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Abstract 

Author: Nancy Le Trung 

Title: Carrying the burden alone: A qualitative study of the everyday challenges and mental 

health of women in Okurase, Ghana 

Supervisor: Nora Sveaass  

Co-supervisor: Cynthia Cupit Swenson 

 

Background: Mental health difficulties are an increasing global challenge, and represent a 

substantial part of the global burden of disease. In order to tackle these mental health issues, 

there is a need for mental health interventions that are guided by research based on a more 

varied and inclusive group worldwide. Research and accompanying interventions related to 

mental health are particularly scarce in developing countries. 

Research question: This study aims to explore how women who live in the village of 

Okurase in Ghana describe their everyday challenges, and in what way we can understand 

these challenges and the issues they raise in the terms of mental health.  

Method: This study is based on original data material collected through an independent 

research project, in which a qualitative design with the Life Mode Interview was employed. A 

total of eight informants were interviewed. The informants are women from the rural village 

of Okurase, who have received psychological counselling at the Village Health Outreach, a 

health clinic which provides the area with free health care for five days every summer. The 

interviews were transcribed and analysed by using thematic analysis by Braun and Clarke.  

Results: The analysis resulted in three themes; the role of relations with the family, the role 

of relations with the community, and the significance of work. These themes describe what 

kind of challenges that are important for the informants in their everyday lives, and how they 

experience these challenges.  

Conclusion: The findings from this study imply that the informants attribute their challenges 

to sociocultural and socioeconomical circumstances. Material deprivation and inadequate 

support result in an inability for the women to influence their own circumstances. This affects 

psychological aspects that are associated with mental health, such as perceived control, self-

esteem, and sense of mastery. Based on the findings of this study and existing research, this 

thesis concludes that mental health interventions in poor communities should include a 

contextual perspective, where mental health practice also consists of ensuring social and 

economic rights for the clients. 
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Sammendrag 

Forfatter: Nancy Le Trung 

Tittel: Å bære byrden alene - En kvalitativ studie om hverdagsutfordringer og psykisk helse 

blant kvinner i Okurase, Ghana 

Veileder: Nora Sveaass  

Biveileder: Cynthia Cupit Swenson 

 

Bakgrunn: Psykiske helseproblemer er en global utfordring, og utgjør en betydelig del av 

den globale sykdomsbyrden. For å kunne håndtere disse psykiske helseutfordringene, er det 

behov for tiltak som er bygget på forskning basert på et mer variert og inkluderende utvalg. 

Det er særlig mangel på forskning og tilhørende tiltak når det gjelder psykisk helse i 

utviklingsland. 

Forskningsspørsmål: Denne studien ønsker å utforske hvordan kvinner som bor i landsbyen 

Okurase i Ghana beskriver sine hverdagsutfordringer, og på hvilken måte vi kan forstå disse 

utfordringene i sammenheng med psykisk helse. 

Metode: Denne studien er basert på et selvstendig forskningsprosjekt med eget innhentet 

materiale. Det ble utført en kvalitativ studie der åtte kvinner ble intervjuet ved bruk av 

Livsformsintervjuet. Kvinnene kommer fra landsbyen Okurse i Ghana, og har mottatt 

psykologisk rådgivning på Village Health Outreach, en helseklinikk som tilbyr landsbyen og 

nærliggende områder gratis helsetjenester hver sommer. Intervjuene ble transkribert og 

analysert ved bruk av tematisk analyse av Braun og Clarke. 

Resultater: Analysen resulterte i tre temaer; familierelasjonene sin rolle, lokalsamfunnets 

rolle, og betydningen av jobb. Disse temaene beskriver hva slags utfordringer informantene 

trekker fram som viktige for dem i deres hverdag, og hvordan de opplever disse 

utfordringene.  

Konklusjon: Funnene fra denne studien tyder på at informantene attribuerer utfordringene 

deres til sosiokulturelle og sosioøkonomiske omstendigheter. Materiell deprivasjon og 

utilstrekkelig sosial støtte resulterer i at kvinnene har begrensede muligheter til å påvirke 

deres egen situasjon. Dette påvirker psykologiske aspekter som opplevd kontroll, selvtillit og 

mestring, aspekter som er ansett som betydningsfulle for psykisk helse. Studien konkluderer 

med at tiltak rettet mot psykisk helse i fattige samfunn har nytte av å inkludere et kontekstuelt 

perspektiv, der det også jobbes for å sikre sosiale og økonomiske rettigheter for klienter.  
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1 Introduction 
 
Mental health difficulties represent an increasing global challenge. Various assessments and 

studies have revealed that poor mental health and its associated consequences constitute 

serious problems on a global level (Becker & Kleinman, 2013; Desjarlais, 1995, p. 4). The 

World Health Organization (WHO) estimate that mental health disorders accounted for 11 % 

of the global burden of disease in 1990, rising to 15% by 2020 (WHO, 2001). The burden 

caused by mental health difficulties manifests itself in suffering for individuals and their close 

kin, as well as substantial economical and labour costs to the society (WHO, 

2001). Furthermore, people with mental health problems are subjected to stigmatisation, may 

fall at risk of being violated of their human rights, and deprived of their social opportunities 

(Becker & Kleinman, 2013; Saxena, Thornicroft, Knapp, & Whiteford, 2007).  

 

As these negative impacts are observed globally, the WHO (2001) requests more research on 

mental health based on a varied sample. Conducting research in communities in developing 

countries is especially urgent as the amount of studies in these areas are scarce (WHO, 2001). 

More research in these parts of the world will give specific knowledge about their 

population’s understanding and needs related to mental health difficulties (Vaillant, 2012). 

Though it is possible to say that people generally have many of the same needs in order to 

achieve good mental health, how to best meet those needs will depend on both cultural and 

contextual aspects (Lever, Pinol, & Uralde, 2005). In other words, a good intervention applied 

to one community is not necessarily the best for another community. Therefore, a 

population’s own conception of mental health is valuable knowledge on which to base mental 

health interventions, and will in turn increase the likelihood of developing successful mental 

health programmes. This study aims to explore the needs of women who live in rural Ghana 

by interviewing eight women from the village of Okurase.  
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1.1 The study’s setting: Village of Okurase and Project 
OKURASE 

 
Okurase is a rural village situated in the Upper West Akyem District in Eastern Ghana 

(Swenson et al., 2018). The village has 3500 inhabitants, where around one third of them are 

children (Okurase, 2020). The majority of people’s livelihood consists of subsistence farming 

where they grow maize, cassava, plantain, cocoyam and yam. People also make money out of 

drum carving (Swenson et al., 2018). 

 

Project OKURASE is a non-governmental organisation (NGO) that was founded in 2007. It is 

based in the village of Okurase. The NGO focuses particularly on women and children, and 

has projects which promotes the village’s areas of needs such as health and nutrition, 

education, technology, and economic self-sufficiency. One of the programmes in relation to 

this is the Village Health Outreach (VHO). The VHO is a health clinic which provides 

Okurase and the nearby villages with free health care services that include physical 

examinations, prescribing medicines, and counselling. In close collaborations with local 

health personnel and staff, the VHO is set up for five days every summer in the Village of 

Okurase (Okurase, 2020).  

 

This thesis is based on interviews with eight women who have sought help at the VHO. The 

women initially sought help because of their physical health or economic difficulties. During 

consultation with a health professional, it was considered that the women expressed 

challenges in their lives that would qualify for further counselling with one of the 

psychologists at the clinic, to whom they would subsequently be directed to. The women 

received various types of help through these counselling sessions, such as provision with a 

financial loan, medical assistance and/or psychological help, depending on the issues they 

expressed that they had. 

 

 

1.2 Research question 
 
The eight women who presented their challenges to the VHO, were considered to benefit 

from counselling according to the health personnel who worked there. This thesis aims to 

describe what these challenges consisted of, and in what way they can be of significance to 



 3 

mental health. In order to do that, I wanted to explore what kind of everyday hassles the 

informants experience. Based on this aim, the research question is as follows: 

 

How do women in rural Ghana describe their everyday challenges, and in what way can we 

understand these challenges and the issues they raise in terms of mental health? 

 

Studies about mental health in developing countries are scarce, at the same time as the need 

for effective mental health services in these parts of the world is increasing. The women 

interviewed are known to live under circumstances characterised by poverty and limited 

access to resources, circumstances that are common for rural communities in developing 

countries. It is widely recognised that restraining living conditions such as these can impact 

various aspects of a person’s life. The aim of this thesis is to explore how the informants 

experience their own situation; what kind of challenges they describe, how they experience 

these challenges, and what they believe will help them. Mental health knowledge is often 

detached from the context in which individuals are involved in (Schancke, 2019). By 

exploring people’s everyday lives, one can attain knowledge about how they experience the 

difficulties that they have, which can open up to new understandings about what people 

struggle with, and ultimately, new understandings about mental health.  

 

 

1.3 Background 
 

1.3.1 Mental health in developing countries 
 
Although there have been considerable advances in relation to living conditions and economic 

growth globally, developing countries continue to suffer from an increase of mental health 

difficulties, while also struggling to reduce other problematic health conditions (Desjarlais, 

1995, p. 4). One of the reasons for the continuous increase in mental disorders in these parts 

of the world is the elevated life expectancy of their population, leading to a higher number of 

people who fall within the risk group for developing mental health problems (Desjarlais, 

1995, p. 4; Flisher et al., 2007). It is estimated that 450 million people are suffering from 

mental illness at any given time, where most of them live in developing countries (Kermode 

et al., 2007). At the same time, Prince et al. (2007) point out that low and middle-income 

countries also struggle with diseases such as cardiovascular diseases, cancer, HIV/AIDS, 
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malaria, and tuberculosis. It is argued that the burden of mental health difficulties has been 

underestimated because of the lack of focus on the complex interactions between mental 

illness and other health conditions. Studies imply that somatic health conditions like the ones 

mentioned, increase the risk of developing mental disorders and vice versa. Comorbid 

conditions affect help-seeking behaviour and the quality of treatments related to both mental 

health and somatic health services. Mental disorders can for example lead to a delay in help-

seeking and more difficulties in detecting and diagnosing various conditions correctly (Prince 

et al., 2007). 

 

Despite the fact that the importance of mental health repeatedly has been advocated for on a 

global scale, it continues to be overlooked in large parts of the world, resulting in an alarming 

gap between policy and practice (Desjarlais, 1995, p. 4; Sturgeon, 2006). More than 75 % of 

people suffering from serious mental illness in developing countries do not get treated 

(Becker & Kleinman, 2013). The WHO’s atlas project has revealed a systematic neglect over 

the course of the years concerning mental health resources in low-income and middle-income 

countries (Saxena et al., 2007). Most countries in Africa and Southeast Asia spend less than 1 

% of their health budget on mental health, and many do not have a budget set aside for mental 

health at all. The conditions in many developing countries are characterised by too few beds 

for inpatients, insufficient community resources and shortage on health care professionals. 

Lack of – or inadequate – mental health services such as the ones described, lead to 

significant shortcomings in terms of meeting the needs for mental health aid among the 

populace (Saxena et al., 2007).  

 

Furthermore, Saxena et al. (2007) argue that the limited resources within mental health 

services are inequitably distributed. This situation is observed to be most severe in the 

developing countries. Studies have indicated that primary health care services are the most 

optimal way to ensure mental health care to the population. Yet, only 52 % of low-income 

countries provide mental health care at the community level. This has particularly negative 

consequences for the rural communities where people do not have adequate access to 

hospitals and health personnel. In other words, the uneven distribution of resources results in 

a large part of the society not having sufficient access to mental health care services, which 

leaves many in an exceptionally vulnerable situation. Other people who have low access to 

care, include those with low education, young people, women, the homeless, and indigenous 

people. They are also the ones who have a higher risk of developing mental disorders. 
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Generally speaking, people who are in the most need of mental health services, are also the 

ones who have the lowest access to it (Saxena et al., 2007). 

 

Mental health studies conducted in developing countries are underrepresented compared to 

high-income countries (Becker & Kleinman, 2013). Idemudia (2015) states that most of the 

research on mental health has been – and still to a large extent is – conducted in the developed 

world. This applies to both topics concerning the understanding of the concept of mental 

health and the effectiveness of mental health interventions. Saxena et al. (2007) further 

explain that research conducted in the developed world lack applicability to developing 

countries, which leads to several challenges. Research on cost-effectiveness of interventions 

are especially difficult to pass between countries because of their differences in various 

systems such as health systems, education, housing, and price levels. Even when governments 

have put mental health on the agenda, they are prevented to see it through because of the lack 

of research on the cost-effectiveness of the interventions pertaining to their specific 

circumstances and resources (Saxena et al., 2007). 

