UNIVERSITY OF GHANA

COLLEGE OF HUMANITIES

SOCIOECONOMIC STATUS AND PSYCHOLOGICAL DISTRESS AMONG URBAN

AND RURAL DWELLERS IN GHANA

BY

KPADAM OPUNI
(10186775)

THIS THESIS IS SUBMITTED TO THE UNIVERSITY OF GHANA, LEGON IN
PARTIAL FULFILLMENT OF THE REQUIREMENT FOR THE AWARD OF
PHD POPULATION STUDIES DEGREE

REGIONAL INSTITUTE FOR POPULATION STUDIES

DECEMBER 2023



DECLARATION
I, KPADAM OPUNI, hereby declare that, except for references to other people’s work, which
have been duly acknowledged, this thesis is the result of my own research conducted under the
joint supervision of Dr. Mumuni Abu, Prof. Isaac Osei-Akoto, and Dr. Lily Kpobi. | also declare
that this thesis has neither in part nor in whole been published or presented to any other institution

for another degree.

|

N 14" December 2023
Kpadam Opuni Date

Student

Cjﬁ}f@@%@@ December 14, 2023

Dr. Mumuni Abu Date
Principal Supervisor

W December 14, 2023

Professor Isaac Osei-Akoto Date
Co-Supervisor

W 14 December, 2023

Dr. Lily Kpobi Date
Co-Supervisor




DEDICATION
This work is dedicated to the memory of my late father Upuin Timor, my wife Janet Opuni, and

children Betty, Caleb, Robert, and Wilfred.



ACKNOWLEDGEMENTS

Praise and adoration be to the Lord Almighty for His abundant grace and faithfulness throughout

this journey.

| wish to express my sincere gratitude to my supervisors. To Dr Mumuni Abu, | want to thank you
so much for your inspiration to me to start the PhD programme when things looked impossible at
the time. When | took up the challenge you continued to encourage and guide me in shaping my
thesis. To Professor Isaac Osei-Akoto, | am equally grateful to you for your support and
mentorship which equipped me with the research skills to successfully complete this work. Dr.
Lily Kpobi, apart from your regular reviews and shaping of the thesis, you also ensured | received

the needed encouragement any time | met with you. Thank you so much.

| also want to use this opportunity to thank the former and current Directors of the Regional
Institute for Population Studies (RIPS), Professor Joseph A. Yaro and Professor Ayaga Bawah
respectively for their support over my four years of study at the institute. | am also grateful to all

faculty and staff of RIPS in the diverse ways you have contributed to this success.

To the Ghana Education Trust Fund (GETFund) | wish to thank you endlessly for your scholarship
which catered for my fees for the four years of study. I could not have gotten this far without your

timely support.

| am equally grateful to the Enhancing Capacity and Postgraduate Education in the Humanities at
The University of Ghana (ENCAPEH) project funded by The Andrew W. Mellon Foundation for
the one-year scholarship award granted me to complete my doctoral studies. Your support was

divine and has contributed to the success of this thesis.



| am grateful to the Institute of Statistical, Social and Economic Research (ISSER), University of
Ghana, the Economic Growth Centre (EGC) at Yale University and the Global Poverty Research
Lab (GPRL) at Northwestern University, USA for making available for use panel data of the Ghana

Socioeconomic Panel Survey.

My profound gratitude goes to Madam Naana of GETFund, Mr. Benedict Fosu Adjei, College
Secretary, College of Humanities, University of Ghana, Professor Mariama Awumbila, Professor
Delali Badasu, Professor Joseph Teye, Director of the Office of Research, Innovation, and
Development (ORID), University of Ghana, Dr Simon Bawakyillenuo, ISSER, University of
Ghana for your support in diverse ways in making this dream a reality. May the good Lord reward

each one of you exceedingly.

| also use this opportunity to thank my siblings and the entire family of Christian Missionary
Fellowship International, Ghana for their support and unceasing prayers. Finally, | thank my
colleagues David Adumbire, Christiana Adu, Esther Atujona, Michaeal Amponsah, Jones
Frimpong, Clare Kyomuhendo, Gabriel Nyamekye, Naa Adjeley Mensah, Atindana Nsobilla,
Charles Asabere, Andrew Coduah, Shamsudini Amidu, Daniel Djimah for your support in shaping

this thesis.



ABSTRACT
Socioeconomic status (SES) plays a pivotal role in determining the opportunities, challenges, and
life trajectories of people globally. Socioeconomic status factors, such as educational attainment,
the type of occupation, and subjective social status of an individual, significantly impact their
overall well-being. Studies examining the relationship between individuals' SES and overall
psychological well-being have gained considerable attention in Ghana. However, previous studies
investigating the association between SES and individuals' psychological well-being have
predominantly utilised cross-sectional methodologies. Previous research utilising longitudinal
methods to examine the relationship between socioeconomic status (SES) and psychological well-
being has primarily concentrated on the influence of individual-level SES and other personal
variables on psychological well-being. However, these studies have failed to account for the
potential impact of household and community factors on psychological well-being. This study
sought to present empirical evidence on the effects of an individual’s SES, and other personal and
external factors on their psychological well-being over time. This study employed quantitative and
qualitative designs using the sequential explanatory mixed-method approach to provide answers
to the research questions. The quantitative data for this study was derived from the first three waves
of the Ghana socioeconomic Panel Survey (GSPS) conducted by the Institute of Statistical, Social
and Economic Research (ISSER), University of Ghana and the Global Poverty Research Lab
(GPRL) at Northwestern University, USA. The total sample size for the quantitative data for the
study was 25,924 individual participants aged 18 years and older who had participated in the three
waves. The qualitative stage encompassed the implementation of focus group discussions (FGDs)
across specific urban and rural locations spanning the three ecological zones of Ghana. Twelve

(12) FGDs were conducted in six communities- one male and one female per community. The



quantitative data was analysed using cross-sectional panel descriptive statistics and multivariate
panel regression models with pooled ordinary least squares (OLS), fixed, and random effects
specifications. The interviews were audio-taped from FGDs, transcribed, and analysed using
content analysis. The study found that the prevalence of psychological distress was higher among
respondents residing in rural areas (66.1%) than those living in urban areas (52.9%). In the
multivariate analysis, the study observed a negative correlation between educational attainment
and psychological distress. Specifically, individuals in urban areas without any educational
qualifications or with lower educational qualifications exhibited higher levels of psychological
distress compared to those who had obtained a bachelor's degree or higher. However, no significant
association was found between educational attainment and psychological distress in rural
locations. At the household level, the study found that respondents with higher wealth quintiles,
those who did not have any household debt and did not receive any transfer of goods or money
from people outside of their household experienced lower levels of psychological distress. The
study also discovered that at the community level, in both urban and rural areas, respondents’
perceptions of the helpfulness of community members lessened the likelihood of experiencing
psychological distress. The study’s findings revealed an overall prevalence of psychological
distress among participants residing in urban and rural areas in Ghana. In addition, psychological
distress over time was found to be significantly predicted by lower educational qualification
attainment in Ghana. The study recommends the establishment of voluntary psychological distress

screening centres.
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CHAPTER ONE

INTRODUCTION

1.1 Background of the study

The socioeconomic attributes of individuals play a crucial role in shaping various aspects of human
well-being throughout their lifespan, encompassing factors such as personal growth, subjective
well-being, and physical and mental health (Saegert et al., 2006). Socioeconomic status (SES)
describes a person's or a family's social and economic standing in a community. Several
components are commonly used to measure SES, including income, education level, occupation,

and one’s subjective standing on the social ladder.

The educational level reflects the amount and quality of education qualification, often measured
by the highest education completed. Higher levels of educational attainment are often correlated
with higher income levels and more significant job opportunities (Nadler et al., 2016; Loesch,
2018; Alali, 2022). Individuals with advanced degrees tend to have higher earning potential and
are more likely to access resources and opportunities promoting socioeconomic advancement.
Additionally, education provides individuals with skills and knowledge to enhance their economic
position and increase their socioeconomic mobility (Gloster et al., 2015; Cismas & Banu, 2016;

Liao, 2019).

Another essential SES variable is occupation. Occupation is the type of work an individual engages
in and is often categorised based on skill level and income (Navarro-Carrillo et al., 2020). The type
of job a person has can significantly impact their socioeconomic status. Certain occupations, such

as those in professional fields or business ownership, often have higher salaries and benefits,



leading to a higher socioeconomic status (Anders, 2015; Friedman et al., 2015; Xie et al., 2016).
On the other hand, low-wage and part-time jobs can contribute to lower socioeconomic status due
to limited financial resources and lack of access to benefits like health insurance or retirement
savings (WoRmann, 2003; Saegert et al., 2006; Aikens & Barbarin, 2008; Kieffer, 2012; Baker,

2014; Li et al., 2020; Lindberg et al., 2022).

Subjective social status (SSS), commonly referred to as an individual's "place on the social ladder,"”
is a distinct and crucial concept in evaluating an individual's socioeconomic status. In contrast to
conventional objective metrics of socioeconomic status, which are based on tangible markers such
as income, education, or occupation, subjective social status pertains to an individual's sense of
their position within the social hierarchy (Hoebel & Lampert, 2020; Nolan & Weisstanner, 2022;
Moss et al., 2023). This complex and diverse concept enables individuals to assess their position
compared to others, offering valuable insights into their subjective perception of their social and
economic status (Antunes et al., 2021; Madigan & Daly, 2023). Subjective social status functions
as a beneficial supplement to objective indicators, providing a more comprehensive understanding
of an individual's experiences, self-perception, and overall welfare within a society that is not
exclusively characterised by material affluence or educational achievements (Duman, 2020; Zou

et al., 2020; Moss et al., 2023).

Studies have used different indicators to determine the SES of study participants (Lago et al., 2018;
Dewan et al., 2020; Crnkovic et al., 2022). However, this study employs two objective measures
(educational attainment and occupation status) and a subjective measure (subjective social status)
to determine one’s SES. These three classifications of SES are interrelated and jointly contribute
to a person's social standing and access to resources and opportunities from an objective and

subjective viewpoint. Thus, education and occupation are seen as stable and standardised SES



measures over the life course. Beyond these objective metrics, subjective social status offers a
distinct viewpoint that expresses each person's subjective perception of their social standing. Given
that people experience their social and economic location in different ways, this multidimensional

approach aids in accounting for the overlap of various social categories in a longitudinal study.

An individual's psychological well-being is threaded into an elaborate composition not just by

their own experiences but also by the larger context of their household and community factors.

When people encounter excessive stressors, they might develop psychological distress, which is
commonly described as a state of emotional suffering marked by signs of anxiety and sadness
(Hawton et al., 2013). The link between household indebtedness and psychological well-being has
received some attention in recent years as individuals and families struggle with debt’s financial
and emotional pressures. For instance, a study by Boyce et al. (2018) used British data to examine
how interest rate decisions of the central bank and household indebtedness affected psychiatric
morbidity. A key finding from this study showed that people with significant debt burdens have a
higher chance of developing psychiatric illness when interest rates are high. Similar results have
been found in other studies establishing a direct relationship between high household indebtedness

and high psychological well-being (Berger et al., 2016; Hiilamo, 2020).

Moreover, a person’s mental health and general psychological well-being can be significantly
impacted by the household in-transfer received. It has been revealed that contributory and non-
contributory cash transfers considerably improve mental and subjective health in low-and middle-
income nations (McGuire et al., 2020). In most cases, these transfers improve several outcomes,
such as monetary poverty, education, health and nutrition, savings, investment, and production.
(Amidu et al., 2019; Bastagli et al., 2019). Furthermore, the direct and indirect effects of a

household’s material and financial wealth also predict the psychological well-being of individual
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members. Brown & Gray (2014) study used a nationally representative panel survey to determine
how the household’s financial situation affects the quality of life and found that overall life

satisfaction was significantly influenced by a household's financial worth, assets, and debt levels.

However, another prominent component that dominates the determinants of psychological well-
being discourse is the prevailing factors at the community level. Studies have established that the
strength of a community's trustworthiness and helpfulness is closely linked to the overall
psychological well-being of its residents, fostering a sense of security and support that is essential
for mental health (Gordeev & Egan, 2015; Salone, 2019; Wang et al., 2022). Several activities,
such as neighbourhood clean-ups, community volunteer programmes, and occupational labour
support, to mention a few, exemplify trustworthiness and helpfulness, contributing significantly to
the psychological well-being of its members (Lovell et al., 2015; Morelli et al., 2017; Curry et al.,

2018).

The interrelationship between sociodemographic, SES, household and community factors and
psychological well-being differs among urban and rural dwellers (Islam, 2019; Seruwagi et al.,
2022). In urban areas, factors such as the fast-paced and competitive nature of city life, income
inequality, high cost of living, and the constant pressure to succeed, coupled with limited access
to resources and social support play a crucial role in shaping the psychological well-being of
individuals (Lenzi & Perucca, 2021; Krabbendam et al., 2021). In contrast, in rural areas, factors
such as limited employment opportunities and social isolation are equally crucial in predicting the
psychological well-being of residents (Dosa & Dabu, 2023; Zhang et al., 2023; Deslauriers et al.,
2024). Using data from the Ghana Socioeconomic Panel Survey (GSPS) this study examines the
pathways through which SES, sociodemographic, household and community factors predict

psychological distress of urban and rural dwellers in Ghana over time.



1.2 Statement of the problem

Globally, factors such as educational attainment, employment status, and subjective social status,
have been found to be significant drivers of psychological distress (Duchaine et al., 2017; Chan et
al., 2022; Zhang et al., 2023). However, a significant limitation of most of the existing research is
the dearth of longitudinal studies that can track changes in people's socioeconomic conditions and

their psychological well-being over time.

In Ghana, understanding the long-term effects of socioeconomic factors such as educational
attainment, farm ownership, business ownership and community support on psychological distress
is challenging because to the absence of longitudinal data. For instance, Novignon et al. (2019)
study of socioeconomic inequalities in maternal healthcare utilization, discovered that pregnant
women from wealthier households promoted the attendance of at least four antenatal care (ANC)
visits as well as delivery by trained attendants (DTA). The study also found higher educational
attainment to predict ANC and DTA services among pregnant women significantly. Other studies
in Ghana have examined how SES is associated with mental well-being. At the peak of the recent
COVID-19 outbreak, a study by Aberese-Ako et al. (2022) found that slum dwellers in urban areas
particularly men in Accra and Tema where lockdown measures were imposed reported higher
symptoms of depression due to their inability to provide for their families' fundamental necessities.
Further, Alhassan (2022), examined the socioeconomic predictors of happiness among men in
Ghana and found that higher educational attainment was a significant factor in predicting

happiness.

The shortfall associated with findings from cross-sectional studies is the inability to account for
changes that may occur among the study subjects and how these changes affect the outcome

variable(s). Moreover, the results of the cross-sectional studies cannot measure the proper



relationship among variables. For instance, data indicates that low SES is linked with a high level
of depression (Gadalla, 2009; Hoebel et al., 2017; Kim, 2021) but is unable to account for how

changes in SES and other factors alter psychological health outcomes over time.

Longitudinal data, in contrast to cross-sectional studies, offer more robust evidence for causal
relationship by enabling the tracking of individuals' psychological distress and socioeconomic
status over time. This makes it possible to evaluate whether psychological distress varies in
response to changes in socioeconomic status, such as occupational changes or educational
attainment, or whether psychological distress already present affects socioeconomic outcomes.
Furthermore, longitudinal data records dynamic fluctuations in psychological distress, providing
information about how times of economic hardship impact people's psychological well-being. In
addition, it makes it easier to identify the psychological distress trajectories of various groups, such
as younger versus older people or urban versus rural, illustrating how continuous socioeconomic
changes shape their psychological health outcomes (Jokela & Fuller-Rowell, 2022; Jiménez-

Solomon et al., 2024; Zhang et al., 2024).

Most studies, however, that have used longitudinal methods to analyse the SES-well-being nexus
have largely focused on an individual’s SES and other personal variables and how these factors
determine their psychological well-being (Lorant et al., 2007; Elwell-Sutton et al., 2019; Luo &
Zhao, 2021; Zhou et al., 2021). A few others have incorporated an individual’s household level
characteristics to examine their effect of psychological well-being (Daly & Robinson, 2021,
Duarte & Jiménez-Molina, 2022; Wright et al., 2022). However, longitudinal studies that examine
the relationship between SES and psychological well-being of individuals by considering the
effects of multiple external factors, such as an individual’s household and community

characteristics are scarce. Another gap identified in longitudinal studies examining SES and



psychological well-being is the focus on the overall prevalence of psychological distress over time.
However, this study among other objectives examines overall prevalence of psychological distress
in Ghana and among individual’s sociodemographic, SES, household, and community

characteristics over time.

By examining data from a longitudinal study, this study seeks to provide evidence on (a) the effects
of changes in the individual sociodemographic and SES factors on psychological well-being over
time and (b) the effects of individual’s household and community factors on psychological well-

being among urban and rural dwellers in Ghana over time.

1.3 Research questions

This research seeks to provide answers to the following questions:

i.  What is the prevalence of psychological distress among various sociodemographic and SES
groups in Ghana over time?

ii. Which sociodemographic and SES factors affect the psychological well-being of urban
and rural dwellers in Ghana over time?

iii. Which household and community factors affect the psychological well-being of urban

and rural dwellers in Ghana over time?

1.4 Objectives
The main objective of this research is to explore the effect of SES on the psychological well-being
of urban and rural dwellers in Ghana using panel data to unearth evidence for this relationship over

time. The specific objectives are:



I. To examine the prevalence of psychological distress among various demographic and
SES groups in Ghana.

ii. To assess the effect of sociodemographic and SES factors on the psychological well-
being of urban and rural dwellers in Ghana over time.

iii. To appraise the effects of household and community factors on the psychological well-

being of urban and rural dwellers in Ghana over time.

1.5 Rationale of the study

With a 98 percent treatment gap, mental health care in Ghana is still a concern for the country's
roughly 2.3 million sufferers of various mental illnesses (WHO, 2023). As a result, biomedical
and indigenous approaches are being employed in treating mental illnesses (Kpobi & Swartz,

2018).

In addition to filling a knowledge gap in the literature, this study will help to uncover new
information about how sociodemographic and SES factors affect psychological well-being over
time. Specifically, this research employs nationally representative data from three waves of
longitudinal panel studies in urban and rural areas across Ghana to explore the association between
changes in the socioeconomic status of urban and rural dwellers and how this plays out in their
psychological well-being over a period. Furthermore, this study seeks to provide in-depth and
novelty on how urban and rural dwellers' individual, household and community factors mediate
on their psychological well-being over time. The findings of this research will present a
comprehensive understanding of SES changes in urban and rural dwellers in Ghana, and how they

are associated with psychological well-being outcomes over time. Consequently, findings from



this study will provide a benchmark for implementing and monitoring of programmes addressing

psychological distress in Ghana.

1.6 Organisation of the dissertation

This dissertation has a total of seven chapters and is structured as follows: the first chapter consists
of the background of the study, a statement of the problem, research questions, objectives, and
rationale. In chapter two, the relevant literature on SES, its definition, measurements,
psychological well-being, psychological distress, predicting factors, and the theory underpinning
this study are reviewed extensively. Chapter Three on the other hand focuses on the research
methods used to gather data for this study. The fourth chapter presents results of the univariate
analysis as well as cross-sectional changes in the independent and dependent variables. The
prevalence of psychological distress among individuals in urban and rural areas was discussed in
chapter five. The sixth chapter examines the remaining two objectives of this study by employing
panel fixed effects regressions to examine the demographic and SES factors that affect the
psychological well-being of urban and rural dwellers over time and to investigate the household
and community factors that affect psychological well-being of urban and rural dwellers over time.
Chapter seven focuses on a summary of key findings, conclusions, limitations, and the

recommendations.



CHAPTER TWO

EMPIRICAL, THEORETICAL AND CONCEPTUAL PERSPECTIVES

ON SOCIOECONOMIC STATUS AND PSYCHOLOGICAL DISTRESS
2.1  Introduction
This chapter presents a review of literature which focuses on examining and understanding the
relationship between SES and psychological well-being. Specifically, this chapter begins by
looking at global definitions and measurements of SES and psychological well-being in developed
and less developed countries. The chapter further delves into the global and regional prevalence
of psychological distress and its predictors. This is followed by a review of the literature on the
impact of SES and sociodemographic factors on psychological well-being among urban and rural
dwellers in developed and developing countries. The literature on factors that moderate the impact
of SES on psychological well-being is reviewed with the gaps identified, after which the chapter

concludes with the theoretical and conceptual framework underpinning the study.

2.2 Definitions of socioeconomic status and its measurements

To comprehend the concept of socioeconomic status (SES), examining its definitions and
measurements is essential. This section aims to provide a deeper analysis of socioeconomic status
by exploring these definitions and measurements. Sociologists have long acknowledged the
importance of SES as a fundamental dimension of stratification within society. According to Erik
Olin Wright (1997), SES refers to the position individuals or groups hold within a social hierarchy
based on their access to and control over economic and social resources. This definition highlights

the multidimensionality of SES, which includes not only income and wealth but also occupational
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prestige and education level. Duncan and Duncan (1968) had earlier emphasised the importance
of objective and subjective measurements in determining socioeconomic status. Objective
measurements rely on indicators such as income, occupation, and education, whereas subjective

measurements rely on individuals' perceptions of their own social standing.

Socioeconomic status, however, is a multidimensional construct that encompasses material
resources, access to opportunities, and social standing. The American Psychological Association
Task Force on Socioeconomic Status study introduced three separate approaches for defining and
studying socioeconomic disparities in education and several domains (APA, 2007). The initial
approach, sometimes called the "materialist” interpretation of SES, entails a comprehensive
analysis of the association between socioeconomic position and outcomes by investigating their
correlation with quantifiable factors such as wealth and income. The second approach called the
"gradient approach,” emphasises relative position and conceptualises SES as a unidimensional
hierarchy of individuals within a given community. Nevertheless, the determination of this ranking
may be subject to several factors, including subjective elements like individuals' subjective beliefs
of their standing. These perceptions can be assessed using the MacArthur scale (Goodman et al.,
2001). The third aspect of analysis is the perpetuation of power and privilege hierarchies,
sometimes called "class models." This aspect is intricately linked to theories of social stratification,
as expounded by Weber in 1922. This approach emphasises categorical measures that can be

ordered or unordered (for instance, "the intellectual elite” vs "the business elite" (Piketty, 2018,

p.5).

The measurement of SES is essential for studying social disparities and understanding the
mechanisms through which social inequalities are reproduced and perpetuated. These interrelated

and mutually reinforcing; dimensions contribute to an individual's socioeconomic position within
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society. For example, higher levels of education often lead to better job opportunities and increased
income, which in turn can result in more significant wealth accumulation. These measures enable
researchers and policymakers to examine how SES influences various aspects of well-being,
including health, education, and employment opportunities. Defining SES allows for identifying
social inequalities and developing targeted interventions to promote a more equitable and just

society (Listl & Jurges, 2015; Harwell, 2018).

Incorporating both objective and subjective approaches to measuring SES in research cannot be
over emphasised. Objective indicators, such as income, education, and occupation, serve as
quantitative metrics that consistently classify individuals or households into SES groups
(Campbell & Parker, 1983; Vos, 2005). Nevertheless, these measures may only partially
encompass the intricate nature regarding a person’s social and economic encounters. In contrast,
subjective measures pertain to an individual's perceptions of their socioeconomic status (SES),
encompassing their subjective evaluation of their overall satisfaction, financial stability, and social
standing (Zhao et al., 2021; Madigan & Daly, 2023). By employing both metrics, scholars might
acquire a more holistic comprehension of an individual's socioeconomic status (Pan et al., 2022;

Najdzionek et al., 2023; Zhao et al., 2023).

According to Adler and Stewart (2007), this comprehensive framework allows a more precise
assessment of a person’s social standing by considering multiple dimensions. Income is a
fundamental component of SES, representing an individual's earnings and economic resources.
Education plays a crucial role, reflecting an individual's knowledge, skills, and opportunities for
social mobility. Occupation provides insight into an individual's work status and professional

achievements. Lastly, wealth encompasses an individual's accumulated assets, including properties
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and investments, and these are all taken into consideration by an individual or household to

determine one’s subjective social status (SSS).

On the other hand, education is widely acknowledged as a significant element that influences an
individual's professional standing, providing access to a wide range of job prospects and impacting
their place within the social and economic structure (Weiss, 2013). In their article, Blair and Black
(2018) assert that education is crucial in determining occupational status. They argue that people
with more education are more likely to have higher-paying jobs and hold positions of authority
and prestige. The information, skills, and qualifications that education provides people will enable
them to excel in the field of their choice. Furthermore, Blair and Black (2018) highlight that
education also provides individuals networking opportunities and access to resources, which can
further enhance their occupational status. Bolyard & Savelyev (2022) utilized data derived from
the National Longitudinal Study of Adolescent to Adult Health to examine the association between
the Educational Attainment Polygenic Score (EA PGS) and health consequences in the initial
phases of adulthood. The study found a continuous correlation between education and improved
health outcomes. Overall, education is instrumental in determining an individual's occupational
status, with higher levels of education typically leading to greater career opportunities and upward

mobility in the workforce.

Another widely used measure is income, which captures an individual's earning potential and the
available material resources (Park, 2008). Additionally, occupational prestige is often used to
measure of socioeconomic status, as it reflects the status and social standing associated with an
individual's occupation (Adler et al., 2008). These measures, along with others like wealth and
neighbourhood characteristics, provide researchers with diverse tools to evaluate socioeconomic

status accurately.
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Income-based measurements are commonly used to assess socioeconomic status. These
measurements focus on individuals' income levels and potential to access resources and
opportunities. One widely used method is the income quintile, which divides the population into
five equal groups based on income, providing a relative measure of social standing (Park et al.,
2018). Another approach is examining the poverty rate, which identifies the percentage of
individuals living below a certain income threshold, often set by the government (Majer et al.,
2020). These income-based measurements allow researchers to understand and compare
differences in economic well-being across populations, providing insights into disparities in health

outcomes and access to education, healthcare, and other social determinants of health.

Research by Galobardes et al. (2006) focusing on measuring socioeconomic status, median income
and income quintiles emerged as significant indicators. The median income refers to the midpoint
in the income distribution, dividing the population into two halves. This measure enables
researchers to assess the financial well-being of individuals and households within a society.
Furthermore, income quintiles offer an additional dimension by categorizing the population into
five equal groups based on income levels (Best, 2018; Srikanth et al., 2022). This allows for a
more nuanced understanding of income disparities among socioeconomic groups. Both median
and income quintiles play a crucial role in evaluating a population’s socioeconomic status and

inequality, providing valuable insights for policymakers and researchers alike.

The limitations of income as the sole indicator of socioeconomic status (SES) have a wealth of
documentation in the literature. Galobardes et al. (2006) assert that relying solely on income as a
measure of SES fails to capture social stratification’s full complexity and multidimensionality.
They argue that income alone cannot account for variations in other vital dimensions of SES, such

as education level, occupation, and social networks. Furthermore, income may fluctuate over time,
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making it unreliable for assessing long-term socioeconomic standing. Therefore, considering
income as a singular measure of SES oversimplifies the complex nature of social class and falls
short of offering a thorough comprehensive understanding of a person's social position and

associated outcomes.

Furthermore, education-based measurements are essential in capturing an individual's
socioeconomic status. Education provides individuals with knowledge, skills, and abilities crucial
for socioeconomic development. In the United States, education is widely recognized as a primary
means for upward mobility and economic success (Baum et al., 2013). Therefore, it is common
for researchers to assess an individual's socioeconomic status based on their educational
attainment. Educational attainment measures individual’s the highest degree or level of education,
ranging from less than high school education to advanced degrees (Davis-Kean, 2005). This
measurement is instrumental as it captures the long-term effects of education on one's
socioeconomic status and allows for meaningful comparisons between individuals with different

educational achievements.

Educational attainment is crucial in determining an individual's socioeconomic status as it affects
their earning potential, job opportunities, and social mobility. Individuals with higher levels of
education tend to have higher incomes and a more comprehensive range of job opportunities
compared to those with less education (Winters, 2018; Roller et al., 2020). Furthermore, education
is often considered a form of social capital, as it provides individuals with skills and knowledge

that can contribute to their overall well-being and socioeconomic advancement.

Research has shown that the quality of education is a crucial factor in determining an individual's
socioeconomic status (SES). According to Sewell, Hauser, and Springer (2004), individuals with

access to high-quality education tend to have better economic opportunities and higher social
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mobility. A high-quality education provides people with the information and abilities needed to
succeed in their careers, enabling them to secure higher-paying jobs and upward mobility.
Conversely, those with restricted opportunities to higher learning are more likely to be trapped in
lower-paying jobs and experience socioeconomic disadvantages. Therefore, it is evident that the
quality of education significantly impacts an individual's SES, emphasising the importance of

addressing educational disparities to promote social equity and economic prosperity.

Occupation-based measurements are another commonly used method of assessing socioeconomic
status. This measurement focuses on the individual's job and the level of skill and responsibility it
entails. For example, occupational prestige is a widely used measure that ranks occupations based
on social standing and level of respect in society (Nwaru et al., 2021; Hughes et al., 2022). This
measurement allows researchers to evaluate an individual's socioeconomic status by considering
factors such as education, income, and power associated with a particular occupation. Furthermore,
occupational classifications such as the International Standard Classification of Occupations
(ISCO) provide a standardized framework for categorizing and comparing occupations across
different countries and periods (Krzyanowska, 2015). Hence, utilising occupation-based
measurements allows for examining socioeconomic status from a unique lens, providing valuable

insights into the disparities and opportunities present in society.

Occupational prestige refers to the perceived social standing or esteem associated with a particular
job or profession (Blair & Black, 2018). According to Blair and Black (2018), occupational
prestige is often linked to actual economic benefits, as individuals in high-prestige occupations
tend to have higher earnings than to those in low-prestige occupations. This connection between
occupational prestige and economic benefits due to several factors including, the level of

education, skills, and expertise required for high-prestige occupations, and the societal demand for
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certain professions. Additionally, high-prestige occupations often provide better job security,
benefits, and advancement opportunities, further contributing to their economic advantages. Thus,
occupational prestige plays a crucial role in shaping socioeconomic status and its associated
advantages, highlighting the diverse measuring dimensions, and defining one's societal standing

(Janus & Filar-Mierzwa, 2019; Huang et al., 2022).

Wealth-based measurements are another approach to assessing socioeconomic status. Wealth
refers to the abundance of material possessions and financial resources an individual or household
possesses. This measurement considers income and includes assets such as property, investments,
and savings. In a study by Sullivan and others (2018), wealth was a significant predictor of
socioeconomic status, independent of income. This is because wealth reflects long-term financial
stability and accumulative resources, while income indicates short-term economic well-being.
Therefore, wealth-based measurements provide a comprehensive understanding of an individual's
financial standing and can complement income-based measurements in assessing socioeconomic

status.

Net worth and assets are crucial in measuring an individual's socioeconomic status. According to
Galobardes et al. (2006), these factors provide insights into the financial resources of individuals
and households, enabling a more comprehensive understanding of their economic position. Net
worth encompasses the complete assets valuation, including financial investments, real estate, and
personal property, minus any debts or liabilities. Assets, however, represent the specific economic
resources individuals or households own, such as savings accounts, stocks, or properties. These
measures provide a quantitative assessment of wealth accumulation and financial stability,

highlighting the economic advantages or disadvantages experienced by different socioeconomic
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groups. Consequently, net worth and assets are essential indicators when studying socioeconomic

disparities and their impact on health outcomes.

2.3 Limitations of using One-dimensional measures

One of the main limitations of using one-dimensional socioeconomic status (SES) measures is that
they need to capture the multidimensional nature of this construct. Socioeconomic status
encompasses various aspects including wealth, education, occupation, and income (Adler et al.,
2016). Researchers may overlook important aspects of an individual's socioeconomic status by
focusing solely on one dimension, such as income. For example, someone with a high income but
low educational attainment may face different opportunities and challenges than someone with a
lower income but higher educational attainment. Furthermore, one-dimensional measures can
perpetuate social inequalities by simplifying complex societal dynamics. Researchers must adopt
multidimensional approaches to measure socioeconomic status to obtain a more accurate

representation of individuals' social and economic standing in society.

Mirowsky and Ross (2003) highlight the overemphasis on income measures. While income is
undeniably crucial in determining an individual's economic standing, its sole reliance as an
indicator of SES neglects other crucial dimensions. For instance, assets and wealth, encompassing
financial holdings and property, can provide a deeper understanding of an individual's economic
well-being. Occupational status, educational attainment, and access to resources and opportunities
also contribute to one's SES. If the definition of SES is limited to income metrics alone, it ignores
these other significant factors and falls short of offering a thorough assessment of a person's
socioeconomic status. Consequently, a broader approach that considers a range of indicators is

necessary for a more accurate assessment of SES.
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Another argument against using one-dimension measures is the lack of consideration for non-
economic factors. In their study, Galobardes et al. (2006) discuss the lack of consideration for
non-economic factors in measuring socioeconomic status. They argue that traditional measures of
socioeconomic status often focus solely on economic indicators, such as income or education level,
and ignore other important factors that influence individuals' social position. Non-economic
factors, such as occupation, social networks, or access to healthcare, can significantly shape an
individual's socioeconomic status but are frequently overlooked in measurements. Galobardes et
al. (2006) emphasise the need to incorporate non-economic factors into defining and measuring of
socioeconomic status to obtain a more comprehensive understanding of social inequalities. By
considering a broader range of factors, researchers and policymakers can develop strategies

addressing the underlying causes of social disparities and promoting societal equity.

