthcare infrastructure in areas of the country outside the major urban centers. One potential option to 

increase access to mental health care in Ghana may be the implementation of culturally adapted mobile mental 

health and telehealth services, as posited by Ben-Zeev (2018) and Owusu (2020) which may increase access to 

healthcare for those with limited literacy. However additional infrastructure development may be needed to 

implement telehealth services in rural areas, thus mobile mental health services may offer a more immediate 

solution for residents of rural areas. A consolidated effort that includes governmental officials, religious leaders, 

healthcare providers and elders/respected members of the community is needed to increase overall health literacy 

and expand systems of care for those with mental health needs.  
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Appendix 

Example Vignettes 

Depression, Male 

Kwaku is a 30-year-old man who has depression. Up until a year ago, life was going well for Kwaku. However, 

things began to change a few months ago. Nearly every day, he wakes up with a sense of sadness and worthlessness 

that he cannot shake off. Kwaku lost his motivation to participate in his usual activities. He feels hopeless and he 

no longer enjoys things he normally would. In fact, nothing gives him pleasure. He makes an effort, but feels he 

does not have enough energy, even the smallest tasks feel difficult to accomplish and he has a hard time 

concentrating on anything. At night, even though he feels tired, he cannot sleep. He has been living this way for the 

past 6 months. 

Anxiety, Female 

Akua is a 30-year-old woman who has anxiety. During the past seven months, Akua has been worrying excessively 

about her productivity at work and about how her children are doing at school, even though she has no real reason 

to be concerned. Akua has difficulty concentrating at work and worries for several hours a day, which has affected 

her performance. Akua feels exhausted most of the time, tense all over her body, and constantly edgy. She has 

trouble falling asleep and wakes up in the middle of the night worrying and making to-do lists. Friends are 

concerned about the extent of Akua’s worries and have noticed a big increase in her stress level. 
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