 

1.3.2 Mental health in Ghana 
 
The conditions regarding mental health in developing countries also apply to Ghana. It is 

estimated that around 2,4 million people in Ghana suffer from mental health problems 

(Roberts, Mogan, & Asare, 2014). Only 3,4% of the country’s health budget is allocated to 

run their three psychiatric hospitals, which are all situated in the southern part of Ghana. The 

hospitals are overcrowded, in bad condition, and in need of more staff and resources to meet 

the growing demand for mental health services (Fournier, 2011). Many of the people who are 

in need of these mental health services do not ever receive them at all (Ofori-Atta, Read, & 

Lund, 2010). Most of the government funding is allocated to services in urban areas, and there 

are currently no psychiatric hospitals situated in rural areas. Rural communities in Ghana do 

not have access to mental health care services and are therefore especially vulnerable 

(Fournier, 2011). An assessment of Ghana’s mental health system in 2011 made by Roberts et 

al. (2014), concluded that the low government spending on mental health and the absence of 

access to mental health care in rural areas are the main weaknesses of their mental health care 

system. 
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Because mental health is a neglected area in health care services in Ghana, research is also 

limited, and epidemiological data of mental disorders in the country are inadequate (Read & 

Doku, 2012). Therefore, there is a considerable need for more research conducted in Ghana in 

order to gain more specific knowledge both regarding the population’s understanding of 

mental health and for ways of dealing with these issues.  

 

 
1.4 Conceptual framework  
 
This section describes the conceptual framework of the thesis, where the definition of mental 

health as well as women’s mental health are addressed. 

 

1.4.1 The definition of mental health 
 

Mental health can be defined in multiple ways. The definitions may vary in what kind of core 

components are included, but also in how these components are weighed in relation to each 

other. A definition of mental health that can span across borders and communities is sought 

after, but different cultural and contextual aspects lead to different conceptualisations of the 

term, which makes it difficult to find a sole definition that is relevant for and includes every 

perspective (Manwell et al., 2015; WHO, 2001).  

 

Nevertheless, there is a general agreement that mental health involves more than an absence 

of mental illness, but also includes well-being and effective functioning (Huppert, 2009; 

WHO, 2001). This is reflected in the WHO’s definition which states that mental health is “a 

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

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

contribution to his or her own community” (WHO, 2001). Using mental health as a 

<aeuphemism for mental illness is common, but the psychological and social aspects that are 

not necessarily related to abnormality are also essential, and they are recognised as important 

when talking about mental health (Manwell et al., 2015). These aspects include "subjective 

well-being, perceived self-efficacy, autonomy, competence, inter-generational dependence, 

and self-actualization of one's intellectual and emotional potential, among others" (WHO, 

2001). Other definitions go beyond the WHO’s definition to also address spiritual 
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development, positive self-perception, feelings of self-worth and physical health, as well as 

intrapersonal harmony (Manwell et al., 2015). 

The Society for Health Education and Promotion Specialists emphasise a state of subjective 

well-being and suggests that good mental health includes having positive feelings towards 

oneself and others, and to feel joyful and loving (Bhugra, Till, & Sartorius, 2013). This 

includes being satisfied with and having an interest in one’s life, liking most parts of your 

personality, and having something to contribute to society (Galderisi, Heinz, Kastrup, 

Beezhold, & Sartorius, 2015). Having meaningful relationships is also considered an 

important component of mental health. Social support has been shown to protect against stress 

and buffer against developing mental illness such as depression (Turner & Brown, 2010). 

Mental health can also be viewed as one’s ability to function and to make the most of the 

opportunities that are available (Bhugra et al., 2013). For instance, Huber et al. suggest that 

mental health should be seen as a person’s ability to adapt in response to challenges, rather 

than achieving subjective well-being per se (Manwell et al., 2015). The Mental Health 

Foundation defines mental health by how people think and feel about themselves and their 

lives, as it plays a significant role in how they function and manage in times of hardship 

(Bhugra et al., 2013).  

Galderisi et al. (2015) argue that mental health entails more than having positive feelings and 

adequate functioning. Negative emotions such as sadness, anger, and unhappiness are a part 

of a fully lived life and can also characterise a person with good mental health. In addition, 

relying entirely on subjective well-being would also exclude situations where it may even be 

unhealthy. Therefore, they suggest an alternative definition of mental health, formulated as: 

A dynamic state of internal equilibrium which enables individuals to use their abilities 

in harmony with universal values of society. Basic cognitive and social skills; ability 

to recognize, express and modulate one’s own emotions, as well as empathize with 

others; flexibility and ability to cope with adverse life events and function in social 

roles; and harmonious relationship between body and mind represent important 

components of mental health which contribute, to varying degrees, to the state of 

internal equilibrium (Galderisi et al., 2015). 

Even though the definitions of mental health are many and varied, a study by Manwell et al. 

(2015) found some core components that are more often agreed on than others. A thematic 
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analysis based on an online survey with 50 experts within the field of mental health, found the 

following core components; agency/autonomy/control, coping with stressors/adapting to 

change, balance/stability, meaningful relationships and participation, dignity, enjoying life, 

hope for the future, and rational thought. They were all considered to play a role in affecting a 

person’s ability to function within their environment. At the same time, the study found a 

general lack of consensus when it came to how mental health should be defined. The study 

showed little agreement among the participants. When the experts were presented with four 

current definitions of mental health from Public Health Agency of Canada, WHO, Huber et 

al. (2011), and McKenzie K, 30 % of the participants answered that none of them were 

satisfying enough.  

 

A criticism towards various definitions of mental health in general has been that they are 

“prescriptive rather than descriptive”. The study by Manwell et al. (2015) also revealed that 

the participants’ definitions of mental health was to a large degree directed by their own 

frame of reference related to different theories, paradigms and models. The participants’ 

answers reflected what they themselves believed the conceptualisation of mental health 

should be, rather than what mental health is. It is argued that such definitions have little 

practical value, and often exclude many people (Manwell et al., 2015). Particularly, a 

common critique of the field of psychology is that its knowledge is predominantly based on a 

Western understanding, which is not applicable to other parts of the world (Idemudia, 2015). 

 

How mental health is defined has implications for the nature of mental health research and 

what encompasses as mental health practice (Manwell et al., 2015). A population’s own 

conception of mental health is considered an essential part of mental health knowledge, as it 

will increase the likelihood of developing successful mental health interventions and be more 

suitable for the population’s understanding and needs (Kuruvilla & Jacob, 2007; Lever et al., 

2005). A conceptualisation of mental health should therefore look beyond academia in order 

to include the perspectives of lay people and patients (Manwell et al., 2015).  

 
1.4.2 Women’s mental health 
 
Women have a higher risk of developing various mental disorders compared to men 

(Kermode et al., 2007). There are more women who suffer from mental illnesses such as 

depression and anxiety, a finding that is consistent across countries and social contexts 
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(Desjarlais, 1995, p. 179). The difference between men and women when it comes to the 

prevalence of mental illness has commonly been illustrated by studies on depression (Paolisso 

& Leslie, 1995). Studies conducted in a range of countries on lifetime prevalence rates of 

major depression found that there were significantly more women who were represented than 

men (WHO, 2000, p. 12). The disability-adjusted life years data (DALY), which measure 

disease burden in number of lost years, shows that depression accounted for around 30 % of 

the disability from neuropsychiatric disorders among women, whilst only about 12 % for men 

(Desjarlais, 1995, p. 180). Studies on psychological distress also reveal that there is a higher 

frequency of women who report emotional distress, or “psychoneurosis” (Desjarlais, 1995, p. 

180). The reasons that women have a higher risk of developing mental illnesses are many and 

complex, and involve both biological, psychological, social, and spiritual factors (Kermode et 

al., 2007; Wetzel, 1991).  

 

At the same time as the complexity of women’s mental health is acknowledged, there has 

been a request for more focus on women’s social circumstances and its role in the 

development of mental illness (Wetzel, 1991). Around two thirds of women live in poverty, 

and out of the people who live in poverty, women constitute 70 % of them (Stewart, Rondon, 

Damiani, & Honikman, 2001). The need to explore how to best understand women’s struggles 

in the context of the circumstances they live under is therefore highly viable. Lund (2014) 

states that research on the association between social factors and mental health in developing 

countries are scarce. The ways socioeconomical aspects and mental health affect each other in 

these communities have therefore remained undiscovered. 

 

Based on the conditions described, it is important to learn more about what kind of challenges 

women in different communities face in their lives. Kuruvilla and Jacob (2007) argue that a 

good source to learn and understand the constituents of women’s mental health is from how 

they themselves describe their own situation and the explanations they have for what causes 

them distress. In exploring how their difficulties influence them psychologically and socially, 

an insight about what enhances and hinders women’s development that is related to their 

mental health can be achieved (Wetzel, 1991). Knowledge based on women’s experiences can 

contribute to alternative understandings of mental health, which can direct the content of 

mental health policy, resulting in a step closer to improve women’s mental health 

globally (Dzator, 2013). 
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2 Method 
 

The following section describes the choices made during the process of planning and 

conducting the study. First, I will start with the research design and then explain how the 

participants for the study were chosen, as well as the development of the interview guide.  

This will be followed by a description of the transcription of the interviews, and thereby the 

analytical process. Finally, ethical considerations and limitations of the study are discussed.  

 

The data material that this thesis is based on is a result of a joint collaboration with two other 

psychology students from Norway. The project was planned by the three of us, and resulted in 

two different theses. While the data material has been shared between the two theses, the 

analysis of the material used in this particular thesis was carried out by me.   

 

 

2.1 Research design and phenomenological approach 
 
The aim of this study was to achieve an understanding of what the informants considered to 

be challenging in their everyday lives, and how these challenges could be understood in terms 

of mental health. A qualitative study was considered to be an appropriate research design for 

this study. Qualitative research includes a wide array of approaches, but the term encircles 

some common features. It intends to “understand, describe and sometimes explain social 

phenomena ‘from the inside’ in a number of different ways” (Kvale, 2007).  

 

Inspired by qualitative research perspectives, this study adopts a phenomenological approach. 

Phenomenology “aims to focus on people’s perceptions of the world in which they live in and 

what it means to them; a focus on people’s lived experience” (Kafle, 2011). The main 

achievement obtained by such an approach is to describe a given phenomenon from the 

perspective of the people involved as accurately as possible, without imposing existing 

theories or frameworks (Groenewald, 2004). This also entails that it is necessary to “bracket” 

a researcher’s preunderstanding (Binder, Holgersen, & Moltu, 2012). This means that one 

should suspend one’s own judgements about the given phenomenon in order to access the 

informants’ point of view. 
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However, having a phenomenological approach does not mean that it is possible for a 

researcher to completely detach oneself from his or her preconceptions and prior knowledge 

(Groenewald, 2004). It is therefore required that the researcher reflects on how one’s own 

professional and personal background influence each step of the research process, and makes 

this transparent for the reader. The ideal is to present the informants’ experiences in its true 

form, but with an understanding of the fact that this cannot be fully achieved (Binder et al., 

2012). 

 

 

2.2 The informants 
 
2.2.1 Criteria for choosing informants 
 
The informants for the study were help seekers who had been in contact with the Village 

Health Outreach (VHO), a health clinic arranged by Project OKURASE. This clinic is not a 

permanent one, but is organised as a five-day clinic once a year in order to provide the village 

of Okurase and nearby villages with free health care and counselling. The participants were 

recruited through Project OKURASE, more specifically through Dr. Cynthia Swenson, who 

worked as a psychologist during the week that the VHO was set up. 

 

Most of the help seekers who come to the clinic (hereafter VHO) are women. Although many 

of them initially come because of their physical health, health personnel who work at the 

VHO meet women that they consider would benefit from help in the form of counselling, in 

which they are directed to a psychologist at the clinic. This study aims at exploring these 

women’s experiences in particular.  