2.4  Critiques of using a multidimensional approach

Critiques of using a multidimensional approach to define and measure socioeconomic status (SES)
have emerged in recent literature. Scholars argue that incorporating multiple dimensions, such as
income, education, and occupation is complex and difficult to operationalize effectively (Stewart
et al., 2016). Furthermore, the multidimensional approach may overlook other important factors
that contribute to disparities in SES, such as having access to social support networks, housing,
and medical care (Lantz et al., 2010). This implies that more than a multidimensional approach is
needed to adequately capture the nuanced and multifaceted nature of SES, potentially leading to
an oversimplification of socioeconomic inequalities. Additionally, critics contend that a
multidimensional approach can be time-consuming, resource-intensive, and thus impractical for

large-scale studies (Adler & Ostrove, 1999). Therefore, it is critical that researchers carefully take
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in account both the advantages and limitations of utilizing a multidimensional approach in defining

and measuring SES.

Difficulties in operationalizing and weighting different dimensions of socioeconomic status (SES)
have been highlighted by Mirowsky and Ross (2003). The authors argue that the multidimensional
nature of SES presents challenges in accurately measuring and quantifying its various dimensions.
Traditional measures of SES often rely on indicators such as income, education, and occupation.
However, these dimensions may differ in relevance and importance depending on the context and
population under study. Additionally, assigning appropriate weights to these dimensions poses
further complexity. Mirowsky and Ross emphasise the need for careful consideration when
operationalizing and weighing different dimensions of SES to ensure accurate and comprehensive
measurement. This recognition of the challenges inherent in SES measurement underscores the
importance of adopting a nuanced and context-specific approach to studying socioeconomic

disparities.

2.5 Definitions of psychological well-being and its measurements

Psychological well-being is multifaceted and includes many facets of mental health and life
satisfaction. In addition to the absence of disease, it is also defined by other factors such as healthy
mental functioning, life satisfaction, functional interaction, positive relationships with oneself,
other people, and the environment (Jangi et al.,, 2020). When people can accept their
circumstances, establish healthy relationships, manage their environment, be autonomous, set life
objectives, and hone their talents and abilities, this is considered excellent psychological health

(Faruqi & Pratisti, 2018).

A renowned psychologist, Carol Ryff, defined psychological well-being as "a positive state of

functioning characterized by the presence of high levels of positive emotions, the absence of
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negative emotions, and the realization of one's full potential.” (Ryff, 1989a, p.10). Keyes (2002),
on the other hand, views psychological well-being as a positive and holistic state of functioning
that incorporates emotional, psychological, and social domains. It is characterized by individuals'
ability to experience positive emotions, engage in fulfilling activities, build and maintain positive
relationships, and find meaning and purpose in life. The concept of psychological well-being
emphasises positive psychological aspects rather than only the absence of mental illness (Ryff,
1989; Keyes, 2002). Another definition of psychological well-being is provided by Waterman
(1993), who emphasises personal growth and fulfilling one's potential. In this perspective,
psychological well-being is achieved through developing and expressing one's unique attributes
and capabilities. Waterman argues a person’s capacity to partake in relationships and activities that
are congruent with their innate values, interests, and objectives is what determines their well-being.
Thus, pursuing personal growth and realizing one's potential become key factors in attaining
psychological well-being. Waterman's definition highlights the importance of self-actualization

and the satisfaction of living a meaningful and purposeful life.

Subjective Well-being (SWB) is considered an important component in determining one’s
psychological well-being. It encompasses an individual's overall emotional and cognitive
evaluation of their own well-being, including positive and negative affect and life satisfaction
(Diener, 2009). Scholars have proposed various theories and measures to assess subjective well-
being, including the hedonic approach, which focuses on the presence of positive emotions and
the absence of negative emotions, and the eudaimonic approach, which emphasises personal
growth and purpose in life (Ryan & Deci, 2001; Maddux, 2017). Subjective well-being has been
conceptualised for more than three decades as encompassing both emotive and cognitive

evaluations of one's life (Diener, 1984; Diener et al., 2018). According to Watson et al. (1988), the
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affective aspect comprising positive and negative aspects, is considered an assessment of the
feelings people experience regularly, such as grief, fear, fury, and joy, among others. The term
"positive affect” describes the sensation of joyful, exhilarating, or happy feelings. It is
characterized by feelings of enthusiasm, optimism, and contentment. On the other hand, negative
affects encompass unpleasant emotions such as sadness, anger, and anxiety. It involves feelings of
distress, hostility, and fear. Positive and negative affects are crucial in determining an individual's
overall psychological well-being. Conversely, the cognitive component is conceived of as how
individuals compare their total quality of life to a set objective (Diener et al., 1985; Watson et al.,
1988). Subjective well-being conceptualization distinguishes between affective evaluations like
life satisfaction and cognitive, judgment-focused evaluations, focusing on a person's typical
emotional experience. However, scholars have, recently proposed harmony in life as a complement
or supplement to life satisfaction (Kjell et al., 2016; Kjell, 2018). Harmony is the feeling of balance
and flexibility that a person experiences about her surroundings, as opposed to the emphasis on a
psychologically self-imposed ideal involved in assessing life satisfaction (Li, 2008a, b). For
example, individuals” most common phrases to express how they pursue harmony include peace,
balance, unity, agreement, quiet, mediation, cooperation, tolerance, nature, forgiveness, among
others (Kjell et al., 2016). However, when asked to explain their methods for pursuing life
happiness, the most often used phrases are employment, wealth, house, gratification, achievement,
education, and success (Kjell et al., 2016). Since harmony encompasses behaviours and ideas of a
person being in balance, in agreement, or striving for equilibrium or unity with the world around
her, it is conceptually distinct from life satisfaction (Garcia et al., 2020b).

Two main approaches are used in measuring psychological well-being: the self-report and the

diagnostic measures. Self-report measures are commonly used in the assessment of psychological
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well-being. These measures involve individuals providing subjective information about their
thoughts, feelings, and behaviours, which are then used to evaluate their level of psychological
well-being. Among the most popular methods for self-reporting is the Satisfaction with Life Scale
(SWLS), developed by Diener et al. (1985). This measure assesses an individual's overall
satisfaction with their life, encompassing various domains such as relationships, work, and leisure.
Another important self-report measure is the Positive and Negative Affect Schedule (PANAS),
developed by Watson, Clark, and Tellegen (1988). The PANAS measures positive and negative
affect, providing information about an individual's experience of positive and negative emotions.
These self-report measures offer valuable insights into an individual's subjective well-being and

can be used to inform interventions to enhance psychological well-being.

2.6 Global prevalence and predictors of psychological distress

Psychological distress is a prevalent issue affecting individuals worldwide. According to a study
conducted by Steel et al. (2014), approximately one in four people experience psychological
distress at some point in their lives. The global prevalence of psychological distress is a significant
concern, as it not only impacts individuals but also has far-reaching consequences for societies and
healthcare systems. Understanding the prevalence of psychological distress is crucial for
policymakers and healthcare professionals, as it aids in the identification of at-risk populations and
the development of effective intervention strategies. Psychological distress has been defined as an
unpleasant emotional state characterized by symptoms of anxiety, depression, and general mental
suffering (Hawton et al., 2013). It encompasses various experiences and affects individuals across
different age groups, genders, and cultural backgrounds (Whiteford et al., 2013). The scope of
psychological distress extends beyond clinically diagnosed mental disorders to include subclinical

levels of distress that may still have a substantial effect on the well-being and functioning of an
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individual (Kessler et al., 2015). Additionally, psychological distress can manifest as a transient
condition or persist as a chronic state, varying in severity and duration among individuals (Baxter
et al., 2014). Psychological distress and mental disorders are often used interchangeably, yet they

hold distinct differences.

Psychological distress is a normal reaction to various life challenges and does not necessarily
indicate the presence of a mental disorder. Mental disorders, on the other hand, encompass
clinically significant patterns of thought, emotion, and behaviour that significantly impair a
person's daily functioning. Diagnosis manuals such as the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5) (American Psychiatric Association, 2013) provide detailed criteria for

identifying and treating them.

Various studies have shed light on the global prevalence of psychological distress. In a study by
Steel and colleagues (2014), the authors intended to assess the global prevalence of psychological
distress. The researchers engaged in a comprehensive literature review, analysing various studies
published from 1990 to 2014. The findings revealed that psychological distress is a widespread
phenomenon affecting individuals worldwide, with varying prevalence rates across different
populations. Age, gender, socioeconomic status, and cultural differences influenced the prevalence
and manifestation of psychological distress. Furthermore, the study emphasised the importance of
understanding the global burden of psychological distress to develop appropriate mental health
interventions and policies that can effectively address this significant public health concern.
Additionally, a systematic review by Demyttenaere et al. (2004) found that the 12-month
prevalence rate ranged from 8.6 percent to 32.2 percent across different countries. Furthermore, a
cross-national study conducted by Kessler et al. (2007) revealed that the prevalence of any mental

disorder ranged from 4.3 percent to 26.4 percent in fourteen countries. Another European study
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reported higher psychological distress rates in Eastern European countries than in Western
European countries (Elgar et al., 2017). Similarly, a study in the United States found regional
disparities with higher rates of psychological distress in the Southern states compared to the
Northeastern states (Wu et al., 2021). These differences suggest that factors such as socioeconomic
conditions, cultural norms, and access to mental health services may contribute to the differences

in psychological distress prevalence across regions.

Other studies have also investigated the prevalence of psychological distress in less developed
regions such as Asia. For example, a systematic review by Naveed and colleagues (2020) on the
South Asian region found that nearly 15.0 percent of the population in this area suffers from one
or more mental disorders. Furthermore, a study found that 47.5 percent of rural older adults in
Shandong, China reported psychological distress, which was indirectly associated with chronic
conditions and persistent pain through decreased sleep quality and self-rated health (Ma et al.,

2021).

In sub-Saharan Africa, existing literature on the prevalence of psychological distress varies
equally across countries. Tlhajoane et al. (2018) study sought to ascertain the prevalence of
psychological distress within a community affected by widespread HIV in East Zimbabwe using
cross-sectional data. The study showed that distress prevalence was 4.5 percent among males and
12.9 percent among women. A similar study by Tchankoni et al. (2020) assessed the incidence of
psychological distress and identified potential factors among populations at risk for HIV in Togo.
Results from this study revealed that the overall prevalence of mild psychological distress among
males engaged in sex with other males (MSM), female sex workers (FSW), and drug users (DU)
was 19.9 percent. The study further identified risk factors associated with this prevalence rate as

advancing age, HIV infection, and the intake of alcohol in a hazardous manner. Duko et al. (2020)
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reviewed the literature to determine the prevalence of psychological distress among patients
diagnosed with tuberculosis in the SSA region. The prevalence of psychological distress was found
to be 61.1 percent in Cameroon, 49.4 percent in Angola, 47.7 percent in Ethiopia, 34.0 percent in

Nigeria, and 29.3 percent in South Africa when the data from multiple studies were combined.

Sociodemographic attributes like age, marital status, gender, religious affiliation, and household
size among others are key predictors of psychological distress. Among various cultures, gender
disparities-related psychological distress has been observed. Most studies have found that women
are consistently more distressed compared to men (Osayomi & Adegboye, 2017; Viertio et al.,
2019; Kolakowsky-Hayner et al., 2021). Factors that have been attributed to this trend include
women’s battle over work and family, lack of decision-making power, being a single parent, and

poor self-esteem (Bilodeau et al., 2020). In addition to these factors, research by Gust et al. (2017)

investigated the factors that contribute to psychological distress among young Kisumu women in
Kenya. The findings showed that women with recent food insecurity, a history of forced
intercourse, and self-reported sexually transmitted infections had higher psychological distress.
Other studies identified infertility, involuntarily childlessness among women and gendered racism
as other predictors of higher psychological distress (McQuillan et al., 2003; Thomas et al., 2008).
This notwithstanding, a few studies observed a high prevalence of psychological distress in men.
Utilizing the Sexual Health Inventory for Men (SHIM) questionnaire, Barbonetti et al. (2012)
assessed the level of psychological distress in males with spinal cord injury (SCI) and erectile
dysfunction (ED). The study discovered that men with ED had psychological distress levels that
were considerably greater than those without ED. Furthermore, studies have also revealed that
minority sexual groups such as gay and bisexual men indicated greater degrees of psychological

distress compared to those who identify as heterosexual.
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Age groups around the world experience psychological distress differently. While some studies
indicate a drop in distress with increasing age, there are variations in how age impacts
psychological distress (Drapeau et al., 2014; Rega et al., 2022; Hale et al., 2023). To forecast
psychological distress across a range of age groups, two theoretical frameworks, the Socio-
Emotional Selectivity Theory (SST) and the Strength and Vulnerability Integration Model (SAVI),
are employed to explain lower psychological distress with age. The Socio-Emotional Selectivity
Theory posits that people’s motivational orientation starts to alter as they become older and start
to regard their time as limited (Carstensen, 1991). Due to these changes in motivation throughout
a person's lifetime, SST predicts that getting older is related to lesser psychological distress (Best
et al., 2023). SAVI, on the other hand, posits that increased frequency and successful use of
attentional strategies, assessments, and behaviours to control common emotional situations are
associated with ageing (Charles, 2010). Corroborating the claims of these theories Best et al.
(2023) used a 29-wave longitudinal survey done with a national life-span sample of Americans
during the first 16 months of the COVID-19 epidemic to evaluate age variations in psychological
distress. The study found that even though age gaps shrank over time, younger persons still
reported higher levels of psychological distress than older ones. Another study (Jackman et al.,
2018) employed secondary analysis of data gathered as part of a bigger research of the transgender
community in the United States to investigate internalized trans negativity and emotional distress
in two age groups of transgender people who identify as feminine. The results also found that the
younger trans-feminine people recorded more psychological distress than the older trans-feminine
individuals despite the enhanced awareness of transgender people and rising acceptance of gender

variation in the United States.
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Furthermore, psychological distress is related to marital status. Nevertheless, the link between
marital status and distress is nuanced and incorporates both selection and causation factors. A
selection effect, for instance, may be shown by the fact that people's distress levels may have
existed before marital transitions whereas changes like divorce might cause more distress for
people, particularly women (Hope et al., 1999; Tavares & Aassve, 2013). In numerous studies,
widows consistently demonstrated higher levels of psychological distress than the married (Carr
et al., 2014; Garvey et al., 2018; Narendra, 2023). However, preloss marital quality has been cited
as key in determining psychological distress among the widowed. Those with supportive marital
relationships may face greater psychological distress after losing a spouse, whereas those in
unhappy marriages may only see a worsening of their physical health but not distress (Lee et al.,

2023).

Darghouth et al. (2015), used data from the National Latino and Asian American Study (NLAAS)
to investigate the connection between marital status and psychological distress among Latinos in
the United States. Findings from this study established that being separated or divorced was
associated with higher levels of psychological distress in women, whereas marital status had no
bearing on psychological distress in men. Even for the married, it has been found that
psychological distress and the functioning of a marriage predict each other. Villeneuve et al. (2014)
studied older couples living in French-speaking communities in Quebec for roughly 18 months.
Two key findings from this study were that: marital functioning and psychological distress are
both predictive of one another for women, indicating a two-way relationship between the two
variables, and that the link between marital functioning and psychological distress in men was
shown to be unidirectional, with marital issues being associated with greater psychological distress

in men.
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In addition to the high prevalence of psychological distress across different sociodemographic
groups, there are significant disparities in its occurrence due to other factors such as limited access
to mental healthcare services, poverty, social inequality, and exposure to violence and conflicts
(Gopikumar, 2014; Cuartas Ricaurte et al., 2019; Achdut et al., 2021). According to Adler et al.
(2016), social factors such as income, education, employment, and socioeconomic status have a
significant impact on mental health outcomes. Lower socioeconomic status and lack of access to
resources and opportunities can contribute to increased levels of psychological distress.
Carhuatanta et al. (2014) conducted a study to locate chromosomal areas that predicted the
acquisition of fear learning and emotional behaviour after exposure to a controlled or chronic stress
environment using the BXD behavioural genetics mouse model. The study found that specific
genetic loci are linked to emotional behaviour in both control and chronic stress situations,
indicating that the interaction of a person's genetic background and past experiences with stress

affects behavioural outcomes.

Globalization, on the other hand, has had a profound impact on various aspects of society,
including economics, culture, and communication. This undoubtedly has had a significant impact
on the spread and recognition of psychological distress worldwide. For instance, multinational
corporations, such as Apple and Toyota, have expanded their operations worldwide, resulting in
increased trade and investment across borders (Callanan, 2015). Additionally, the internet and
advancements in technology have facilitated global connections, allowing individuals from
different parts of the world to communicate easily and access information instantaneously (Ritzer
& Dean, 2015). Furthermore, globalization has led to the spread of popular culture, as seen in the
global popularity of Hollywood movies and fast-food chains like McDonald's (Matusitz & Payano,

2012). Economic uncertainty, job insecurity, and increased competition are some of the
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consequences of globalization that have been associated with psychological distress (Colantone et
al., 2015; Ljaji¢ et al., 2016). Additionally, the pressure to conform to global standards of beauty,
success, and happiness, as perpetuated by media and consumerism, further exacerbates distress

among individuals (Benbow-Buitenhuis, 2014).

2.7 Prevalence and predictors of psychological distress in urban areas in SSA

The prevalence and predictors of psychological distress in urban areas in sub-Saharan Africa have
been the subject of growing interest and concern. With rapid urbanization and the increasing urban
population in the region, it is vital to comprehend the elements that lead to psychological distress
in these settings. One study conducted by Mbanuzuru et al. (2022) in Anambra state, Nigeria,
confirms the importance of studying psychological distress in urban areas in SSA. Assessing the
occurrence of stress disorders among teenagers in school, the authors found a higher prevalence
of stress disorders among teenagers in urban areas compared to those in rural areas. A prior study
by Harriman et al. (2021) aimed to investigate the racial disparities in psychological distress within
post-apartheid South Africa utilised cross-sectional data obtained from a nationally representative
survey. One important conclusion drawn from this research was that persons of African descent
residing in formal urban set-ups exhibited increased degrees of psychological distress compared
to those residing in both formal and informal rural locales. Furthermore, a cross-sectional study
conducted by Ali et al. (2020) in a Nigerian urban setting revealed that approximately 38.0 percent
of participants experienced symptoms of psychological distress. Similarly, another study
conducted by Wafula et al. (2019) in Kenya found that 45.0 percent of participants residing in
urban areas reported experiencing psychological distress symptoms. Another study conducted in
Nigeria revealed a high prevalence of psychological distress among residents of urban areas. The

research examined the relationship between geographical location and psychological distress,
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finding that urban inhabitants reported significantly higher levels of distress compared to their
rural counterparts (Adeosun et al., 2018). This study corroborates previous findings and further

emphasises the elevated prevalence of psychological distress in urban settings in SSA.

The high prevalence of psychological distress in urban areas can be attributed to several factors.
One significant factor is the rapid urbanisation happening in sub-Saharan Africa just like other
developing countries. As more people move to cities from rural areas in pursuit of better
employment prospect, they face numerous challenges such as overcrowding, high competition for
limited resources, and infrastructural deficiencies (Hugo, 2019; Keopasith & Neng, 2020;
Lagakos,2020). These factors contribute to increased stress levels and a higher likelihood of
experiencing psychological distress (Rostampoor-Vajari, 2012; Keopasith & Neng, 2020;

Lagakos, 2020).

The rapid population growth, coupled with inadequate housing and infrastructure, has resulted in
cramped living conditions for many individuals and families living in urban areas in SSA
(Osumanu et al., 2016; Inmpey, 2019). Overcrowding can lead to various negative consequences,
such as reduced privacy and a higher risk of infectious diseases, noise, and pollution, among others
(Ochodo et al., 2015; Lima et al., 2020). Studies have shown that exposure to high levels of noise
can result in various negative mental health consequences, including stress, anxiety, and
depression (Smith et al., 2018). Additionally, the presence of air pollution in urban environments
has been linked to increased psychological distress, as it can cause respiratory problems and

cardiovascular complications (Brooks et al., 2011).

Again, there are other socioeconomic and sociocultural factors that are significant predictors of
psychological distress in urban areas. Mthembu et al. (2017) used data from a nationally

representative household survey conducted in 2012 to examine the factors that are linked to
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psychological distress in South Africa. In essence, the study’s findings indicated that females, the
elderly, individuals with alcohol abuse, those who are jobless, and individuals with HIV/AIDS
demonstrated higher levels of distress in urban areas. In a recent study, Tippens et al. (2021) study
employed a cross-sectional research design and utilized snowball sampling methodology to
explore the prevalence of psychological distress, as well as the stressors and support systems
experienced by urban-displaced Congolese adults residing in Kenya. From the findings, it emerged
that there was a significant correlation between individuals with advanced age, having dependents,
experiencing feelings of isolation or loneliness, confusion or uncertainty, and fear of seeking
healthcare while ill and higher levels of distress. These findings exhibit a remarkable degree of
consistency with other studies (Allen et al., 2011; Kidwai, 2014; Matiullah et al., 2021), regardless

of variations in time, location, and research methodologies employed.

Inequality is another prominent issue in urban areas in sub-Saharan Africa that has been linked to
increased levels of psychological distress. Duthé et al. (2016) employed data obtained from the
Ouagadougou Health and Demographic System Site (Ouaga HDSS) to assess the prevalence of
major depressive episodes among the adult population residing in Ouagadougou, Burkina Faso.
Additionally, the study aimed to investigate the potential correlation between major depressive
episodes and various demographic, socioeconomic, and health-related factors. The primary theme
of inequality derived from the results of this study pertained to the correlation between household
food scarcity, instances of physically violent victimization, and the manifestation of psychological
distress. Moreover, the lack of access to necessities such as clean water, adequate healthcare, and
quality education further exacerbates the disparities and deepens the sense of inequality.
Consequently, individuals experiencing inequality are more likely to experience psychological

distress, including symptoms of depression, anxiety, and stress (Achore & Bisung, 2022).
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Poverty is also one fundamental issue impacting the well-being of individuals and communities
in urban areas in sub-Saharan Africa as it perpetuates and deepens inequalities. The prevalence of
poverty in these regions serves as a predictor for the occurrence of psychological distress. The lack
of access to necessities such as food, water, and healthcare exacerbates feelings of hopelessness
and despair (Gyasi et al., 2020; Mirage et al., 2023). Unemployment, on the other hand, is a critical
issue faced by many individuals and societies around the world. In sub-Saharan Africa, particularly
in urban areas, the prevalence rates of unemployment are alarmingly high (Viljoen, 2015;
Adedoyin, 2021). This is attributed to various factors, including rapid population growth, limited
job opportunities, and insufficient educational resources (Kibret, 2014; Jibril Mohammed et al.,
2018; Debele, 2020). High levels of unemployment have detrimental effects on the psychological
well-being of individuals, leading to increased levels of psychological distress and mental health

problems (Jenkins et al., 2010; Canavan et al., 2013).

Research has shown that sociocultural factors such as migration, acculturation, and social support
play significant roles in the prevalence and predictors of psychological distress in urban areas in
sub-Saharan Africa (Hill et al., 2019). These factors encompass a range of social and cultural
influences that contribute to the experience of psychological distress within the urban context. The
prevailing migratory trend observed in sub-Saharan Africa demonstrates a significant movement
from rural to urban areas as individuals actively pursue economic and social prospects in urban
areas (Adepoju, 2011; Geyer & Geyer, 2015; Lucas, 2016). These migrants face numerous
challenges, such as social isolation, discrimination, and limited access to basic services, such as
healthcare and education, that can contribute to psychological distress (Olowu, 2014; Labinjo et

al., 2020).
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Moreover, the process of adaptation to an unfamiliar environment can be overwhelming, further
exacerbating their psychological well-being (Davey, 2017; Hasanovi¢ et al., 2020; Idemudia et al.,
2020). In the context of urban areas in sub-Saharan Africa, acculturation significantly influences
the prevalence of psychological distress. Migrants who experience greater difficulty in adapting to
the urban context and assimilating into the new cultural norms are more likely to experience
psychological distress (Jowell et al., 2018; Labinjo et al., 2020). This suggests that the process of
acculturation can have negative effects on individuals' mental well-being, with the level of distress
being influenced by various factors such as language proficiency, social support, and
discrimination experiences (Meyer et al., 2017; Idemudia et al., 2020; Choy et al., 2021). Social
support received by migrants at the destination, for example, has been found to play a crucial role
in mitigating psychological distress (Wen et al., 2017; Brailovskaia et al., 2019; Khatiwada et al.,
2021). Studies have highlighted that individuals who have access to supportive social networks,
such as family, friends, and community, are more likely to experience lower levels of
psychological distress (Kabiru et al., 2010; du Plooy et al., 2019; Tulin & Smith, 2020). These
networks provide emotional, informational, and instrumental support, which are key elements in

buffering against the negative impacts of urban stressors (Garip & Asad, 2016; Guveli et al., 2016).

The implications and consequences of psychological distress on individuals and communities in
urban areas are vast and multifaceted. For instance, a study by Oladipo et al. (2018) found that
individuals experiencing psychological distress were more prone to participate in risky behaviours
such as drug abuse and unprotected sex. This not only negatively impacts their own health but also
increases the risk of spreading infectious diseases like HIVV/AIDS. Furthermore, psychological
distress has been linked to poorer academic performance and reduced productivity in the

workplace (Maringe et al., 2016). Research has shown that individuals experiencing psychological
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distress are likely to have impaired social functioning, resulting in difficulties in forming and
maintaining relationships (Muga et al., 2012). This can lead to a breakdown in social support
networks within communities, consequently impacting overall social cohesion. Furthermore,
psychological distress is also associated with economic burden, as individuals affected may be

unable to engage in productive activities or work effectively (Patel et al., 2007).

2.8 Prevalence and predictors of psychological distress in rural areas in SSA

Rural areas in SSA are characterized by a unique set of challenges and realities. In these regions,
most of the population predominantly engages in agricultural activities and faces significant
economic and social disparities. Limited access to essential services such as healthcare, education,
and infrastructure exacerbates existing inequalities. Various studies have been conducted to assess
the prevalence of psychological distress in rural areas of SSA. For instance, a study by Okulate et
al. (2010) found a high prevalence of psychological distress among rural dwellers in Nigeria, with
22.5 percent of participants meeting the criteria for mood disorders. Similarly, another study by
Shidhaye et al. (2013) in Ethiopia reported a high prevalence of psychological distress among
communities living in rural areas, with an estimated 40.0 percent of participants experiencing
symptoms of depression. Furthermore, research by Gureje et al. (2006) in a rural population of
Uganda revealed that 13.8 percent of individuals had symptoms consistent with a diagnosis of

major depressive disorder.

Quite like predictors of psychological distress in urban areas in SSA, factors such as social
isolation, poverty, unemployment, limited access to healthcare services, lack of infrastructure and
other sociocultural factors account for psychological distress in rural areas. A study conducted in
rural communities in sub-Saharan Africa found that individuals who reported having fewer social

connections and limited access to support systems were more likely to experience high levels of
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psychological distress (Berger et al., 2018). This finding suggests that the absence of close
relationships and the inability to seek help from others may contribute to feelings of loneliness,
isolation, and emotional burden among individuals living in rural areas. Furthermore, a lack of
social support can lead to increased stress levels and difficulty in coping with challenging life

circumstances, further exacerbating psychological distress (Patel, 2018).

Socioeconomic factors such as poverty and unemployment have been identified as key
determinants of psychological distress in rural areas of sub-Saharan Africa (Smith et al., 2015).
Poverty, characterized by a lack of access to necessities and resources, has been consistently
associated with higher levels of psychological distress (Patel et al., 2010). The scarcity of financial
means limits individuals' ability to meet their basic needs, causing significant stress and
psychological strain (Lund et al., 2010). Unemployment, on the other hand, exacerbates the impact
of poverty by further limiting individuals' access to socio-economic resources and opportunities
(Patel et al., 2010). This lack of employment opportunities not only hampers economic well-being
but also contributes to a sense of hopelessness, leading to increased psychological distress (Lund
et al., 2010). Limited access to healthcare services is another significant factor that contributes to
the prevalence of psychological distress in rural areas in SSA. A study by Ezeamama and
colleagues (2015) highlighted the significant barriers to accessing healthcare services in rural
communities. These obstacles included insufficient infrastructure for the healthcare industry, few
transportation options, and extensive travel times to healthcare institutions. As a result, residents
in rural areas are trapped in terms of seeking timely and appropriate healthcare when faced with
psychological distress. The lack of mental health professionals in these regions further exacerbates
the problem as it restricts access to specialized care. Moreover, the shortage of qualified healthcare

providers and the high cost of services in private healthcare facilities pose additional obstacles to
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obtaining necessary treatment. Such limited access to healthcare services intensifies the burden of
psychological distress in rural areas in SSA. The prevalence and impact of psychological distress
may also be influenced by stressors unique to these regions. One such stressor is agricultural
challenges. Rural communities often rely heavily on agriculture as their primary source of income
and livelihood. However, factors such as unpredictable weather patterns, limited access to
resources and technologies, and poor soil quality can significantly impact agricultural productivity,
leading to financial insecurity and increased stress levels among individuals in these areas (Gureje
et al., 2020). Additionally, the lack of adequate infrastructure in rural areas, including limited
access to healthcare facilities and transportation, can further exacerbate the stress experienced by

individuals.

Sociocultural factors such as stigma around mental health and gender inequality play a significant
role in the prevalence and predictors of psychological distress in rural areas in sub-Saharan Africa.
Studies have indicated that mental health issues are often stigmatized in these regions, leading to
underreporting and a lack of access to appropriate care (Keynejad et al., 2016). In many rural
communities in SSA, mental health issues are seen as a personal weakness or taboo subject (Ng et
al., 2010). Moreover, the prevailing belief that mental health problems are caused by witchcraft or
supernatural forces further discourages individuals from seeking help (Mbwayo et al., 2013). This
cultural context, in addition to inadequate comprehension and awareness among rural populations,
creates an environment where psychological distress remains hidden and untreated. In addition,
the scarcity of mental health resources in rural areas exacerbates the problem, as individuals often

lack access to trained professionals and appropriate treatment options (Muga et al., 2009).

Apart from the scarcity of trained mental health professionals in rural areas and the stigma

associated with the condition, language and communication barriers are also significant observable
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challenges confronted in relation to psychological distress in rural areas (Hege et al., 2018;
Trembath et al., 2021). As highlighted by Alem et al. (2007), the lack of mental health services in
local languages constrains rural populations' access to adequate care and treatment. Additionally,
cultural factors may further complicate communication, as certain psychological concepts and
experiences may not have direct translations or equivalents in local languages. The existing gender
inequalities further exacerbate this situation, as women face additional barriers to seeking help due
to social, cultural, and economic factors (Keynejad et al., 2016). Societal expectations and norms
surrounding mental health contribute to the perpetuation of stigma, ultimately hindering
individuals from seeking the necessary support and treatment (Samari et al., 2022; Koutra et al.,

2023).

Studies have shown that, partly because of the above factors, high levels of psychological distress
in rural areas can have significant implications on productivity, economic growth, and
development in these communities (Canavan et al., 2013; Dzator et al., 2016). The mental well-
being of individuals is closely linked to their ability to function effectively in various aspects of
life, including work and economic activities (Kawakami et al., 2008; Corbiere et al., 2013; Serdiuk,
2022). Psychological distress can lead to impaired concentration, decreased motivation, and
heightened stress levels, all of which can negatively impact productivity levels (Murphy et al.,
2007; Dobson & Schnall, 2018). This, in turn, can undermine economic growth and development
in rural communities, as reduced productivity hinders the generation of income and limits
opportunities for progress. Additionally, the presence of psychological distress in rural areas can
hinder the development of essential services and infrastructure, such as healthcare and education
systems, which are crucial for sustainable development in these communities (Kawakami et al.,

2008; Perkins et al., 2019).
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2.9 Factors that predict psychological distress in urban and rural areas in Ghana

In both urban and rural communities in Ghana, the prevalence of psychological distress continues
to be of great concern. Therefore, understanding the personal and external predictors of
psychological distress is significant for several reasons, including providing evidence of recurrent
predictors, affected population, prevalence, awareness creation and implementation of tailored

interventions by authorities responsible.

Numerous studies have demonstrated that high levels of psychological distress are largely related
to poor income, restricted access to healthcare and education, and high unemployment rates
(Boateng, 2019; Chirwa et al., 2020; Sulemana et al., 2021). These SES characteristics are crucial
in Ghana, where there are clear differences between urban and rural areas in terms of poverty rates
and resource access (Molini, 2015; Diao et al., 2019). Studies in Ghana have established a
significant association between psychological distress and urban characteristics. For instance,
Greif and Dodoo (2015) used a population-based study approach to determine the frequency of
mental health issues and the factors that predict them in underprivileged urban areas of Accra,
Ghana. The results discovered that local stressors such as poverty, unemployment, and poor
sanitation lead to mental health issues in poor urban communities of Accra. This may be explained
by the fact that urban surroundings expose people to more violence, crime, and other social
stressors (Owusu et al., 2016). Moreover, rapid urbanization and migrant inflow in metropolitan
areas result in housing shortages and crowded living conditions. Consequently, this leads to
decreased privacy, higher noise levels, and heightened social competition, which increases the risk

of psychological distress (Owusu & Yeboah, 2018).

In both urban and rural communities in Ghana, economic inequality and poverty are two key causes

of psychological distress. Economic inequality is the unequal distribution of wealth and resources

39



among individuals or groups within a community whereas poverty is the lack of access to
fundamental needs and resources. Morgan et al. (2021), used cross-sectional data from a Ghanaian
study on ageing, health, lifestyle, and health services (AHLHS) that was carried out in the Ashanti
and Greater Accra to examine the impact of the COVID-19 pandemic on psychological distress.
Findings from this study indicated that psychological distress was substantially correlated with
gender, employment position, chronic non-communicable diseases (NCDs), perceived health
status, and receipt of COVID-19 information. Sulemana et al., (2021) utilized data from Ghana's
Rounds 2 and 3 of the Afrobarometer Surveys, which were carried out in 2002—-2003 and 2005—
2006, respectively to analyse how unemployment affected psychological distress in Ghana. A key
finding from this study showed that part-time job seekers and full-time employees who are looking

for work were more likely to report having significant levels of psychological distress.

Additionally, there is evidence of the effect of limited educational opportunities and low literacy
on psychological distress in both urban and rural areas in Ghana. Kushitor et al. (2018) employed
data from the Urban Health and Poverty Survey (EDULINK Wave IlI), carried out in 2013 in three
urban poor neighbourhoods in Accra: Agbogbloshie, James Town, and Ussher Town and found
perceived economic status, educational attainment, and place of residence as additional elements

linked to psychological distress.

Sociodemographic variables also strongly influence a person's experiences and general well-being,
including the degree of psychological distress. Studies have delved into the intricate interplay
between sociodemographic features and psychological distress in Ghana, highlighting the
multifaceted nature of this phenomenon. Boima et al. (2020) examined the prevalence and risk
factors for depression in young and older adult hypertension patients using data from the World

Health Organization Study of Global Ageing and Adult Health Wave 2 (2014/2015) for Ghana.
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The study revealed that the prevalence of depression was nearly twice as high in older hypertension
patients as it was in younger ones. Furthermore, it was found that participants with no religion had
a greater likelihood of experiencing depression than Christians over seven times, while participants
in the Volta region had a greater likelihood of experiencing depression than those in the Greater
Accra region over eight times. Other studies carried out among older people in Ghana have also
confirmed the high prevalence of distress (Lloyd-Sherlock et al., 2019; Gyasi et al., 2020; Morgan

etal., 2021).

However, in comparing the variations in psychological distress between urban and rural areas,
Nanewortor (2011) used data from senior high school students in Ghana to assess religiosity,
psychological distress, Afrocentrism, and suicidal ideation. One key finding of this study was that
compared to teenagers living in cities, those who lived in rural areas had higher levels of
psychological distress and suicidal thoughts. In Ghana, it has been discovered that marital status
is related to psychological distress. Older adults in Ghana, particularly women, have been linked
to psychological distress after experiencing spousal loss, such as widowhood and
divorce/separation (Gyasi & Phillips, 2020). Additionally, single mothers in Ghana have been
discovered to experience more psychological distress than women with partners, driven by
elements such as employment status, family size, and educational level (Opoku Mensah et al.,
2017). Another study by Anim (2012) to assess marital distress in Ghanaian married couples also

found that wives in Ghanaian marriages frequently experience greater distress than their husbands.

Yet another important determinant of an individual’s psychological well-being is their household
characteristics. Households, as the fundamental unit of society, function as a microcosm in which
individuals encounter and navigate the intricacies of existence. The psychological well-being of

individuals residing in a household is greatly influenced by many household features, such as size,
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composition, and socio-economic considerations (Ruiz-Tagle & Urria, 2022; Anakpo &
Kollamparambil, 2023). These elements not only shape daily interactions inside the household but
also play a crucial role in determining the overall well-being of its members. To provide empirical
evidence for this relationship, Annim et al. (2015) used data obtained from four rounds of the
Ghana Demographic and Health Surveys (GDHSs) spanning the years 1993 to 2008. One key
objective of this study was to evaluate the impact of household size and wealth level on the
association between reliance and child health outcomes. An important finding that emerged from
this study indicated that households characterized by an equal number of dependent children, the
presence of children under the age of five in nucleated households, and high-wealth status
households exhibited superior health outcomes in comparison to children in non-nucleated
households. Similarly, a study by Zereyesus et al. (2016) utilized data from the 2012 population-
based survey from Northern Ghana to investigate the correlation between household-level
socioeconomic and demographic characteristics and the metric of collective physical health of the
household as an aspect of overall well-being. The study's primary findings indicated a significant
correlation between a father’s educational level and the number of dependents with the most
substantial knowledge on the overall physical well-being of the family. Domfe and Aryeetey
(2016) on the other hand, aimed to investigate the changes in household composition in Ghana
from 1991-1992 to 2012-2013 and the general well-being of older individuals, utilizing data from
the Ghana Living Standard Survey. The results indicated that there was a positive correlation
between a greater number of economically active household members and household possession

of specific material and social resources and the well-being of older individuals.

Furthermore, in an era characterized by the extensive presence of ICT, the function of these digital

instruments goes beyond simply convenience and connectedness. The importance of household
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access to ICT in influencing the psychological well-being of persons residing in that household
cannot be underestimated. Annan and Archibong (2023) conducted a randomized controlled trial
(RCT) to assess the effects of a brief intervention, including "mobile phone calling credit” on a
sample of low-income households in Ghana. The study aimed to provide a nationally
representative analysis of the repercussions of the COVID-19 epidemic. The results indicated a
notable reduction of mental distress by 9.8% and a decrease of 2.3 percentage points in the
probability of severe mental distress among participants in the treatment group. Specifically,
individuals who were initially unable to make unexpected calls required SOS airtime assistance

and digital loans experienced a significant decline in these behaviours compared to the control

group.

The communities where people live, on the other hand, have a significant role in shaping the
psychological well-being of individuals, as they provide the context in which individuals are
exposed to various social, economic, and cultural factors (Kuehl et al., 2016; Gan et al., 2022).
The psychological well-being of individuals is influenced by various factors, including the strength
of their social relationships, the presence of support systems, the quality of their local

surroundings, and the availability of community resources (Taylor et al., 2012; Ahn et al., 2017).

In their study, Gyasi et al. (2019) utilized data from the Aging, Health, Psychological Wellbeing,
and Health-seeking Behavior Study conducted in 2016/2017. The objective of the study was to
analyze the individual and combined effects of loneliness and living alone on the risk of
experiencing psychological distress (PD) among older individuals in Ghana. Additionally, the
researchers aimed to explore whether these associations were influenced by neighbourhood
characteristics. The findings of the study indicated that there was a substantial association between

loneliness, living alone, and an increased risk of psychological distress. Nevertheless, the research
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also revealed that social activity had a negative impact on psychological distress outcomes for
those who were socially isolated, among other contributing factors. In a previous study, Asante
(2012) utilized a cross-sectional data obtained from a sample of 107 individuals, both male and
female, to examine the interrelationship between gender, age, social support, and the psychological
well-being of individuals living with HIV and AIDS (PLHA) in Ghana. The findings of the study
indicated that there was a negative correlation between social support and the presence of sadness,

stress, and anxiety.

In conclusion, despite the limited studies on the interrelationship between SES, sociodemographic
and psychological distress, evidence has been established that being an older person, being
females, single-mothered, separated, or widowed are associated with higher distress. It has also
been established that an individual’s household characteristics and the community where they live

play a significant role in shaping their psychological well-being.

2.10 Theory and Conceptualization

2.10.1 Social Determinants of Health (SDH) Theory

The SDH theory postulates that various social factors contribute significantly to an individual's
health and well-being. It examines the impacts of societal conditions such as socioeconomic status,
education, employment, social support, and access to healthcare services on health outcomes. This
theory acknowledges that health is not solely influenced by individual choices or genetics but also
by the broader social environment in which individuals live. The SDH theory can be defined as a
framework that recognizes the role of social, economic, and environmental factors on a person’s
health status and outcomes. These determinants include but are not limited to, income and wealth,

education, employment, social support networks, and the physical environment in which
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individuals live. According to Marmot and Wilkinson (2001), the social determinant of health
theory emphasises the importance of addressing the underlying social structures and conditions
that contribute to health disparities. Figure 2.1 presents the SDH framework by the World Health

Organization.

Distribution of health
and well-being

)

A VY A Y

B
>
B

SOCIAL DETERMINANTS OF HEALTH AND HEALTH INEQUITIES

Figure 2.1 WHO framework of social determinants of health

Source: WHO, 2010

2.10.2 Structuralist Perspective

Structuralism, as an approach, focuses on understanding social phenomena through their
underlying structures and systems rather than individual actions or behaviours (Robinson, 2017).
From this perspective, the social determinants of health theory seek to identify and address the

root causes of health disparities by examining the societal structures that contribute to them.
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However, critics argue that this focus on structures overlooks the agency and autonomy of
individuals in shaping their own health outcomes (Carter, 2018). They contend that while structural
factors may play a role, individual choices and behaviours also contribute significantly to health
disparities. This criticism points to the need for a more nuanced understanding of how structural
factors intersect with individual actions and behaviours to influence health outcomes. By
incorporating both perspectives, researchers and practitioners can develop more comprehensive

approaches to addressing health inequities.

2.10. 3 Neo-Marxist Perspective

The Neo-Marxist perspective offers an alternative lens through which to understand social
determinants of health. According to this perspective, health disparities result from the unequal
distribution of power and resources in society, which is rooted in the capitalist system (Hofrichter,
2003). Neo-Marxists argue that health outcomes are determined by socioeconomic factors, with
marginalized groups facing greater health risks due to their lower social status and limited access
to resources (Navarro, 2009). This perspective emphasises the importance of social and economic
policies in addressing health inequalities, advocating for redistributive measures that aim to reduce
social and economic disparities (Krieger et al., 2002). Critics of the Neo-Marxist perspective argue
that focusing solely on socioeconomic factors overlooks the influence of other determinants such
as individual behaviours and biological factors (Solar and Irwin, 2010). Despite this criticism, the
Neo-Marxist perspective contributes to our understanding of the broader structural factors that
shape health outcomes, highlighting the need for comprehensive and multi-level interventions to

address health inequities.
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2.10.4 Strengths of the SDH Theory

One of the strengths of the Social Determinants of Health (SDH) theory is its multidimensional
approach to understanding health disparities and inequalities. According to Marmot and Bell
(2012), SDH theory acknowledges that health outcomes are influenced by a range of
interconnected social, economic, and environmental factors. Rather than focusing solely on
individual behaviours or genetics, the theory recognizes the importance of broader social structures
and systems in shaping health outcomes. This allows for a more comprehensive understanding of
the complex and multifaceted nature of health disparities. Additionally, the SDH theory highlights
the importance of addressing social determinants to achieve health equity, as it recognizes that
improving individual health behaviours alone is insufficient in reducing health inequalities. By
emphasising the social roots of health disparities, the SDH theory provides a critical framework
for identifying and addressing the underlying causes of health inequalities, thereby guiding actions

to create healthier and more equitable societies.

2.10.5 Critiques of the SDH Theory

While the theory rightly emphasises the importance of social and economic factors in determining
health outcomes, it often fails to acknowledge the significant role of biological and genetic factors
in health disparities. Research has shown that certain genetic variations can increase susceptibility
to specific diseases or conditions, which can lead to a higher prevalence among certain populations
(Murray, 2006). For example, certain ethnic groups have been found to possess an increased
susceptibility to illnesses such as diabetes or heart disease due to genetic predispositions (Khoury
et al., 2009). In addition, the interplay between genetic factors and environmental exposures can

further contribute to health disparities (loannidis et al., 2004). Thus, while social determinants are
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crucial in understanding health inequalities, it is important to acknowledge the simultaneous
influence of biological and genetic factors. Ignoring these factors may limit the effectiveness of

interventions aimed at reducing health disparities.

Another criticism of the social determinants of health theory is that it overlooks individual agency
and personal choice. Critics argue that while social and economic factors may indeed play a
significant role in determining health outcomes, individuals also can make choices and take actions
that can impact their own well-being. For example, someone may choose to eat a balanced diet,
engage in regular exercise, and avoid smoking or excessive alcohol consumption, despite their
socioeconomic circumstances. By focusing solely on the structural determinants, the theory
undermines the role of individual responsibility in shaping health outcomes. Proponents of this
criticism argue that emphasising individual agency can empower individuals to take control of
their own health and make positive changes. They contend that by neglecting this aspect, the social

determinants theory paints a narrow picture of health inequities and potential solutions.

However, the components of this thesis largely take into consideration the strengths and
weaknesses of the SDH theory in numerous ways. First, by examining the effects of
sociodemographic, SES, household, and community factors on psychological distress, this thesis
aligns with the strength of the SDH theory through these multiple determinants. Secondly, apart
from the individual factors, this thesis also uses other structural determinants, such as SES,
household, and community dynamics. This is situated with the SDH theory’s emphasis on
addressing root causes of health disparities. Moreover, the inclusion of both urban and rural areas
recognises the importance of contextualising how these determinants operate in different settings.
As a result, this thesis contributes to a nuanced understanding of psychological distress disparities

by considering the contextual variations being propagated by the SDH theory.
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In addition, this thesis also addresses some weaknesses of the SDH theory. For instance, the
combination of quantitative and qualitative approaches addresses the limitation of the SDH theory
which may primarily rely on quantitative data. Secondly, by examining how these determinants
(sociodemographic, SES, household, and community) operate over time, this thesis acknowledges

the dynamic nature of these factors and how they influence psychological distress.

2.11 Conceptual framework

The conceptual framework in Figure 2.2 emanates from the researcher’s own construct employing
the tenets underpinning the social determinant of health (SDH) theory. This conceptual framework
is used in this thesis to explain the effects of social factors such as one’s personal and external

attributes on their psychological distress outcomes.

The framework (Figure 2.2) argues that an individual’s personal factors which comprise (1) SES
factors such as one’s educational attainment, occupational status, and subjective social status (2)
sociodemographic characteristics such as sex, age, marital status, religion, place of birth, locality
type, region of residence among others can influence negatively or positively their psychological
well-being overtime. The framework (Figure 2.2) also establishes an interaction between one’s
SES characteristics and their sociodemographic attributes and how they determine the
psychological well-being outcomes of an individual. For instance, in some settings some
occupations are prescribed to a particular sex, and this could lead to income disparity and
potentially affecting psychological well-being outcomes (Polavieja, 2008; Didham, 2015; Baron,

& Bielby, 2018).

In addition to an individual’s personal factors, other external factors such as one’s household and
prevailing community characteristics could also be consequential in determining a person's

psychological well-being status. A person’s household characteristics such as household wealth
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quintile, household debt status, household receipt of in-transfer, household dwelling occupancy
status and their access to ICT services can contribute significantly to their psychological well-
being outcomes. Apart from the household factors, the extent to which an individual perceives that
members of their community are trustworthy and helpful can also influence their psychological
well-being outcomes. The framework (Figure 2.2) also acknowledges an interaction between the
household and community factors which in turn affect the psychological well-being of members
within the household and the community. For instance, wealthier households may have the means
to contribute to community initiatives or render support to members of their community and this
can foster a sense of trust and helpfulness. In contrast, poor households may rely more on
community support which affects their perception of community trustworthiness or helpfulness,

depending on whether they receive the needed support or not.

It is important to mention that, even though there exists a possible interaction between personal
and external factors, this thesis examines them separately for two reasons. First, analysing the
results separately provides a deeper understanding of the distinct contributions of each set of
variables on psychological well-being without the potential confusion that might arise from
interrelationships. Secondly, understanding the distinct contribution of personal and external
factors to psychological well-being over time would provide a stronger basis for policy and

intervention strategies.
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Figure 2.2 A conceptual framework of factors that predict psychological distress in Ghana

51



CHAPTER THREE

METHODOLOGY

3.1 Introduction

This chapter describes the processes and procedures used to gather data for this research as well
as the philosophical underpinnings of the research. Specifically, the chapter describes the study
area, study design, sources of data, sampling design, unit of analysis, sample size, measurement

of variables, methods of analysis, and the study’s limitations.

3.2 Study area

Ghana is in West Africa at latitude 7.9465° N and longitude 1.0232° W, bordered geographically
to the east by Togo, to the west by Cote d’Ivoire, to the north by Burkina Faso and to the south is
the coast of the Gulf of Guinea. There are currently 16 administrative regions which are subdivided

into 261 Metropolitan, Municipal and District Assemblies (MMDAS).

According to the Ghana Statistical Service (GSS), the population from the recent 2021 Population
and Housing Census (PHC) is 30,832,019, a five-fold increase from the population in 1960 of
6,726,815. The census data further indicate that Ghana’s current population constitutes 15.6
million females (50.7 percent) and 15.2 million males (49.3 percent), with more than half (54
percent) of the population residing in four out of the sixteen regions namely, Greater Accra (17.7
percent), Ashanti (17.6 percent), Eastern (9.5 percent) and Central (9.3 percent). The recent census
also shows an intercensal population growth rate of 2.1 percent between 2010 and 2021.
Furthermore, the population in both the urban and rural areas increased in all regions except in the

Eastern and Ahafo regions which recorded a decrease in rural population. This notwithstanding,
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the population growth rate across regions between 2010 and 2021 varied from 3.7 percent in the
Northern region to 1.0 percent in the Eastern region. The population of people living in urban areas
in Ghana has also seen an increase from 12,545,229 (50.9 percent) in 2010 to 17,472,530 (56.7
percent) in 2021 and almost half (47.8 percent) of the increase was observed in Greater Accra and
Ashanti regions. The 2021 census further revealed that the average household size in Ghana
decreased in all the sixteen regions but a significant reduction by two or more persons was seen in
the Northern, Savannah, Northeast, and Upper West regions. With regards to education, the census
data also revealed that 39.8 percent of the population of Ghana 3 years and older have ever attended
school in the past, 39.4 percent are currently attending school while 20.8 percent have never
attended school. Further segregation of the above figures by locality type showed that 45.6 percent
of the urban population in Ghana 3 years and older have attended school in the past, 41.1 percent
still attending school and 13.2 percent have never attended school. On the other hand, the rural
population in the same age category indicated that 31.9 percent have ever attended school, 37.2
percent are currently attending school with 30.8 percent never attended school. The census data on
the economically active population in Ghana 15 years and older also revealed that 50.3 percent are
employed while 7.8 percent are unemployed, and this translates into 50.2 percent of the urban
labour force employed and 8.3 percent unemployed and 50.4 percent of the rural labour force
employed with 7.0 percent unemployed respectively. The urban-rural dichotomy of the population
15 years and older also showed that 36.6 percent of the urban employed population are employees
compared to 13.8% of those employed in rural areas. The proportion of the self-employed
population in urban centres without employees was 50.2 percent as against 74.1 percent of rural
self-employed persons without employees. Highlighting occupation, the recent census data further

indicated that 32.0 percent of Ghana’s labour force 15 years and older work in skilled agriculture,
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forestry, and fishery, 26.5 percent in services and sales while 16.1 percent are engaged in craft and

other related trades.

3.3 Study design

This study's strategy mixes guantitative and qualitative designs using the explanatory sequential
approach. With this, the interview design of the qualitative component was guided by the results
of the quantitative data. To commence, data from the first three waves of the Ghana Socioeconomic
Panel Survey (GSPS) was analysed to determine which sociodemographic and SES variables were
associated with psychological distress over time. The second stage, which was the qualitative
involved conducting focus group discussions (FGDs) in selected urban and rural areas across the
three ecological zones of Ghana. Subsequently, the qualitative study's results were used to explain

the quantitative data (Creswell, 2003).

3.4 The Ghana Socioeconomic Panel Survey (GSPS)

The main source of data for quantitative arm of research is obtained from the Ghana
Socioeconomic Panel Survey (GSPS). There have been three waves of this study conducted in
2009/10, 2013/14 and 2018. The first two waves of this panel survey were a collaborative effort
between the Economic Growth Centre (EGC) at Yale University and the Institute for Statistical,
Social and Economic Research (ISSER), at the University of Ghana. The third wave was jointly
conducted by the Global Poverty Research Lab (GPRL) at Northwestern University, USA, and
ISSER. This panel survey was started in 2009 to gather data among the same households and
individuals over 5 rounds of surveys over the next 15-21 years within approximately 3 years

intervals each.

Two types of questionnaires were developed for the GSPS survey: the household questionnaire

and the community questionnaire (which included a Price Questionnaire). For the purposes of this
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dissertation, however, only the household questionnaire was used. The household questionnaire
has 12 modules, six of which were used for this dissertation: household background information,
household assets, agricultural production, non-farm household enterprises, psychology and social
networking, and housing characteristics. These selected modules were important for determining
the interrelationship between SES and psychological well-being outcomes among urban and rural
dwellers in Ghana. The other six which were not used included modules on non-resident relatives
and spouses, household health, women’s health, men’s health, children’s module, and
consumption. Though very useful, these modules were excluded in this dissertation because they
were not directly linked to the key research question of this dissertation. Secondly, these other six

modules were excluded to maintain the precision of the analysis of this study.

3.4.1 Study population

The GSPS has collected data from the same selected rural and urban households across Ghana
since 2009. However, the survey population for this research focused on the original urban and
rural household members who had participated in the first three rounds of surveys. The unit of
analysis was individuals aged 18 years and older in urban and rural households who had personally
responded to the module on psychology and social networking in addition to data from the other
modules already mentioned in section 3.4 above. Household members 3 to 17 years who responded
to some of the modules used were, however, excluded in this study. This decision stems from the
fact that when it comes to making decisions and engaging in the economy, adults (18 years of age
and older) tend to be more independent. Moreover, SES variables including household debt,
occupation, and SSS are more likely to have a direct impact on adults than children and teenagers
since they are more dependent on their parents or caregivers and because their SES is frequently

linked to that of their parents. The total sample population for this study was 25,924 individual
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household members in all. Specifically, the sample population for individual waves constituted

8,667, 8,303, and 8,954 respectively.

3.4.2 Sampling procedure

A total of 5,010 households from 334 Enumeration Areas (EAS) were sampled across the ten
regions of Ghana for the baseline wave of the GSPS with 15 households selected from each EA.
Allocation of EAs for each region was done based on the proportionately estimated 2009
population share for each region. However, EAs in Upper East and Upper West regions with
comparably smaller population sizes were oversampled so that a logical number of households

could be interviewed from all the regions.

For the first stage, clusters were selected from the revised master sampling frame derived from the
2000 Ghana Population and Housing Census (PHC). Three hundred and thirty-four clusters
(census enumeration areas) from the master sampling frame were selected. Subsequently, there
was a random selection of clusters from the pool of enumeration areas (EAs) in each of the ten
regions using a simple random sampling approach. This was followed by a complete listing
exercise in 2009 in all the chosen clusters to aid the second stage, which involved selecting

households.

During the second stage selection, a simple random sampling technique was used to select 15
households from each cluster listed. The goal of the second stage of selection was to ensure that
quite a substantial number of individual interviews were completed to provide estimates for key
indicators that yielded a high level of precision at the regional levels. Another objective was to
ensure that the workload for interviewers was manageable within each sample area and minimize

the effects of intra-class correlation with a sample area on the variance of the survey estimates.
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The second round was conducted in 2013/14 and whole households and individual household
members from the first wave who had moved to form new households or join households not part
of the original sample were interviewed. This constituted 475 splits of households that were created
and added to the wave 1 sample of 5010. Table 3.1 outlines the distribution of EAs across the

previous ten regions of Ghana at the time of the baseline survey.

Table 3.1 Distribution of EAs across the regions in Ghana

Region Number of EAs Percent
Western 31 9.3
Central 28 8.4
Greater Accra 39 11.7
Volta B3 9.9
Eastern 43 12.9
Ashanti 60 18.0
Brong Ahafo 34 10.2
Northern 38 11.4
Upper East 16 4.8
Upper West 12 3.6
Total 334 100

3.4.3 Inclusion criteria

The total number of household members interviewed over the three waves was 54,228 in Ghana’s
urban and rural areas. However, this study focused on household members 18 years and older
primarily because they were the economically active group who could respond to the module on
psychology and social networking. Household members who meet the criteria above should also
have participated in all three waves. As a result, household members 0-17 years were dropped
from the data. Out of the total household members size of 18,884 interviewed in wave 1, a total of
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10,217 were dropped. For the second wave, 8,035 household members were dropped from a total
sample size of 16,338. The third wave on the other hand had a total sample size of 19,006 out of

which 10,052 were dropped. Figure 3.1 below summarizes the stages of sample size exclusion and

inclusion criteria.
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Figure 3.1 Summary of sample size selection criteria
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3.5 Categorization and measurement of variables

3.5.1 Dependent variable

This research targeted household members 18 years of age and older who responded to questions
on psychological distress in the household guestionnaire. The dependent variable for this research
is psychological distress outcome and this was estimated through scores on the Kessler
Psychological Distress scale. The Kessler-10 Psychological Distress scale is a self-report
questionnaire. It was developed by Ronald Kessler and colleagues in the early 2000s as part of the
World Health Organization's World Mental Health Survey initiative. It asks participants to score
how often they had depressive and anxious symptoms throughout the previous four weeks using

ten questions as follows:

About how often did you feel tired out for no good reason?

About how often did you feel nervous?

About how often did you feel so nervous that nothing could calm you down?
About how often did you feel hopeless?

About how often did you feel restless or fidgety?

About how often did you feel so restless you could not sit still?

About how often did you feel depressed?

About how often did you feel that everything was an effort?

About how often did you feel so sad that nothing could cheer you up?

10 About how often did you feel worthless?

©COoN A WNRE

These ten questions were answered using a 5-point scale (where 5= all the time, 4= Most of the

time, 3= Some of the time, 2= A little of the time, and 1= None of the time).

The maximum total score for this set of questions is fifty which represents severe distress while
the minimum score of fewer than 10 points shows no distress. The level of distress for an individual
respondent is computed by summing up the total response score for the ten questions. Distress

levels for this study are categorized as follows.
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10-15 points- Little or no psychological distress

16-21 points- Moderate psychological distress

22-29 points- High psychological distress

30-50 points-Vey high psychological distress

Although the K-10 offers insightful information about overall psychological distress levels, it is
important to recognize that it has its strengths and limitations that may impact how it should be
used and how the results should be interpreted. Some strengths of the K-10 Psychological Distress
Scale include its simplicity and quick administration, reliability and validity, sensitivity to changes,
and cost-effectiveness (Hoffman et al., 2022; Thakre et al., 2022). On the other hand, non-
diagnostic nature, limited scope, subjectivity, timeframe limitation, and cultural sensitivity are
some limitations associated with the use of the K-10 Psychological Distress Scale in population

health studies (O'Connor & Parslow, 2009; Bougie et al., 2016).

3.5.2 Independent variable

The main independent variable for this study is SES. Baker (2014) states that SES measures an
individual's economic and social status. In this study, SES variables included educational

attainment, subjective social status, and occupational status.

3.5.2.1 Highest educational attainment

The highest educational attainment variable in this study was interested in the highest level of
formal education a respondent had completed. For this category, a respondent who left school at a
certain level that was not completed was not recorded as the highest. The set of questions asked

over the three waves leading to this variable included: “Has [Name] ever attended school?”
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Responses: 1=Yes; 5. No >>SKIP NEXT QUESTION; “What is the highest grade [Name]
successfully completed?”’; “What is the highest educational qualification [Name] has attained?”’;
Qualification Codes included: 0=None; 2=Middle School Leaving Certificate (MSLC); 3=Basic
Education Certificate Examination (BECE) ; 4=Vocational/Commercial, 5=Teacher Training;
6=Teacher Post-Secondary; 7=General Certificate Examination (GCE) Ordinary Level (GCE O’
Level); 8=Senior Secondary Certificate Examination (SSCE); 9= General Certificate Examination
(GCE); Advance Level (GCE A-Level); 10=Technical/ Professional Certificate;
11=Technical/Professional Diploma; 12=Higher National Diploma (HND);
13=Bachelor’s;14=Master’s. The qualification codes were recorded as follows; 1= None 2=
MSCL/BECE/O' Level 3= SSCE/A'" Level/Prof. Cert. 4= Teacher Training/HND/ Prof. Diploma
5= Bachelor’s degree and above and 6= Other In examining the psychological distress prevalence
rate among various sociodemographic and SES groups, the education variables “ever attended
school” and “highest educational qualification attained” were used. However, in the multivariate

analysis only “highest educational qualification attained” was used due to multicollinearity.

3.5.2.2 Subijective social status

The purpose of this question was to determine where respondents saw themselves in their village's
social order. Respondents were asked to imagine a ladder with 10 steps with 1 being the bottom
step and 10 being the top step on the social order in the community. To measure the subjective
social welfare status of respondents, the following question in Table 3.2 below was used. However,

the responses were recorded into three categories: low (1-4), high (5-7) and very high (8-10).
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Table 3.2 Question for subjective social status

Preamble

Imagine that this ladder represents your community and that each step on the ladder
represents the various places that members of your community hold in the community.
People define community in different ways; please define it in the manner which is most
meaningful to you. Imagine that each person in this community is represented on one of
the steps of this ladder. On the highest part of the ladder are the people who hold the
highest position in the community. On the lowest part of the ladder are the people who
hold the lowest position in the community. The lower you are on the ladder, the closer

you are to the people of the lowest rank in society.

Question Response

Where would you be on this ladder in 12 3 4 5 6 7 8 9 10
relation to other people in your
community? If the steps were
numbered 1 through 10

3.5.2.3 Occupation status

The occupation of a respondent in this study was measured as the work done for which most time
was devoted to which the respondent made income or living. To be able to determine the type of
main occupation each respondent was engaged in the last year, the following questions are asked,;
“Is [Name] currently a paid employed worker?”, “Is [Name] currently the owner or operator of a
household non-farm enterprise?”, “Is [Name] currently a contributing worker in a household non-

farm enterprise?” Responses for each of these questions were “1=Yes”, “2=No”.
3.5.3 Sociodemographic characteristics

The sociodemographic characteristics of individual household members measured in this study

included age, sex, marital status, the relationship of the household members to the household head,
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religion, locality type, region of residence and place. It is important to add that the categorization
of age variable in this study did not follow the usual interval of five years. This current
categorization was used considering the distinct life course transitions for respondents in each of
the categories and how this is linked to their SES and their psychological well-being. These

variables and how they were coded are summarized in Table 3.3 below.

Table 3.3 Measurement of sociodemographic characteristics

Variable Variable type Definition/code

Age Categorical 1=18-30
2=31-40
3=41-50
4=51-60
5=61+

Sex Categorical 1=Male
2=Female
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Table 3.3 continued

Variable

Variable type

Definition/code

Marital Status

Relationship to HHH

Religion

Household Size

Born Here
Locality type

Region of Residence

Categorical

Categorical

Categorical

Categorical

Categorical
Categorical

Categorical

1= Married
2=Consensual Union
3=Separated
4=Divorced
5=Widowed
6=Never Married
7=Betrothed

1=Household Head

2=Spouse

3=Child

4=Grandchild
5=Parent/Parent in-law
6=Son/Daughter-in-law
7=0ther relative
8=Adopted/Fostered/Stepchild
9=House Help
10=Non-relative

1=None
2=Christian
3=Muslim
4=Traditional
5=0ther
888=Refuse to Answer
999=Don’t Know
1

2-3

4-6

7+

1=Yes

2= No

1=Urban
2=Rural
1=Western
2=Central
3=Greater Accra
4=Volta
5=Eastern
6=Ashanti
7=Brong Ahafo
8=Northern
9=Upper East
10=Upper West
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3.5.4 Household Variables

Another set of key independent variables used in this study to examine their effect on
psychological well-being was respondents’ household level characteristics. They included
household wealth quintile, household debt status, household in-transfer status, household dwelling
occupancy status as well as household access to basic information communication technology

(ICT) accessories.

3.5.4.1 Wealth quintile

The Demographic Health Survey (DHS) Program defines a wealth index as “a composite measure
of a household’s cumulative living standards” and this is calculated using a household’s or
individual ownership of selected assets. In this study household durable goods except those
directly linked with information communication technology (ICT) such as fixed line telephone,
mobile phone, and personal computer were excluded and used as separate variables. This was done
to examine two critical aspects of well-being: economic well-being index based on assets and
access to technology and information, which is increasingly vital for participation in the modern
society. To do this response options for about forty-two durable assets were put into binary
variables (1=Yes; 2=No). Weights for each of the assets was completed separately for urban and
rural dwellers. The Principal Component Analysis (PCA) was then used to compute the wealth

index across households or individuals.

3.5.4.2 Household debt

The focus of this question was to gather information on any loans the household or a member had

taken including financial and material borrowing which had not been paid entirely. This was
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included because whether a household owe a debt or not can be linked to the psychological well-

being of members.

The question was asked: “Does anyone in this household currently owe money or goods to other

people or have outstanding loans from banking institutions”. Responses were 1=Yes; 2=No

3.5.4.3 Household in-transfer

This constituted gifts of cash or products that the household had received in the last 12 months
from individuals outside the household. Like household debt, the receipt of goods or money to
support members of a household or not has the potential effect on their psychological well-being.
The question was asked “Is there any person who does not currently live in this household from
whom this household has received money or goods in the last year that you will not pay back?”.

Responses were 1=Yes; 2=No

3.5.4.4 Other household variables

Other variables such as household housing occupancy status, household access to a fixed-line
telephone, mobile phone, personal computer, electronic commerce, and internet were also

accessed. Table 3.4 provides details of the questions and response for these variables.

Table 3.4 Questions and responses for other household variables

Question Response
Do you pay rent for this dwelling? 1=Yes
2=No
Does the household have access to Fixed line 1=Yes
telephone? 2= No
Does the household have access to Mobile 1=Yes
phone? 2= No
Does the household have access to a Personal 1=Yes
computer (desktops, laptop, etc.)? 2= No
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Table 3.4 continued

Question Response

Does the household have access to Internet? 1=Yes
2= No

Does the household have access to E-commerce? 1=Yes
2= No

3.5.5 Community level factors

Finally, a few community level characteristics of respondents were also used as independent
variables to determine their effect on psychological well-being over time. They included
respondents’ perception of trustworthiness, helpfulness, and need for alertness among community
members and whether the respondent was willing to contribute time to a project which was

beneficial to the community and not their household.