 

In line with the aim of the study, we did not want to focus on whether or not the participants 

had certain mental disorders or illnesses like depression or anxiety, but rather focus on their 

everyday lives and struggles, whatever these might be. We did not include people who 

suffered from any serious mental illnesses. This was to prevent causing harm and an 

unnecessary burden for the participants. We concluded with the following criteria for our 

informants: 

 

• That they were women 
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• That they had received counselling by one of the psychologists at the VHO 

 

2.2.2 The informants in the study 
 
The group of informants consisted of eight women with an age range from 25 to 65. All of the 

participants had contacted the Village Health Outreach on their own initiative. Three of them 

received help from the VHO some years ago, and had maintained contact with Dr. Swenson. 

The remaining women contacted the VHO in 2018. Most of them sought help mostly because 

of various physical health conditions or economic difficulties. For these eight informants, the 

question of further consultation was brought up by the health professional with whom they 

had their first consultation, based on the problems and distress the women expressed. If the 

woman accepted this offer, she would be referred to counselling with one of the psychologists 

at the VHO. Based on the problems presented to the psychologist, and the evaluation of these, 

the women received different types of help there, such as being provided with advice, 

referrals to other relevant help, a financial loan, medical assistance and/or psychological help. 

Regardless of the type of help they received from the psychologist, it was considered from the 

distress they experienced and reported, that they all benefited from being listened to, and 

having their troubles taken seriously. The participants in this study consist of those who were 

offered and accepted consultation with the psychologist, and who also accepted being 

interviewed for the study.  

 

The informants lived in the village of Okurase or in nearby villages. They all had children and 

most of them grandchildren, but their household composition varied. Many of them were 

single mothers who lived with their children and/or grandchildren, whereas two of the 

informants lived alone. Two of the women also had husbands with whom they lived with 

together with their children. 

 

 

2.3 The interview 
 
One of the preferred ways to collect data material in a qualitative study is by using semi-

structured interviews. A semi-structured interview encourages the participants to use their 

own words when describing their thoughts and experiences, keeping the empirical data 

material closer to the informant’s experience (Kvale, 2007, p. 11). Because it is not fixed like 
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a questionnaire, it also provides the opportunity for the researcher to pursue unexpected, but 

important topics that might show up (Kvale, 2007, p. 51). At the same time, a semi-structured 

interview provides the interviewer with a focus. This focus can guide the informants into 

talking about specific topics that are of relevance to us, whilst not instructing them on how to 

answer or talk about these topics (Kvale, 2007, p. 12). In this study, we chose to draw on the 

Life Mode Interview, which is a type of semi-structured interview. The interviews were 

planned and conducted together with the two fellow students from Norway. 

 

2.3.1 The interview guide   
 

We chose to use the Life Mode Interview developed by Hanne Haavind as a foundation for 

developing our interview guide (Haavind, 1987). The Life Mode Interview is a type of semi-

structured interview where the informants are asked in detail about a typical day in their lives; 

what they did from the moment they woke up to the moment they went to bed. The interview 

form is flexible and permits digressions on other topics that the informants find important and 

want to elaborate on. Usually the interview is based on the day prior to the interview, given 

that it was a typical day.  

 

A fundamental part of the interview guide consists of a set of questions that deal with various 

parts of the informants’ day, such as morning, afternoon, and evening; what they did at that 

time, who they were with, and how they felt about the different events that took place. At the 

same time, the guide also allows the typical day to be a starting point for a conversation about 

their challenges, or other topics that the informants find important. The guide covers three 

aspects; a typical day around the time the women were interviewed (preferably yesterday), a 

typical day situated in the past, and their thoughts about the help they had received at the 

VHO (see Appendix 2).  

 

One of the assumptions behind the Life Mode Interview is that in order to understand the 

phenomena that one is exploring, it is useful to get a certain understanding of the informants’ 

everyday lives, and how they understand and explain relevant aspects and events that occur 

during the course of their day (Gulbrandsen, 2008; Haavind, 1987). The study aims at 

exploring what the informants find challenging in their lives. By going through a day in an 

hour by hour fashion, so to speak, permits us to gain more insight into what their challenges 

consist of. People’s challenges and strains are very much situated in the physical world that 
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they live in, and these are reflected during a typical day (Schancke, 2019). To learn about 

their everyday lives in detail will therefore give access to how the informant’s challenges are 

experienced by them. The Life Mode Interview also puts their everyday lives in centre, which 

makes it easier for us as interviewers to step away from our own frame of reference and into 

their world.  

 

To get a sense of how it was to conduct an interview using the interview guide, we carried out 

pilot interviews with three Norwegian mothers in Norway before travelling to Ghana. Even 

though the interview settings in Norway would evidently be far from what we expected to 

encounter in Ghana, we found it useful to practice on being in the interview situation. 

 

2.3.2 Conducting the interviews 
 
The first three interviews in Ghana were conducted in the office of Project OKURASE’s 

headquarters. This was a place that seemed private and somewhat secluded from the busiest 

village life. The remaining five interviews were conducted during the annual week of the 

VHO of 2018 at the premises where this was organised. Due to unforeseen health issues, I 

was only able to conduct one of the eight interviews myself. The rest of the interviews were 

conducted by my fellow Norwegian students. 

 

When interviewing, we made the choice of having two out of the initial group of three, 

present. One would be the interviewer, while the other would work as a supplement and ask 

additional questions when suitable. We considered it to be beneficial to bring in two minds 

that could have different thoughts on the information that appeared. In that way one could 

provide with questions that the other might not have thought of, hopefully making the 

collection of the data more complete. After each interview, notes of initial reflections and 

observations were written down. 

 

We experienced that the interviews often took some unexpected turns. Certain topics that we 

considered to be relevant, did not yield as much response from the informants as we had 

expected. This was especially the case for the part about the help they received at the VHO. 

Even though this topic made up one third of the interview guide, the informants’ answers on 

this topic were not particularly elaborating, which resulted in that this topic only had a 

moderate role in the analysis. 
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We used the Life Mode Interview with the intention of accessing their everyday lives in great 

detail. Though this framework was useful and provided us with good insight into their typical 

day, the informants were often more eager to talk about other things than what happened 

during the course of a day. This resulted more so in a continuous conversation about 

challenges that were meaningful to them, rather than a thorough examination of their day. 

 

The duration of each interview was around one and a half to two hours, and all interviews 

were audiotaped with their explicit consent. After completing the interviews, the informants 

received 50 Ghanaian Cedis for participating in the study, which served as a compensation for 

the potential loss of working hours due to participation. 

 

2.3.3 Use of an interpreter 
 
To conduct a qualitative study that aims at exploring a subject’s own experiences and 

perspectives, requires good communication between the researcher and the participant 

(Plumridge et al., 2012). The native language in Okurase is called Twi, and their language 

skills in English are limited. An oral interpreter who could translate from Twi to English 

during the interviews was therefore needed. This meant that the data material that we would 

end up transcribing would already be translated to English. 

 

We used two interpreters during the data collection. Nana Yeboah, the project coordinator of 

project OKURASE, served as our interpreter in the three first interviews. The second 

interpreter interpreted the remaining five. He was a primary school teacher at a Montessori 

school located in the village. They were both fluent in Twi and were known and trusted 

members of the community.  

 

The access to authorised interpreters in Okurase and nearby areas was practically non-

existent, so none of the interpreters we used had any formal training in interpretation work. In 

order to prepare them to perform the interpretation properly, we met with them prior to the 

interviews and informed about the study, their role as an interpreter, confidentiality, the 

interview schedule, and other guidelines in accordance to Norwegian rules for interpretation  

(Tolkeforbundet, 2017).  
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A part of the preparation for us as interviewers included attending a workshop for interpreters 

who were under formal training at the Oslo Metropolitan University. At this seminar, we took 

the role as an interviewer in a series of role plays. Through this workshop, we became 

familiarised with such a setting and also became more aware of specific guidelines and issues 

concerning a situation with an interpreter present. 

 

 

2.4 Transcription of the interviews 
 
The recorded interviews were transcribed by me and my two fellow students. The software 

programme nVivo 11 was used as a tool in this process. The programme allowed us to 

connect the audio file to the transcription, making it easier to navigate through the audio tapes 

when transcribing. During the transcription process, the women were anonymised by giving 

them new names and deleting place names that could be connected to them. In addition to 

transcribing what was being said, we made sure to transcribe the interviews in a way that also 

communicated the atmosphere in the interview setting. This included interruptions, pauses, 

laughs and non-verbal expressions (that we could remember).  

 

As mentioned, the structure of the Life Mode Interview faded when conducting the 

interviews, and turned into a more continuous interview about the challenges that the 

informants were involved in. The transcript of the interviews were therefore organised in the 

same manner; a continuous conversation. In the end, the data material consisted of eight 

interview transcripts in Word that were each 14-26 pages long. Each transcript was numbered 

and organised as a continuous conversation where roughly each question and answer were 

numbered throughout. The numbering would later make it easier to keep track of the data 

segments within and across interviews.  

 

 

2.5 The analytical process  
 
We chose to use a thematic analysis for the analysis of the interviews. The following section 

describes the thematic analysis as an analytical method and how the six-phase approach by 

Braun and Clarke was applied in the analysis of the material. 
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2.5.1 Thematic analysis 
 
Thematic analysis is “a method for identifying themes and patterns across a data set in 

relation to a research question” (Braun & Clarke, 2013). Some describe it as a tool that can be 

used across various analytical methods. Even though the principles within thematic analysis 

are recognised and have been utilised for a long time in many qualitative studies, it has 

recently become a widely acknowledged method on its own. Thematic analysis is known for 

its flexibility, a characterisation that is considered to be one of its core strengths. It can be 

applied to different kinds of data in different kinds of ways, and it can be utilised together 

with various data collection methods, theoretical frameworks and methodologies (Braun & 

Clarke, 2013). 

 

For my work with the data, I have chosen to perform an inductive thematic analysis. 

According to Smith (2015, p. 225), this means that the analysis predominantly stays as close 

as possible to the content of the data, as opposed to analysing it on the basis of existing 

theories and concepts. As a result, when not imposing any theory to the data during the coding 

process, the themes reflect what was expressed in the interviews with the women. This also 

coincides with the phenomenological approach, making this method a suitable choice in order 

to stay close to the informants’ own experiences. Braun and Clarke (2006, 2013) point out 

that even though the themes are not shaped by a certain theory, the method recognises the 

active role the researcher has in generating themes and interpreting the material on the basis 

of ones’ background, rather than the idea that themes lie within the data waiting to be 

revealed. The developed themes from an analysis is considered to involve a close dialogue 

between the researcher and the available data. The researcher’s subjectivity is therefore 

acknowledged and seen as an important step to achieve knowledge. At the same time, it 

demands transparency of the research process, where the researcher makes his or her own 

choices and the rationale behind them explicit. This corresponds to the principles of 

reflexivity (Braun & Clarke, 2006).  

 

2.5.2 The six-phase approach  
 
In this following section I will describe how I carried out the six-phased approach for 

thematic analysis. Even though the name of the approach may indicate a process that proceeds 

through each phase in a linear fashion, it is important to emphasise that the reality was 

completely different. Analysing the material required moving back and forth between the 
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different phases continuously. This is something that is common and also expected when 

doing a thematic analysis, because the analytic process develops over time (Nowell, Norris, 

White, & Moules, 2017). Here, the analytic process is described phase by phase in a 

chronological order, in order to make it easier for the reader to follow. 

 

The first phase is about familiarising oneself with the data, and achieving a detailed overview 

of the content, both within and across the interviews. I read and reread the interviews and 

wrote down initial reflections that could be of interest. I had the luxury of staying in this 

phase for around a year, in which I reread the interviews several times with long pauses 

between the readings in order to have the opportunity to look at the material in different and 

new ways.  

 

The next phase entailed generating codes. A code refers to a segment of the data that is 

meaningful in relation to the phenomenon that one is exploring (Braun & Clarke, 2006). I 

went through every interview systematically and attempted to name the codes according to 

what the informants expressed without imposing any of my own interpretations. I also tried to 

code every segment independently without having previous codes in mind in order not to miss 

out on any potentially important nuances. This left me with a multitude of codes that could be 

similar to each other in content. For example, codes such as “far away from family”, “talking 

with family”, and “receiving money from family” were codes that later on could be grouped 

together and given a more suitable code name, such as “support from family”. The final codes 

were assigned their own Word document, where the data segments that belonged to the 

respective codes were collected into the same document. For example, all of the data 

segments across the interviews that had been coded “support from family” were all placed 

into the same document.  