To measure these characteristics respondents for this study were asked the following questions:
“Most people in this community can be trusted (it is safe to deal with most people in this
community” Responses 1=Strongly disagree; 2=Disagree; 3=Neutral; 4=Agree; 5=Strongly agree;
“Most people in this community are willing to help if you need help or assistance of any kind”
Responses 1=Strongly disagree;2=Disagree;3=Neutral;4=Agree;5=Strongly agree; “In this
community, you have to be alert or else someone is likely to take advantage of you” Responses

1=Strongly disagree; 2=Disagree; 3=Neutral; 4=Agree; 5=Strongly agree.

3.6 Data analysis
Data for this study was analysed mainly at two stages-univariate and multivariate using the Stata
version 14 statistical software package. The univariate analysis involved the use of tables and

graphs to show frequencies and percentages of variables. Another level of the univariate analysis
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was used to determine the extent of psychological distress prevalence in urban and rural areas
across the various demographic, SES, household, and community variables and results were
presented in tables and graphs. For each of the variables, the overall prevalence rate of

psychological distress was computed as follows:

Prevalence Rate= Number of Cases with the Characteristic x100

Total Population
Where:

e Number of Cases with the Characteristic: This refers to the frequency or total count of the
variable in question.
e Total Population: The total number of respondents in the study sample,

e 100: This was included to be able to express psychological distress prevalence in a

percentage.

At the multivariate analysis stage, panel analysis regression was used to examine the effects of the
independent variables on the dependent variable in Ghana over time. Prior to running the
multivariate analysis, the data was first set into a panel mode in Stata to allow for time series

measurements. The panel analysis regression equation is shown as follows:

Yit=Bo + B1X1,it + B2X2,it......+ BkXk,it +uit

Where:

Yit represents the dependent variable for individual i and time t

X1,it, X2,it,....... , Xk.it are the independent variables for individual i and time t.
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o, B1, B2, ...... , Bk are the coefficients to be estimated.

uit is the error term (residual) for individual i and time t, representing unobserved factors and
random variability.

3.6.1 Data diagnostic test

Prior to analysis, the urban and rural data were separated to make a good comparison. Next, several
diagnostic tests, such as univariate and multivariate normality tests, had to be run to provide
trustworthy results from data of this kind (Hair et al., 2014). Firstly, a test for the normality of the
data was carried out using the Shapiro-Wilk W test which showed that some of the variables
deviated from the normal distribution. The variance inflation factor (VIF) and tolerance were thus
evaluated to check for multicollinearity. This showed that there was no multicollinearity among
the independent variables because the VIF values were less than 10 and the tolerance was more
than 0.1. The next important stage involved the diagnostic testing of the panel data to ensure that
the advantage attached to using panel data was achieved. Specifically, a panel model's incorrect
specification could result in inaccurate estimates that deviate from the actual population parameter
values for several reasons. Panel models must satisfy the assumptions of exogeneity,
homoscedasticity, no serial correlation, and no measurement error to yield unbiased results. They
include selectivity owing to sample attrition, omitted variables, and measurement mistakes, among
others. Since these aspects are unknown or the data do not measure them, the assumption of
exogeneity states that the independent variables cannot be influenced by past or future variables
that are not considered in the model. The error term must always have a constant variance

according to the homoscedasticity assumption. The idea that there is no serial correlation
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presupposes that the time-varying errors are independent of one another. To address endogeneity,
fixed effects model estimates, and random effects model estimates were compared, as stated by
Rabe-Hesketh (2013). The random model's applicability was the null hypothesis under
examination. The null hypothesis was rejected, and the fixed effects models were used because the

compared coefficients did differ significantly (p>0.001).

3.6.2 Specification test for the model to assess the effect of sociodemographic and SES factors
on psychological well-being in urban areas.

Table 3.5 presents the specification test for the selection of the most statistically preferred model
for interpreting the panel regression analysis. These tests were used to verify the preferred model
between the pooled OLS, fixed, and random effects regression models. From Table 3.5, the F-test
has a p-value less than 0.05 suggesting that the fixed effect model is appropriate. The Lagrangian
Multiplier (LM) Test also had a p-value greater than 0.05 suggesting that the pooled OLS is
appropriate. According to Table 3.5, prob>chi2 of the Hausman test is greater than 0.05 for
psychological distress. Since Prob>chi2 is greater than 0.05 we fail to reject the null hypothesis
(Ho) which states that the preferred model is random effects. However, since the LM test preferred
pooled OLS to the random effect model, the fixed effect model is the appropriate model to use for

interpretation. The results of analysis for all three models are in Table Al of appendix A.

Table 3.5 Specification test for model for panel regression for objective two for urban

Chi2 Values P-value Tested Selection
F-test 20.03 0.000 Pooled OLS/Fixed Fixed
LM Test 0.00 1.000 Pooled OLS/Random Pooled OLS
Hausman test 24.63 0.657 Fixed/Random Random

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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3.6.3 Specification test for the model to assess the effect of sociodemographic and SES
factors on psychological well-being in rural areas over time.

As shown in Table 3.6, the F-test has a p-value greater than 0.05. As a result, the null hypothesis
that the pooled OLS is adequate is accepted. Thus, we conclude that the Pooled OLS is adequate.
The Breusch and Pagan Lagrangian Multiplier (LM) test also has a p-value less than 0.05. This
implies a rejection of the null hypothesis and concludes that the random effects model is
appropriate. The Hausman test has a p-value less than 0.05 suggesting a rejection of the null
hypothesis and the conclusion that the fixed effects model is appropriate. Therefore, since the F-
test preferred the fixed effects and the Hausman test preferred the fixed effects, it can be concluded
that the fixed effect model is appropriate for interpretation. The results of analysis for all three

models are in Table A2 of appendix A.

Table 3.6 Specification test for model for panel regression for objective two for rural

Chi2 Values P-value Tested Selection
F-test 5.36 0.000 Pooled OLS/Fixed Fixed
LM Test 17.17 0.000 Pooled OLS/Random Random
Hausman test 250.95 0.000 Fixed/Random Fixed

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

3.6.4 Specification test for the model to investigate the effects of household and community
factors on the psychological well-being of urban areas over time.

Table 3.7 presents the specification test. The F-test, the LM test and the Hausman Test were the
three distinct tests that were carried out to determine which model was superior. effect regression
model. According to Table 3.7, the F-test has a p-value that is lower than 0.05, which indicates

that the fixed effect model is the one that should be used. In addition, the LM Test had a p-value
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that was higher than 0.05, which provides evidence that the pooled OLS should be used. Again,
based on the information in Table 3.7, the Hausman test produced a p-value that was greater than
0.05, which indicates that the random effect model is the one that should be used.

Since the LM test favoured pooled OLS over the random effect model, the fixed effect model
should be used for analysis. Full results of the three models are showed in Table A3 of appendix

A.

3.7 Specification test for model for panel regression for objective three for urban

Chi2 Values  P-value Tested Selection
F-test 14.22 0.000 Pooled OLS/Fixed Fixed
LM Test 0.00 1.000 Pooled OLS/Random Pooled OLS
Hausman test ~ 13.55 0.406 Fixed/Random Random

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

3.6.5 Specification test for the model to investigate the effects of household and community
factors on the psychological well-being of rural areas over time.

As shown in Table 3.8, the F-test has a p-value is less than 0.05, implying that the fixed effect
model is best compared to pooled OLS. The Breusch and Pagan Lagrangian Multiplier (LM) test
also has a p-value less than 0.05. This implies that we reject the null hypothesis and conclude that
random effect is appropriate compared to the pooled OLS. The Hausman test has a p-value less
than 0.05 suggesting we reject the null hypothesis and conclude that the fixed effect is appropriate.
From the above, it can be concluded that the fixed effect model is suitable for interpretation, as
both the F-test and the Hausman test supported the suitable of the fixed effects model. Actual

results from panel analysis regression for the three models are shown in Table A4 of appendix A.
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Table 3.8 Specification test for model for panel regression for objective three for rural

Chi2 Values P-value Tested Selection
F-test 53.42 0.000 Pooled OLS/Fixed Fixed
LM Test 96.47 0.000 Pooled OLS/Random Random
Hausman test 131.55 0.000 Fixed/Random Fixed

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

Qualitative study design
The goal of the qualitative study was to obtain in-depth knowledge and explanation of which
sociodemographic and SES variables were associated with psychological distress over time and

how these played out among urban and rural communities in Ghana.

Based on the results of the quantitative analysis, one urban and one rural community were
purposively selected for focus group discussions (FGDs) for community members as well as key
informant interviews. These communities spanned across the three ecological zones of Ghana in
which the GSPS data have been collected over the three waves. Across the three ecological zones,
the Greater Accra region was selected in the coastal belt considering the fact that it is the national
capital, the most populated and the most cosmopolitan (GSS, 2021) which provides a good ground
to examine the association between the independent and dependent variables. The quantitative
results also found high rates of psychological distress in the region. The Brong Ahafo and Upper
West regions were selected for the middle and northern belts respectively because the quantitative
data revealed a high rate of psychological distress. The specific communities included Ashongman
Estate (urban, Greater Accra), Apollonia (rural, Greater Accra), Wenchi (urban, Brong Ahafo),
Fiaso (rural, Brong Ahafo), Wa (urban, Upper West), and Jango (rural, Upper West) were

randomly selected from a list of the GSPS communities in the respective regions. Subsequently,
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two focus group discussions (FGDs), one for males and one for females were organized in each of
these communities. The choice of FGDs over individual in-depth interviews (IDIs) was taken
because FGDs provide a diversity of participation and contribute to the generation of a broad

spectrum of ideas, attitudes, and viewpoints (Woodyatt et al., 2016; Boateng, 2012).

A semi-structured discussion guide was developed which focused on respondents’ knowledge of
SES status variables, and how they affect one’s psychological distress differently in urban and
rural areas. In addition to this, key informants such as Assemblymembers and Unit committee
members were also interviewed to understand possible predictors of psychological distress in the

communities and what had been done by both local and government actors over time.
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Figure 3.2 Map of Ghana showing the communities selected in the three ecological zones for
qualitative study
Source: Author’s construct

76



3.7.2 Recruitment of participants

In each community, participants for both the male and female FGD were purposively and
conveniently selected on the condition that they had resided in the community for at least a year.
As much as was possible, the FGD comprised participants of the various sociodemographic and
SES characteristics in the quantitative data. Each FGD depending on the availability of eligible

community members had at least six participants and a maximum of ten.

3.7.3 Ethical considerations

Ethical issues play a key role throughout all phases of the research process. It is imperative for
researchers to prioritize the safety and well-being of participants throughout various stages of the
research process, including the identification of the research problem, selection of research
participants, data collection, data analysis and interpretation, as well as the writing and
dissemination of the research report (Creswell & Zhang, 2009). Therefore, before initiating data
collecting in the field, ethical clearance was obtained from the Ethics Committee for the
Humanities (ECH) at the University of Ghana as attached in the appendix. The study primarily
emphasised ethical concerns related to involvement, consent, and confidentiality (Dowling, 2005).
Participants before the start of the discussion or interview were informed about the fact that their
accepting to partake in the discussion was voluntary and that they were free to exit at any time in
during the discussion. The discussants were also assured of the confidentiality of their responses
which were accessible only to the researcher and the supervisory committee. Upon satisfaction of
all participants, they were then asked to accent either by pen or thumb a consent form before the
commencement of the discussion. The thesis employed pseudonyms to ensure the anonymous

presentation of the respondents' identities.
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3.7.4 Data collection

The fieldwork was carried out in May and June 2023. The needed community entry protocols were
followed in all communities before the commencement of work. Upon reaching the community the
first point of contact was the Assembly Member or Unit Committee Chairperson who was briefed on
the study’s overall goals and procedures and permission sought to commerce recruitment. After
permission was granted with the help of an assigned community member, 6-10 community members
of the same sex were recruited for the FGD. To ensure the effectiveness of FGDs, a quiet location in
the community which would afford privacy for the interviews was identified for this gathering. Prior
to starting each FGD, participants were taken through the various ethical protocols including
adequately explaining to participants the research's goal, obtaining both oral and written consent
and taking into consideration their level of education, before proceeding with the administration
of the interview. The background and purpose of the interview were predominantly communicated
to the respondents in the language spoken in the community (Waala-Upper West region, Twi-
Brong Ahafo region and Ga-Greater Accra region). Participants were guaranteed anonymity and
confidentiality about their personal identity and the information they provided. Two Research
Assistants who understood Waala and Ga respectively were recruited to assist the researcher in
this exercise due to language barrier. With the permission of participants, interviews were audio-
taped and lasted between 2-3 hours. After completing FGDs in each community, respondents were
given incentives in the form of soap or airtime worth GHS10.00 in appreciation for their time

spent.

3.7.5 Transcribing and translating

The interviews were transcribed verbatim into English by a team of transcribers who possessed

proficiency in the Ga, Twi, and Waala languages. The transcription process was conducted
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throughout the period spanning from July to August of 2023. To ensure data quality, there was a
meticulous examination of the transcripts by simultaneously reviewing them with the
corresponding audio recordings to confirm the accuracy of the transcriptions. For the Waala and
Ga languages in which the researcher lacked proficiency, experienced assistants who were native

speakers were hired to do the double-checking.

3.7.6 Method of qualitative analysis

Content analysis using a deductive approach was employed in the coding of the transcripts. The
approach was adopted because it is in accordance with the research objectives and research
questions that were defined at the beginning of the study. This approach facilitates a methodical
examination of themes and concepts that are closely aligned with the objectives of the research
(Williams & Moser, 2019; Khokhar et al., 2020). Moreover, the utilization of deductive coding
proved to be quite advantageous in this research because of the goal of testing the SDH theory.
The transcripts were analysed to identify meaningful units of phrases and sentences. These units
were then assigned codes or labels that accurately conveyed their intended meaning. The themes
were further developed and analysed through an examination of the connections and significance
that arose within and among the categories. Direct quotations were then incorporated in the

discussions to strengthen the argument and enhance comprehension of the quantitative findings.
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CHAPTER FOUR

DISTRIBUTION OF STUDY POPULATION BY
SOCIODEMOGRAPHIC, SOCIOECONOMIC STATUS, HOUSEHOLD,
AND COMMUNITY CHARACTERISTICS

4.1 Introduction

This chapter presents the results of the distribution of the study population. The first part provides
an overall description of the sociodemographic characteristics of respondents (sex, age, marital
status, relationship to household head, whether born in the community of study or not, place of
residence, religion, and region of residence). The second part focuses on the SES distribution of
the population specifically looking at the distribution of the population in terms of highest
education attainment, subjective social status in the community, occupational status. In addition,
respondents, household (household wealth quintile, household debt and household receipt of
remittances, household dwelling occupancy status, and household access to ICT tools and services)
and community attributes (trustworthiness, helpfulness, and alertness) are also described. The third
phase of this chapter looks at the changes that occurred in respondents’ sociodemographic, SES,
household, and community factors across the three waves. Finally, the chapter describes variations

in psychological distress mean scores across the three waves.

4.2 Univariate analysis

4.2.1 Sociodemographic characteristics of respondents

Table 4.1 shows that more than half (56.0%) of the respondents were females, while the remaining
(44.0 %) were males. With regards to the age distribution of respondents, the table further indicates

that close to a third (27.6%) of respondents were in the age group 18-35 years, and 21.3 percent
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were 36-45 years. Those 46-55 and those more than 60 years represented 18.9 percent and 18.0
percent of the respondents respectively with those 56-60 years constituting the least (14.2%). In
terms of marital status, the number of respondents in a union (living together or married) was the
majority (62.9%) with 19.3 percent never in a union while 17.8 percent were formerly in a union
(divorced, separated, widowed). The table further reveals that a significant proportion (57.1%) of
respondents were heads of households, more than one-fifth (26.3%) were spouses, 12.3 percent
were children of household heads with the least proportion (4.3%) being other relatives or non-
relatives of household head. Concerning the size of households of respondents, the table further
revealed that a large proportion (40.3%) were in 4-6 member households, with close to half
(29.5%) in 2-3 member households. Respondents in a one-member household and those in
households with more than seven members were 15.0 percent and 15.2 percent respectively. More
than half (55.7%) of the respondents were born in the community of interview with the remaining
(44.3%) not born in the community of interview. Most respondents (63.2%) resided in rural
communities while the remaining 36.8 percent were in urban areas. Christianity was the most
dominant (67.4%) religion among the study population with the proportion of Muslims
constituting almost one-fifth (19.1%). The remaining respondents were either affiliated to the
traditional religion (6.8%), other religions (1.2%) or no religion at all (5.5%). In terms of regional
distribution of the respondents Ashanti (16.9%) and Northern (16.5%) regions had the highest
number of participants constituting more than a third (33.4%) of the total study population. Apart
from Eastern and Greater Accra regions, there was no other region from the remaining which had
up to one-tenth of the study population. However, the Upper West region was shown to have the

least proportion (4.4%) of the study population.
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Table 4.1 Percentage distribution of sociodemographic characteristics of respondents

Variable Frequency (N=25,986) Percentage
Sex

Male 11,435 44
Female 14,551 56

Age group (years)

Less than 36 years 7,167 27.6
36-45 5,547 21.3
46-55 4,901 18.9
56-60 3,699 14.2
61+ 4,672 18.0

Marital status

In union 16,343 62.9
Formerly in union 4,637 17.8
Never in union 5,006 19.3

HH membership status

Head 14,816 57.1
Spouse 6,844 26.3
Child 3,200 12.3
Other relatives/non-relative 1,126 4.3

Household size

1 3,899 15.0
2-3 7,665 29.5
4-6 10,469 40.3
7+ 3,953 15.2
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Table 4.1 continued

Variable Frequency (N=25,986) Percentage
Born in community

Yes 14,443 55.7
No 11,481 44.3
Place of residence

Urban 9,565 36.8
Rural 16,421 63.2
Religion

None 1,426 9.5
Christian 17,503 67.4
Muslim 4,964 191
Traditional 1,769 6.8
Other 324 1.2
Region of residence

Western 2,239 8.6
Central 1,882 7.2
Greater Accra 2,661 10.2
Volta 2,383 9.2
Eastern 2,967 11.4
Ashanti 4,385 16.9
Brong Ahafo 2,532 9.7
Northern 4,283 16.5
Upper East 1,524 5.9
Upper West 1,130 4.4

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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4.2.2 Sociodemographic characteristics of respondents in urban and rural areas

From Table 4.2, males in urban areas accounted for 42.0 percent of the population, while in rural
areas, males represented 45.2 percent. The urban population had a higher percentage of females
(58.0%) compared to rural areas (54.8%). Regarding age distribution, the urban population had a
higher percentage of individuals in almost all age groups; 18-35 (28.4%), 36-46 (22.1%), 46-55
(19.6%), 56-60 (14.3%) except for those 61+ (15.6%) compared to the age groups in rural areas.
However, in rural areas the population of those 61+ (19.4%) was higher compared to urban areas.
In terms of marital status, urban areas had a lower percentage of respondents who were either
married or living together (55.4%) compared to rural areas (67.2%). Conversely, urban areas have
a higher percentage of respondents who were either divorced, separated, or widowed (19.7%) or
had never been in a union (24.9%) compared to rural areas. In urban areas, a higher percentage of
respondents are the head of the household (60.2%) compared to rural areas (55.2%). Rural areas
had a higher percentage of individuals who were spouses (29.0%) compared to urban areas
(21.8%). On household size, urban areas had a higher percentage of smaller households, with 19.2
percent having only one member and 33.5 percent having 2-3 members. In contrast, rural areas
had a higher percentage of larger households, with 41.2 percent having 4-6 members and 19.1
percent having seven or more members. A higher percentage of individuals in rural areas (58.2%)
were born in the community they reside in compared to urban areas (51.5%). Urban areas had a
higher percentage of individuals identifying as Christians (76.6%) compared to rural areas (62.0
%). However, rural areas had a higher percentage of Muslims (20.2 percent) and individuals
practicing traditional religions (10.2%) compared to urban areas. The distribution of regions varied
between urban and rural areas, with different regions having varying percentages in each category.

For example, Greater Accra had a higher representation in urban areas (22.4%) compared to rural
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areas (3.2%), while the Northern region had a higher representation in rural areas (20.2%)

compared to urban areas (10.2%).

Table 4.2 Percentage distribution of sociodemographic characteristics of respondents in
urban and rural areas

Urban Rural

Variable Frequency Percentage Frequency Percentage

(n=9,544) (n=16,380)
Sex
Male 4, 005 42.0 7,397 45.2
Female 5,539 58.0 8, 983 54.8
Age group (years)
Less than 36 years 2,709 28.4 4,399 26.9
36-45 2,108 22.1 3,436 21.0
46-55 1,874 19.6 3,027 18.5
56-60 1, 365 14.3 2,334 14.2
61+ 1,488 15.6 3, 184 194
Marital status
In union 5,290 55.4 11, 019 67.2
Formerly in union 1, 877 19.7 2,748 16.8
Never in union 2,377 24.9 2,613 16.0
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Table 4.2 continued

Urban Rural

Variable Frequency Percentage Frequency Percentage

(n=9,544) (n=16,380)
Relationship to HH head
Head 5,743 60.2 9, 040 55.2
Spouse 2,082 21.8 4,754 29.0
Child 1,315 13.8 1,870 114
Other relatives/non- 404 4.2 716 4.4
relatives
Household size
1 1,835 19.2 2,061 12.6
2-3 3, 200 33.5 4,450 27.2
4-6 3,685 38.6 6, 749 41.2
7+ 824 8.6 3,120 19.1
Born in community
Yes 4,912 51.5 9, 531 58.2
No 4,632 48.5 6, 849 41.8
Religion
None 370 3.9 1,031 6.3
Christian 7,313 76.6 10, 170 62.0
Muslim 1, 648 17.3 3, 302 20.2
Traditional 97 1.0 1,671 10.2
Other 116 1.2 206 1.3
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Table 4.2 continued

Urban Rural
Variable Frequency Percentage Frequency Percentage
(n=9,544) (n=16,380)

Region of residence

Western 684 7.2 1,553 9.5
Central 763 8.0 1,116 6.8
Greater Accra 2,142 22.4 516 3.2
Volta 672 7.0 1,702 104
Eastern 1,121 11.8 1,831 11.2
Ashanti 2,036 21.3 2,338 143
Brong Ahafo 863 9.0 1, 666 10.2
Northern 971 10.2 3,300 20.2
Upper East 181 1.9 1,343 8.2
Upper West 111 1.2 1,015 6.2

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

4.2.3 Socioeconomic status of respondents

The SES of respondents is shown in Table 4.3. From the table, it is observed that a large proportion
(66.4%) of respondents had ever attended school with slightly above a third (33.6%) never
attended school. However, for those who had ever attended school, more than half (57.2%) had no
educational qualification while almost a third (29.1%) had attained either MSLC/BECE/O’Level
certificates. Almost one-tenth (8.8%) had either SSCE/A" Level/Professional certificates whereas
those with tertiary and other certificates (Teacher Training/HND/ Prof. Diploma/ bachelor’s
degree and above) put together constituted the least (4.9%) proportion of educational
qualifications. With regards to respondents’ subjective social welfare status in the community, a

majority (43.7%) were in the low SSS with a sizeable proportion (38.5%) in the high SSS. The
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proportion of respondents ranked in the very high SSS was 17.8 percent. In terms of the
occupational status of respondents, the table indicated that the majority (32.6%) were farm owners

while 22.4 percent and 13.4 percent were business owners and paid employees respectively.

Table 4.3 Percentage distribution of socioeconomic variables of respondents

Variable Frequency Percentage (%)
(n=25, 986)

Ever attended sch.
Yes 17,261 66.4
No 8,725 33.6

Highest edu. qual.

None 14,853 57.2
MSLC/BECE/Q' Level 7,563 29.1
SSCE/A' Level/Prof. Cert. 2,295 8.8
Teacher Training/HND/ Prof. 737 2.8
Diploma

Bachelor’s degree+ 437 1.7
Other, specify 101 0.4
Subjective social status

(SSS)

Low 11,356 43.7
High 10,011 38.5
Very high 4,619 17.8
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Table 4.3 continued

Variable Frequency Percentage (%)
(n=25, 986)

Occupational status

Paid employee

No 22,512 86.6
Yes 3,474 13.4

Business owner

No 20,167 77.6
Yes 5,819 22.4
Farm owner

No 17512 67.4
Yes 8,474 32.6

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

4.2.4 Socioeconomic status of respondents in urban and rural areas

Table 4.4 compares the SES distribution of respondents in urban and rural areas. Regarding ever
attended school, the table showed 82.9 percent of respondents in urban areas had ever attended
school while in rural areas, the percentage was lower at 56.8 percent. Most respondents in both
urban and rural areas have no educational qualifications with 37.5 percent in urban areas and 68.6
percent in rural areas. In terms of middle school or equivalent qualification, a higher number
(38.2%) of respondents in urban areas had obtained it compared to 23.8 percent in rural areas. The
proportion of respondents who had senior secondary school or professional training certificates
was higher (15.0%) in urban areas compared to rural areas (5.2%). Similarly, a higher percentage
(5.3%) of respondents in urban had attained teacher training or higher diplomas compared to rural

areas (1.4%). The percentage of respondents with a bachelor’s or higher degree was also more
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(3.4%) in urban compared to rural areas (1.0%). Most respondents in both areas fell in the “Low”
SSS bracket with 40.6 percent in urban and 45.4 percent in rural areas. Similarly, respondents in
the “High” SSS category were slightly higher (42.0%) in urban areas compared to rural areas
(36.7%). The “Very High” SSS category on the other hand was rather higher (17.9%) in rural areas
compared to urban areas (17.6%). In terms of being a paid employee, a higher percentage (77.8%
and 91.8%) respectively of respondents in both urban and rural areas are not paid employees with
a majority (22.2%) of paid employee respondents in urban compared to rural (8.2%). Comparing
respondents who were business owners, the table showed that 31.9 percent of respondents in urban
areas were business owners while in rural areas the proportion was slightly lower at 16.9 percent.
The percentage of respondents who were farm owners was significantly higher (43.8%) in rural

areas compared to urban areas (13.5%).

Table 4.4 Percentage distribution of SES of respondents in urban and rural areas

Urban Rural
Variable Frequency Percentage Frequency Percentage
(n=19,544) (n= 16, 380)
Ever attended
sch.
Yes 7,908 82.9 9, 308 56.8
No 1,636 1/ 7,072 43.2
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Table 4.4 continued

Urban Rural

Variable Frequency Percentage Frequency Percentage

(n=9,544) (n= 16, 380)
Highest edu. qual.
None 3,580 375 11, 241 68.6
MSLC/BECE/O' Level 3, 643 38.2 3,902 23.8
SSCE/A' Level/Prof. 1,431 15.0 858 5.2
Cert.
Teacher 502 5.3 231 1.4
Training/HND/ Prof.
Diploma
Bachelor’s degree+ 323 34 112 0.7
Others 65 0.7 36 0.2
Subjective social
status (SSS)
Low 3,878 40.6 7,431 454
High 3, 988 41.8 6, 017 36.7
Very High 1,678 17.6 2,932 17.9
Occupational status
Paid employee
No 7,421 77.8 15, 037 91.8
Yes 2,123 22.2 1,343 8.2
Business owner
No 6, 504 68.2 13, 605 83.1
Yes 3, 040 31.9 2,775 16.9
Farm owner
No 8, 260 86.6 9,203 56.2
Yes 1,284 13.5 7,177 43.8

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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4.2.5 Household and community characteristics of respondents

Table 4.5 describes the household and community characteristics of respondents of this study.
According to the table, respondents in households within the poorest quintile were the majority
(21.7%) with close to one-fifth (18.9%) in the poor quintile households. Those in the middle
(19.4%), rich (19.6%) and richest (20.5%) quintile households constituted over half (59.5%) of the
entire study population. With regards to household debt, a larger majority (71.5%) of respondents
were in households that did not owe goods or income to other people outside of the household
while close to one-third (28.5%) were in households indebted. Slightly over two-thirds (60.1%) of
respondents were part of households that had also not received either goods or income from
members outside the household within the reference period (last 30 days) with almost two-fifths

(39.9%) part of households who had received some goods or income.

Concerning the occupancy status, the results indicated that less than one-fifth (16.2%) of
respondents’ households pay rent while majority of households (83.8%) occupied dwellings that
were rent free. The results further showed that only a small fraction (2.1%) of respondents’
households had access to fixed line telephone services, whereas the vast majority (97.9%) did not.
Still on ICT access among respondents’ households, the results revealed that mobile phones access
was prevalent (82.5%) while 17.5 percent of respondents’ households did not have access to
mobile phones. In addition, a relatively small proportion (8.1%) of respondents were part of
households with access to a personal computer while most households did not. The proportion of
respondents in households with access to e-commerce was 3.2 percent while slightly over three-
quarters of households of respondents did not engage in e-commerce activities. Finally, on
households ICT access, Table 4.5 showed that 13.8 percent of respondents’ households had access

to the internet while 86.2 percent of households did not.
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At the community level, the results indicated that approximately half (51.3%) of respondents agree

that members of their community were trustworthy, but 37.1 percent of them disagree while 11.6

percent were in a neutral position. Similarly, regarding respondents’ perception of helpfulness of

community members, almost half (49.9%) of respondents agree that community members were

helpful, 37.4 percent disagree while 12.7 percent remained neutral. Moreover, 64.1 percent of

respondents agree that one had to be alert when dealing with community members, 25.4 percent

disagree while 10.5 percent had a neutral opinion. Finally, Table 4.5 confirmed that slightly above

two-thirds (62.7%) of respondents were willing to contribute time to community projects even if

they were not directly beneficial to their households whereas over one-third (37.3%) were

unwilling to participate.

Table 4.5 Percentage distribution of household and community characteristics of

respondents
Variable Frequency Percentage
Household characteristics
Wealth quintile
Poorest 5,628 21.7
Poor 4,906 18.9
Middle 5,032 194
Rich 5,083 19.6
Richest 5,337 20.5
Household debt
No 18,573 71.5
Yes 7,413 28.5
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Table 4.5 continued

Variable Frequency Percentage
Household in-transfer

No 15,628 60.1
Yes 10,358 39.9
Rent

Yes 4,201 16.2
No 21,723 83.8
Fixed line telephone

Yes 535 2.1
No 25,389 97.9
Mobile phone

Yes 21,398 82.5
No 4,526 17.5
Personal computer

Yes 2,093 8.1
No 23,831 91.9
E-commerce

Yes 830 3.2
No 25,094 96.8
Internet

Yes 3,572 13.8
No 22,352 86.2
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Table 4.5 continued

Variable Frequency Percentage

Community factors

Trustworthiness

Agree 13, 306 51.3
Neutral 3,008 11.6
Disagree 9,610 37.1
Helpfulness

Agree 12,931 49.9
Neutral 3,284 12.7
Disagree 9,709 37.4
Alertness

Agree 16,621 64.1
Neutral 2,727 10.5
Disagree 6,576 25.4

Community project
participation

Will contribute 16,257 62.7
Will not contribute 9,667 37.3

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

4.2.6 Household and community characteristics of respondents in urban and rural areas

Table 4.6 provides information on respondents’ household and community characteristics in urban

and rural areas. Concerning the respondents’ household wealth quintile, the table revealed that
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those in the “Poorest” household wealth quintile had a higher percentage (26.8%) of respondents
in rural areas compared to urban areas (12.9%). However, respondents in the “Poor” household
wealth quintile bracket in both urban and rural areas were just about the same (18.8% and 19.0%)
respectively. The respondents in the “Middle”, “Rich” and “Richest” household wealth quintiles
were higher (22.5%, 22.1%, and 23.8 %) in urban compared to rural areas (17.6 %, 18.1%, and

18.6%).

Regarding goods or income owed by households, in urban areas 27.4 percent of the respondents’
households were indebted while in rural areas, the percentage was slightly higher at 29.2 percent.
It is observed, however, that most households in both urban and rural did not have debts with 72.6
percent in urban and 70.8 percent in rural areas. In terms of household receipt of goods or income
from people outside the household, the table indicated that in urban areas, 41.1 percent of
respondents’ households received in-transfers while in rural areas, the percentage was slightly
lower at 39.1 percent. However, most respondents’ households did not receive in-transfer with
58.9 percent and 60.9 percent in urban and rural areas respectively. Regarding households’
dwelling rental status, Table 4.6 showed that in urban areas 30.3 percent of households lived in
rented dwellings compared to only 8.0 percent of households in rural areas. Results from the table
revealed a generally low household access to fixed line telephone services in both urban and rural
areas. Among urban households, a mere 4.7 percent had access to fixed line telephone services
while 0.5 percent of rural households did have. Mobile phone access, on the other hand, was
prevalent in both urban and rural areas with 92.7 percent of urban households and 76.7 percent of
rural households who had access. The proportion of households with access to a personal computer
was higher (16.2%) among urban households compared to only 3.4 percent of rural households

with access to a personal computer. E-commerce access by households in both urban and rural
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areas was low with 5.6 percent and 1.8 percent of households with access to e-commerce in urban
and rural areas, respectively. In addition, Table 4.6 showed that the proportion of urban households

with access to internet was higher (22.2%) compared to rural households (8.9%).