 

When the coding process was completed, I moved on to phase three, which is characterised 

by finding candidate themes. I wrote each code on a post-it note so that I could move them 

freely around and experiment with different ways of grouping them to form overarching 

themes. For example, by grouping the codes “obstacles of work”, “money”, “purpose”, and 

“to feel useful”, “work” could serve as a potential theme. I also drew mind maps to get a 

better overview of how the potential themes worked together. Along the way, I made sure that 

all or most of the informants were represented in each theme. This process resulted in many 

trials and failed attempts before reaching the final candidate themes. The codes with their 
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accompanying data segments under each candidate theme were further organised into separate 

Word documents, giving each theme its own document.  

 

The candidate themes were reviewed and refined in phase four. I read through the data 

segments under each theme to examine if there were enough cohesiveness between the 

segments, if there was enough data, and if data segments diverged in relation to the theme and 

thus did not belong there. A large part of the analytic process was spent going back and forth 

between this phase and the third phase to revise and refine the themes. At last, I read through 

the data set to look for missing codes and make sure that the themes were a good 

representation of the entire data set. The themes were given their final names in phase five. 

While writing the analysis into a coherent text in the sixth and last phase, the themes and the 

narrative I wanted to convey mutually influenced one another to form the final result. 

 

 

2.6 Reflexivity  
 
It is acknowledged that a researcher’s background, prior knowledge, and preconceptions 

affect a research study in every step of the process, from what one chooses to investigate to 

how the findings are conveyed. Reflexivity requires an active reflection of how one’s own 

presumptions affect the research process, and that these reflections are shared in order to 

make the process transparent to the reader (Malterud, 2001). 

 

An interviewer who does not have foreknowledge about certain topics may face challenges in 

obtaining nuanced descriptions of the mentioned topics from their informants (Kvale, 2007, p. 

13). In my case, I experienced shortcomings when it came to the topic of religion and 

spirituality. Since I am not a religious person, my sensitivity towards this subject was not 

adequate enough to address the significance of religion properly in relation to mental health. 

My lack of knowledge on various topics such as this could have resulted in a fail to focus on 

parts of the informants’ experience that could have been equally relevant in their lives. In 

other words, my prior knowledge (or the lack of it), could have contributed to this limitation 

in the study.  

 

The spark to initiate this study came from a personal interest in how mental health is 

conceptualised in the clinical courses I have attended during my training at the University, 
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compared with other perspectives outside a more traditional view of what mental health 

represents. The differences between views on mental health in different cultures is something 

I have first-hand experience with. Growing up in a Vietnamese culture myself, has made me 

reflect upon how my family and relatives view mental health – or more precisely – how the 

conceptualisation of mental health in Vietnamese culture differs tremendously from the more 

Western view that I have been schooled in. Most times, the way of thinking about mental 

health has been so different between my family and I, that discussions about the topic has 

resulted in a feeling of talking at cross-purposes.  

 

I therefore thought it could be interesting to bring psychology as a discipline, as I know it, 

into a context that I was not acquainted with in order to widen my perspectives on mental 

health. I wanted to explore the reasons for why the health care workers at the clinic 

considered that the women were in need of psychological help. I was interested in what the 

informants’ worries were rooted in, and how it could be understood as an expression of 

mental health. In this context, I have been a researcher who has been driven by a personal as 

well as a professional interest in other people’s experiences and how these can be related to or 

understood in terms of mental health. In other words, my background has to a large degree 

contributed to the explorative approach of this study. 

 

 

2.7 Ethical considerations 
 
2.7.1 Ethical approval by REC 
 
The study was considered to be categorised as mental health research. An application was 

therefore sent to the Regional Committees for Medical and Health Research Ethics (REC) to 

receive an approval in advance to conduct the study. The study was evaluated as ethically 

sound and approval was given conditioned on minor alterations (see Appendix 3). A formal 

approval in Ghana was not needed, as there does not exist an official ethics committee there. 

However, permission from the local leaders in Okurase was obtained in order for us to 

conduct the study. 
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2.7.2 Sensitive topics 
 

When conducting studies within health sciences and social sciences, it is natural to consider 

the sensitivity of ones’ project. Topics can be defined as sensitive if they are “private, 

stressful or sacred, and discussion tend to generate an emotional response” (McCosker, 

Barnard, & Gerber, 2001).  

 

What classifies as sensitive topics will vary across cultural and social contexts (McCosker et 

al., 2001). Several reports show that the stigmatisation of mental health is more severe in 

developing countries compared to Western countries, and Ghana is no exception. There is a 

stigma connected to seeking psychiatric help, and people who are considered to be mentally 

ill are at risk of discrimination and social exclusion, to mention some examples (Fournier, 

2011). Therefore, it has been an important premise for the study to not impose uncomfortable 

emotions related to the stigmatisation of mental health.  

 

Even though the interview in itself does not address mental health, and the aim is to gain 

insight into what the women considered to cause distress in their everyday lives, the study 

ultimately sought to explore how these experiences could be understood in terms of mental 

health. Ethically, it was considered important that the informants were fully informed about 

this before they decided to participate or not. When making the consent sheet and the project 

outline, we conferred with Dr. Swenson, who is familiar with Ghanaian culture, in terms of 

what wording would be appropriate when addressing mental health in these writings.  

 

To apply the Life Mode Interview has been a conscious choice with regard to the ethical 

aspects of sensitive topics. The Life Mode Interview focuses on the informants’ typical day 

and is a more non-invasive way of getting information, as opposed to asking explicit 

questions about what kind of problems they have. The interview method, and the way in 

which the interview guide was constructed, also permitted the women to be in control of what 

they wanted to share and elaborate on.  

 

Despite our attempts to avoid any form of psychological stress or harm to the informants, 

there is always a possibility that sensitive topics that naturally induce emotional responses 

could appear. All of the women have experienced distressing situations and circumstances 

that they were seeking help for at the VHO. For logistic purposes, many of the informants 
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were interviewed the same day as they received counselling at the VHO, which could indicate 

that their worries were their main focus at the time of the interview. As interviewers, it was 

therefore important to be prepared for a situation where the women might want to share 

something that could lead to difficult feelings in them. We made sure the women were 

provided with enough time in case a situation like this would develop, and they would need 

some room for discussing feelings or thoughts. We made sure to be flexible to the women’s 

needs to ensure that they felt taken care of throughout the interview. Based on these 

considerations, we assumed that the potential harm to the subjects was as low as possible. 

 

2.7.3 Consent and confidentiality 
 
It was not a given that the informants knew about the concept of consent and confidentiality 

related to research. We were therefore especially thorough when conveying information about 

the study and their rights as participants. A consent sheet was made that was easy to 

understand. This was also translated to Twi (see Appendix 1). Together with the interpreter, 

we went through the consent sheet carefully with the participants before conducting the 

interview, and we stressed the importance of fully respecting the confidentiality to everyone 

present under the interview. 

 

2.7.4 Anonymity  
 
In order to secure the informants’ anonymity, I have chosen to give them new names. The 

women come from a small village in Ghana where the probability of being recognised by 

other residents or local health personnel are high. Even though stories from each of the 

informant’s lives will be described when presenting the results, I will not present each of their 

backgrounds individually in order to keep their anonymity. The informants have been given 

the names Angela, Ruth, Edith, Lucy, Eunice, Grace, Linda and Tracy. 

 

 

2.8 Limitations of the study 
 
There are a range of factors that may have contributed to affect the validity of the study. In 

this section, some of the issues that could have affected the validity are discussed. 
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2.8.1 Selecting informants 
 

To generalise the findings to a large group of a population is not the endeavour of a 

qualitative study (Binder et al., 2012). We wished for our group of informants to consist of 

women who had received counselling at the VHO through project OKURASE. Even though 

there are good reasons to believe that the struggles portrayed by these women can be 

transferred to other women in similar situations, our informants may possess characteristics 

that set them apart from others. Compared to for example other women in the village, they 

have actively sought help at the VHO. One can reflect upon whether this help seeking 

behaviour is a part of their coping repertoire that others might not have. This could be a 

limitation concerning whether the findings can be applicable to groups that go beyond our 

group of participants. 

 

First and foremost, we wanted to explore the challenges of rural women, and how these 

challenges could be understood in terms of mental health. Our assumption was that we would 

find the most relevant group among those who had received counselling at the VHO for issues 

considered to be related to mental health difficulties. However, it is also possible that 

choosing participants from the village that were unrelated to the VHO, but who still 

considered themselves as struggling, could have given an equally relevant portrayal of 

challenges faced by rural women in Ghana.  

 

 

2.8.2 Collecting the data 
 
The starting point for conducting the study was to find out more about what kind of 

challenges the informants described, and how they could be understood in relation to mental 

health. We wanted a normal day in their lives to indirectly tell us something about their 

challenges without having to ask directly about it. One can contemplate on whether the Life 

Mode Interview as an interview form was limiting or liberating in terms of what the study 

wanted to explore. Even though the interview often ended up diverging from the course of the 

day, the interviewers were also attentive towards steering the interview back to the typical 

day. Therefore, the Life Mode Interview could have made us miss out on interesting 

elaborations about other relevant topics, or other aspects about their lives that could have been 

of equal importance for this study. For example, we were familiar with traditional healers and 
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their role in the treatment of mental health in Ghana, but these issues did not appear in the 

interviews.  

 

Most of the informants do not interact with people outside of their families. Some of them 

explain that it is because they prefer to “not get their issues out there”. Even though the 

concept of confidentiality was explained to the participants, it is natural to think that they 

would be cautious about what they chose to tell us in the interviews. 

 

2.8.3 Methodological issues of using an interpreter 
 
The use of an interpreter was essential for us to access the women’s experiences and thoughts, 

although it is equally important to acknowledge that an interpreter becomes an intermediator, 

and therefore poses a barrier between the researcher and the participant which has its natural 

limitations when conducting qualitative interviews (Edwards, 1998). How one chooses to 

utilise the interpreter can affect the data material and ultimately the results of the study 

(Squires, 2009). For instance, non-verbal expressions give invaluable information when 

conducting interviews. With an interpreter, what the women say comes with the interpreter, 

making it delayed in relation to the women’s body language. This makes it difficult to connect 

the non-verbal expressions with the verbal expression, resulting in that a dimension of 

information received is disrupted (Plumridge et al., 2012). This could have affected our 

interpretation of the data material.  

 

The amount of experience that an interpreter has affects the quality of the translations 

(Squires, 2009). Our interpreters did not have formal training in interpretation work. Although 

guidelines were communicated and other measures were taken from both the researcher and 

the interpreter to ensure good interpretation, it is not easy to evaluate the quality of their 

translations. We observed that the interpreter sometimes initiated independent conversations 

with the informants during the interviews. On some occasions, the interpreter did not interpret 

what the informant said word by word, which was noticeable as the informant talked for a 

long time and the interpreter produced significantly fewer sentences when interpreting. In 

addition, one of the interpreters often said “she said” instead of “I”. This was corrected 

consecutively when noticed by the interviewer. It is possible, and likely, that parts of the 

interviews do not reflect accurately what the women actually said. This can have affected the 

analysis process in terms of what themes that one could possibly perceive in the data material. 
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In a study that aims to explore a person’s lived experience, it places a great demand on being 

more attentive to how the participants describe their thoughts and feelings through their 

language (Squires, 2009). By using an interpreter, the way an informant uses the language can 

be altered in the translation process. My elongated stay in Ghana obtained a certain level of 

sociocultural competence that hopefully compensated a little for this, and aided me in 

interpreting the interviews more in line with their essence. Nevertheless, by using an 

interpreter there is a high risk of losing this dimension to the informants’ stories.  
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3 Results 
 
This study aimed to explore and understand what the informants’ everyday challenges 

consisted of, and in what way these challenges and the issues they raise could be understood 

in terms of mental health. During the interviews, the participants were also asked about how 

they experienced the counselling at the VHO. They did not elaborate much on this topic, but 

most of them stated that the counselling had been useful and that they were left with more 

hope in spite of still being in a difficult situation. We also know that the help they received 

consisted of giving advice, referrals to other relevant help, and provision of financial loans. 

The distress that the women experience in relation to their situation is apparent. For the 

informants to meet a psychologist who takes their problems seriously seemed to be as 

important to them as finding concrete solutions to their problems. However, because the 

informants did not focus on the help they received at the VHO in the interviews, this topic 

will not be included in the results, as the aim of the study was to present what the women 

explained to be important for them, as experienced and told by them. 

 

The following section presents the themes that have been generated on the basis of the 

thematic analysis. The informants describe that their everyday hassles lead to a state of 

constantly thinking and worrying, which leads to sadness, hopelessness, anxiety, and lack of 

sleep. Some of the women had even found their situation to be such a burden that they had 

thought about escaping or ending their lives. Based on their reports, the following three 

themes have been generated; 1) The role of relations with the family, 2) The role of relations 

with the community, and 3) The significance of work. “The role of relations with the family” 

is about the women’s experiences concerning their family relations, both when it comes to 

being a provider for family, receiving their support, and the family’s everyday presence. “The 

role of relations with the community” addresses how the informants relate to other people in 

their community, both in terms of support and socialising. The last theme, “the significance of 

work” describes what work means for the women and how they experience various obstacles 

related to work.  

 

Each theme with its associated subthemes will be presented by giving an overall description 

of what the women report. The themes will be exemplified with quotes from the informants to 

support the findings and provide the themes with more substance. Where considered 
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necessary, the quotes have been modified in order to make them understandable to the reader. 

This has been done without compromising the content of the quotes.  

 

 

3.1 The role of relations with the family 
 
All of the women talked a great deal about their families. It was evident that the families 

played a significant role in the informants’ lives, whether it was in relation to their role as a 

provider, receiving support, or sharing their everyday lives together. Some of the women 

experience that their children and/or grandchildren are entirely dependent on them, whereas 

others are completely dependent on their children or other family members for their own 

survival, in which both cause a great burden on the women. This theme is about both the 

resources and the difficulties they experience in relation to their families.  

 

3.1.1 Experiences with being a provider 
 
For most of the women, the central function they have in relation to their closest family is 

being a provider for children, which include both their own children and/or their 

grandchildren. Being a provider gives many of the informants purpose in their everyday lives, 

and it is one of their most important motivations for carrying on under tough circumstances. 

At the same time, many express major difficulties related to this role, and worry immensely 

about how they are going to take care of the children. Most of all, they worry about not 

having enough money or food to do so. The informants express emphatically that as a mother 

and/or grandmother, and as a woman, it is their responsibility to care for the children that they 

live with. They perceive themselves as being alone in having this responsibility, and the 

children are entirely dependent on their care:  

 

It doesn’t really make me feel good because I only have one arm, and he (my 
grandson) is very heavy, and when he is sick it means that I have to carry him (…). I 
have to carry him and strap him at my back. And I'm not healthy, when I do that it 
really affects my leg, but I'm compelled to take care of him, because his mother is not 
really good at taking care of him, she’s like neglected him a bit.  

- Angela 
 

Angela feels obligated to take care of her grandson, especially since she perceives that the 

mother is not able to do so. Her poor physical health causes an additional distress when it 



 28 

comes to the daily caretaking as she experiences that her physical condition is limiting her 

abilities to take care of her grandson the way that she would wish. Another informant, Edith, 

is also left with the feeling of being on her own when it comes to providing for her three 

grandchildren. Her main concern, that she has raised during the consultation, is that her own 

children are not able to aid her with taking care of them, which means that the entire 

responsibility to provide income for her grandchildren lies on her. Further, Tracy provides for 

her four children and their grandchildren who all live together: 

 

If I don’t go and search for food or do anything, they won't eat. 

- Tracy 

 

For Tracy, some additional problems have made life difficult. She explains that because of a 

leg injury, she is prevented from working, and therefore unable to support her children. 

Because she does not have the opportunity to make an income at the time, she is not able to 

live up to these obligations, which is very distressing to her. She describes that she feels sad 

and hopeless most of the days because of this situation, and she is not able to find a solution 

to her problems.  

 

Linda lives with her husband and their children. She describes her husband as a person who 

contributes minimally to the household in terms of finance. At the same time, he does not 

allow her to sell goods to earn money, leaving her with limited options when it comes 

to viable solutions to generate income to provide for her children: 

 

He doesn't care, it doesn't matter to him whether there is food in the house or not, but 
because I am a mother I have to care, and see to the children.  

- Linda 
 

 

Because Linda’s husband has not committed himself to taking care of the children like she 

has, she is left alone with the problem of figuring out how to support them. Many of the 

women express sadness and worry when they fail to provide for their children or 

grandchildren. Eunice is currently not able to work because she lacks the funds to maintain 

her food stall business. Because of her insufficient income, she has had to send away two of 

her children temporarily to someone else who could take care of them. This has led her to 

question her ability as a mother:  
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When I'm sitting in the chair, I usually start to think. The reason is that I'm the only 
one in my family - I don't know a sibling who has taken her child to somebody to be 
taken care of - But only me, so I feel sad - How come I should split my children to be 
given to somebody to be taken care of?   

- Eunice 
 

For her, losing her capacity to work has caused the loss of her ability to support her children, 

which is causing her anxiety. Some of the women live alone, and therefore do not have a role 

as a daily provider. Nevertheless, they do express that they wish to get back that role. Lucy 

explains that she would like to start working so that she will have the opportunity to take care 

of her grandchildren again, even if that would entail a larger financial burden on her. In 

summary, being a provider for children is a role that is important for the informants. 

However, because of various limitations and the experience of being alone in this role, the 

responsibility falls more heavily on their shoulders which in turn causes a lot of negative 

emotions in many of the informants. 

 

3.1.2 Experiences with support from family 
 
Whereas helping family seems to be one of the main challenges for the women, many of the 

informants also perceive that their families at are the only ones in their network that they can 

turn to for help. The women who receive help from their kin, are for the most part provided 

with some food and small amounts of money to get through day by day. Those who report 

that they do not have anyone who can help them, refer to their family being unable to do so:  

 

Because they (my children) don't have like lucrative jobs, jobs that pay well, it makes 
me very, very disturbed because I have to also struggle and take care of the 
grandchildren. If they had like good jobs where they would be able to earn as much, 
they would be able to send me some (money) back home, so that I can use some to 
take care of the grandchildren. But they don't really have like, well paid jobs, and 
that’s really a concern. 

- Edith 
 

The fact that her grown up children are not able to provide her with money represents a 

great concern, as it makes the burden of caretaking even greater on her. Not least, the help 

some of the women receive is essential for their own survival. The informants who receive 

help from family members are grateful for whatever they can provide them with in order to 
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cover basic necessities. Nevertheless, because of the restraining life conditions that their 

families also live under, many of the women express that the resources are essentially not 

sufficient to cover their needs, and the mental burden of not having enough food and money 

remains. Most of the informants who live alone are especially reliant on their family’s help. 

Lucy is entirely dependent on her family for food. If they do not come to visit, she will not 

have any meals to eat. Sometimes, she has to go weeks without a proper food serving. Tracy’s 

son does not have enough money to cover her medical treatment, but is doing his best to 

collect the financial funds for it. Angela received enough money from her son to start her 

sales business again, but she states at the same time that he has struggled with maintaining a 

job himself. Grace describes her experience with relying on her daughter for food like this: 

  

Sometimes, the kind of food she brings, I don't feel happy, I lose appetite, I don't like 
the food. So I might choose to eat a little, and put the rest aside. So sometimes my 
daughter brings some food that I’m allergic to, so due to that, when I eat the food and 
my body feels weak. (…) She doesn't have enough money to buy what I'm supposed 
to eat.  

- Grace 

 

Even though her daughter’s resources are scarce, she does not have any other choice than to 

rely on food from her, in spite of the food she receives is far from ideal. In other words, Grace 

does not have the opportunity to make daily decisions on her own behalf, and is not in much 

control of her own life. Ruth relies on her children’s financial aid when she runs out of money 

herself. At the same time, she is well aware of the fact that they are also struggling with their 

own economy: 

  

I feel really bad to be calling them for money, because I know they have children that 
they are taking care of. But the point is that I don't like to tell my problems to people, I 
prefer to tell my children, rather than telling the people. Even though I don't always 
feel good asking my children for money, because they also have children they are 
taking care of, I would prefer to talk to them, rather than talk to somebody else. 

- Ruth 

 

 She experiences that her children are the only ones that she trusts enough to help her, leaving 

them with her only option for support. Even though the money is essential for her and helps 

her get by, asking her children for help is not optimal. Ultimately, she has mixed feelings 

about the valuable help she receives from her family. Some women experience other types of 



 31 

issues when turning to their family for support. Eunice is not able to work because she does 

not have the financial resources to maintain her food stall. Selling from her food stall is the 

only opportunity she has to make an income. Her husband does not support her with the 

money she needs to start her business again. Consecutively, she will from time to time turn to 

her brothers to ask for money. However, her brother’s support is not entirely unproblematic: 

  

I feel happy when I call my brothers to send me money. And sometimes too you call 
them, they might not be willing to send me money - They use to say; I have not sent 
you to go and marry that man - But all along they figure out and send something for 
me. (…) So it's like - If I'm having a problem, as a woman - You have to be with your 
man, the husband. (…) So if I found myself in marriage, and I'm having some 
difficulties - It's my husband whom I have to consult. But later because blood is 
thicker than water, they'll try and send me something.  

- Eunice 
  

Her brothers seem to understand the severity of the difficulties she is in and provide her with 

some money even though they believe that her husband is supposed to be her primary support. 

This is something that her brothers express towards her. Therefore, turning to her brothers is 

initially regarded as a suboptimal option. 

 

3.1.3 Experiences with spending time with family 
 
In spite of very challenging everyday lives, the women express positive feelings when talking 

about spending time with their families. They report that their children and grandchildren are 

good company – It brings them immeasurable joy to see them. They enjoy bringing the family 

together for meals and spend the evenings talking, laughing and watching TV. Not 

least, being in the company of their loved ones distracts them from their worries, if only for a 

little while. Living with her three grandchildren is something that Edith appreciates: 

 

I don't get to think too much when they’re around me. We get to have conversations 
and then I don’t get to think too much about my problems.   

- Edith 

 

Lucy lives alone, but her children and grandchildren come to visit her sometimes. When they 

do, being with them is the highlight of her days, and is something that keeps her spirits up. 
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Her family will console her and encourage her when she feels sad, something that she is finds 

very helpful: 

 

Sometimes, when I'm in the rain, lonely at night. I'm afraid. Because I'm living lonely. 
But when my grandchildren are with me, I feel great. Due to the encouragement, I feel 
happy. It’s like they console me. Yes. They console me.   

- Lucy 
 

Linda’s family live in the northern part of Ghana, which means that they live too far away for 

them to come and visit. She does not have the practical opportunity to visit her family as often 

as she would like. Many of the women keep in touch with their family through phone calls. 

Tracy stresses the importance of calling her children every day and states that she cannot 

stand going a day without keeping in touch. Overall, the informants experience the company 

of their families as uplifting in the midst of the challenging life conditions. 

 

 

3.2 The role of relations with the community 
 
The women’s lives revolve around their families, but their lives outside their homes is very 

much absent. People in the community do not seem to have a meaningful or positive role in 

their lives. The informants do not find support in the community, nor do they have any 

activities that they enjoy outside of their homes. In other words, their everyday lives seem 

rather secluded from the rest of the village, leaving them with a limited social network where 

they live. 

 

 
3.2.1 Perceptions of the community as support 
 
Many of the women do not perceive other people in the community as a resource. Relations 

with people outside of their families are considered a challenge, which consequently leads to 

that they prefer to not seek out to people in the community for support. For example, Ruth 

explains that she deliberately does not disclose her difficulties with others in the community 

in fear that her problems will turn into the subject of gossip: 

 

We don't like to go to other people’s houses. And the reason is that you don't want to 
be involved in any gossip or to be implicated in any gossip. A typical example is you 
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see two very close friends, who are really, really close. And then one of them has an 
issue, and the other helps. The next thing is, you see them gossiping, and people are 
gossiping about it. So as long as I was born here, and I know what the problem is here, 
in that respect, then I also like, I take very good care of how I talk to people. It's like - 
prevention is better, I prevent it.  