Concerning respondents’ trust for members of their communities, the results indicated a higher
proportion of respondents (58.6%) in rural areas who expressed trust for their community members
compared to 38.8 percent respondents in urban areas. Similarly, more rural households (56.8%)
perceived that their community members were helpful compared to 38.0 percent of urban
households. Respondents’ perception of the need to be alert with one’s transactions with
community members was relatively high in both urban and rural areas. However, a higher
proportion of respondents (70.4%) in urban areas perceived that one needed to be alert when
dealing with community members compared to 60.4 percent of respondents in rural areas. Finally,
in both urban and rural areas, quite a substantial proportion (61.8%-urban, 62.9%-rural) were
willing to contribute to projects in their communities which did not benefit their households

directly.
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Table 4.6 Percentage distribution of household and community characteristics of

respondents in urban and rural areas

Urban Rural

Variable Frequency Percentage Frequency Percentage

(n=9,544) (n= 16, 380)
Household
characteristics
Wealth quintile
Poorest 1,227 12.9 4, 387 26.8
Poor 1,796 18.8 3, 107 19.0
Middle 2,144 22.5 2,876 17.6
Rich 2,106 22.1 2,964 18.1
Richest 2,271 23.8 3, 046 18.6
Household debt
No 6, 928 72.6 11, 599 70.8
Yes 2,616 27.4 4,781 29.2
Household in-
transfer
No 5, 622 58.9 9,972 60.9
Yes 3,922 41.1 6, 408 39.1
Rent
Yes 2,889 30.3 1,312 8.0
No 6,655 69.7 15,068 92.0
Fixed line telephone
Yes 450 4.7 85 0.5
No 9,094 95.3 16,295 99.5
Mobile phone
Yes 8,843 92.7 12,555 76.7
No 701 7.3 3,825 233
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Table 4.6 continued

Urban

Variable Frequency Percentage Frequency Percentage

(n=9,544) (n= 16, 380)
Personal computer
Yes 1,543 16.2 550 34
No 8,001 83.8 15,830 96.6
E-commerce
Yes 533 5.6 297 1.8
No 9,011 94.4 16,083 98.2
Internet
Yes 2,116 22.2 1,456 8.9
No 7,428 77.8 14,924 91.1
Community factors
Trustworthiness
Agree 3,705 38.8 9,601 58.3
Neutral 1,336 14.0 1,672 10.2
Disagree 4,503 47.2 5,107 31.2
Helpfulness
Agree 3,626 38.0 9,305 56.8
Neutral 1,440 15.1 1,844 11.3
Disagree 4,478 46.9 5,231 31.9
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Table 4.6 continued

Urban Rural

Variable Frequency Percentage Frequency Percentage

(n=9,544) (n= 16, 380)
Alertness
Agree 6,725 70.4 9,896 60.4
Neutral 1,020 10.7 1,707 10.4
Disagree 1,799 18.9 4777 29.2
Community project
participation
Will contribute 5,843 61.8 10,273 62.9
Will not contribute 3,615 38.2 6,052 37.1

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

4.3 Discussion

This chapter described the overall sociodemographic, SES, household, and community
characteristics of respondents for this study. In both urban and rural areas, most of the respondents
were within the youthful age bracket, and this is consistent with the results of Ghana’s 2021
Population and Housing Census (PHC) which indicated a shift from children-dominated (0-14
years) to most of the Ghanaian population now dominated by the youths (18-35 years). The
proportion of youths in urban areas was slightly higher compared to rural areas like the results of
the 2021 census (Ghana Statistical Service, 2021 Census Report). This can be attributed to the high
rural-urban migration of young people to urban areas in Ghana and other developing countries
mainly due to poverty and unemployment predominant in rural areas (Alarima, 2018; Asamoah,
2020; Tanle et al., 2020, Li, 2021). However, the population of the aged (60 years+) was higher in

rural areas than in urban areas. One plausible explanation for this trend is the lack of motivation
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among the aged to migrate to urban areas largely because they do not have the physical strength
to take up new challenges coupled with other household and community responsibilities they may
be occupied with in rural areas (Mba, 2004; Ahmad et al., 2011). Another explanation could be
the fact that older people prefer to return to rural areas during retirement because of the high cost
of living and the decline in material family support for the aged in urban areas (Aboderin, 2004;

Kpessa-Whyte, 2018).

The univariate result also showed that most of the study participants in both urban and rural areas
were married or living with a partner even though this was higher in rural areas than in urban areas.
The high cost of marriage and the risk of living with a partner in urban areas in Ghana outweighs
that of rural areas. In rural areas, particularly in Ghana families of both a male and a female who
intend to get married usually agree on simple terms for consensual unions and moderate bride
prices for marriages in addition to the causes and stigma that come along with divorce or separation
(Oppong Asante et al., 2014; Osafo et al., 2021). The proportion of the population who had never
been in a union was higher among urban dwellers compared to those in rural areas. This further
supports the notion of the high cost of getting married in urban areas. Another possible explanation
could be the higher number of years spent in schooling in urban areas compared to rural areas

(Hicks & Hicks., 2019; Rehim et al., 2023).

Regarding household size, urban areas were characterized largely by fewer household members
(1-3) compared to rural areas where household members of four and more were dominant and that
is slightly higher than the national average of 3.6 (Ghana Statistical Service, 2021 Census Report).
This corroborated findings of a study by Gyan and Kpoor, (2022) which revealed factors such as
the cost of raising children, access to modern contraceptives, infertility, and women’s involvement

in the labour force as reasons for a decline in family size especially in urban areas. However, most
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rural areas in sub-Saharan Africa continue to experience early age at first marriage, low
educational levels, and regard large family sizes as a source of both economic power and security
(Dana et al., 2020). On the contrary, other studies (Ennin et al., 2011; Awel,2013; Endalew &
Tassie, 2018) have attributed household poverty to large household sizes due to the increases in

food and non-food expenditures for each household member.

Results of the SES of participants also showed a higher proportion of school attendance and
educational qualification attainment in urban areas than in rural areas of Ghana consistent with
results of Ghana’s 2021 PHC. The census report further established that the percentage of adults
(18 and older) in urban areas who had attended school in the past and had a tertiary degree as the
highest level obtained (16.6 percent) was about three times higher than the percentage in rural
areas (5.9 percent). Better household resources of urban dwellers, parents’ education, access to
improved educational resources and the rapid developments in urban areas in Ghana over the last

few decades could account for this result (Rolleston, 2009; Iddrisu et al., 2017).

Respondents’ subjective assessment of their social status was generally low. Factors such as low
income, low educational attainment, job insecurity, and poor living conditions, among others could
undermine one’s subjective measure of their social status (Hoebel & Lampert, 2020; Othman,
2022). A plethora of studies have identified the prevalence of low income, unemployment, and
poor living conditions in Ghana (Osei-Assibey, 2014; Baah-Boateng, 2015; GSS, 2019) and these
could explain the largely low SSS ranking. Compared to urban areas in Ghana, this study found a
higher proportion of respondents from rural areas who assessed themselves to be in the low SSS.
Possible explanation could be the fact that many rural communities in Ghana and other SSA

countries are characterized by limited access to essentials such healthcare, education,
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transportation as well as high poverty levels (Neely & Ponshunmugam, 2019; Adu et al., 2021;

Sebbeh, 2022).

In urban areas, more respondents worked as paid employees and business owners whereas those
who were farm owners dominated the rural population. Globally, urban areas are noted to be the
heart of business and commerce and in the case of Ghana like other developing countries most
urban dwellers work in the informal sector as employees or owners (Macheras & Stanley, 2017,
De Falco & Corbino, 2021; GSS, 2021; Mensah, 2023). The prevalence of businesses and
commerce in urban areas can be attributed to access to large customer base, well developed
infrastructure which facilitates the movement of goods and services and the highly skilled labour

force access (Rubalcaba et al., 2013; Camacho-Ballesta et al., 2014; Lee & Xu, 2020).

Focusing on household level factors, the results of SES further showed that most urban respondents
were part of households in the middle to richest quintiles with those in the poorest and poor
quintiles constituting much of the rural population. Household members in urban areas have access
to a wide range of employment opportunities across various sectors compared to those in rural
areas (Khare et al., 2020; Cattaneo et al., 2021; Shaikh et al., 2023). Moreover, individual members
who get employed in urban areas are likely to receive better and stable wages which increases their
wealth over time compared to those in rural areas (Diao et al., 2017; Kamei & Nakamura, 2022).
On the contrary, the existence of higher wealth quintiles in urban areas have the tendency to
exacerbate socioeconomic disparities as affluent households enjoy access to superior educational
resources, healthcare services, and economic prospects (Novignon, 2017; Couture et al., 2019;

Kist et al., 2021).

Furthermore, the univariate results also indicated that in both urban and rural areas, most

respondents were neither indebted nor had received financial or material remittances. The Ghana
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Living Standard Survey Round Seven (GLSS7) reported confirmed a low desire among Ghanaians
to acquire loans with a major reason being that it was not necessary. Conversely, in the same report
indebtedness was found to be one of the causes of conflicts in communities in Ghana (GSS, 2019).
This suggests that peoples’ negative perceptions or experiences about borrowing could be the
reason accounting for this trend. The proportion of respondents who received remittances in cash
or goods in both urban and rural areas (41.1% and 39.1% respectively) was like the finding from
the GLSS7 (43.2%). This substantiates the claim that remittances act as a safety net, considerably
reducing the volatility of household consumption in Ghana and other developing nations (Abadi

et al., 2018; Quartey et al., 2019; Fromell et al., 2020).

Regarding trustworthiness and helpfulness, the results found that respondents in rural areas who
agreed that members of their communities were trustworthy and helpful were more compared to
those in urban. This could be so because rural areas in Ghana and other SSA countries usually
have smaller and tight-knit communities where members know each other well. As such, this
familiarity could potentially result in increased levels of trust and helpfulness as individuals have
a heightened sense of belonging (Walsh et al., 2014; Bhowmick & Sorathia, 2019; Ferris-Day et
al., 2021). On the other hand, rural communities experiencing ethnic or cultural differences,
historical conflicts over land and other resources, lack of communication, among other factors may
harbour mistrust and unwillingness to help each other (Agyeman & Neal, 2009; Lai, 2014). The
results indicated that majority of the respondents in urban areas in Ghana did not perceive

trustworthiness and helpfulness of their community members.

There are several discernible factors contributing to this phenomenon, including the substantial
concentration of individuals in urban areas and the demanding nature of their work responsibilities

(Thomas, 2013; Torgerson & Edwards, 2013). These circumstances create an environment that

104



facilitates anonymity and reduces the level of accountability within residential communities,
ultimately leading to a sense of mistrust and individualistic tendencies among the populace
(Monson et al., 2016; Vargas et al.,, 2020). Furthermore, the existence of socioeconomic
inequalities and high crime rates in urban areas give rise to feelings of animosity and suspicion
across different socioeconomic factions, resulting in a hesitancy to interact with fellow residents
(Vauclair & Bratanova, 2017; Atkinson & Millington, 2018). It is therefore not surprising that the
results found that more than two-thirds of respondents in urban areas perceived that one needed to

be alert when dealing with community members.

One striking finding from the study was the fact that more than half of the respondents in rural
areas perceived that there was the need to be alert when dealing with community members after it
was observed of their perception of trustworthiness and helpfulness of their community members.
This phenomenon may potentially occur due to the risk-averse behaviour and heightened concern
for reputation among persons residing in rural areas, which can be attributed to the tightly knit
structure of these communities. Consequently, individuals would refrain from engaging in any

behaviour that has the capacity to disrupt their happy coexistence.

4.4 Changes in respondents’ sociodemographic, SES, households, and community attributes
across waves.

This section describes the cross-sectional changes that occurred in key sociodemographic, SES,
household, and community characteristics of respondents across the three waves in urban and rural
areas in Ghana. As shown in Table D1 in appendix D, it is observed that there was a general decline
in the percentage of respondents who were either married or living from wave 1 through to wave
3 in both urban and rural areas, with a larger decrease in urban areas. Consequently, this led to an

increased proportion of the urban respondents who were either separated, divorced, or widowed.
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This could be due to the pressures in urban areas emanating from economic demands and
competitive job markets in Ghana between 2009 and 2017 because of the International Monetary
Fund (IMF) programme which froze public sector employment and brought about other economic
hardships. These and other factors such as changes in social norms and access to legal resources
could account for the decrease in the rate of marital unions. This was also felt among the never
married as the Table D1in appendix D shows an increase in the proportion of people who could
enter marital unions between waves 1 to 3 in both urban and rural areas.

Moreover, the cross-sectional analysis also revealed that there was a decrease in household sizes
especially for those with membership between one and three in urban areas in Ghana from 2009
to 2018. This also could be due to the rising cost of living in urban areas, increased educational
attainment which potentially delays childbearing, as well as the increase in access to family
planning services. The household size pattern among rural respondents, however, was mixed
between waves 1 to 3. This could be attributed to frequent temporal out-migration of people from
rural to urban areas in Ghana to engage in seasonal or short time jobs which could lead to a

fluctuation of household membership.

Regarding changes that occurred in the socioeconomic status of respondents from the first to the
third wave, Table D1 in appendix D showed that the percentage of respondents with no educational
qualification decreased over the period in both urban and rural areas. On the other hand, the
proportion of respondents with higher educational qualifications such as bachelor’s degree and
above witnessed an increase over the waves especially in urban areas. This could be attributed to

Ghana’s continuous and increasing investment in the education sector (NDPC, 2018).

Table D1 in appendix D further revealed an improvement of respondents’ subjective social status

from wave one through to wave three particularly for those in the high subjective social status in
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both urban and rural areas. It is also observed that the percentage of respondents in the very high
subjective social status decreased in waves two and three in urban and rural areas compared to
wave one. Possibly this subjective view could confirm the impact of the economic challenges

experienced in Ghana for all irrespective of social class.

With respect to occupational status, the data for wave one captured it differently and so was not
included in this section. Nonetheless, Table D1 in appendix D showed a decrease in the percentage
of respondents in urban areas engaged as paid employees, business, and farm ownership in wave
three compared to the situation as of wave two. In contrast, however, the proportion of respondents
engaged as paid employees, business, and farm owners in rural areas increase in wave three when
compared to wave three. The economic challenges during this period could have led to a decrease
in job opportunities, difficulty in the ability to sustain businesses due to high competition and cost
of operation in urban areas (GSS, 2016). However, the increase in the establishment of small,
medium, and large industries in rural areas usually closer to urban areas due to easy access to land,
raw materials and cheap labour could explain for the increase in the proportion of rural respondents

engaged as paid employees, business, and farm owners.

At the household level of respondents, Table D1 in appendix D revealed a sharp increase in the
proportion of respondents’ households in-debt in wave two in both urban and rural areas compared
to wave one. However, wave three showed some decrease in the percentage of respondents’
households in-debt compared to wave two but not as lower as was experienced in wave one in both

urban and rural areas.

Regarding occupancy status of respondents’ households, it is observed from Table D1in appendix
D that the proportion of urban respondents’ households living in rented dwellings decreased in

waves two and three compared to wave one. However, in rural areas there was a slight increase in
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the percentage of respondents living in rented dwellings though comparatively far below those
who did not pay rent in rural areas. For urban respondents, it could be that individuals were either
building their own houses and moving out of rented housing arrangements, moving to live with
friends and families in urban areas due to high cost of rent or that they were relocating to rural

areas.

Moreover, respondents’ households’ access to mobile phone witnessed a continuous increase in
both urban and rural areas from wave one to three. This confirms the fast improvement in the ICT
sector in Ghana especially within the past two decades (Clemente Miranda et al., 2019; Boakye et
al., 2022). Finally, the results of Table D1 in appendix D also revealed that respondents’ perception
of trustworthiness and helpfulness of their community members saw some increases across waves
more pronouncedly in urban areas and in wave three compared to wave 1. Details of changes that
occurred for other variables not discussed in this section are also shown in Table D1 in appendix

D.

4.5 Cross-sectional changes in respondents’ mean psychological distress levels across waves
The goal of this section is to provide information on cross-sectional changes in mean psychological
distress levels of respondents from wave one through to wave three. This allows for comparison
and investigating for possible contributory factors accounting for these changes. With reference to
Table D2 in appendix D, this section interprets results for selected sociodemographic, SES,
household, and community factors while detailed information on psychological distress changes

among respondents in urban and rural areas is provided in appendix.

From Table D2 in appendix D, it is observed that psychological distress mean scores for males and
females in urban and rural areas were generally moderate (16-21) across the three waves. It is

further observed that females exhibited higher psychological distress mean scores compared to
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males in both urban and rural areas and across all three waves. Furthermore, psychological distress
mean scores were higher for both males and females in rural areas across the three waves compared

to males.

Regarding respondents’ ages, a similar trend to the one for sex was found. However, among rural
respondents aged 61+, high psychological mean scores were recorded in wave one even though
there was a decline in waves two and three. Except for respondents aged 46-55 years in urban areas
in wave three, the results in urban and rural areas found a generally increasing psychological
distress mean scores with increasing age for respondents across all waves. Apart from the fact that
higher psychological distress mean scores were found among respondents divorced, separated, or
widowed (formerly in union) compared to those in union and the never married, it was also found
that respondents formerly in union recorded high psychological distress mean score (22.2) in wave

one.

Across regions, Table D2 in appendix D found generally moderate psychological distress mean
scores in all the regions across the three waves. It is worth noting, however, that no psychological
distress was recorded in wave two among urban respondents in the Western (14.9), Central (15.1),
Eastern (14.8), Ashanti (15.7), and Brong Ahafo (15.2). A similar trend was found in wave three
among urban respondents in Ashanti (15.9) and Northern (15.6). This could be due to the moderate
cost of living coupled with a sizeable number of job opportunities in urban areas in these regions
compared to Greater Accra and the remaining regions. On the other hand, the results found that
respondents in rural areas in the Eastern region experienced high psychological distress mean score
(22.4) in wave one. This could possibly be because of insufficient or too much rain which affected
their agricultural output leading to distress. Moreover, it is found that respondents in both urban

and rural areas in the northern region experienced high psychological distress mean scores (22.1
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and 23.8) respectively. This could be due to the negative shocks from floods leading to loss of
livelihood in 2010 (relief web, 2010). Furthermore, respondents in urban areas of the Upper West
region in wave three also experienced high psychological distress mean score (22.8). This may be
attributed to the effect of displacement suffered most areas in northern Ghana in 2018 because of

the overflowing of the White Volta River and the Bagre dam spillage (Flood list, 2018).

With respect to SES factors and psychological distress mean scores, Table D2 observed that
respondents with no educational qualification had higher mean scores in both urban and rural areas
across the three waves. It is also noticed that across the three waves, respondents with Teacher
training/HND/Professional diploma in urban areas did not experience psychological distress as
well as respondents with a bachelor's degree and above in waves two and three. This implies that
higher educational qualification attainment could lead to better psychological well-being
outcomes. Largely, the results also found that respondents’ subjective social status levels across

the three waves were directly linked to psychological distress mean scores.

Regarding household characteristics, the results revealed that among respondents’ households in
rural areas in wave one, a high psychological distress mean score was recorded for those in
households with no access to mobile phone. At the community level respondents who perceived
strong community trustworthiness and helpfulness (strong social support) across the waves in both
urban and rural areas recorded higher psychological distress mean scores compared to those with

weak or moderate perception of community trustworthiness and helpfulness.

In summary, it is evident that psychological distress mean scores were higher among rural
respondents across the various characteristics and across the three waves. The results also
identified a decrease in psychological distress in wave two compared to wave one and a slight

increase again in wave three compared to wave two.
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CHAPTER FIVE

PSYCHOLOGICAL DISTRESS PREVALENCE AMONG URBAN AND
RURAL DWELLERS IN GHANA
5.1 Introduction
The focus of this chapter is to examine the prevalence of psychological distress across the various
demographic, SES, household, and community characteristics of respondents in urban and rural
areas in Ghana. For each variable, psychological distress prevalence is compared between urban
and rural respondents, considering differences in overall prevalence and differences in specific-

level prevalence.

5.2 Psychological distress prevalence in Ghana
This subsection first examines the overall prevalence rate of psychological distress in Ghana and
specific level rates. The section examines prevalence among urban and rural respondents and,

finally among the respondents’ various sociodemographic characteristics and SES.

Overall psychological distress prevalence among respondents

Figure 5.1 establishes that approximately 33.0 percent of respondents had no psychological
distress. The overall prevalence rate of psychological distress was 66.2 percent, with moderate
psychological distress prevalence being 33.3 percent. The rate of high psychological distress
among the respondents was 22.5 percent, whereas the prevalence of very high psychological

distress was 5.4 percent.
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Figure 5.1 Psychological distress prevalence rate in Ghana

5.2.1 Psychological distress prevalence rate in urban and rural areas in Ghana

Figure 5.2 shows that the overall prevalence of psychological distress among respondents was
lower in urban areas at 52.9 percent, while rural areas had a higher overall prevalence of 66.1
percent. It is also indicated that in urban areas, 47.1 percent of respondents reported little/no
psychological distress, while in rural areas, the prevalence of little/no psychological distress was
33.9 percent. However, the rate of moderate psychological distress was higher (34.3%) among
rural respondents compared to the rate (31.7%) among respondents in urban areas. Again, in urban
areas, 17.3 percent of respondents reported high levels of psychological distress, with the rate of
high psychological distress being 25.5 percent in rural areas. Lastly, from Figure 4.2, it is reported

that the prevalence rate of very high psychological distress was significantly low among
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respondents in both urban and rural areas, even though rural respondents reported slightly higher

rates (6.3%) compared to the urban rate of 4.0 percent.
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Figure 5.2 Psychological distress prevalence rate in urban and rural areas in Ghana

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

5.3 Psychological distress prevalence across respondents’ sociodemographic characteristics
in urban and rural areas in Ghana

This section of the chapter examined the prevalence of psychological distress across the various
sociodemographic groups in urban and rural areas in Ghana. The overall prevalence of distress
between urban and rural areas is compared to each sociodemographic variable. In addition, a
comparison between urban and rural prevalence of moderate, high, and very high psychological

distress was also examined.
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5.3.1 Psychological distress prevalence rate by respondents’ sex in urban and rural areas

From Figure 5.3, it is reported that the overall prevalence of psychological distress for urban males
was 47.9 percent. Of this group, 30.6 percent experienced moderate distress, 14.1 percent reported
high distress and 3.2 percent prevalence of very high distress. However, among men in rural areas,
the overall prevalence of psychological distress was 62.8 percent. Among them, 35.3 percent
experienced moderate distress, 22.0 percent reported high distress, and 5.5 percent reported very

high distress.

Regarding females in urban areas, the overall prevalence of psychological distress was 56.4
percent. The moderate distress prevalence rate was 32.4 percent, with a 4.4 percent prevalence of
very high distress. Comparing that with rural females, it is indicated that overall prevalence was
even higher at 68.7 percent. Moreover, within the rural female population, 33.4 percent
experienced moderate distress, 28.4 percent reported high distress, and 6.9 percent reported very
high distress. In summary, Figure 4.3 shows a higher prevalence of distress among females than

males in both urban and rural areas.

114



Very High -_
Female
Very High -
0.0 10.0 20.0 30.0 40.0 50.0 60.0 70.0 80.0

= Rural mUrban

Figure 5.3 Psychological distress prevalence rate by respondents’ sex in urban and rural areas

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

5.3.2 Psychological distress prevalence rate by respondents’ age group in urban and rural
areas

Table 5.1 presents the result of psychological distress prevalence among respondents of different

age groups in urban and rural areas. For the age group less than 36 years in urban areas, the

prevalence of psychological distress was 45.3 percent. Among them, moderate, high, and very high

distress prevalence were 28.1 percent, 14.3 percent, and 3.0 percent respectively. For the same age

group in rural areas, the prevalence of psychological distress was higher at 57.4 percent.

Subsequently, 32.5 percent experienced moderate distress, 20.9 percent experienced high distress,

and 4.0 percent reported very high distress. Comparatively, it is observed that the prevalence of

psychological distress was higher in rural areas than in urban areas among respondents in this age

group.
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For respondents aged 36-45 years in urban areas, the prevalence of psychological distress was 51.2
percent. Within this same age group, 31.4 percent experienced moderate distress, 16.7 percent
experienced high distress, and 3.2 percent reported very high distress. On the other hand, among
the same age group in rural areas, the prevalence of psychological distress was 65.8 percent. The
prevalence of moderate distress was 35.9 percent, high distress prevalence was 24.2 percent, and
5.7 percent reported very high distress. Again, the result found a higher prevalence of

psychological among this age group in rural areas compared to urban areas.

Regarding respondents in the age group 46-55, the result indicated that the prevalence of
psychological distress in urban areas was 53.9 percent. For specific psychological distress
prevalence, 32.4 percent experienced moderate distress, 18.0 percent experienced high distress,
and 3.4 percent reported very high distress. In rural areas, however, distress was higher at 66.8
percent. Among this age group, 35.2 percent experienced moderate distress, 26.0 percent

experienced high distress, and the rate of very high distress was 5.6 percent.

Furthermore, in urban areas, the prevalence of psychological distress was 55.4 percent for
respondents aged 56-60. The prevalence of moderate, high, and very high distress was 34.5
percent, 15.8 percent, and 5.1 percent respectively. In rural areas, the prevalence was higher at
69.0 percent. Moderate distress was at a prevalence of 34.1 percent, high distress was 28.9 percent,

and 6.0 percent reported very high distress.

Finally, for the age group 61 years and over, the urban prevalence of psychological distress was
65.5 percent. Among this same age group, 35.1 percent experienced moderate distress, 24.0
percent experienced high distress, and the prevalence of very high distress was 6.5 percent. For

this same age group in rural areas, the overall prevalence of distress was 75.7 percent. The specific
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prevalence of moderate, high, and very high distress was 34.2 percent, 30.4 percent, and 11.1

percent respectively.

In summary, the result showed that psychological distress prevalence generally increased with age
across all age groups in both urban and rural areas. Additionally, rural areas consistently had higher

prevalence rates of psychological distress compared to urban areas within each age group.

Table 5.1 Psychological distress prevalence rate by respondents’ age group in urban and
rural areas

Age group Urban (%) Rural (%)

Less than 36 years

Moderate 28.1 325
High 14.3 20.9
Very High 3.0 4.0
Overall 45.3 57.4
36-45

Moderate 314 35.9
High 16.7 24.2
Very High 3.2 5.7
Overall 51.2 65.8
46-55

Moderate 324 35.2
High 18.0 26.0
Very High 3.4 5.6
Overall 53.9 66.8
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Table 5.1 continued

Age group Urban (%) Rural (%)
56-60

Moderate 34.5 341
High 15.8 28.9
Very High 51 6.0
Overall 55.4 69.0
61+

Moderate 35.1 34.2
High 24.0 30.4
Very High 6.5 111
Overall 65.5 75.7

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

5.3.3 Psychological distress prevalence rate by respondents’ marital status in urban and
rural areas

Figure 5.4 presents the results of psychological distress prevalence by marital status of respondents
in urban and rural areas. For respondents in a union (married or living together) in urban areas, the
prevalence rate of psychological distress was 52.3 percent. Of this group, 32.0 percent experienced
moderate distress, 16.9 percent reported high distress, and 3.4 percent reported very high distress.
However, compared to respondents in a union in rural areas, the prevalence of psychological
distress was higher at 66.7 percent. Those in a union who experienced moderate distress were 35.4

percent, high distress prevalence was 25.6 percent, and 5.7 percent experienced very high distress.

Concerning urban respondents formerly in a union (separated/divorced/widowed), the result
showed that the prevalence of psychological distress was 65.9 percent. The prevalence of moderate

distress, however, was 35.4 percent, with a high and very high prevalence of psychological distress
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being 23.6 percent and 6.8 percent, respectively. In rural areas, however, among this same group
formerly in union, the prevalence of psychological distress was 77.8 percent. Among them, 33.9
percent experienced distress, 33.0 percent experienced high distress, and 10.9 percent reported

very high distress.

For urban respondents who have never been in a union, the prevalence of psychological distress
was 44.1 percent. Among them, 29.1 percent experienced moderate distress, 13.1 percent
experienced high distress, and 2.9 percent reported very high distress. The overall prevalence of
psychological distress among the same group in rural areas was 50.9 percent. The prevalence of
moderate distress, however, was 30.0 percent, high distress was 17.1 percent, and 3.9 percent
reported very high distress. The result showed that the overall prevalence of psychological distress
was higher in urban and rural areas for respondents formerly in a union than those in a union and
never in a union. Additionally, respondents in rural areas generally had higher prevalence rates of

psychological distress across the various marital statuses compared to those in urban areas.
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Figure 5.4 Psychological distress prevalence rate by respondents’ marital status in urban and
rural areas

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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5.3.4 Psychological distress prevalence rate by respondents’ household membership status
in urban and rural areas

Figure 5.5 presents the result of the prevalence of psychological distress among household
members in urban and rural areas, focusing on their membership status. Regarding respondents
who were heads of households in urban areas, the prevalence of psychological distress was 54.8
percent. Of this group, 32.4 percent experienced moderate distress, 18.1 percent reported high
distress, and 4.2 percent experienced very high distress. In rural areas, however, the prevalence of
psychological distress was higher at 68.0 percent for respondents who were the heads of
households. Among them, 35.4 percent experienced moderate distress, 25.7 percent experienced
high distress, and 7.0 percent reported very high distress. This implied that the prevalence of
psychological distress was higher among heads of households in rural areas than those in urban

areas.

Concerning respondents who were spouses in urban areas, the prevalence of psychological
distress was 54.1 percent. Within this group of spouses, 32.8 percent experienced moderate
distress, 18.0 percent experienced high distress, and 3.3 percent reported very high distress.
Among spouses in rural areas, however, the prevalence of psychological distress was higher at
67.8 percent. Rural spouses who reported moderate psychological distress were 34.2 percent, and

those who experienced high distress were 27.9 percent and 5.7 percent reported very high distress.

Moreover, in urban areas, the prevalence of psychological distress was 43.2 percent for
respondents who were children in the household. Among them, 28.1 percent experienced moderate
distress, 12.1 percent experienced high distress, and 3.0 percent reported very high distress. For

children in households in rural areas, the prevalence of psychological distress was much higher at

120



82.1 percent. Among this population of children, 47.3 percent experienced moderate distress, 30.9

percent experienced high distress, and 4.0 percent reported very high distress.

Regarding other relatives or non-relatives in households in urban areas, the prevalence of
psychological distress was 50.7 percent. Among them, 26.7 percent experienced moderate distress,
18.6 percent experienced high distress, and 5.5 percent reported very high distress. In rural areas,
the prevalence of psychological distress was higher at 65.6 percent for respondents who were other
relatives or non-relatives within the household. Of this, 29.8 percent experienced moderate

distress, 27.7 percent experienced high distress, and 8.2 percent reported very high distress.

In summary, the results revealed that psychological distress prevalence varied significantly among
household members across urban and rural areas with, a higher prevalence rate in rural areas than

in urban areas.
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Figure 5.5 Psychological distress prevalence rate by respondents’ household membership status in
urban and rural areas

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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5.3.5 Psychological distress prevalence rate by respondents’ household size in urban and
rural areas

The prevalence of psychological distress among respondents of different household sizes in urban
and rural areas is examined in Figure 5.6. Concerning respondents being single-member
households in urban areas, the prevalence of psychological distress was 55.2 percent. Among this
group, 33.1 percent experienced moderate distress, 18.1 percent reported high distress, and 4.0
percent reported very high distress. However, in rural areas, respondents with one-member
households had a psychological distress prevalence of 68.0 percent. Within this group, 34.4 percent
experienced moderate distress, 26.0 percent experienced high distress, and 7.7 percent reported

very high distress.

Taking respondents from households with 2-3 members in urban areas into consideration, it is
observed that the prevalence of psychological distress was 54.6 percent. Prevalence rates for
moderate, high, and very high psychological distress among this group were 32.9 percent, 17.6
percent, and 4.1 percent respectively. In rural areas for this same group, the prevalence of
psychological distress was higher at 66.4 percent. Among them, 34.2 percent experienced
moderate distress, 26.0 percent experienced high distress, and 6.2 percent reported very high
distress. For respondents in households with sizes 4-6 in urban areas, the prevalence of
psychological distress was 49.7 percent. Of this group, 30.6 percent experienced moderate distress,
15.4 percent experienced high distress, and 3.8 percent reported very high distress. Among the
same group in rural areas, the results indicated that the prevalence of psychological distress was
higher at 65.5 percent. Within this group, 34.8 percent experienced moderate distress, 25.0 percent

experienced high distress, and the prevalence of very high distress was 5.8 percent.
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Finally, in urban areas, the prevalence of psychological distress was 55.3 percent for respondents
in households with seven or more members. Among this population, 28.9 percent experienced
moderate distress, 22.6 percent experienced high distress, and 3.9 percent reported very high
distress. Concerning the same group in rural areas, the prevalence of psychological distress was
higher at 67.2 percent. However, the prevalence of moderate distress was 34.7 percent, whereas
25.8 percent reported high distress, and 6.7 percent experienced very high distress. Among
respondents of different household sizes, the results again found that the prevalence of

psychological distress was higher in rural areas compared to those in urban areas.
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Figure 5.6 Psychological distress prevalence rate by respondents’ household size in urban and rural
areas

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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5.3.6 Psychological distress prevalence rate by respondents’ community of birth in urban
and rural areas

Figure 5.7 examines the prevalence of psychological distress in urban and rural areas based on
whether a respondent was born in the community of residence. The results showed that in urban
areas, the prevalence of psychological distress was 55.9 percent among respondents who were
born in the same community of interview. Of this group, 32.0 percent experienced moderate
distress, 18.8 percent reported high distress, and 5.2 percent reported very high distress. In rural
areas, however, the prevalence of psychological distress was higher at 67.6 percent for respondents

born in the same community.