- Ruth 

 

She shows a general distrust in the people in her community, and does not consider any of 

them to be people she can confide in. She experiences that the potential cost of disclosing her 

problems to others is too much compared to what she could possibly gain. Her view is shared 

by other informants as well. There are some of the women who mention that they have 

previously attempted to reach out to others for support, but that the outcome was not what 

they wanted. Tracy has previously received medication from some people from the capital 

city, that she felt did not work. Edith is wary of other people after she experienced getting 

disappointed when seeking for help. She explains that she has previously tried to seek help 

from a couple of people, but she felt like it did not help. After that occasion, she had to be 

careful of who she decided to tell her problems to in the future. Edith says that even though 

she tells her problems to other people, it is not certain that they will give her the type of 

advice that will be useful to her. She implies that revealing her issues to people in the 

community for the return of ill advice is too much of a risk. Grace makes sure that she makes 

herself unapproachable for other people. She explains that she does not go and sit outside of 

her house in case someone sees her and starts asking questions about her well-being: 

  

Sometimes I used to keep myself in the room, because I don't want people to see me 
outside. I'm hungry, I don't have money, I'm sad, and I'm grieving about certain things. 
So if I find myself outside, and I sit like this, people will know that something’s 
worrying me. If someone asks me "what’s wrong with you?" I can't tell them I'm 
hungry, and I don't have money, that's why. So I have to keep myself in the room, just 
to keep away from people asking me about certain things.   

- Grace 

 

Edith has taken up a financial loan together with a group of people from the same village. 

Every now and then, she attends meetings with the group in order to talk about how they are 

going to repay the loan: 
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We discussed the loan and how they can get the money to come and repay it. After we 
had the discussion (the meeting), now it's for every one of us to go back home and 
start thinking about how you are going to repay your loan. Right now, it's up to me, 
because I don't have any helpers. It is now on me to find the ways, the means, to get 
the money to go and repay the loan so that it will not bring any problem to me in the 
near future.  

- Edith 
  

Even though she is part of a group that actively tries to find solutions together, she still feels 

that she is alone in this difficult situation, and that she does not have anyone to lean on. It is 

up to each individual to collect the money, but she does not seem to find any emotional 

support in the group. Very few of the women find support in others outside of their families. 

However, Linda is an exception to this rule. She is struggling with her home situation, and 

finds it comforting to vent to a good friend. She has also mentioned that she has turned to a 

pastor for advice:  

 

Though she's not my family member - But like she's also from my country, 
(neighbouring country to Ghana) - Ever since we have all been in my town, she 
has become a sister to me.  Sometimes we use to talk, things concerning my life 
– For example, the beating by my husband. Yeah. She's been a good advisor.   

- Linda 

 

As she is in such a difficult home situation, she finds comfort in having someone outside of 

family who she can confide in. Apart from Linda, having contact with people in the 

community is perceived as unbeneficial to the informants. This results in that the women do 

not have a varied social network. 

 

3.2.2 Social participation outside of home 
 
The women report that they generally stay inside their houses when they have free time, but 

they do mention interactions with other people in the community in some way or another; 

some mention that they go to church, one mentions going to a funeral and another goes to buy 

food stamps. When that is said, they do not elaborate on this aspect of their everyday lives. 

When talking about their interactions with other people in the community, most of the women 

report that they usually do not have any activities that involve other people than their families. 

They explain that their social participation in the community is fairly absent. Most of the 

informants report that they do not go outside or that they do not meet people. Some of the 
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reasons have already been implied. Grace is scared to go outside in fear of people asking her 

questions about her struggles. A few of the women imply that they would want to be more 

included in the community in some way. Lucy has a physical condition that makes it difficult 

for her to leave the house:  

  

When the morning passes, I want to do something, but because of the sickness, no one 
calls me for any job. I have neighbours, families, but because of the sickness, they 
don’t come to me, I don’t see them. 

- Lucy 

 

She has a strong wish to be of use to others and to work, but she experiences that she is not 

needed by anyone because of her condition. Grace makes sure to stay away from people, but 

seems to long a bit after participating in the everyday life lived outside: 

 

When it’s morning time to 12 o'clock, I can go and stay in the back of my window, go 
and stay there instead of the back of my room. I will be looking at people that are 
going, going, I don't feel anything. Mmm, I will feel happy.   

- Grace 

 

With the lack of engagement outside of their homes, many women report that they spend a 

fair amount of the day inside their homes when they are not working. Most of the women 

report a lack of activity as a characterisation of their everyday life. Eunice describes it as an 

activity of where she sits in one place; “Sitting, sitting, sitting – Till the night fall”. Linda 

states that she does nothing most days except from looking after her children. Most of the 

women mention going to church as something that they enjoy. Grace who does not want to be 

among other people, compensates Sunday service with being inside listening to Christian 

music and sermons on the radio. Ruth explains that when she does not have anything to do, 

she loves to watch TV, but she is not able to because she does not have enough income to pay 

for electricity. Both Grace and Ruth do not socialise with other people because they do not 

want them to know about their issues. 
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3.3 The significance of work 
 
Work is something all of the women find important. It provides them with the opportunity to 

serve a function; to of be of use for oneself as well as for others. Having a paid job gives them 

the chance to exert control over their lives. However, various obstacles and insufficient 

income makes it difficult for them to achieve stable working conditions. This ultimately 

makes it difficult to maintain meaning in their everyday lives. 

 
 
3.3.1 The need for money to exert influence over their own lives 
 
The informants’ greatest wish is to have a job in order to achieve financial stability. The 

reality that the women are faced with, makes their wish difficult to fulfil. The women who 

have paid jobs experience that their work does not always provide them with enough income 

to cover basic necessities. The women who do not have paid work, are not able to get one 

because of various limitations. The informants report immensely psychological distress 

connected to not having enough money: 

 

It doesn't make me sick, as in sick, but it actually bothers me and it makes me think a 
lot. The reason is that I've been somebody who’s used to going to the market and sell, 
and I've seen money before. So as somebody that's really seen money, held money 
before, now that I don't have money, I get very worried that I don't have money in my 
pocket. 

- Ruth 

 

Ruth used to sell goods at the marked, but because of increasingly bad health, it was not 

possible to combine it with the strenuous conditions of her work. By losing her job and her 

income, she is no longer a person who makes money, or a person who can stand on her own 

two feet. The lack of money leads to a range of negative consequences in several important 

aspects of the informants’ lives. As mentioned, many of the women have roles as providers. 

Linda explains how her state of mind relies on whether or not she is able to earn enough 

money in order to support her family:    

  

Sometimes in the morning I feel happy. I do feel happy when I wake up in the 
morning, get my stuff to sell, because through the selling I get money - Little money -
To support the family. Sometimes, the mornings become worse - Because I feel it is 
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hard to get things to sell so that I don't get money to feed the family - With that I feel 
sad. 

- Linda 

 

Lack of money makes it difficult for her to make ends meet and provide for her children. The 

distress that comes with this situation is something that many of the women share. The most 

basic necessities like food are not a given that will be covered. Angela who received help 

from the Village Health Outreach some years ago, described her situation at the time like this: 

 

In fact, I wasn't happy - I was just not happy because I was just home and to even get 
what to eat was difficult for me. And now I can go around and sell and I can get what 
to eat - I'm able to earn something. So, really, I wasn't happy then. 

- Angela 
 

To be able to earn money again, Angela can feed herself, and decide what she wants to buy to 

eat. She is able to influence basic, but significant aspects of her own life. The paid work that 

the women are involved in are categorised as informal work, which means that they are self-

employed. In order to maintain their business, they have to take some of their income to buy 

the goods they intend to sell. The uncertainty of the outcome of whether or not they are able 

to earn enough to upkeep their job, causes many to worry: 

 

I wasn't really feeling well, like in my system, I felt very uncomfortable because I was 
thinking about it so much, because I couldn't sell well. So I was thinking about how I 
was going to be able to raise the money to be able to go and pay back where I got the 
wares from. (…) It is when you don't have any issues that you can rest. But if you 
have issues, how do you rest? So in fact, that perfect day would be when I don’t have 
the issues and they are the issues that I told you about. 
 

- Edith 
 

As a consequence of not being able to sell enough goods, they will not be able to upkeep their 

work, and they will lose their only opportunity to make an income. Edith has gone to great 

lengths to be able to keep her work. She has taken up a loan from the bank in order to finance 

the goods she is selling. Because of the high interest on the loan, she is facing difficulties in 

paying it back. The loan has given her an extra source of expenditure. The amount of money 

she needs, but is not able to make through her job, makes her fear for her situation. Because 

she cannot choose how to spend her money, she feels that she has lost her freedom to make 
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choices in her own life. The women who are not able to work, explain that they could have 

found something to do if it was not for the fact that they did not have money to initiate 

something. Lucy says that even though her physically impairment makes her unable to work, 

a fair amount of money could have given her the opportunity to establish a kind of business 

that could be tailored to her condition. Ruth had to quit her last job because her physical 

health did not allow her to walk the roads and sell goods. She wants to become a seamstress, 

which is less physically strenuous. She is in a possession of a broken sewing machine, but is 

struggling to collect enough money to repair it:  

 
As for me all I need is money so if you get some for me, then I'm done, I don't have a 
problem.  

- Ruth 

 

If Ruth can collect enough money to fix her sewing machine, she could start to work and 

make money. As a result, she would be able to expand her room for manoeuvring in order for 

her to regain an active role in her own life. 

 

3.3.2 Obstacles that prevent them from working 
 
Finding or keeping a paid job is the women’s main strive. Many of the informants express 

that they have no other choice than to work, in spite of poor working conditions such as long 

hours and insufficient pay. They are mainly worried about anything that prevents them from 

working. Many are confronted with such limitations in their everyday lives, in which they 

point out as a source of worry. The lack of income in itself is an essential reason for why the 

women are forced to stop working. Many of the participants started losing the financial gain 

they needed because of physical health issues that prevented them from working. Lucy used 

to work as an oil distiller, but her physical condition eventually did not allow her to perform 

the strenuous tasks that the job involved anymore: 

 

I used to work, I did everything to get more money to do whatever I like. So with that, 
I felt happy. But now, due to the sickness, the happiness is no more. That affects my 
life, because of the pains (in my arms), I cannot work. 

- Lucy 
 

This affects her everyday life as she is unable to take care of herself and is dependent on her 

family to provide her with food. In other words, she has lost her self-sufficiency. Edith 
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experienced that the working conditions at her previous work made her ill. She exposed 

herself to large amounts of fire from frying fish that affected her health. At the same time as 

she was advised by the doctor to stop, she spent all of her money on medical treatment which 

made her unable to start another business. Tracy does farming whenever she can, but starts to 

feel anxiety when she experiences pains in her leg:  

 

All my sickness is on my leg - So when my leg is ok, I use to go to the farm. But 
sometimes too, when my leg is giving me pain, I can't go anywhere. (…) I feel anxiety 
when I start to get some pains on my leg - because I cannot go and work and get 
something for myself, and my children as well.  

- Tracy 
 

Eunice and Linda who have husbands are in a situation where their spouses prevent them 

from working. Like the rest of the women, they work in the informal sector, which means that 

they are self-employed. They do not have fixed earnings or working hours, nor is the sector 

regulated by any governmental institution. Therefore, they rely on what they can earn from 

day to day, and are also dependent on making enough money to buy the goods that they are 

selling for profit. Eunice explains that when in marriage, it is the husband that one is supposed 

to consult if they have problems. Both Eunice and Linda have asked the husbands for money 

in order for them to upkeep their work, but they do not want to help them. This causes the 

women to feel like they have limited options to create opportunities to work. The informants 

view them as such large hindrances that they have contemplated on leaving them. Eunice 

explains that she is trying the best she can to save enough money so that she can take care of 

her children on her own and be able to leave the marriage. Angela suffered from a traumatic 

event caused by another person in the community. After this happened, she was afraid to walk 

around in the village. This prevented her from working as she usually walks around with the 

goods when she is selling: 

 
What's helped me most was when the person who did that to me was taken out of the 
community and sent to prison - That allowed me to be able to come back into the 
community, and be able to sell. 

- Angela 
 
 

The opportunity to go outside and sell in her community is very important to Angela, because 

that is the way she is able to take care of herself by buying food and other necessities. In other 

words, she is able to become self-reliant through her work.  
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The women have described various challenges and how they affect their everyday lives. 

Because of their limited resources, they experience difficulties with being the kind of provider 

they want, having the work they want, and seeking the support that they need. They are not 

able to exert the influence and control over their lives that they wish to. These are serious 

concerns, and it is easy to understand that these challenges cause a heavy burden on the 

women. It permeates every aspect of their lives, depriving them of living a life with dignity 

and pride. The way the informants describe their life conditions, is a reason to believe that 

they can be related to psychological constituents that are relevant for mental health.  
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4 Discussion 
 
The research question for this thesis is “How do women in rural Ghana describe their 

everyday challenges, and in what way can we understand these challenges and the issues they 

raise in terms of mental health?” In order to answer this question, we interviewed the 

informants about a typical day in their lives in order to achieve an understanding of what their 

everyday activities and hassles consisted of, and how they experienced them. A typical day 

also turned out to be a good starting point for the women to talk more freely about what they 

considered to be difficult in their lives. In the result section, the analysis of the interviews was 

presented. Based on the findings, it is evident that the women live under very restraining 

conditions characterised by poverty, lack of resources and limited opportunities to make their 

lives better for themselves and their families.  

 

The discussion of these findings will look to mental health defined in its broad sense in order 

to explain how the informants’ life struggles can be considered as highly relevant for mental 

health. In its broad sense, mental health is not only about the absence of illness, but also 

includes well-being in terms of  “the development of one’s potential, having some control 

over one’s life, having a sense of purpose, and experiencing positive relationships” (Huppert, 

2009). To support the relevance of the findings to mental health, I wish to introduce existing 

research which can shed light on the association between the problems that have been 

described by the informants and the mental health difficulties in countries characterised by 

poverty.  

 

I want to start by outlining a contextual perspective on mental health. Then I will present the 

association between poverty and mental health based on existing research, and how this can 

be reflected in the findings from my own study. This will be followed by common issues of 

women’s mental health in developing countries and the significance of gender related to this. 

Then, the poverty’s influence on social network is described. Lastly, what kind of 

implications these findings have for mental health practice in developing countries are 

discussed.  

 

 

 



 42 

4.1 A Contextual perspective on mental health 
 

In order to improve global mental health, the field of psychology has taken an accelerating 

interest in well-being (Arcidiacono & Di Martino, 2016). Lever et al. (2005) argue that the 

best way to achieve well-being will be different dependent on both the culture and context 

that people find themselves in. For the informants in this study, they are first and foremost in 

need of the bare necessities such as food, money, and work. In other words, material 

resources are important when it comes to well-being for these women. However, Arcidiacono 

and Di Martino (2016) demonstrate that there has been a tendency to rely on various 

explanation models that mainly focus on the individuals in relation to well-being. Attempts 

have been made in generating theories on well-being that include a more social and context-

oriented perspective that includes the importance of for example material needs, as 

demonstrated by the informants in this study. Yet, even these theories have been criticised for 

a conceptualisation that still puts the individual’s agency as a central force in relation to its 

surroundings; either how a person is able to influence its surroundings to achieve better well-

being or what kind of coping mechanisms they exert under demanding circumstances 

(Arcidiacono & Di Martino, 2016). 

 

Several organisations have therefore called for more attention on a contextual perspective 

when discussing well-being (Stewart et al., 2001). This means that they want more theories 

and models about the concept of well-being that are based on an individual’s environment. 

They wish to put the context in itself on the agenda. Instead of highlighting people’s impact 

on their environment, they wish to study the objective conditions; how the environment 

confines or facilitates for people’s ability to influence their own circumstances (Arcidiacono 

& Di Martino, 2016). “Behaviours must be viewed within the context of the experience of the 

individual, the objective conditions that define the experience, and the behavioural 

consequences of those conditions” (Wetzel, 1991). An individual’s ability to function within 

his or her environment will not only depend on unique traits within the individual, but also on 

whether the environment facilitates for it. The environment has also shown to have an 

influence on how people cope with various stressors, relate to others, and how they think 

about their future (Manwell et al., 2015).  
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4.2 Poverty and mental health 
 

The informants’ everyday lives are characterised by financial insecurity and food shortage, 

which exposes them to continuous stress in their everyday lives. In relation to mental health 

and well-being, an important area of research is the one which focuses on socioeconomic 

conditions as sources of stress (Dzator, 2013). People who have lower socioeconomic status 

in both industrialised and developing countries are more exposed to psychological distress, 

something that may contribute to an elevated risk of developing mental disorders such as 

depression, anxiety and unexplained somatic symptoms (Shidhaye & Patel, 2010). This is 

particularly relevant for developing countries that are characterised by contextual 

circumstances that are considered to have a substantial impact on their population’s lives; 

issues derived from poverty, inadequate education, poor sanitation, lack of social welfare, and 

unsustainable job markets, may impact physical and mental health negatively (Kuruvilla & 

Jacob, 2007). These are some of the many issues that are associated with psychological 

distress and a higher risk of developing mental health problems (Kuruvilla & Jacob, 2007; 

Sturgeon, 2006). A study among South African adults showed that those with fewer resources 

were also the ones who had more symptoms related to depression and perceived stress 

(Hamad, Fernald, Karlan, & Zinman, 2008). While mental illness is a significant risk factor 

for suicide, researchers in developing countries emphasise that it is often a person’s 

psychosocial context which is the most common correlate of suicide (Kuruvilla & Jacob, 

2007).  

 

One of the biggest challenges that the informants have is the shortcoming they experience 

when it comes to providing for children and themselves. They struggle to keep afloat, and 

their everyday lives consist of unpredictability and trying to survive with the little they have. 

This affects the women negatively, and leads to feelings of self-doubt and questioning of their 

abilities as mothers. Without having sufficient access to either work, money, food, or support, 

the feelings of being inadequate is difficult for the women to do something about. They 

explain that their life situation makes them think a lot. It affects their sleep and makes them 

sad, worried, scared, and consequently affects their well-being.  

 

The significance of socioeconomic conditions and the impact these have on the informants’ 

well-being and mental health are also reflected in studies conducted among people in other 

poor rural communities. A number of studies that have explored the explanatory models of 
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people with mental illnesses like anxiety and depression, show that poverty and other 

socioeconomic problems are among the most important factors to which people attribute their 

psychological distress (Kuruvilla & Jacob, 2007). In a study conducted in Lusaka, Zambia, 

the participants stated that one of the main factors that contributed to their stress and 

depression, were material factors such as lack of economic opportunities and education, and 

poverty (Aidoo & Harpham, 2001).  

 

Even if not expressed explicitly by the informants, it is reasonable to believe that their 

situation affects important psychological aspects that are relevant for their mental health. The 

experience of not being able to exert influence on their own situation in the way they want to 

can lead to the experience of loss of control, not mastering their lives, and low self-esteem, 

which are all considered to be significant for mental health. Research suggests that mastery is 

an important predictor of mental well-being. Having a sense of control is considered to buffer 

against stress and is associated with less psychological dysfunction and lower levels of 

depression (Eshbaugh, 2009). A study on stress exposure among disadvantaged women, 

suggested that perceived control was one of the main constituents that functioned as a 

protective factor against developing depressive symptoms (Grote, Bledsoe, Larkin, Lemay Jr, 

& Brown, 2007). At the same time, people who have low socioeconomic status are less likely 

to believe that they are in control of their lives compared to people with high socioeconomic 

status (Caplan & Schooler, 2007). 

 

There are studies which indicate that various aspects that poverty is characterised by affect 

psychological traits that are related to mental health (Eshbaugh, 2009). Material deprivation 

has been associated with lower life satisfaction, self-esteem, and self-control (Poluektova, 

Efremova, & Breugelmans, 2015). A study suggested that people who experience financial 

stress report lower levels of self-efficacy (Raikes & Thompson, 2005). A Norwegian study 

indicated that lack of perceived control was closely connected to having low education  

(Dalgard, Mykletun, Rognerud, Johansen, & Zahl, 2007). Interviews with Namibians about 

their life in poverty revealed that unemployment lead to a decline in self-esteem and life 

satisfaction, and that their thoughts about the future were filled with worries, doubt and 

uncertainty (Mwamwenda, 2010). A meta-analysis showed that the relationship between 

socioeconomic status and self-esteem can in part be explained by the social exclusion that 

often follows life in poverty (Poluektova et al., 2015). On a general note, it is argued that low 

perceived control among people who live in poverty can be explained by jobs that limit 
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freedom, lack of opportunities, inadequate resources and the inability to achieve goals 

(Eshbaugh, 2009). 

 

It is important to recognise that the relationship between socioeconomic aspects and mental 

health is complex (Flisher et al., 2007). This field of research in developing countries is 

particularly still in its infancy, and the different ways socioeconomic aspects and mental 

health affect each other in different communities are still undiscovered (Lund, 2014).  

 

 

4.3 Gender and mental health  
 

The conditions that the informants in this study live under, are a reality for many other 

women globally. Around two thirds of women in the world live in poverty (Stewart et al., 

2001). The circumstances described by the informants are especially recognisable among 

those who live in low-income countries. Therefore, the impact that poverty has on mental 

health becomes particularly relevant when talking about women’s mental health.  

 

There is substantial support to claim that restricting circumstances have roots in inequality 

which are closely connected to gender (Desjarlais, 1995, p. 179; Shidhaye & Patel, 2010). A 

review that examines gender differences with regard to mental disorders, suggest that the 

higher frequency of mental illness in women is associated with their quality of life 

(Desjarlais, 1995, p. 183). Sociocultural expectations related to being a woman put them in a 

position of economic dependency and low social status (Kermode et al., 2007; Shidhaye & 

Patel, 2010). Gender plays an important role in regard to mental health, and it interacts with 

other socioeconomic factors such as education, occupation, income, and family structure 

(WHO, 2000, p. 12). As a result, there are more women than men who suffer from problems 

related to hunger, unemployment, tough working conditions, and domestic violence, which in 

turn puts them at a greater risk of developing mental health difficulties (Desjarlais, 1995, p. 

183).  

 

The informants’ expressions of hopelessness, lack of control, worries, and fear is not 

necessarily related to symptoms that would be characteristic of mental illness, but equally or 

even more so to the highly restricted contextual factors that they find themselves in. They 

describe psychological distress that are mainly related to various socioeconomic difficulties, 
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and the burden of the responsibilities they carry associated with sociocultural expectations. 

Their distress is less about concerns related to having negative thoughts and feelings per se. 

The women express first and foremost that they need help with earning money, and not 

necessarily help with strategies to how to handle their financial situation. In other words, they 

attribute their distress to the sociocultural and economic conditions that they live under.  

 

The findings coincide with other studies conducted among women with low socioeconomic 

backgrounds. Women in poor communities in developing countries often view mental health 

difficulties as a product of unbeneficial cultural and socioeconomic factors. Feelings of fear, 

exhaustion and hopelessness is often explained by women to be the cause of hunger, 

overwork, economic dependency and violence (Desjarlais, 1995, p. 179). A qualitative study 

in rural Maharashtra in India showed that women understood depression as something that 

was triggered by relational and economic factors. The women considered that these factors 

were a direct cause of the level of stress in the women’s lives. The women understood their 

own mental health as a presence or absence of stress directly caused by financial issues, 

poverty, domestic violence and conflict with husband (Kermode et al., 2007). 

Anthropological research conducted in Brazil by Nancy Scheper-Hughes interprets women’s 

reports of “nervousness” as an expression of chronic hunger and hunger anxiety (Desjarlais, 

1995, p. 185).  

 

The informants have limited resources, and this prevents them from exerting control over 

important aspects of their own lives. Women’s low socioeconomic status limits their 

opportunities to make choices for themselves that could change or modify the struggles that 

they are experiencing in their everyday lives (Shidhaye & Patel, 2010; WHO, 2000, p. 15). 