It was further observed that among this group, 34.6 percent experienced moderate distress, 26.6
percent experienced high distress, and 6.5 percent reported very high distress. For respondents in
urban areas not born in the community of interview, the prevalence of psychological distress was
49.7 percent. Within this group, 31.4 percent experienced moderate distress, 15.7 percent
experienced high distress, and 2.6 percent reported very high distress. Concerning respondents in
rural areas not born in the community, the results indicated that the prevalence of psychological
distress was higher at 64.0 percent. Those in that population who experienced moderate distress
were 33.9 percent. The prevalence of high and very high distress, on the other hand, was 24.0
percent and 6.1 percent, respectively. The results established that psychological distress prevalence
varied based on whether respondents were born in the same community or not across urban and
rural areas, with an overall prevalence of distress higher among rural respondents for both born-in

and not-born-in groups compared to urban areas.
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Figure 5.7 Psychological distress prevalence rate by respondents’ place of birth in urban and rural
areas

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

5.3.7 Psychological distress prevalence rate by respondents’ religious affiliation in urban
and rural areas

Table 5.2 presents the results of psychological distress prevalence among respondents across
different religious affiliations in urban and rural areas. According to the results, in urban areas,
psychological distress prevalence among respondents identified as having no religion was 59.2
percent. The prevalence of moderate distress among this group was 33.0 percent, high distress
prevalence was also 19.2 percent, and 7.0 percent reported very high distress. In rural areas,
however, the prevalence of psychological distress was higher at 66.6 percent for respondents with
no religion. Among that group, 33.4 percent experienced moderate distress, 25.2 percent

experienced high distress, and 8.1 percent reported very high distress. For respondents identified
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as Christians in urban areas, the results indicated that psychological distress prevalence was 50.6
percent. Moderate, high, and very high distress prevalence for this same group was 31.1 percent,

16.4 percent, and 3.1 percent, respectively.

Regarding those identified as Christians in rural areas, the results indicated that the psychological
prevalence rate was 63.4 percent. Among them, the prevalence of moderate distress was 34.2
percent, high distress was 23.7 percent, and 5.5 reported very high distress. For respondents
identified as Muslims in urban areas, psychological distress prevalence was 60.0 percent. Among
them, 34.4 percent experienced moderate distress, 19.7 percent experienced high distress, and 6.0
percent reported very high distress. Among respondents of this same religion in rural areas,
psychological distress prevalence was 68.3 percent. Those who experienced moderate, high, and
very high distress in rural areas were 34.8 percent, 26.9 percent, and 6.6 percent respectively.
Regarding respondents affiliated with traditional religion, the prevalence of moderate and high
psychological distress in urban areas was 28.9 percent and 33.0 percent, respectively. In rural
areas, however, moderate, and high distress was higher, 34.4 percent and 34.1 percent,
respectively, compared to urban areas. The table nonetheless reported that the prevalence of very
high distress was higher (14.4%) in urban areas than in rural areas (9.4%). The table further
showed that the overall prevalence of psychological distress was slightly higher (77.9%) in rural
areas than in urban areas (76.3%). For respondents affiliated with other religions, the overall
prevalence of distress was 62.1 percent and 64.6 percent, in urban and rural areas respectively.
Among respondents in urban areas, the prevalence of moderate distress was 31.0 percent, while
20.7 percent experienced high distress. The prevalence of moderate and high psychological
distress in rural areas was comparatively higher: 32.0 percent and 25.2 percent, respectively.

However, the very high distress prevalence was higher (10.3%) in urban areas compared to rural
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areas (7.3%). In summary, the result indicated that the overall prevalence of psychological distress
was highest in both urban and rural areas among respondents affiliated with the traditional religion

and lowest among those with no religion.

Table 5.2 Psychological distress prevalence rate by respondents’ religious affiliation in
urban and rural areas

Religion Urban (%) Rural (%)
None

Moderate 34.0 33.4
High 19.2 25.2
Very High 7.0 8.1
Overall 59.2 66.6
Christian

Moderate 31 34.2
High 16.4 23.7
Very High 3.1 5.5
Overall 50.6 63.4
Muslim

Moderate 34.4 34.8
High 19.7 26.9
Very High 6.0 6.57
Overall 60.0 68.3
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Table 5.2 continued

Religion Urban (%) Rural (%)
Traditional

Moderate 28.9 34.4
High 33.0 34.1
Very High 14.4 9.4
Overall 76.3 77.9
Other

Moderate 31.0 32.0
High 20.7 25.2
Very High 10.3 7.3
Overall 62.1 64.6

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

5.3.8 Psychological distress prevalence rate by respondents’ region in urban and rural
areas

Table 5.3 reports that in the Western region of Ghana, the overall prevalence of psychological
distress was higher (59.4%) in rural areas compared to the rate (43.6%) in urban areas within the
same region. Moreover, the prevalence rate of moderate (32.7%), high (21.6%) and very high
(5.2%) psychological distress in rural areas was higher compared to urban areas, the prevalence of
moderate (26.3%), high (14.8%) and very high (2.5%) psychological distress. Similarly, in the
Central region, the overall prevalence of psychological distress was higher (63.5%) in rural areas
compared to the prevailing rate of 55.1 percent in urban areas. At the specific levels, however,
very high psychological distress prevalence was higher (7.2%) in urban areas compared to rural
areas (4.1%). Moderate and high distress in rural areas were nonetheless higher (38.6% and
20.8%), respectively, compared to rates (29.8% and 18.1%) in urban areas within the region. The

overall prevalence of psychological distress in the Greater Accra region urban areas was 52.7
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percent, while in rural areas, the overall prevalence rate was 56.4 percent. Apart from the
prevalence of moderate distress, which was higher (37.5%) in urban areas, the rate of high and
very high distress was higher (17.6% and 3.1%) in rural areas compared to urban areas (13.5% and
1.7%) in the Greater Accra region. Like results from other regions, the table showed that, the
prevalence rate for psychological distress in the Volta region was 64.4 percent in urban areas,
lower than 67.0 percent in rural areas. There were no significant differences, however, in high and
very high psychological distress prevalence. Regarding very high distress, in urban areas in the
Volta region, a slightly higher (5.7%) prevalence was observed compared to the rate of 5.6 percent
in rural areas. Moderate and high distress prevalence was slightly higher (32.7% and 28.7%) than
those in rural areas (30.2% and 28.6%). The prevalence rates in the Eastern region at all levels
(moderate, high, and very high) were higher (35.2%, 26.2%, and 8.8%) in rural areas compared to
what was found in urban areas (31.8%, 20.4%, and 4.9%). Notably, the overall prevalence of
distress in rural areas was much higher (70.1%) compared to urban (57.1%) areas in the same
region and even other rural areas in southern Ghana. In the Ashanti region, just like the trend
observed in the Eastern region, psychological distress prevalence was higher (28.8%, 22.3%, and
5.5%) at all levels (moderate, high, and very high) in rural areas compared to urban areas (24.4%,
12.6%, and 2.7%). In addition, overall distress prevalence was also higher (56.5%) in rural areas
than in urban areas (39.7%). In the Brong Ahafo region, overall distress prevalence was higher
(60.6%) in rural areas compared to a rate of 57.1 percent in urban areas. However, the prevalence
of high and very high distress was slightly higher (20.9% and 4.5%) in urban areas compared to
rural areas (20.1% and 4.1%), respectively. The rate of moderate distress in urban areas was
nonetheless lower (31.8%) than in rural areas (36.4%). The table reported that the overall

prevalence of psychological distress in urban areas of the northern region was 63.7 percent lower
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than the overall prevalence rate (69.6%) in rural areas in the same region. Moderate distress was,
however, higher (37.8%) in urban areas compared to rural areas (34.3%). Inversely, the prevalence
of high and very high distress was higher in rural areas (27.0% and 8.3%) compared to urban areas
(19.0% and 6.9%). In the Upper East region of Ghana, overall prevalence of distress was
significantly higher (65.7% and 73.0%), in urban and rural areas compared to other regions in
Ghana’s southern and middle belts. Within the region, however, moderate distress was higher
(37.6%) in urban areas than in rural areas (30.5 percent). On the other hand, there was a higher
prevalence (35.4% and 7.1%) of high and very high distress in rural areas compared to urban areas

(24.9% and 3.3%).

Finally, it was observed from the table that the Upper West region recorded the highest
psychological distress prevalence (80.2% and 85.7%) in Ghana in both urban and rural areas,
respectively. However, the prevalence of very high distress within the region was higher (7.2%)
in urban areas than in rural areas (6.8%). The prevalence of moderate and high distress in rural
areas of this region was, however, higher (46.3% and 32.6%) compared to the rates in urban areas

(44.1% and 28.8%).

In summary, it was evident that the overall prevalence of distress was very high in all regions,
particularly in urban and rural areas of the Volta, Upper East and Upper West regions, and rural
areas in the Eastern region. Ashanti region recorded the least urban prevalence of psychological
distress while rural areas in Greater Accra experienced the least prevalence rate of psychological

distress.
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Table 5.3 Psychological distress prevalence rate by respondents’ region in urban and rural
areas

Region Urban (%) Rural (%)
Western

Moderate 26.3 32.7
High 14.8 216
Very High 2.5 5.2
Overall 43.6 59.4
Central

Moderate 29.8 38.6
High 18.1 20.8
Very High 7.2 4.1
Overall 55.1 63.5
Greater Accra

Moderate 37.5 35.7
High 13.5 17.6
Very High 1.7 3.1
Overall 52.7 56.4
Volta

Moderate 30.2 32.7
High 28.6 28.7
Very High oY/ 5.6
Overall 64.4 67.0
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Table 5.3 continued

Region Urban (%) Rural (%)
Eastern

Moderate 31.8 35.2
High 204 26.2
Very High 4.9 8.8
Overall 57.1 70.1
Ashanti

Moderate 24.4 28.8
High 12.6 22.3
Very High 2.7 55
Overall 39.7 56.5
Brong Ahafo

Moderate 31.8 36.4
High 20.9 20.1
Very High 4.5 4.1
Overall 57.1 60.6
Northern

Moderate 37.8 34.3
High 19.0 27.0
Very High 6.9 8.3
Overall 63.7 69.6
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Table 5.3 continued

Region Urban (%) Rural (%)
Upper East

Moderate 37.6 30.5
High 24.9 35.4
Very High 3.3 7.1
Overall 65.7 73.0
Upper West

Moderate 44.1 46.3
High 28.8 32.6
Very High 7.2 6.8
Overall 80.2 85.7

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

5.4 Psychological distress prevalence across respondents’ SES in urban and rural areas.

This section explored the prevalence of psychological distress among the various SES variables.
Like the sociodemographic variables, the prevalence of psychological distress was also looked at
between urban and rural areas, focusing first on overall prevalence and then distress-specific

prevalence.

5.4.1 Psychological distress prevalence rate by respondents’ highest educational
gualification attained in urban and rural areas.

Table 5.4 reports the prevalence rate of psychological distress prevalence by respondents’ highest
educational qualification compared to the prevalence rate between urban and rural areas.
Regarding respondents in urban areas who had no educational qualification, the overall prevalence
of psychological distress was 64.3 percent lower than the overall prevalence in rural areas (70.8%).

Similarly, the prevalence of moderate (33.6%), high (24.1%), and very high (6.7%) distress in
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urban areas was also lower than what was recorded in rural areas (34.7%, 28.4%, and 7.7%),
respectively. Similarly, the overall prevalence of distress among respondents with MSLC and its
equivalent qualification in urban areas was 50.0 percent. Moderate, high, and very high distress
was 32.5 percent, 14.9 percent, and 2.6 percent, among the same group in urban areas. Compared
to respondents with the same qualification, it was observed that overall distress prevalence (57.1
percent), together with moderate (33.6%), high (20.0%), and very high distress (3.5%), were all
higher in rural areas than in urban areas. It was further observed that psychological distress overall
(52.7%), moderate (31.7%), and high (18.5%) prevalence was higher in rural areas compared to
urban areas (Overall=40.2%, moderate=26.1%, and high=11.6% for respondents who had attained
SSCE qualification and its equivalence. However, the table reported an equal prevalence of very
high distress in urban and rural areas. Again, respondents with Teacher Training/HND/ Prof.
Diploma qualifications in rural areas also experienced a higher prevalence of overall (50.7%),
moderate (32.0%), high (14.3%), and very high (4.3%) distress compared to those with similar
qualifications in urban areas (overall=39.4%, moderate=30.9%, high=8.4%, and very high=0.2%).
Concerning respondents with bachelor’s degrees and above qualifications, overall psychological

distress prevalence was still higher in rural areas (49.1%) compared to urban areas (37.2%).

Additionally, moderate (36.6%) and high distress (11.6%) prevalence rates were higher in rural
areas than in urban areas (27.6% and 8.4%), respectively. However, the table indicated that very
high distress was higher (1.2%) in urban areas than in rural areas (0.9%). Respondents with other
forms of qualifications in urban areas experienced a higher prevalence of overall (50.8%), high
(15.4%), and very high (1.5%) distress compared to those in rural areas (overall=29.9%,
high=13.9%, and very high=0.0%). Moderate prevalence, nonetheless, was higher (44.4%) in rural

areas than in urban areas (33.9%). In summary, it is evident from the table that the overall
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prevalence of psychological distress in both urban and rural areas was highest among respondents
with no educational qualification and lowest in urban areas among respondents with a bachelor’s

degree and above.

Table 5.4 Psychological distress prevalence rate by respondents’ highest educational
gualification attained in urban and rural areas

Highest edu. qualification Urban (%) Rural (%)
None

Moderate 33.6 34.7

High 24.1 28.4

Very High 6.7 7.7
Overall 64.3 70.8

MSLC/BECE/Q' Level

Moderate 325 33.6
High 14.9 20.0
Very High 2.6 35
Overall 50.0 57.1

SSCE/A' Level/Prof. Cert.

Moderate 26.1 31.7
High 11.6 18,5
Very High 2.5 25
Overall 40.2 52.7
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Table 5.4 continued

Highest edu. qual. Urban (%) Rural (%0)
Teacher Training/HND/ Prof.

Diploma

Moderate 30.9 32.0
High 8.4 14.3
Very High 0.2 4.3
Overall 39.4 50.7
Bachelor’s Degree+

Moderate 27.6 36.6
High 8.4 11.6
Very High 1.2 0.9
Overall 37.2 49.1
Other qualifications

Moderate 33.9 44.4
High 15.4 13.9
Very High 15 0.0
Overall 50.8 29.9

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

5.4.2 Psychological distress prevalence rate by respondents’ SSS in urban and rural

areas.

Figure 5.8 presents the prevalence of psychological distress among respondents in the different
SSSs in urban and rural areas. It is observed that the overall prevalence of psychological distress
among respondents in the lowest, middle, and highest SSS in rural areas was higher (65.4%,
64.8%, 70.7%) compared to the overall prevalence in urban areas (lowest=54.2%, middle=50.1%,
and highest=56.2%) respectively. In the same way, moderate, high, and very high distress

prevalence in rural areas was also higher compared to urban areas. However, in urban and rural
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areas, respondents in the highest SSS experienced the highest psychological distress prevalence

compared to those in the lowest and middle SSS.
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Figure 5.8 Psychological distress prevalence rate by respondents’ SSS in urban and rural areas

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

5.4.3 Psychological distress prevalence rate by occupational status in urban and rural
areas

Table 5.5 shows the prevalence rate of psychological distress among respondents of different
occupations in urban and rural areas. Regarding respondents who were paid employees, the table
indicates that the overall prevalence of psychological distress was higher (54.5%) among rural
areas compared to urban areas (47.8%). Again, specific moderate, high, and very high prevalence
levels were also higher in rural areas than in urban areas. Similarly, among respondents who were
business and farm owners, the prevalence rate of psychological distress was higher across all

categories in rural areas than in urban areas. While farm owners in rural areas experienced the
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highest (68.6%) psychological distress prevalence, it was observed, however, paid employees in

urban areas reported the lowest distress prevalence among the occupational groups.

Table 5.5 Psychological distress prevalence rate by occupational status in urban and rural
areas

Occupational Status Urban (%) Rural (%)
Paid Employee

Yes

Moderate 31.6 33.0
High 13.6 17.9
Very High 2.6 3.7
Overall 47.8 54.5
Business Owner

Yes

Moderate 31.9 35.0
High 16.7 24.4
Very High 3.3 4.5
Overall 51.9 63.9
Farm Owner

Yes

Moderate 33.1 36.2
High 20.8 25.6
Very High 4.2 6.8
Overall 58.1 68.6

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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5.5 Psychological distress prevalence across respondents’ household factors in urban and
rural areas.

This section, in line with the chapter’s objective, continues to focus on the prevalence of
psychological distress in urban and rural areas in Ghana. In this section, the distress prevalence of
respondents was examined considering their household characteristics such as wealth quintile, debt

status, receipt of in-transfer, dwelling occupancy status, and access to ICT.

5.5.1 Psychological distress prevalence rate by respondents’ household wealth quintile in
urban and rural areas.

Table 5.6 presents the psychological distress prevalence across respondents’ household wealth
quintiles by comparing overall and level-specific prevalence in urban and rural areas. Regarding
respondents in households in the poorest quintile, the table reported that the overall prevalence of
psychological distress was higher (78.1%) among those in rural areas compared to those in urban
areas (65.5%). Moreover, within the same poorest quintile, the prevalence of high and very high
distress was also higher (32.3% and 8.9%) in rural than in urban (20.5% and 6.6%) areas,
respectively. Moderate distress prevalence, however, was higher (38.4%) among respondents in
households in the poorest quintile in urban areas than those in rural areas (36.9%). Furthermore,
the table revealed that the poor quintile households’ respondents in rural areas experienced a higher
prevalence of overall (62.1%), moderate (34.8%), high (22.3%), and very high (5.0%)
psychological distress compared with the prevalence rate (overall=55.1%, moderate=33.9%,
high=17.9% and very high=3.3%) for those in the same quintile in urban areas. A similar trend is
observed for respondents in the middle, rich and richest quintiles, where the prevalence of
psychological distress at all levels was higher in rural areas compared to urban areas. In summary,
the table shows that the prevalence of overall psychological distress was highest among urban and

rural respondents in the poorest wealth quintile.
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Table 5.6 Psychological distress prevalence rate by respondents’ household wealth quintile
in urban and rural areas

Wealth Quintile Urban (%) Rural (%)
Poorest

Moderate 38.4 36.9
High 20.5 32.3
Very High 6.6 8.9
Overall 65.5 78.1
Poor

Moderate 33.9 34.8
High 17.9 22.3
Very High 3.3 5.0
Overall 55.1 62.1
Middle

Moderate 31.0 32.7
High 13.4 22.6
Very High 2.5 3.8
Overall 46.9 59.1
Rich

Moderate 30.4 32.7
High 18.8 25.2
Very High 4.3 6.7
Overall 53.5 64.6
Richest

Moderate 28.1 33.0
High il 7% 22.1
Very High 4.1 6.0
Overall 49.4 61.1

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

140



5.5.2 Psychological distress prevalence rate by respondents’ household debt status in urban
and rural areas

Figure 5.9 presents the prevalence of psychological distress among respondents in urban and rural
areas based on their household debt status. In both urban and rural areas, there were no significant
differences in the prevalence of distress among respondents in households with debts and those
without debts. While the overall prevalence of distress among respondents in households with
debts was 54.0 percent and 66.9 percent in urban and rural areas, respectively, those without debts
recorded 52.5 percent and 65.8 percent in urban and rural areas. However, it remains clear that the

prevalence of distress in both situations at all levels was higher in rural areas than in urban areas.
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Figure 5.9 Psychological distress prevalence rate by respondents’ household debt status in urban
and rural areas

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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5.5.3 Psychological distress prevalence rate by respondents’ household receipt of transfer
in urban and rural areas
Figure 5.10 shows the prevalence of distress among respondents in urban and rural areas based on
household receipts of goods or money. Surprisingly, it is revealed that respondents in households
who received transfers in urban (55.2%) and rural (68.7%) areas alike experienced overall higher
distress compared to those who did not receive (urban=51.3% and rural=64.4%). High and very
high distress prevalence was also higher among respondents in households who received transfers
in urban and rural areas than those who did not. In all categories, however, distress prevalence in

rural areas as shown, was higher than in rural areas.
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Figure 5.10 Psychological distress prevalence rate by respondents’ household receipt of transfer
in urban and rural areas

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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5.5.4 Psychological distress prevalence rate by respondents’ household occupancy status
in urban and rural areas

The prevalence of psychological distress of respondents based on their households’ occupancy
status is shown in Figure 5.11. It is revealed that the overall psychological distress was higher
(30.3%) among respondents in urban areas whose households lived in rented accommodation
compared to those in rural areas (8.0%). The results further revealed that there was no significant
difference (urban=30.0%, rural=29.5%) in the prevalence of moderate distress for respondents in
both urban and rural areas living with households in rented accommodation. However, respondents
in rural areas who lived in rented accommodation experienced relatively higher prevalence in high
(20.7%) and very high (6.6%) compared to urban respondents (high=15.6%, very high=2.7%) who

lived in rented accommodation.

On the contrary, the results also showed that the overall prevalence of psychological distress in
urban and rural areas for respondents not living in rented accommodation was higher
(urban=69.7%, rural=92.0%) compared to those who rented in both urban and rural areas
(urban=30.3%, rural=8.0%). However, comparing the overall prevalence between urban and rural
areas for respondents who did not pay rent, it is observed that those in rural areas had higher
distress (92.0%) than those in urban areas (69.7%). In addition, the results for respondents who
occupied rent-free accommodation indicated a higher prevalence of moderate (34.7%), high
(25.9%) and very high (6.5%) distress in rural areas compared to respondents who lived in rent-

free accommaodation in urban areas (moderate=32.4 %, high=18.0%, very high=4.5%).
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Figure 5.11 Psychological distress prevalence rate by respondents’ household occupancy status
in urban and rural areas

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018

5.5.5 Psychological distress prevalence rate by respondents’ household access to ICT in
urban and rural areas

Table 5.7 provides information on the prevalence of psychological distress among respondents in
urban and rural areas, considering their household access to ICT tools and services. Regarding
respondents in a household with access to fixed line telephone, the results revealed that overall
prevalence of distress among respondents in both urban (4.7%) and rural (0.5%) areas were
relatively low. The moderate distress prevalence among respondents with access to fixed line
telephone was marginally high in urban (30.4%) and rural (21.2%) areas. The results also revealed
that the proportion of respondents with access to a fixed-line telephone in rural areas, with high
distress prevalence was more (23.5%) compared to those in urban areas (12.4%). However, among

respondents in households with access to a fixed-line telephone, the prevalence of very high
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psychological distress, though broadly lower, was higher in urban areas (4.4%) than in rural areas

(2.4%).

For respondents in households without access to a fixed-line telephone, the results showed a
significantly higher overall psychological distress prevalence in both urban (95.3%) and rural
(99.5%) areas. Like overall distress prevalence in rural areas, the results further indicated that
moderate (34.2%), high (25.4%), and very high (6.3%) distress were more prevalent among
respondents in households without access to a fixed-line telephone in rural areas compared to

urban areas (moderate=31.7%, high=17.5%, and very high=3.9%).

Concerning the psychological distress prevalence of respondents in households with access to a
mobile phone, the results showed quite a significant prevalence of overall distress in urban (92.7%)
and rural areas (76.6%). Apart from overall distress prevalence, which was higher among urban
respondents, the prevalence of moderate (34.6%), high (23.4%), and very high (4.9%) distress was
found to be more dominant among rural respondents than those in urban areas. However, for
respondents in households without access to a mobile phone, it was found that overall (23.4%),
very high (11.0%), and high (32.7%) psychological distress were more prevalent in rural areas
compared to urban areas. Moderate (36.4%) psychological distress, on the other hand, was higher

among respondents in urban areas compared to those in rural areas (33.3%).

Table 5.7 further shows that the overall prevalence of psychological distress among respondents
in households with access to a personal computer, though relatively low, was higher (16.2%) in
urban areas compared to rural areas (3.4%). Moderate distress prevalence was also slightly higher
(28.8%) in urban areas compared to rural areas (28.2%). The prevalence of high (15.5%) and very
high (2.9%) distress was, however, dominated in rural areas more than in urban areas (high=11.3%,

very high=1.6%), respectively. It is also observed that the overall prevalence of distress in urban
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(83.8%) and rural (96.6%) areas among respondents whose households have no access to a
personal computer was tremendously high. The results further identified that the prevalence of
psychological distress for respondents without access to a personal computer at all levels was
higher (overall=96.6%, very high=6.4%, high=25.9%, and moderate=34.5%) in rural areas than in

urban areas (overall=83.8%, very high=4.4%, high=18.4%, and moderate=32.2%).

Moreover, Table 5.7 provides information on the prevalence of psychological distress among
respondents in households with and without access to e-commerce in urban and rural areas.
Regarding respondents with access to e-commerce, the results indicated that overall distress
prevalence, though generally lower, was higher in urban (5.6%) areas than rural areas (1.8%).
Conversely, moderate (28.0%), high (17.5%), and very high (4.0%) distress prevalence among
respondents with access to e-commerce was more dominant in rural areas than in urban areas.
Among respondents without access to e-commerce, however, the results found a very high
prevalence of overall distress in urban (94.4%) and rural (98.2%) areas. In addition, the prevalence
of moderate (34.4%), high (25.7%), and very high (6.3%) distress was also predominant in rural

areas compared to urban areas.

Finally, the results from Table 5.7 on respondents’ access to the internet and psychological distress
prevalence revealed that apart from overall (22.2%) and moderate (29.5%) distress, where
prevalence was higher in urban areas, high (26.4%) and very high (6.6%) distress on the other
hand, were more prevalent in rural areas than in urban areas. Concerning respondents in
households without access to the internet, the results found a higher prevalence of moderate
(34.8%), high (26.4%), very high (6.6%), and overall (91.1%) distress in rural areas compared to

urban areas (moderate= 32.3%, high=18.0%, very high=6.6%, and overall=77.8%).
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In summary, the evidence suggests that information and communication technologies (ICT)
moderate the prevalence of psychological distress. Specifically, rural respondents tend to exhibit
elevated levels of distress, particularly in cases when access to these technologies is lacking. In
general, urban respondents exhibit lower levels of distress, although the extent of this variation is

dependent upon the precise type of ICT being considered.

Table 5.7 Psychological distress prevalence rate by respondents’ household access to ICT in
urban and rural areas

Household access to ICT Urban (%) Rural (%)

Fixed line telephone

Yes

Moderate 30.4 21.2
High 124 235
Very High 44 2.4
Overall 4.7 0.5
No

Moderate 31.7 34.2
High 17.5 25.4
Very High 3.9 6.3
Overall 95.3 99.5
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Table 5.7 continued

Household access to ICT Urban (%) Rural (%)
Mobile Phone

Yes

Moderate 31.3 34.6
High 16.5 23.4
Very High 35 4.9
Overall 92.7 76.6
No

Moderate 36.4 33.3
High 26.4 32.7
Very High 9.4 11.0
Overall 7.3 23.4
Personal computer

Yes

Moderate 28.8 28.2
High 11.3 15.5
Very High 1.6 2.9
Overall 16.2 3.4
No

Moderate 322 34.5
High 18.4 25.9
Very High 4.4 6.4
Overall 83.8 96.6
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Table 5.7 continued

Household access to ICT Urban (%) Rural (%)
E-commerce

Yes

Moderate 25.1 28.0
High 10.1 17.5
Very High 3.2 4.0
Overall 5.6 18
No

Moderate 321 344
High 17.7 25.7
Very High 4.0 6.3
Overall 94.4 98.2
Internet

Yes

Moderate 29.5 29.2
High 14.7 17.0
Very High 2.6 3.7
Overall 22.2 8.9
No

Moderate 3208 34.8
High 18.0 26.4
Very High 4.3 6.6
Overall 77.8 911

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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5.5.6 Psychological distress prevalence by respondents’ perceived community trust and
support in urban and rural areas.

This final section examines the prevalence of psychological distress, considering the community
characteristics of the respondents. Specifically, the section focused on the prevalence of
psychological distress among respondents based on the extent to which they perceived their
community members to be trustworthy and helpful, and their willingness to contribute time to

community projects that did not benefit their households directly.

According to Table 5.8, the overall prevalence of psychological distress among respondents who
agreed that members of their community could be trusted was higher (58.3%) in rural areas than
in urban areas (37.9%). Similarly, the prevalence of moderate (34.8%), high (25.1%), and very
high (6.0%) distress was also intense among respondents in rural areas who perceived their

community members could be trusted compared to those in urban areas.

Among respondents who were undecided as to whether members of their community were
trustworthy or not, the results found that the prevalence of moderate (34.7%), high (27.6%), and
very high (10.2%) distress was higher in rural areas than observed in urban areas. However, the
prevalence of overall distress was higher (14.0%) among urban respondents compared to those in

rural areas (10.2%).

Following the same trend, the results further showed that moderate (33.1%), high (25.6%), and
very high (6.9%) psychological distress prevalence was also higher in rural areas for respondents
who disagreed that members of their community were trustworthy. However, the overall
prevalence of distress among this category of respondents was higher in urban (47.2%) areas than

in rural areas (31.2%).
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Regarding community helpfulness and prevalence of psychological distress, Table 5.7 reports that
psychological distress prevalence at all levels (moderate=34.8%, high=24.5%, very high=5.9%,
overall=56.4%) was higher among rural respondents who perceived that members of their
community were helpful compared to those in urban areas (moderate=29.8%, high=17.7%, very
high=3.9%, overall=36.9%). Similarly, the prevalence of moderate (34.1%), high (26.7%), and
very high (6.4%) distress among respondents who were neutral as to whether their community
members were helpful or not was higher in rural areas compared to urban areas. However, the
overall prevalence of psychological distress was slightly higher (15.1%) among urban respondents

compared to those in rural areas (11.3%).

Even among respondents who perceived that their community members were not helpful, the
results again found that moderate (33.5%), high (26.9%), and very high (7.0%) distress was more
intense in rural areas than in urban areas. The overall prevalence of psychological among
respondents in this category was nonetheless higher (46.9%) in urban areas compared to rural areas

(31.9%).

Concerning respondents’ perception of the need for alertness when dealing with members of their
community and psychological distress prevalence, the results were not different. For respondents
who agreed to the need to be alert, the results found that apart from overall distress, which was
slightly higher (69.5%) in urban areas, moderate (33.7%), high (24.5%), and very high (5.5%)
prevalence of distress was dominant in rural areas than in urban areas. A similar trend was
observed for respondents who were neutral about whether they needed to be alert when dealing
with community members or not. The prevalence of moderate (34.0%), high (26.9%), and very
high (6.4%) distress was higher in rural areas. Overall distress prevalence was slightly higher

(10.7%) in urban areas than in rural areas. However, in the case of respondents who disagreed that
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one needed to be alert when dealing with community members, the results showed the
psychological distress prevalence at all levels (moderate=35.5%, high=27.1%, very high=7.9%,

overall=29.2%) was higher in rural areas compared to urban areas.

The final segment of Table 5.8 examines respondents’ willingness or unwillingness to contribute
to a community project even if it did not directly benefit their household and the prevalence of
psychological distress. For respondents who expressed willingness to contribute time to a
community project, the results found that prevalence of moderate (33.4%), high (22.1%), very high
(4.6%), and overall (62.9%) psychological distress was higher among respondents in rural areas
than those in urban areas (moderate=30.2%. High=15.8%, very high=2.7%, overall=61.8%). Quite
similarly, for respondents who were unwilling to contribute time to a community project, the
results also showed that moderate (35.7%), high (31.3%), and very high (9.2%) psychological
distress prevalence was intense in rural areas compared to urban areas (moderate=34.1%,
high=19.4%, very high=5.6%). However, there was a slight increase in overall distress prevalence

(38.2%) among urban respondents than in those in rural areas (37.1%).
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Table 5.8 Psychological distress prevalence across respondents’ community factors in
urban and rural areas

Community factors Urban (%) Rural (%)

Trustworthiness

Agree

Moderate 30.2 34.8

High 17.6 25.1

Very High 3.9 6.0
Overall 37.9 58.3
Neutral

Moderate 329 34.7
High 17.7 27.6
Very High 4.2 6.5
Overall 14.0 10.2
Disagree

Moderate 32.6 331
High 16.8 25.6
Very High 3.7 6.9
Overall 47.2 31.2
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Table 5.8 continued

Community factors Urban (%) Rural (%)
Helpfulness

Agree

Moderate 29.8 34.8
High 17.7 24.5
Very High 3.9 5.9
Overall 36.9 56.4
Neutral

Moderate 31.7 34.1
High 16.0 26.7
Very High 3.3 6.4
Overall 15.1 11.3
Disagree

Moderate 33.1 33.5
High 17.2 26.9
Very High 4.0 7.0
Overall 46.9 31.9
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Table 5.8 continued

Community factors

Urban (%)

Rural (%0)

Alertness
Agree
Moderate
High
Very High
Overall
Neutral
Moderate
High
Very High
Overall
Disagree
Moderate
High
Very High

Overall

Community project participation

Will contribute
Moderate

High

Very High

Overall

Will not contribute
Moderate

High

Very High

Overall

31.3
17.2

3.8
69.5

325
18.2

4.2
10.7

32.6
16.7

3.6
18.8

30.2
15.8

2.7
61.8

34.1
19.4

5.6
38.2

33.7
24.5

5.5
60.0

34.0

26.9
6.4
10.4

355
27.1
7.9
29.2

33.4

22.1
4.6
62.9

35.7
31.3

9.2
37.1

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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5.7 Discussion

Results from this study showed that the overall prevalence rate of psychological distress was 52.9
percent and 66.1 percent in urban and rural areas of Ghana, respectively. Specifically, the findings
showed that most urban respondents had little or no psychological distress compared to rural areas.
However, moderate to very high psychological distress was higher among rural participants. Focus
group discussions among females in a rural community in the middle zone provided some
explanation for factors accounting for the higher psychological distress prevalence in rural

communities:

“There is a difference because there are quite a number of job opportunities in the urban areas
compared to the rural areas. For instance, one can even engage in head porterage, cleaning,
among others and earn some income at the end of the day, but in the rural areas, all we have
is farm work. The farm work has also become difficult for us because the lands are not readily
available, and we do need more money to rent the lands to farm in rural areas”. (FGD, rural,
females, 2023).