This also means that they are prevented from making healthy choices to improve their mental 

health and overall well-being, something which consequently increases the risk of developing 

mental health difficulties. The socioeconomic situation that many women find themselves in, 

causes lack of decision-making power and financial freedom (Kermode et al., 2007; WHO, 

2000, p. 15). Without the opportunities to achieve autonomy, women will experience loss of 

control over their own lives, and consequently over their own health (WHO, 2000, p. 15).  
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4.3.1 Women’s double burden 
 
Women as the only source of income to the household  

Finding a job that generates income is the informants’ main strategy to make lives better for 

themselves and their families. This becomes even more crucial as many of them provide the 

only source of income in their household. Desjarlais (1995, p. 185) argue that having a paid 

job can improve a woman’s well-being in multiple ways. The income they earn gives 

opportunities to be in control of their own financial situation. If necessary, the financial 

freedom can enable women to provide for their children on their own or leave their partners 

without compromising their livelihood. These opportunities give the experience of having a 

sense of control over one’s own life and increases a person’s autonomy. In other words, it can 

contribute to a sense of mastery, independence, and ultimately self-esteem. On the other hand, 

tough working conditions can result in that work becomes more of a burden rather than a 

steppingstone to independence (Desjarlais, 1995, p. 186). The jobs available for the 

informants, as for many other women, are characterised by low wages and very long working 

hours, and they do not provide them with enough income to meet their basic needs. Also, 

many of the informants express that it is difficult to find work that is compatible with their 

physical or health limitations. The fact that the household relies entirely on their income, puts 

even more pressure on the women to provide for their own and family’s survival, and makes 

the consequences of not having a reliable paid job even more severe. A study conducted in the 

Volta region in Ghana found that the perception of work being obligatory for survival created 

a heavy emotional burden on women (WHO, 2000, p. 21).  

 

Women as the sole provider for children 

Many of the informants are also the only childrearing person in their household, which means 

that they have the daily responsibility for children. This also includes the women who live 

with their husbands. They are the only ones which their children and/or grandchildren depend 

on, which puts extra pressure on several aspects of the informants’ lives. They have to see to 

the children’s well-being by being the one who generates income at the same time as having 

to do unpaid household labour. This creates a double burden, where the women have to fulfil 

multiple roles.  

 

Because of sociocultural expectations related to gender, women often have the sole 

responsibility in a household of the upbringing of the children, as well as being the only 



 48 

source of income that goes to taking care of them (Desjarlais, 1995, p. 186). In order to 

uphold their obligations, they are required to work long hours at a job that is often not 

sufficient to cover the basic needs for themselves and their families. These issues put an even 

greater strain on their economic situation and the opportunities to alleviate it, and ultimately, 

their mental health (Kuruvilla & Jacob, 2007).  

 

The informants experience that having all of this responsibility results in a heavy workload. 

All of the obligations they have on their own makes them feel alone and helpless. Some 

question their ability as a mother as a result of the limited resources and support that they 

have. There has been found a significant connection between economic challenges and 

psychological distress due to issues such as having the responsibility for child-care, having to 

fill multiple roles, and in addition, having unequal power relations with men (Kuruvilla & 

Jacob, 2007). The study conducted in the Volta region found that the combination of financial 

insecurity, responsibility for children and heavy workloads inflict a substantial burden on 

women’s mental health (WHO, 2000, p. 21). Another study in Finland found that long 

working hours both at home and at work increased the risk of psychological distress 

(Väänänen et al., 2005). Additionally, even though people with low income are generally 

more vulnerable to negative changes in self-efficacy compared to people with high income, 

those with low income who also have responsibility for others, such as parents, were even 

more at risk of experiencing low self-efficacy (Raikes & Thompson, 2005). 

 
 

4.4 Poverty’s impact on social network 
 
When the informants are in need of help, practically all of them express that their families 

would be the most natural part of their network to turn to. They talk about how they love 

spending time with their families, and how their presence keeps them going in the midst of an 

extremely challenging life situation. However, friends or other people in the community are 

generally not considered an option to turn to for neither emotional, financial or instrumental 

support.  

 

The informants express feelings of shame and distrust in relation to other people in the 

community. They do not want people to know that they are struggling. It is seen as 

problematic to disclose their difficulties to people outside of their families, and some of the 
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women will deliberately not show themselves to other people in case they start to ask 

questions about their well-being. They find it too risky to seek out to others for support, 

because they are afraid that they will be subjected to gossip in the community. As a result, 

they become excluded from the community and become socially isolated. In other words, the 

social resources that the women draw on are scarce. 

 

The negative effect that poverty may have on social relations and social inclusion has been 

studied (Ssebunnya, Kigozi, Lund, Kizza, & Okello, 2009). A qualitative study conducted in 

South Africa and Mozambique revealed that one of the implications from living in poverty 

was that the individuals became detached from their own community. One of the clearest 

reasons for this outcome was the stigma and isolation connected to poverty. People who lived 

in these poor communities explained that social isolation occurs because of the stigma and the 

shame with being among the “poorest of the poor” (Samuel, Alkire, Zavaleta, Mills, & 

Hammock, 2018). A study in rural Malawi among youth living in extreme poverty, found that 

poverty prevented them from engaging in activities such as school that could create and 

maintain social ties. The impact of poverty was both direct and indirect, where the latter 

meant reduced time for socialising, and creating stigma of poverty that lead to isolation (Rock 

et al., 2016). The stigma connected to poverty that prevails in a society can lead to self-

isolation and shame in the individual (Ssebunnya et al., 2009).  

 

It is argued that good social networks in poor communities play a crucial role in coping with 

everyday life or other grave difficulties (Bhattacharya et al., 2004). A lack of access to 

resources and social welfare is characteristic of rural communities in developing countries 

(Rockenbauch & Sakdapolrak, 2017). The inhabitants in rural communities therefore tend to 

rely more heavily on their social network, and benefit from it (Bhattacharya et al., 2004; 

Rockenbauch & Sakdapolrak, 2017). In addition to certain personality traits that contribute to 

resilience, social support networks are pointed out as a large factor that mediate social and 

economic distress and protect against mental health problems related to these issues (Dzator, 

2013; Kuruvilla & Jacob, 2007). However, similarly to other people from poor communities, 

the informants in this study lack a large and varied social network that they could have turned 

to for support, which could have been a protective factor against the distress they are 

experiencing in relation to their circumstances. 
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4.5 Implications for mental health research and practice 
 
Poor communities in developing countries continue to struggle with the increasing rate of 

mental health problems (Desjarlais, 1995, p. 4). The findings from this study together with 

existing research indicate that mental health in poor communities in developing countries is 

related to the unfavourable social and economic conditions that exist there. Such restraining 

circumstances affect people’s sense of mastery, control, self-confidence, and overall well-

being, which are considered to be some of the core components of mental health, defined in 

its broad sense. A contextual perspective including social and material circumstances seems 

therefore to be of the essence when dealing with mental health in such communities.   

 

In order to tackle mental health issues in developing country settings, Flisher et al. (2007) 

argue for a “multi-sectorial approach to both policy development and implementation”. This 

means that interventions should be guided by research that covers disciplines such as 

education, labour, income, housing, and social welfare, to mention some (Flisher et al., 2007; 

Paolisso & Leslie, 1995). Interventions that address the issues mentioned originate outside of 

a conventional view of what mental health and mental health practice consist of (Flisher et al., 

2007). A contextual perspective opens up the possibility to include such aspects into mental 

health practice, and also makes it possible to recognise interventions based on such disciplines 

as mental health interventions (Flisher et al., 2007; Stewart et al., 2001).  

 

The challenges that the informants describe, and what they need in order to solve these 

challenges, have also been made relevant by several mental health organisations.  

In order to safeguard women’s mental health needs, members of the section of women’s 

mental health of the World Psychiatric Association argue that there is a need to focus on 

“healthy” policies that improve the social status of women. Not least, it is essential to 

acknowledge that these types of policies should be considered as mental health interventions 

(Stewart et al., 2001). WHO (2000, p. 15) stresses the importance of applying a social model 

to women’s mental health, as it addresses mental health outcomes of life conditions that are 

disproportionately experiences by women. These circumstances include “the impact of 

poverty, single parenthood, the double shift of paid (often low paid) and unpaid work, 

employment status, lower wages, discrimination, physical, emotional and sexual violence and 

the psychological costs of childcare and other forms of caring work” (WHO, 2000, p. 15). 
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An attention towards social and economic circumstances can direct mental health 

programmes to facilitate an environment that promotes resources and opportunities for 

women to easier change their conditions, and thus improve their mental health and well-being 

(Wetzel, 1991). Studies indicate that such interventions show significant results when it 

comes to improving mental health. Women who participated in a health project in a rural 

community in India, reported that interventions directed towards promoting social 

relationships, freedom from discrimination and violence, and access to economical resources, 

increased freedom and decision-making, which were considered important for the women’s 

competence and control. This was seen to have a direct and positive affect on their mental 

health (Kermode et al., 2007). A study conducted in South Africa indicated that the effect of 

education did not only provide economic opportunity, but it also improved the mental health 

of the citizens (Dzator, 2013). Another study found that mental health can be improved by 

applying policies that reduces an inequitable economy (Hanandita & Tampubolon, 2014). In 

line with the core elements of these interventions, which are based on social and economic 

aid, the women in this study also explain that they are in need of resources such as money and 

work. This could provide them with the opportunity to take care of themselves and their 

families. In that way, the women would gain a sense of influence and control, and have a 

more active role in their own lives. 

 

Viewing mental health from a contextual perspective does not necessarily mean that one 

believes that social and economic aspects are the main or sole cause of poor mental health or 

the development of mental illness (Desjarlais, 1995, p. 8). It is worth noting that the 

informants would have not been where they are today if it was not for a large amount of 

resilience. For instance, they have spent time and energy into finding strategies to make their 

situation better, all the while as they have managed to seek help at the VHO, and benefited 

from that help. They have found ways to manoeuvre their everyday lives in spite of living 

under extremely restraining conditions, which is a quality that is important to recognise. This 

also points to the viability of intervening on a psychological level, such as through 

empowerment, in order to improve the well-being among people in low-income countries 

(Eshbaugh, 2009). 

 

One cannot deny the benefit the informants seemed to have had from meeting a psychologist 

who was able to listen to their struggles and take them seriously. Pointing to what the 

informants consider challenging in their lives, one can equally not deny that financial aid was 
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an important component of the help that the women received as well. For the women, a good 

therapeutic session included both components. Supporters of a contextual view argue that 

poor socioeconomic circumstances and how it affects people are difficult to ignore when 

discussing people’s well-being and ultimately mental health, especially in deprived 

communities (Desjarlais, 1995, p. 8). Eshbaugh (2009) also argues that it is unbeneficial to 

focus only on individual factors without acknowledging the environmental ones. Many people 

in developing countries often live under circumstances that affect how they cope 

psychologically, something that cannot readily be changed on an individual level only 

(Eshbaugh, 2009). 

 

In line with existing research, the findings of this study support that various deprivations 

related to economic and social circumstances can have a significant impact on mental health. 

Securing people’s economic and social rights which include material resources among other 

things, can therefore be considered to be an essential component of good mental health 

practice, especially in poor communities. The endeavour of ensuring people’s economic and 

social resources, and thereby, their basic human rights, is often overlooked in the field of 

mental health and psychology, even though the objectives of both fields are clearly 

interrelated (Sveaass & Wessells, 2020). By allowing the work of a psychologist to reflect 

both a psychological and a human rights perspective, including the social and economic rights 

and needs, as exemplified by the mental health aid provided to the informants at the Village 

Health Outreach, effective mental health practice in developing countries can be achieved. 

 

 

4.6 Conclusion 
 
This thesis aimed to explore how women in rural Ghana describe their everyday challenges, 

and how these challenges and the issues they raise could be understood in terms of mental 

health. The informants’ everyday lives are defined by difficulties in providing for themselves 

and their families. They attribute these challenges to the lack of basic social and economic 

resources such as money, food, work, and support. The material and social deprivation that 

these women suffer under, causes them to feel shortcomings and a lack of control and 

influence over their own lives, psychological aspects that have been shown to be important 

for mental health. This study concludes that conditions related to the contextual aspects of the 

women’s lives has a great significance on their mental health. 
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The findings of this study are based on a small community, but they have provided insight 

into how material deprivation can affect people’s lives in such a pervasive way.  

The effect that poverty and its related issues has shown to have on mental health, signifies the 

importance of having mental health interventions that aims to improve people’s social and 

economic rights, and thereby, their basic human rights. Effective mental health services 

should therefore not only include psychological interventions, but also interventions that 

contribute to securing these rights. This can increase the possibility of succeeding in ensuring 

people’s dignity, autonomy, and development, and consecutively in promoting mental health 

globally.  
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