This is consistent with the study by Nanewortor (2011) that found that compared to urban dwellers,
adolescents in rural areas had higher levels of suicide ideation and psychological distress. In other
developing countries, the findings of other studies corroborated this result (Kidwai, 2014; Chen et
al., 2021). Lack of employment opportunities, food insecurity and poor living conditions in rural
areas are possible causes of higher psychological distress in Ghana and other rural communities in

developing countries (Vousoura, 2014; Islam, 2019; Sweetland et al., 2019).

In contrast, studies from other regions have shown different outcomes. Dhingra et al. (2009) found

that psychological distress (MPD or SPD) was more prevalent among urban county inhabitants

156



than rural county residents. Similarly, a more recent study by Gunther et al. (2017) in Suriname
indicated that 3.8 percent of people experienced severe mental distress, 4.9 percent of people
experienced moderate mental distress, and 10.8 percent of people experienced mild mental
distress, lower than what this study found. The study further showed that primary risk factors for
mental distress are being a woman, being of the maroon ethnicity, having poor income and
education levels, residing in urban areas, being unemployed, and being single. In addition, Islam
(2019) study revealed that individuals residing in Pourashava (semi-urban areas) and urban
Pourashava reported a higher prevalence of psychological distress when compared to rural areas
(specifically, Narail upazilla). Other studies have found no difference in psychological distress

between dwellers in urban and rural areas (Judd, 2006).

This contrary view was also confirmed in an FGD among males in the rural community from the

northern zone. It was explained that:

“I think those in the urban areas will be more distressed. This is because they have seen what
their colleagues do, especially those in Kumasi and Accra. Young men like us think about
travelling abroad to seek greener pastures, but as we sit here, we will not think that way. If
there is, there will be few of us, but when you go to the urban centres, they are always thinking
about to the extent that some engage in robbery to get money to travel... ”. (FGD, rural, males,
2023).

Compared to males, females had slightly higher psychological distress prevalence in both urban
and rural areas. Possible reasons to substantiate this finding were illuminated in the FGDs in urban
and rural areas. This was explained in a female FGD in an urban area in the southern zone as

follows:

157



“I would say the women get distressed more than the men. The men have the work they do and
provide for the family, but the woman must cater for the home aside from the job she must do
outside the home. If the man cannot earn some money, he doesn’t go the extra mile to make
provisions for the home, but the woman will find any means possible to provide for the family.
Every morning when the men leave for work, the children tend to come to us for their needs

which makes us more distressed than the men”. (FGD, urban, females, 2023).

Contrary to the results of the survey and views of females in urban areas, males in an urban area
in the southern zone during an FGD also provided a justification that psychological distress was

higher among males in urban areas than females. This was expressed as:

“..Itis the men. | say this because it is our responsibility to provide everything the house needs
even though we may have our own accommodation. In terms of education for our children, we
are the ones obligated to provide for the educational needs of our children. I also have a duty to
provide for my wife, and support from my wife tends to be a plus since it is not mandated for her
to carry this burden. So, I think the men are more distressed than the women”. (FGD, urban,

males, 2023).

Findings from other studies corroborated with this result that females are more distressed
psychologically compared to males. For example, Di Blasi et al. (2021) used a two-wave
longitudinal design that sought to assess changes in women’s psychological distress during the
COVID-19 pandemic. The study found that high psychological distress was predicted by lower
social stability and higher maladaptive emotional coping in women. In another recent study, Matud
et al. (2020) examined the significance of stress, coping mechanisms, self-esteem, and perceived

social support in distress of emerging adult women and men. This study showed that psychological
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distress, chronic stress, minor daily hassles, emotional coping, and social support were higher in

women compared to men.

Even though biological evidence also confirms higher psychological distress among females than
males it has been argued that the higher prevalence of suicide among men which does not reflect
in depression could be attributed to a gender bias in diagnosis, lower male help-seeking behaviour,
and dysfunctional male coping mechanisms for stress (Hausmann et al., 2008; World Health
Organization, 2019). For example, in the Ghanaian cultural setting, there are established norms
such as “men do not cry” and “a man takes the bitter pill”, which could make it difficult for males

to express their psychological needs (Gyan et al., 2020; Dery & Apusigah, 2021).

Although this study found higher psychological distress prevalence among rural and females
compared to urban and males respectively, further cross-tabulations showed the significance of
place of residence in predicting the extent of psychological distress. For instance, there was a
significant difference in psychological distress between men in rural areas and females in urban
areas. Males in rural areas, when compared to women in urban areas, recorded higher
psychological distress prevalence as well as males in urban compared to males in rural areas and
females in urban and females in rural areas. These findings further underscore how prevailing
conditions in rural areas in Ghana and other developing countries impact the psychological well-
being of dwellers. This could account for the ever-increasing rural-urban migration in Ghana (GSS,
2021) and other developing countries. The findings further showed other socio-demographic
characteristics such as age, marital status, religion, respondents’ relationship with household head,
household size and region of residence were associated with psychological distress. In both urban
and rural areas, the study found an increase in psychological distress prevalence with increasing

age. A possible explanation could be the increase in responsibilities, such as caring for the nuclear
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and extended acquisition of basic life assets and other unfavourable social events, including
ageism, disengagement, and lack of belonging (WHO, 2018; Gyasi et al., 2019) which have the
potential to increase stress, loneliness and anxiety leading to psychological distress. In contrast,
other studies (Blanchflower & Oswald, 2008; Stone et al., 2010; Keyes et al., 2014) have found
that psychological distress increases continuously from adolescence until middle life, then levels
off in old age. Extending the debate, Lang et al. (2011) using pooled data from the annual Health
Survey for England, found that experience and greater prevalence of psychological distress,
common mental illness and treatment in midlife was not a universal occurrence but rather
associated with those in low-income households. The psychological distress prevalence of
respondents who were separated, divorced, or widowed were higher in both urban and rural areas
compared to those in union and never in union. In consonance with the social support theory
(Cohen, 2000; Reis & Gable, 2003), living with a partner (married or living together) comes with
some support, security, social status and agency marriage in Ghana and other sub-Saharan African
countries (Duncan, 2010; Kyalo, 2012; Addai et al., 2015; Dery & Bawa, 2019). Considering the
above, it is not surprising that spousal loss (widowhood and divorce/separation) is associated with
higher psychological distress levels in Ghana. Reinforcing this evidence, a recent study by Gyasi
& Phillips (2020) using data from 2016/2017 Ageing, Health, Psychological Well-being, and
Health-seeking Behaviour Study revealed that spousal loss was associated with psychological
distress even after adjusting for potential confounders. However, other scholars have argued that
the level of psychological distress for the widowed/separated/divorced depends on the quality of
the marital relationship. For instance, Lee et al. (2022) used a 2-year follow-up from a Health and
Retirement Study. They found that widows who had undesirable outcomes in their marriages

experienced a deterioration in physical health with no increase in psychological distress. However,
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another recent study by Monk et al. (2022) revealed that women who experienced relationship

instability before divorce or separation had fewer psychological distress symptoms than men.

There was also evidence of an association between respondents’ SES and psychological distress.
The study showed a positive association between school attendance and psychological distress. In
both urban and rural areas, the psychological distress prevalence of those who had never attended
school was higher compared to those who had attended school. This is likely due to opportunities
such as skills, jobs, and social networks, among other easily available resources to the educated.
This was confirmed by Amu et al. (2021) who observed that education and income predicted
depression, with adults who had attained tertiary education less likely to experience depression,
anxiety, and stress compared with those with no formal education. Studies (van der Sanden et al.,
2016; Mufioz & Santos-Lozada, 2021; Tabor et al., 2021) in other developing and developed
countries also validated the positive impact of education on psychological distress. Yet
respondents in rural areas who had attended school had higher psychological distress prevalence
compared to the educated in urban areas (Basta et al., 2009). Possible factors accounting for this
trend include unfavourable social and economic conditions such as poor or unavailability of mental
health services, scarce employment opportunities and other support services, which are predictors
of higher psychological distress for the educated in rural areas (Handley et al., 2017; Howard et

al., 2022; Champion, 2023).

The influence of household characteristics is of considerable importance in the prediction of
elevated prevalence rates of psychological distress in both urban and rural areas. The results
compared psychological distress considering the household characteristics of respondents in urban
and rural areas in Ghana. In their study, Digrak et al. (2014) employed a cross-sectional simple

random sampling methodology to assess the mental state of individuals aged 18 to 65 residing in
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a rural area. Their study aimed to identify factors associated with mental disorders and draw
conclusions based on the findings. The study revealed a higher prevalence of mental disorders in
rural areas, with income and family structure emerging as significant determinants contributing to

the occurrence of these disorders.

Moreover, the study found a higher overall prevalence of psychological among respondents in
urban areas whose households lived in rented housing arrangements. Within contemporary urban
environments, housing arrangements manifest in a multitude of distinct arrangements. Among the
various groups, people who pay rent for their housing represent a substantial demographic,
characterized by a living arrangement that is characterized by flexibility and transience. Although
the act of renting offers individuals a feeling of liberation and flexibility, it also introduces a range
of uncertainties, such as high cost, insecurity, poor housing conditions among others, that have the
potential to dramatically influence psychological distress prevalence (Singh et al., 2020; Denary
etal., 2021). Confirming this, Park, and Seo (2020) employed longitudinal data obtained from the
Korean Welfare Panel Study to investigate the correlations between home instability and
individuals' subjective health state. Key findings from their study were that the health status of
individuals was strongly affected by residential instability, resulting in a decline in overall health
and experience of depression among those who rent their homes. Again, the study found that
depression among study participants was also because of factors such as non-compliance with
housing regulations, reliance on government support, and discontentment with residential settings

and social interactions.

On the other hand, the prevalence of psychological distress among participants who did not pay
rent in rural areas was found to be higher compared to those in urban areas. Residing in rent-free

housing in rural regions may appear as a safe escape from the pressures of urban living. In contrast
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to the prevailing belief that rural living is necessarily characterized by tranquillity and reduced
demands, it is conversely argued that the lack of rent obligations in such settings may lead to
heightened psychological stress. In certain rural areas, the expenses associated with constructing
and upkeeping a dwelling may exhibit a disproportionate relationship with the income levels
prevalent among the local community (Woroniecka, 2016). The financial implications of these
costs can impose a significant burden on inhabitants, resulting in financial pressures that have an
impact on their psychological well-being (Zumbro, 2014; Muianga et al., 2021; Garnham et al.,

2022).

In this current era characterized by widespread digital connectivity, household access to ICT tools
and services has become a fundamental aspect of our everyday existence (Wang & Lim, 2020;
Diaz et al., 2022). The exponential growth of mobile phones, personal computers, and high-speed
internet has significantly impacted the way individuals engage in work, communication, and global
interaction (Rathore et al., 2019; Tulaev et al., 2020). Interestingly, ICT in recent times extended
beyond mere convenience and productivity to influencing people’s psychological well-being
(Castellacci & Tveito, 2016; Turel et al., 2020). This study found higher psychological distress
prevalence rates, particularly among respondents in rural areas who did not have access to ICT
tools and services. The absence of ICT tools can lead to limited availability of information and
reduced connectivity with one’s social circle, including family, friends, and support networks
(Baker et al., 2017; Seifert & Cotten, 2023). This can possibly intensify the feelings of loneliness

and worsen distress.

The psychological well-being of individuals residing in a community, regardless of whether it is
in an urban or rural setting, is significantly influenced by the perceptions of trust and helpfulness

within that community (Stewart & Townley, 2020; Seo, 2023). These perceptions have wide-
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ranging implications. The degree to which individuals see their neighbours and fellow community
members as dependable can significantly influence their perception of security, sense of belonging,
and emotional well-being. One key finding from this study was that overall psychological distress
prevalence was higher among rural participants who perceived that members of their community
were trustworthy and helpful. A possible explanation could be that rural communities where there
is a perception of trustworthiness and helpfulness among members have a high tendency for
reciprocation of such acts of kindness (Bigoni et al., 2012; Scigata et al., 2020; Roberts et al.,
2021). The persistent expectation to help others could result in a sense of duty, fatigue, and,

subsequently, the prevalence of psychological distress (Tippens et al., 2021).

In urban areas, however, the study revealed that overall psychological distress prevalence was
higher among respondents who perceived that their community members were untrustworthy and
unhelpful. This could be so because the existence of a perception of untrustworthiness within a
community has the potential to engender a feeling of danger or vulnerability (Bako et al., 2018;
Villasis & Castillo, 2018). The perception of residents regarding their vulnerability to potential
injury, criminal activities, or exploitation may result in increased levels of anxiety and worry

(Putrik et al., 2019; Abdullah et al., 2020; Robinette et al., 2021).

In summary, findings from this chapter reveal relatively higher psychological distress in urban and
rural areas in Ghana over time. That notwithstanding, it was also observed that the prevalence of
psychological distress was higher among females than males and among rural dwellers than those

in urban areas.
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CHAPTER SIX

EXAMINING THE EFFECTS OF INDIVIDUAL, HOUSEHOLD AND
COMMUNITY FACTORS ON PSYCHOLOGICAL WELL-BEING
OVER TIME

6.1 Introduction

This chapter presents the results of the panel regression analysis, which seeks to address the
remaining two objectives of this study assessing the effects of sociodemographic and SES factors
on the psychological well-being of urban and rural dwellers in Ghana over time and investigating
the effects of household and community factors on the psychological well-being of urban and rural
dwellers in Ghana over time. The first part focuses on the results, specification test for the model
and discussion of the effects of sociodemographic and SES factors on psychological well-being
over time. In the same light, the second part focuses on the effects of household and community

factors on psychological well-being over time.

6.2 Assessing the effects of SES and sociodemographic factors on the psychological well-
being of urban and rural dwellers in Ghana over time.

Table 6.1 provides the results of the panel regression analysis based on urban and rural data. Of
the three panel models, pooled OLS, fixed, and random effects diagnosed (details in appendix A),
the fixed effect model emerged as the most ideal for interpreting this result after diagnostic test (as
shown in Tables 3.5-3.8). Using the fixed effects model, three separate models were run to examine
the effects of SES and sociodemographic factors on psychological well-being in urban and rural
areas. Model one focuses on SES variables that affect psychological well-being, Model two looks

at sociodemographic characteristics of respondents and their effect on psychological well-being.
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Model three combines SES and sociodemographic and examines their effects on psychological
well-being.

According to Model one, in urban areas participants with no educational qualification (8=3.613,
P = 0.000) and MSCL/BECE/O’Level qualifications (£=1.450, P= 0.004) are more
psychologically distressed when compared to those with bachelor’s degree qualification.
However, in rural areas there was no statistical significance between educational qualification and
psychological well-being. Model one further shows that individuals in urban areas who do not own
a business (=0.645, P=0.001) are more psychologically distressed when compared to those with
a business. In rural areas, however, business ownership was not statistically significant with
psychological well-being. Model one also shows that in rural areas, individuals who do not own a
farm (5=0.497, P=0.007) are more psychologically distressed compared to those with a farm.
Nonetheless, farm ownership was not statistically significant with psychological distress.

Model two, on the other hand, describes the effects of respondents’ sociodemographic
characteristics on psychological well-being. From Model two, it is evident that females in urban
areas (=1.130, P=0.000) are more psychologically distressed compared to males in urban areas.
However, in rural areas gender was not statistically significant with psychological distress.
Furthermore, Model two reveals that age is linked to respondents’ psychological distress in urban
and rural areas. In urban areas, psychological distress is found to increase with an increase in age
(8=0.045, P=0.000) of respondents. On the contrary, in rural areas an increase in age ($=-0.119,
P=0.000) lead to a decrease in psychological distress.

Regarding the marital status of respondents, Model two shows that respondents in urban areas
formerly in a union (8=1.041, P=0.000) are more psychologically distressed compared to those

currently in a union. Marital status, however, was not statistically significant with psychological
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distress in rural areas. Furthermore, Model two indicates that being a spouse (5=-0.863, P=0.039)
to the household head in rural areas is linked to lesser psychological distress compared to being a
head of a household. Again, it is evident that an increase in the household size (8=0.109, P=0.016)
of respondents in rural areas leads to an increase in psychological distress. In urban areas, Model
two shows that respondents not born (=-0.876, P=0.000) in the community of current residence
are less psychologically distressed compared to those born in the current community of residence.
Concerning region of residence, Model two shows that in urban areas, respondents living in the
western (8=-0.719, P=0.044) and Ashanti (f=-1.064, P=0.000) regions are less psychologically
distressed compared to respondents living in Greater Accra region. On the other hand, individuals
living in the Volta (8=2.277, P=0.000), Eastern (5=0.672, P=0.027), Brong Ahafo ($=1.021,
P=0.002), Northern ($=1.886, P=0.000), Upper East (=1.924, P=0.003) and Upper West
(B=3.953, P=0.000) regions are more psychologically distressed compared to those living in
Greater Accra region.

In Model three, for urban areas, the results continued to show that respondents with no educational
qualification (B = 2.745, P= 0.000), those with MSCL/BECE/O' Level (8= 1.490, P= 0.003), and
not being a business owner ($=0.724, P= 0.000) are more psychological distressed compared to
those with bachelor’s degree qualification and those who own a business respectively. Moreover,
Model three indicates that female respondents (8= 0.867, P= 0.000), age (8 =0.032, P=0.000),
those formerly in union ($=0.780, P=0.005), those residing in regions such as Volta (=2.277,
P=0.000), Eastern (5=0.672, P=0.027), Brong Ahafo (f=1.021, P=0.002), Northern (5=1.886,
P=0.000), Upper East (£=1.924, P=0.003) and Upper West ($=3.953, P=0.000) are more |
psychologically distressed compared to males, those in a union, and those living in Greater Accra

respectively. On the contrary, being a child (8= -0.747, P= 0.036), not born in the community of
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current residence (8 = -0.708, P=0.000) and residing in regions like Western (=-0.719, P=0.044)
and Ashanti (=-1.064, P=0.000) is associated with less psychological distress in urban areas

compared to the head of household and those living in Greater Accra respectively.

In Model three for rural areas, however, the results show that respondents who do not own a farm
(8=0.497, P=0.007) are more psychologically distressed compared to those who own a farm.
Sociodemographic variables such as age (=-0.119, P=0.000) and being a spouse of a household
head ($=-0.863, P=0.039) continue to be less associated with psychological distress. An increase
in household size ($=0.109, P=0.016) of respondents, on the other hand, is also linked to a higher

likelihood of psychological distress.

Table 6.1 Panel regression analysis results of fixed effects models for urban and rural

Variable Model 1: SES Model 2: Model 3: Full model
Sociodemographic
Urban Rural Urban Rural Urban Rural
Highest educational
qual.
Bachelors (RC)
None 3.613*** -0.244 2.745%** -1.007
(0.514) (1.250) (0.510) (1.252)
MSCL/BECE/Q' 1.450*** -0.370 1.490*** -1.125
Level (0.506) (1.228) (0.496) (1.230)
SSCE/A' Level/Prof. 0.271 0.611 0.802 -0.010
Cert. (0.530) (1.196) (0.520) (1.196)
Teacher 0.313 0.013 0.419 -0.415
Training/HND/ Prof.  (0.600) (1.075) (0.584) (1.074)
Diploma
Other, specify 1.368 -0.979 0.775 -1.391
(1.144) (1.838) (1.118) (1.834)
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Table 6.1 continued

Variable Model 1: SES Model 2: Model 3: Full model
Sociodemographic

Urban Rural Urban Rural Urban Rural

Occupational

status

Paid employee

Yes (RC)

No 0.278 0.286 0.088 0.329
(0.230) (0.308) (0.235) (0.308)

Business owner

Yes (RC)

No 0.645 *** 0.142 0.724*** 0.077
(0.188) (0.206) (0.196) (0.205)

Farm owner

Yes (RC)

No -0.122 0.497*** 0.327 0.451*
(0.253) (0.183) (0.270) (0.186)

SSS -0.009 -0.000 -0.060 -0.003
(0.035) (0.025) (0.350) (0.025)
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Table 6.1 continued

Variable Model 1: SES Model 2: Model 3: Full model

Sociodemographic
Urban Rural Urban Rural Urban Rural

Gender

Male (RC)

Female 1.130*** 1.518 0.867*** 1.523
(0.212) (1.152) (0.216) (1.154)

Age 0.045*** -0.119*** 0.032*** -0.120***
(0.007) (0.012) (0.007) (0.012)

Marital status

In Union (RC)

Formerly in 1.041%** 0.342 0.780*** 0.338

Union (0.277) (0.329) (0.276) (0.330)

Never in union 0.008 -0.727 -0.119 -0.752
(0.318) (0.498) (0.320) (0.501)

Relationship to

household head

Head (RC)

Spouse -0.291 -0.863* -0.487 -1.003*
(0.282) (0.418) (0.285) (0.427)

Child -0.629 -1.448 -0.747* -1.574
(0.349) (0.836) (0.356) (0.839)

Other 0.592 -0.474 0.276 -0.583

relatives/non- (0.460) (0.812) (0.464) (0.815)

relatives
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Table 6.1 continued

Variable Model 1: SES Model 2: Model 3: Full model
Sociodemographic
Urban Rural Urban Rural Urban Rural
Household size -0.005 (0.046) 0.109* -0.020 0.103*
(0.045) (0.454) (0.045)
Born in comm.
Yes (RC)
No -0.876*** -0.348 -0.708*** -0.321
(0.173) (0.186) (0.173) (0.187)
Region
Greater Accra
(RC)
Western -0.719* -0.321 -0.723* -0.032
(0.358) (1.666) (0.358) (1.714)
Central 0.676 (0.346)  -0.955 0.282 -0.898
(1.706) (0.347) (1.715)
Volta 2T -0.306 1.970%** -0.371
(0.359) (1.279) (0.361) (1.282)
Eastern 0.672* (0.303) 1.047 0.575 1.036
2.177) (0.305) (1.180)
Ashanti -1.064*** -1.002 -1.273*** -1.106
(0.253) (1.127) (0.255) (1.133)
Brong Ahafo 1.021** 1.014 0.809 ** 1.101
(0.329) (1.305) (0.337) (1.507)
Northern 1.886***(0.32 -0.291 1.377 *** -0.293
4) (1.503) (0.331) (1.507)
Upper East 1.924** -0.292 2.016 ** -0.202
(0.646) (1.612) (0.643) (1.619)
Upper West 3.953*** 0.668 3.060%** 0.772
(0.805) (2.269) (0.806) (2.273)
Cons 14.790 ***  18.526*** 14.659*** 23.646*** 13.423*** 24.112***
(0.603) (1.265) (0.423) (1.287) (0.718) (1.814)
Number of 9,544 16,326 9,544 16,377 9,544 16,323
observations
Number of groups 4,898 8,219 4,898 8,235 4,898 8,219

Standard errors in parentheses *** p<0.01, ** p<0.05, * p<0.1
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6.3 Discussion

The results from the fixed effects model of this study uncovered a strong negative relationship
between education attainment and psychological distress in urban Ghana, with a unit increase in
education attainment leading to a decrease in psychological distress. However, education
attainment was not associated with psychological distress in rural areas. This result is perhaps a
reflection of the benefits and opportunities present in higher educational attainment in urban areas
when compared with rural areas in Ghana and other rural communities in SSA, where most rural
dwellers are involved in smallholder agricultural and non-agricultural production ventures (Diao
et al., 2019; GSS, 2021; Lambon-Quayefio et al., 2023). Compared to rural areas, urban areas in
Ghana are characterised by limited and competitive employment opportunities, a high cost of
living, and other stressors (Navamuel et al., 2019; Ghazali et al., 2020) as such, individuals with
higher educational attainment are more likely to obtain stable and lucrative employment
opportunities (Sowmya & Vidya, 2017; Kumar, 2021; Andres, 2022). Consequently, this can
contribute to increased levels of general well-being and, decreased levels of psychological distress,
and a negative outcome for those with lower educational attainment (Nikolaev, 2018; Araki, 2022).
It is, therefore, consistent to find a strong positive association between educational attainment and
psychological well-being. Several studies in developed and less developed countries have also

confirmed a positive correlation between higher education, better health, and longevity.

For instance, Zhang et al. (2015) unveiled that, particularly for men, urban dwellers, and the young,
educational attainment was associated with decreased psychological distress over time. Consistent
with findings from the former, a recent study by Aye et al. (2020) established that mental distress

was significantly negatively correlated with years spent in school.
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Moreover, Belo et al. (2020) study found that older individuals who had attained more significant
levels of education tended to exhibit improved psychological well-being and a more favourable
attitude towards leisure activities. These findings can be linked to the existing evidence that
educational attainment comprises a comprehensive range of learning experiences spanning an
individual’s life. These include the development of skills and talents that contribute to overall well-
being, the cultivation of lifelong learning habits, the cultivation of adaptability in the face of
changing circumstances, and the provision of psychosocial resources such as social support and
coping techniques to promote mental health (Tsai et al., 2014; Zhang et al., 2015; Blair & Black,
2018). A study by Otchia (2021) in urban Ghana further confirmed that educational attainment
above lower secondary led to higher returns in terms of wages and the flexibility of switching

between occupations.

To further examine this relationship between the SES variables and psychological distress, FGDs
were held in both urban and rural areas. The discussions provide compelling accounts which
highlight the significant impact of educational attainment on the experience of psychological
distress. In an FGD among females in an urban community in the northern zone, some participants
recognised the anxiety that can come with being unemployed with and without education. One of

them expressed it this way:

“The one who is not educated will be thinking or worried more than the one educated. This is
because, the educated, knows what is going on, but the one with little or no education will be
thinking of how to get work even though there are other menial works to do. The one educated
is with the hope that he will surely get a job one day because the educated one has more

opportunity than the one not educated.” (FGD, urban, females, 2023).
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The key contribution of education attainment to the psychological well-being of urban dwellers in

the northern zone was further re-echoed in the FGD session among males and captured as follows:

"One’s educational status, 10 a large extent, will determine one’s mental or physical well-being.
This is because when one is well educated, he feels satisfied and can make ends meet wherever
he may find himself. This will, in turn relieve him of any mental or physical challenges. So, in
our area, the level of one’s education helps him go a long way to save himself from economic

or social problems.” (FGD, urban, males, 2023).

Even in rural areas where the fixed effects model did not show an association between educational
attainment and psychological well-being, FGDs from these areas also emphasised the positive
impact of the former on the latter. This was the view of one participant in an FGD session for

females in a rural community in the middle zone:

“A person who has attained a higher level of education will be able to engage in some form of
economic activity to make a living as compared to someone who attained a lower level of
education since with the low level of knowledge, he or she will not be able to apply and establish
something for themselves. So, this tends to leave them more distressed than those with a higher
education level” (FGD, rural, females, 2023).

Another SES factor that showed statistical significance with psychological distress is business
ownership. The study found that in urban areas, respondents who were not businesses owners were
more likely to be psychologically distressed than those who owned a business. A possible
explanation for why being a business owner or not could affect psychological well-being is that in

many SSA rural communities, individuals are involved in various income-generating activities,
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including subsistence farming and informal trading. Diversifying revenue sources can serve as a
protective measure, mitigating the financial strain and consequent distress that may arise from
relying on a single commercial activity or source of income. Moreover, rural enterprises may
require a smaller amount of initial capital and incur reduced operational expenses compared to
businesses in urban areas. The reduced financial risk associated with this may result in decreased

distress in the face of adverse business setbacks.

Entrepreneurship, particularly in urban areas in SSA, has emerged as a significant driver of
economic activity due to the limited public sector job opportunities (Farayibi, 2015; Ramirez
Pasillas et al., 2018). Entrepreneurs who choose to start businesses in these dynamic towns and
cities may have access to many options for expansion and financial success. Ownership and
management of a business can give individuals a sense of control over their financial prospects,
and a degree of independence and flexibility. This enables them to achieve a more optimal
equilibrium between their professional and personal life, fostering a heightened sense of
achievement and contentment that might positively affect their physical and psychological well-
being. In support of this finding, a recent study by Setyasalma and Muflikhati (2019) found that
income and financial management was notably beneficial to the subjective well-being of families.
Further validating the findings of this study, Fors Connolly et al. (2021) highlighted the importance
of financial and time satisfaction on the emotional well-being of business owners. Moreover, the
ownership and management of a business necessitate the exercise of decision-making, undertaking
calculated risks, and deriving lessons from failures. Collectively, these elements foster a resilient
problem-solving attitude that facilitates their ability to recover from setbacks that may affect their

psychological well-being compared to those who do not own businesses (Ravikumar et al., 2023).
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Findings from FGDs also corroborated the quantitative results on the fact that business ownership
could offset psychological distress. Even though owning a business was not associated with

psychological distress in rural areas, this was how a rural FGD participant from the middle zone

linked the two:

“For instance, a self-employed businessman or someone will not have the same level of distress
as a farmer. This is because the businessman, with the nature of his work, earns some income
from his day-to-day activities compared to a farmer whose work depends on the seasons. When
a season ends, the farmer tends to be distressed throughout the year, which is very different

from someone who owns a shop or businessperson.” (FGD, rural, males, 2023).

This argument reinforces the financial advantage of business owners when compared with even

paid employees in urban areas and was supported by views from an urban FGD from the southern

Zone:

“An individual in the city with his own business and properties may even contract a private

teacher for his child, which makes them stay ahead of their peers”. (FGD, urban, females,

2023).

However, farm ownership was statistically associated with psychological distress. The results
showed that individuals in rural areas who were not owners of farms were more likely to be
psychologically distressed in rural areas compared to urban areas. This may be because rural
residents who do not own farms face more significant economic uncertainty and insecurity due to
their dependence on alternative employment types that exhibit lower stability levels than

agricultural activities. The unpredictability of non-farm jobs could lead to financial stress and
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psychological distress. Moreover, in rural areas, farming serves as a means of livelihood and a
significant aspect of one’s personal and communal identity, reflecting a profound connection to
the rural cultural heritage. Therefore, within rural communities, a notable societal expectation
exists for individuals to partake in agricultural pursuits. Residents in rural communities who do
not own farms may experience social stigma or marginalisation, thereby exacerbating
psychological distress. This finding is novel, particularly in SSA, as it contrasts with many studies
that have revealed higher psychological distress among farm owners in rural areas compared to
non-farm owners in other developing and developed countries (Feng et al., 2015; Daghagh et al.,

2019; Hagen et al., 2022; Henning-Smith et al., 2022).

Regarding demographic factors and psychological distress, the study found that being a female in
an urban area of Ghana was associated with higher distress compared to males in urban areas. In
rural areas, however, there was no association between the sex of respondents and psychological
distress. There are several possible factors in rural areas, particularly in SSA countries such as
Ghana, that could mitigate stress on rural females compared to those in urban areas. For example,
in SSA, conventional gender roles such as childcare and domestic chores, among others capable
of causing stress among females, may be lessened by the communal support systems which may
still be available for females in rural communities compared to those in urban areas faced with the
burden of domestic and professional obligations (Hjalmsdottir & Bjarnadottir, 2021; Leo et al.,

2022).

The gender imbalance in psychological distress between females and males in urban areas has
gained significant attention from researchers who have identified various probable reasons that
may contribute to this disparity. From a closer examination of studies, it is evident that a

noteworthy trend exists. Women residing in urban areas frequently encounter distinct stress-
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inducing factors such as conflicts between professional and familial responsibilities, concerns
regarding personal safety, and social expectations. These factors, in turn, have the potential to
contribute to heightened levels of psychological distress experienced by urban-dwelling females

(Osayomi & Adegboye, 2017; Viertio et al., 2019; Kolakowsky-Hayner et al., 2021).

Other explanations for why females in urban areas are more likely to be distressed compared to
men were captured during field FGDs. For example, among female FGDs in urban areas in the

southern zone, one participant elaborated on the issue as follows:

“I would say the women get distressed more than the men. The men have the work they do and
provide for the family, but the woman must cater for the home aside the job she must do outside
the home. If the man cannot earn some money, he does not go the extra mile to make provisions
for the home, but the woman will find any means possible to provide for the family. Every
morning, when the men leave for work, the children tend to come to us for their needs, which
makes us distressed more than the men. This is with regards to the squatters” (FGD, urban,

For males, other predictors of higher distress among females in urban areas, the other hand, had
had to do with suspicion of their husbands' relationship with other females. This was illustrated as

follows from an urban FGD among males in the northern zone:

“I will support the argument that women worry much more than men. Every woman fears
rivalry, so when you even sit at the camp chatting and laughing, she will be in the house having
sleepless nights and thinking until you return home. So, if we want to weigh it, we will realise
that it is the women who worry much, and this is why | said women fear rivalry because of the
rivalry; they cannot sleep even if the man does not have anything. However, your wife will not

want you to marry another woman, and when you have money, that is even worse.” (FGD,

urban, males, 2023).
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Irrespective of their geographical location, individuals experience a dynamic psychological
trajectory during ageing, which may lead to increased distress or enhanced resilience. This study
found that each additional year of age increased psychological distress in urban areas. On the
contrary, in rural areas, however, each additional year in age decreased psychological distress.
While confirming previous findings (Allen et al., 2012; Alcafiiz et al., 2020) on the
interrelationship between age and psychological distress in rural areas, the finding in the case of
urban areas was contradictory. Several prevailing factors in urban areas potentially hasten
residents’ distress with increasing age. For example, in urban areas, the stressors related to work,
financial, and family obligations increase with age and eventually contribute to psychological
distress over time. Furthermore, social isolation, lack of social support, financial insecurity,
transition in mobility, and the insurgence of chronic diseases, among other challenges, particularly
for the aged in urban areas, may account for this result. The study of Mthembu et al. (2017)
corroborates the vulnerability of the aged in urban areas to distress as well as the study by

Srivastava et al. (2021).

The findings of the FGDs in urban areas about the association between age and psychological
distress were inclusive. The views of some participants in support of the quantitative findings that
distress increases with increasing age in an urban area in the northern zone were expressed as

follows:

“In my opinion, the older people worry more because even you, the younger ones, are part of
his worries in many ways... Besides, as we are sitting here, in our culture, if anything happens,
the older people will lead us to deal with it. However, some of us, the younger ones, are busy
somewhere and do not even know what is happening, so we should not even be comparing the
worries of an old man to that of a young man because the older people have more worries”
(FGD, urban, males, 2023).
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Other urban dwellers during the FGD sessions believed both the young and the old in urban areas
experience psychological distress but emphasised differences in the causal factors. In an FGD
among females in an urban community in the northern zone, below is how a participant supported

her claims:

“.. the worries of the older and the younger ones are not the same; the older ones’ worries are
about the family and what to eat, but for someone younger like me, my worries are about my
education, how to get a job after school and get married after, are the things which make me

worry more”. (FGD, urban, females, 2023).

Even more contradictory to the quantitative data findings were other views from urban FGDs,
which sought to establish that younger people were more likely to be distressed than the old. One

of such key insights was shared in an urban FGD from the northern zone:

“In my view, We, today’s youth, have more worries than the old ones because now every young
man wants to be rich... and this one alone keeps us thinking about how to become this rich. He
can sit down and admire good cars passing; | can use my brother as an example... \When you
go through his phone, the only things you see are beautiful, not even a single bad or ugly thing,
which means that all the time his mind is seeing beautiful things, and anyone who always wants
to see beautiful things has a lot of worries. This is the reason why | am saying we, the youth of

today, worry more than the older ones because of our expectations”. (FGD, urban, males,

2023).

On the other hand, the study found an inverse relationship between age and psychological distress
in rural areas in Ghana. In many rural communities in SSA and other less developed countries,
traditional knowledge and cultural customs are highly recognised. As individuals progress with

age, they acquire and retain cultural information and assume the role of custodians of this
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knowledge. Consequently, older people are held in high regard for their wisdom, a characteristic
that has the potential to promote psychological well-being positively (Carver et al., 2018; Sery &
Dankova, 2021). Furthermore, the hustle and bustle and other financial and family obligations
associated with urban living and other conducive factors such as familial and communal support
available to older people in rural areas may be possible reasons accounting for lower psychological

distress with age (Forsman, 2012; Hyams et al., 2015; Aierken et al., 2022).

Intriguingly, the study found a positive and significant effect of marital status on psychological
distress. In both urban and rural areas, participants who were either divorced, separated, or
widowed were more likely to be psychologically distressed compared to those who were currently
in union. Not currently in a union due to divorce, separation, or widowhood could pose possible
emotional and material challenges to individuals experiencing the situation. The experience of
divorce or the bereavement resulting from the loss of a spouse can cause significant distress
because of the experience of grief, anger, and a sense of loss (Kaneez, 2015; Kamp et al., 2019;
Sbarra & Whisman, 2022). Secondly, marriage usually offers an inherent support structure. As
such, when individuals experience divorce, separation, or widowhood, they may also encounter a
loss of practical assistance provided by a partner. The absence of adequate assistance could
potentially exacerbate feelings of social isolation and psychological distress (Borst, 2015; Gyasi
& Phillips, 2020). Particularly in SSA, divorce or separation may be perceived as a failure to meet
conventional expectations associated with marital responsibilities. When this happens, the
individuals are often subjected to community gossip, judgement, and exclusion (Baum, 2007,

Darghouth et al., 2015; Araujo & de Oliveira Lima, 2016).

However, the FGDs carried out in both urban and rural areas, found mixed feelings about the

quantitative evidence. Citing some emotional and physical reasons why widows were more likely
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to be psychologically distressed compared to those currently in a union, a male respondent in a

rural area in the southern zone explained:

“I think those who are widowed will have many issues to brood over as compared to those who
are not. For instance, | have a wife, and so | do not think of issues that much. However, a
widowed man or woman, first, will be in grief in addition to catering for the children, which
tends to be a burden to them” (FGD, rural, males, 2023).

This position was again emphasised in the FGD involving females in a rural community in the

middle zone as follows:

“The situation is not the same. This is because those of us who have husbands get support from
our husbands whenever they tend to have money. However, when the men do not have anything
to support us, we tend to have a huge burden on us. So, those who are widowed tend to be
distressed more than those of us who still have our husbands with us. Initially, people used to
support taking care of the kids of those who are widowed, but that is not the case now” (FGD,
rural, females, 2023).

The views of some participants of the FGDs corroborated previous studies by (Gardner & Oswald,
2006 and Bourassa et al., 2015), who found that being divorced or separated could positively affect

psychological well-being. This was how the claim was justified in an FGD in the southern zone:

“For those who are divorced, it may be okay for the man, or the woman involved due to the
issues that cropped up in the marriage or the factors that led to the divorce. So, to progress in
life, the best solution to the problem may be a divorce as compared to remaining in the
marriage and always brooding over the issues and getting distressed” (FGD, rural, females,
2023).
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Furthermore, the study also found striking evidence within the intricate network of familial
connections with being a spouse and child of household head having a negative effect on
psychological distress. In urban areas, it was revealed that a child or children of household heads
were less likely to be psychologically distressed than the household heads. In rural areas, however,
the study found that compared to household heads, their spouses were less likely to be
psychologically distressed. Obviously, the responsibility of supporting their families, along with
the financial strain of housing, utility bills, and other living expenses, can result in considerable
distress for household heads, unlike their children, who carry these responsibilities. Moreover,
household heads in urban areas may also encounter challenges of balancing work and family life,
job insecurity, persistent drive to progress in their careers, or the pressures associated with
entrepreneurial pursuits. The presence of these uncertainties faced by household heads has the

potential to contribute to psychological distress.

The study further revealed an intriguing association in rural areas, wherein being a spouse to the
household head is correlated with a reduced occurrence of psychological distress. This may result
from heightened vulnerability to economic instability, which includes fluctuations in crop yields
and market prices. The responsibility of managing economic risks often may fall upon household
heads and eventually lead to distress (Leekoi et al., 2014; Viganon & Castellani, 2020). Moreover,
in rural areas, individuals who serve as household heads mostly bear the primary responsibility of
fulfilling the needs of their families and making crucial decisions pertaining to finances, health,

and education, which leads to distress (Mokrova et al., 2017; Murry et al., 2020).

The study also unearthed that, within the dynamic urban landscape, a noteworthy phenomenon
arose, unveiling that individuals who had relocated from other places to reside in the urban

communities were less likely to be psychologically distressed compared to those born in those
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urban communities. Some possible explanations for the outcome could be the fact that individuals
not born in the urban community of residence may feel less pressure to conform to local norms
and expectations. This enables them to preserve their sense of identity, leading to the experience
of a decrease in psychological distress compared to the higher expectations from family and social
circles of those born in their urban communities of residence. Moreover, not being born in an urban
community of residence can result in exposure to a wider range of cultures, lifestyles, and
perspectives which, have the potential to foster stronger levels of tolerance and reduce

psychological distress.

Greater Accra, Ashanti, and the Western regions have continued to develop as major centres for
business and commerce in Ghana (Ackah et al., 2014; GSS, 2018). In addition, the recent PHC of
Ghana found these three regions to be the major destinations for internal migrants (GSS, 2021).
Even though empirical evidence shows that Greater Accra provides the most opportunities for
socioeconomic well-being (GSS, 2018; GSS, 2021), this study found that residents in urban areas
of the Western and Ashanti regions exhibited comparatively lower levels of psychological distress
compared to those in urban areas of Greater Accra. This trend could be attributed to several
prevailing factors in urban areas of Greater Accra. Firstly, being the major destination for most
international and internal migrants, most urban areas in Accra have become places of heightened
competition for various resources, including housing and employment opportunities (Agyeman,
2018; Anarfi et al., 2020). Moreover, urban residents in Greater Accra have a greater cost of living
in comparison to urban areas in the Western and Ashanti regions, which imposes financial burdens
and potentially leads to psychological distress. Furthermore, urban areas in Greater Accra are
characterised by a notable presence of pronounced economic disparities, with a heightened

concentration of both affluent and underprivileged individuals among the population (Boadi &
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Kuitunen, 2005; Agyeman et al., 2017). Additionally, the experiences of significant traffic
congestion and work-life imbalance prevalent in most urban areas in Greater compared to urban

areas in Western and Ashanti regions could also be the cause of variance in psychological distress.

During FGDs in an urban area in Greater Accra, a participant highlighted the social class
competition that exists among residents, which could lead to psychological distress, and this was

captured as follows in an FGD in an urban area of the southern zone:

“Here in the city, seeing that a neighbour takes his child to a good school and is earning a
good salary, throws a challenge to the other person to also prove that they can also take their
children to good schools, and this can put a lot of stress on the one doing the comparison”
(FGD, urban, males, 2023).

The FGD in the urban area in Greater Accra further confirmed the presence of both the affluent
and the poor and indicated that it was the poor in urban areas who were likely to be distressed.
This was explained by a participant during an FGD session for females in an urban area in the

southern zone:

“In this area, we have some people who are not well-to-do and are living in squatters and some
who are well-to-do like bankers, businessmen and women. The well-to-do in this area can
afford quality education for their children as compared to those who are squatters. Those living
in the estate do not really have any problems. | say this because both partners have the work
they do, and they employ house- helps to assist them in the house so there is no pressure. The
poor here live in uncompleted structures of people, and they pay some amount to the owners
monthly. Due to this, the squatters are at a high risk of being psychologically distressed”
(FGD, urban, females, 2023).
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On the contrary, however, the study found that urban dwellers in the Volta, Brong Ahafo, Northern,
Upper East, and Upper West regions were more likely to be psychologically distressed compared
to those in urban areas of the Greater Accra region. This was expected because evidence shows
that urban areas in these regions have limited jobs and other socioeconomic opportunities, and this
has triggered mass internal migration to Accra and other commercial areas like Kumasi and

Takoradi (Awumbila & Ardayfio-Schandorf, 2008; Bosiakoh et al., 2014; Lattof, 2017).

In FGDs in an urban area, however, there were mixed views on whether residents in other urban

“... the worries can never be the same; how can someone be in Accra enjoying and | am in Wa
here suffering, and we will have the same worries or sleepless nights? ... those in other regions
like Accra have fewer worries than we do here in Wa. Even in terms of farming, those in other
regions like Accra have fertile land as compared to Wa here; some even have two farming

seasons in a year, but there is only one here” (FGD, urban, females, 2023).

Contrary views were held by another participant in a different FGD in an urban area. A comparison
was made based on the higher cost of living in urban areas such as Accra and Kumasi and its
connectedness to psychological distress. This was expressed in an FGD in an urban area of the

northern zone as follows:

“To me, the person in Kumasi and Accra has more pressure than those in other regions such
as Sunyani and Techiman. For instance, there is an abundance of food, but in Kumasi, if you
earn GHS200.00, you will spend GHS180.00 out of that GHS200.00, leaving GHS20.00, but
in Wa here, if you earn GHS200.00, you will spend GHS100.00 leaving GHS100.00. Accra

and Kumasi leaving is not easy” (FGD, urban, males, 2023).
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6.4 Investigating the effects of household and community factors on the psychological well-
being of urban and rural dwellers in Ghana over time.

This section presents the results of panel regression fixed effects models on the effects of
household and community factors on psychological well-being over time. Three models were fitted
to determine this interrelationship. The first model investigates which household factors affect the
psychological well-being of an individual. The second model focuses on the community factors
that affect psychological well-being of individuals over time. The third model determines which
household and community factors when combined affect the psychological well-being of an
individual over time. The models reveal the effect of household and community factors on
psychological distress.

According to the results of Model one, in both urban and rural areas respondents in households
with higher wealth quintiles (urban==-0.229, P=,0.000 rural=-0.658, P=0.000), those in
households without debts (urban=£=-0.389, P=0.044, rural= g =-0.703, P=0.000), those in
households that did not receive goods or money from people outside the household (urban= g=-
0.665, P=0.000, rural=$=-0.561, P=0.000) are less likely to be psychologically distressed
compared to those in households with lower wealth quintile, those in households with debts, and
those in households who have received goods or money respectively.

On the contrary, Model one also shows respondents in households who do not pay rent (8=0.629,
P=0.001) for their dwelling in urban areas, those in households with no access to mobile phone in
urban and rural areas (urban= g=2.774, P=0.000, rural= $=1.616, P=0.000), those in households
with no access to personal computer (g =1.017, P=0.000) in urban areas are more likely to be
psychologically distressed compared to those in households who pay rent, those in households

with access to mobile phone and personal computers respectively.
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Model two focuses on community factors and indicates that in urban areas, respondents with higher
perception of trust ($=0.193, P=0.022) for members of the community are more likely to be
psychologically distressed. In contrast, in rural areas, respondents’ perception of trust (5=-0.166,
P=0.010) for community members is likely to lessen psychological distress. Moreover, Model two
also reveals that in urban and rural areas, respondents’ perception of community helpfulness
(urban= B=-0.245, P=0.004, rural= $=-0.149, P=0.022) is likely to lessen psychological distress.
Respondents in rural areas who perceive the need to be alert (8=-0.243, P=0.000) in dealing with
community members are likely to experience less psychological distress. Finally, Model two
indicates that in urban and rural areas respondents who are not willing to contribute time (urban=
p=1.581, P=0.000, rural==2.458, P=0.000) to community projects that do not benefit their
household are more likely to be psychologically distressed compared to those willing to contribute
time.

Results from Model three indicates that in both urban and rural areas better wealth quintile (urban=
$=-0.240, P=0.000, rural=£=-0.444, P=0.000) of an individual’s household lessen the likelihood
of psychological distress. Similarly, in both urban and rural areas respondents in households with
no debt (urban= £=-0.475, P=0.013, rural= $=-0.875, P=0.000) and those who did not receive
transfer of goods or money (urban= =-0.783, P=0.000, rural= $=-0.937, P=0.000) are less likely
to be psychologically distressed compared to those in households with debts and did not receive
transfer of goods or money respectively.

On the other hand, Model three shows that respondents in households in urban areas who do not
pay rent ($=0.664, P=0.000), who do not have access to fixed line telephone (£=1.006, P=0.019),
mobile phone ($=2.493, P=0.000), personal computer (£=0.906, P=0.000), and e-commerce

(B=1.176, P=0.003) are more likely to be psychologically distressed compared to those with
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access. In rural areas, however, respondents in households with no access to mobile phone
(8=0.837, P=0.000) are more likely to be psychologically distressed compared to those with
access.

Moreover, Model three reveals that at the community level in urban areas, a higher perception of
helpfulness ($=-0.223, P=0.009) of community members lessened psychological distress.
However, respondents who are unwilling to contribute time (f=1.673, P= 0.000) to community
project that do not benefit their household are more likely to be psychologically distressed
compared to those willing to contribute time.

In rural areas, Model three finds that respondents’ perception of community trustworthiness (fS=-
0.130, P=0.042) and helpfulness (=-0.175, P=0.007) lessened psychological distress. At the same
time, in rural areas, respondents with high alertness (5=-0.186, P=0.000) of community members
also have a lessened likelihood of psychological distress. Finally, in rural areas it is also found that
respondents who are unwilling to contribute to time ($=2.345, P=0.000) to community projects

are more likely to be psychologically distressed compared to those willing to contribute time.
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Table 6.2 Panel regression analysis result of fixed effects model for urban and rural

Variable Model 1: Household Model 2: Community Model 3: Full model
Urban Rural Urban Rural Urban Rural

HH Wealth -0.229*%**  -0.658*** -0.240%** -0.444%***

quintile (0.643) (0.060) (0.064) (0.060)

Household Debt

Yes (RC)

No -0.389* -0.703*** -0.475* -0.875***
(0.193) (0.153) (0.191) (0.150)

Household in-

transfer

Yes (RC)

No -0.665***  -0.561*** -0.783*** -0.937***
(0.175) (0.150) (0.174) (0.148)

Rent

Yes (RC)

No 0.629***  0.065 0.664*** -0.048
(0.188) (0.324) (0.187) (0.318)

Fixed line

telephone

Yes (RC)

No 0.404 0.389 1.006* 1.001
(0.426) (0.922) (0.427) (0.901)

Mobile phone

Yes (RC)

No 2.774%**  1.616*** 2.493*** 0.837***
(0.333) (0.277) (0.331) (0.178)
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Table 6.2 continued

Variable Model 1: Household Model 2: Community Model 3: Full model
Urban Rural Urban Rural Urban Rural

Personal

computer

Yes (RC)

No 1.017***  0.618 0.906*** 0.407
(0.260) (0.447) (0.258) (0.439)

E-commerce

Yes (RC)

No 0.872 -0.416 1.176** 0.601
(0.400) (0.525) (0.398) (0.520)

Internet

Yes (RC)

No -0.027 0.102 -0.181 -0.461
(0.227) (0.252) (0.226) (0.250)

Comm. 0.193* -0.166* 0.158 -0.130*

Trustworthiness (0.084) (0.065) (0.083) (0.064)

Comm. -0.245***  -0.149* -0.223** -0.175**

Helpfulness (0.086) (0.065) (0.085) (0.065)

Comm. -0.027 -0.243***  -0.018 -0.186***

Alertness (0.075) (0.052) (0.074) (0.053)

Comm. Project

Will contribute

(RC)

Will not 1.581*** 2.458*** 1.673*** 2.345%**

contribute (0.178) (0.118) (0.179) (0.125)

Cons 16.006*** 20.552***  16.916***  19.919***  15137***  20.464***
(0.568) (1.159) (0.407) (0.321) (0.699) (1.180)

Number of 9,544 16,338 9,544 16,266 9,544 16,224

observations

Number of groups 4,898 8,225 4,898 8,197 4,898 8,187

Standard errors in parentheses *** p<0.01, ** p<0.05, * p<0.1
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6.5 Discussion

The analysis conducted highlights the individual household and community factors in urban and
rural areas that the study found to be associated with psychological distress. These findings
indicate that our homes and communities are more than just a place to live; they serve as a haven
where we can grow or falter in terms of psychological health. Concerning household factors, the
results of the fixed effects model in both urban and rural areas found that an increase in the wealth
quintile of households resulted in a decrease in an individual household member's psychological
distress. An increase in a household’s wealth often means having a greater financial safety net to
meet recurrent and unforeseen expenses on consumption, education, healthcare, utilities, and
debts, among others (de Bondt et al., 2020; Zabai, 2020). This level of financial stability can lessen
stress and worry about providing for basic needs, which helps to minimise psychological distress.
A study by Halbmeier and Grabka (2019), corroborated that an increase in net wealth had a positive
effect on SWB. This finding is also in consonance with the study of Brown & Gray (2014), which
also unveiled that households' financial situation positively impacts the overall life satisfaction of

their members.

Consistent with the earlier evidence, the study further showed that in both urban and rural areas,
individuals in households who were not indebted were less likely to be psychologically distressed
compared to individuals whose households had outstanding debts of goods or income. In both
urban and rural areas particularly in SSA owing goods or money comes with a lot of
stigmatisations. Consequently, household debt may lead to financial pressure because some of
their income will be set aside to pay off debt. This could eventually hinder savings, financial
freedom and flexibility and even spill over to cause tension and conflicts among household

members or with their creditors (Turunen & Hiilamo, 2014; Fatoki, 2015; Montgomerie & Tepe-
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Belfrage, 2017). The accumulation of these factors has the likelihood of increasing the
psychological distress of household members. Similarly, the study by Berger et al. (2016)
discovered a direct link between higher household debt and depression symptoms. In addition, a
more recent study by Hiilamo & Grundy (2020) in conformity with this study confirmed that

having low or high levels of debt was linked to more depressive symptoms.

Another household factor found to have a statistically significant effect on psychological distress
was the receipt of financial or non-financial gifts. Among both urban and rural dwellers in Ghana,
it was revealed that individuals in households who did not receive transfers from other people in
the same community of residence or outside were less likely to be psychologically distressed
compared to those who received transfers. Even though this finding contradicts the findings from
other studies (Oh, 2014; Joarder et al., 2017; Tokhirov, 2018) there are possible factors that could
account for this trend. First, households without external financial and non-financial support may
take pride in their financial independence, and this feeling of freedom could result in improved
psychological well-being (Gehring, 2012; Tach & Greene, 2014). From another angle, it is possible
that households who do receive any form of assistance might live with a realistic budget and
financial expectations. As a result, they may be able to handle available financial and non-financial
resources better, which could reduce stress (Lim & Tsiaplias, 2019). Moreover, receiving gifts or
remittances makes one feel obligated to give something back or offer some assistance in return,
and this pressure could be a source of distress for individuals in a particular household (Thai, 2014;

Pan & Xiao, 2016; Bulte et al., 2018).

Furthermore, whether a household pays rent or not goes beyond simple financial transactions; it
has the power to seriously affect the psychological well-being of individuals and families, both in

urban and rural settings. The results of the fixed effects model showed that in urban areas
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individuals in households who did not pay rent were more likely to be distressed compared to those
who paid rent. Apart from a small proportion of the urban population who reside in their own
housing properties and do not pay rent in Ghana, a significant number of households who also do
not pay rent may be living in rent-free or unstable housing units such as wooden structures (kiosks)
or uncompleted buildings (Luginaah et al., 2010; Obeng-Odoom & Amedzro, 2011; Peprah et al.,
2015). The main causes of this are typically lower incomes or unstable financial situations of these
households when it comes to paying for other necessities like food, utilities, and healthcare (Asante
et al., 2018; Danso-Wiredu, 2018). As a result, individuals in the households may worry about
housing stability, frequent moves, or the possibility of losing their housing, which can cause
psychological distress (Oishi & Talhelm, 2012; Dwyer& Phillips Lassus, 2015; Wang, 2022).
Other plausible challenges confront urban households who are unable to pay rent which may lead
to higher psychological distress. For example, the dependency on other family members and
friends, lack of control over the household’s living circumstances, a restricted degree of
independence, and the social stigma and shame associated with not being able to rent could also

exacerbate distress (Peen & Dekker, 2004; Routhier, 2019).

Contrary to the situation in urban areas, the study found no interrelationship between an
individual’s household occupancy status and psychological distress. This could be explained by
the fact that most households in rural communities in Ghana occupy their own housing units.
Conducive factors accounting for this situation include the availability of free land or at a reduced
cost, affordable building materials that may be acquired locally, traditional building and housing
methods, and communal support for housing construction, among others (Cook et al., 2009;
Lapping, 2016; Gkartzios & Ziebarth, 2016). This ownership may help individuals in the

household feel more secure and lessen distress. Moreover, compared to urban households who

194



cannot afford the cost of rent, those in similar situations in rural areas might receive help due to
the stronger social support networks in rural communities, easing their loneliness and distress

(Ziebarth, 2015; Warto, 2016; Carson & Mattingly, 2017).

Urban life revolves around communication, and having access to a variety of communication tools
is crucial for managing its many challenges. One such device is the fixed-line telephone which the
study found that in urban areas individuals in households who did not have access to this
communication tool were more likely to be psychologically distressed compared to those who had.
Until recently, the easily accessed telecommunication tool in Ghana was the fixed-line telephone

which dominated telecommunication in both homes and organisations, particularly in urban areas.

A few years ago, the absence of fixed-line telephone services in a Ghanaian household was a sign
of socioeconomic deprivation. For that matter, individuals in households without access may have
felt excluded from urban opportunities and marginalised, which can be distressing. Moreover, it
was possible in the past for households without fixed-line phones to suffer social isolation,
especially if individuals in those households were unable to communicate with family and friends.
This solitude may result in depressive and lonely sentiments among individual household members
in urban areas (Graves et al., 2021). In rural areas, however, the study found no significant
relationship between household access to a fixed-line telephone and psychological distress. Apart
from the enormous fixed-line telephone coverage gap in rural communities in Ghana, other
potential explanations for the non-association could include the strong social links in rural areas,
which typically take the form of in-person meetings and community gatherings (Kim & Sim, 2015;

Holloway & Kneafsey, 2017).

With respect to households' access to a mobile phone, the results of the fixed effects revealed that

in both urban and rural areas in Ghana, individuals in households without access to a mobile phone
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were more likely to be distressed compared to those in households with mobile phone access. The
possession of mobile phones by individuals within households has emerged as a significant
characteristic of contemporary society, exerting a substantial influence in both urban and rural
areas, irrespective of geographical limitations. As such, households without access to a mobile
phone may encounter difficulties in maintaining connections with their family members,
acquaintances, or support networks (Bond, 2010; Macdonald et al., 2017; Pearson et al., 2017),
hence resulting in experiences of loneliness and distress. There are several additional obstacles
that arise from the lack of access to a mobile phone within households. These challenges
encompass the inability to engage in mobile financial transactions, reliance on others for
communication and information, manifestation of poverty, as well as social stigmatisation and
feelings of shame, among other difficulties (Velghe, 2012; Huang, 2013; Amoah et al., 2020).
These circumstances may give rise to emotions of powerlessness, inequity, and marginalisation
which may exacerbate psychological distress (Maurer, 2012; Pearson et al., 2017; Danquah &
Iddrisu, 2018). On the contrary, other studies have shown that the presence of mobile phones
among household members might result in heightened spending and financial losses, addiction,
distraction, information overload, social comparison, feelings of jealousy, and overall

psychological distress (Nasiar & Rani, 2018; Kushlev & Leitao, 2020; Shahjehan et al., 2021).

The presence of personal computers within most households has greatly reformed the way
individuals work, learn, communicate, and access information, particularly in urban areas. It is
therefore not surprising that the study discovered households without access to a personal
computer in urban areas were more likely to be psychologically distressed compared to those with
access. One plausible explanation is that in many urban areas in developing countries such as

Ghana, there is a growing trend of remote working options that necessitates the availability of
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computer access. Households who lack access may experience a potential disadvantage in
accessing flexible employment opportunities, which can lead to heightened concerns about job
security and income stability and lead to psychological distress (Larrison et al., 2002; Ortiz et al.,
2012; Araque et al., 2013). Secondly, a multitude of job-related responsibilities, as well as
contemporary tertiary education, necessitate students to have access to computers (Williams et al.,
2006; Araque et al., 2013). Households without computer access may encounter both professional

and educational obstacles which can contribute to distress.

Furthermore, household access to e-commerce showed statistical significance in only urban areas.
The study found that households without access to e-commerce in urban areas were more likely to
be psychologically distressed compared to those with access. In cities and towns where individuals
have limited time availability, e-commerce facilitates the buying procedure by making it more
efficient and streamlined. In addition, e-commerce affords households the opportunity to
efficiently engage in pricing comparisons, read reviews, and engage in purchasing activities
without the necessity of physically visiting brick-and-mortar retail establishments (Goswami &
Narwal, 2014; Vadwala & Vadwala, 2017; Jimenez et al., 2019). The absence of e-commerce in
an urban household means that individuals may have to traverse through congested streets and
long queues to purchase limited product offerings in physical shops, which can heighten stress

levels (Hiselius et al., 2012; Rotem-Mindali, 2013; Somasundram, 2020).

The establishment of trust and solidarity within a community serves as the fundamental basis for
the development and prosperity of local communities. In a period marked by rapid urbanisation
and technological progress, the enduring principles of trust and solidarity remain critical in
forming the social structure of communities. These values not only cultivate a sense of inclusion

but also enhance the general welfare and unity of communities. Regarding individual household
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members' level of trust in community members, the study found a statistically significant link with
psychological distress in rural areas. The study revealed that as perceived trust for community
members increased there was a decrease in psychological distress among individual members of
households in rural areas. It is possible that communities characterised by a high level of trust are
more inclined to participate in the practice of sharing resources (Mark, 2016; Marth et al., 2020).
This encompasses the act of helping in the form of food, shelter, and other necessary resources
during periods of hardship, thereby alleviating economic pressures that contribute to emotional
strain (Kushitor et al., 2018; Martinez et al., 2019; Zhang, 2020). In addition, high levels of trust
foster a sense of security within the community. Experiencing a sense of safety has been found to
be associated with a decrease in feelings of worry and fear, hence playing a role in mitigating
psychological distress (Kidd & Anderson, 2015; Robinette et al., 2016; Hedayati Marzbali et al.,

2021).

There was, however, no statistically significant relationship between trust and psychological
distress in urban areas. This could be attributed to several factors characteristic of the urban
society. First among them is that urban areas are usually distinguished by greater diversity in
population, culture, and socioeconomic class. The presence of diversity in these settings may result
in a more fractured sense of trust, leading to a lesser effect on psychological distress (Laurence &
Bentley, 2016; Mendolia et al., 2016; Erdem et al., 2017). Another probable reason is that in highly
populated urban areas, individuals residing near one another may experience reduced levels of
direct social engagement, resulting in a perception of anonymity (Dimant, 2019; Scott, 2022). This
decrease in social engagement has the potential to undermine the influence of trust on an

individual’s psychological well-being.
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As also shown in this study, in both urban and rural areas there was a statistically significant
inverse relationship between the perceived helpfulness of community members and psychological
distress. Individual household members' perception of high levels of helpfulness and support from

their neighbours and community was linked to lower levels of psychological distress.

The tradition of social support within communities in Ghana like other communities in SSA has a
long-standing historical foundation that spans many generations. The act of communal support,
resource sharing, and emotional solace particularly during events such as child naming, marriage,
and funerals has long been a defining characteristic of community life both in urban and rural areas
through the ages. Today, despite the rapid modernisation of our societies along with its obstacles,
this age-old tradition of social support remains a vital source of strength and resilience for both
urban and rural populations. In each community, the presence of a reliable support system helps
alleviate feelings of isolation and loneliness, both of which lower the likelihood of experiencing
psychological distress (Terry & Townley, 2019; Menec et al., 2020; Zhao et al., 2022). Moreover,
the presence of a supportive community has the potential to bolster the resilience of individuals
residing within it when confronted with challenging circumstances. Individuals who have a sense
of support tend to possess enhanced abilities to manage stress and recover from challenging
circumstances, hence diminishing the probability of enduring distress for extended periods (Pohl
et al., 2019; Boersma & Vahratian, 2021; Uchino et al., 2022). Furthermore, the perception of
helpfulness has the potential to enhance individuals' access to resources and information within
their community. This can encompass pragmatic necessities, such as the provision of healthcare
services, monetary aid, or employment prospects, which can mitigate factors that contribute to

psychological distress (Kelley et al., 2017; Pohl et al., 2019; Rivers & Sanford, 2020).
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Furthermore, the study also revealed a statistical significance between individual household
members' perception of the need to be alert when dealing with community members and
psychological distress among rural dwellers. The findings of the study observed that in rural areas
there was a decrease in psychological distress among household members as they became more
vigilant in their dealings with community members. This could be so because vigilance enables
individuals to effectively uphold their personal boundaries and safeguard their privacy. Despite
the presence of trust, individuals may nevertheless place importance on maintaining their personal
space and liberty. Secondly, in rural settings, the proficient administration of communal resources
such as water, land, grazing area, or shared utilities may also necessitate being alert to ensure
equitable use and mitigate the risk of excessive exploitation. The state of being alert has the
potential to cultivate a feeling of psychological empowerment, wherein individuals hold the belief
that they possess the capability to confront challenges and exert influence over their own
circumstances (Adomako, 2021; Daniel et al., 2021). This, in turn, leads to a decrease in the

emotional burden associated with feelings of helplessness.

Finally, the study again showed that individual household members' willingness or unwillingness
to commit time to a community project that was not of benefit to them, or their household members
but to the community was statistically significant with psychological distress. In both urban and
rural areas, it was found that compared to individuals willing to commit time those who were
unwilling to commit time were more likely to be psychologically distressed. This may be the case
because engaging in community projects may yield a profound sense of satisfaction and purpose.
Individuals who choose not to participate may forego possible occasions for experiencing this
sense of satisfaction, which could probably result in emotions of void or psychological distress

(Attree et al., 2011; Gorski et al., 2015; Davis, 2018). In addition, declining involvement in
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community projects can lead to a weakened connection to the community’s identity and values,
which may contribute to feelings of isolation, unease, and eventual psychological distress

(Mezzina et al., 2006; Smith et al., 2014).

In summary, findings of this study have revealed that in urban areas higher educational attainment
and business ownership are linked to lower psychological distress. On the other hand, increase in
age and being female were associated with higher psychological distress over time in urban areas.
However, in rural areas being a farm owner and increase in age lessened the likelihood of
psychological distress over time. Moreover, in both urban and rural areas being in a former union

was linked to higher psychological distress over time.
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CHAPTER SEVEN

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

7.0 Introduction

This final chapter provides a summary of the main findings of the study by focusing on evidence
from each objective. The chapter then provides the limitations of the study, conclusions, policy,

and recommendations for further research.

7.1 Summary of main findings

7.1.1 Psychological distress prevalence among urban and rural dwellers in Ghana

The overall prevalence of psychological distress was higher (66.1 percent) among respondents in
rural areas compared to urban areas (52.9 percent). Specifically, the Upper West region recorded
the highest overall prevalence of psychological distress in both urban (80.2 percent) and rural (85.7
percent) areas. Moreover, the study found higher prevalence rates of psychological distress among
respondents of various marital statuses in rural areas compared to those in urban areas. The
prevalence of psychological distress also varied among the different SES groups. However, overall
prevalence of distress was higher among respondents in urban (64.3 percent) and rural (70.8
percent) areas with no educational qualification. Respondents of households living in rent-free
dwellings, those with no access to fixed line telephone services, and mobile phones had higher
prevalence of psychological distress in both urban and rural areas. Finally, the study found a higher
prevalence of psychological distress in both urban and rural areas among respondents who

perceived the need of being alert when engaging with members of the community.
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7.1.2 Assessing the effect of sociodemographic and SES factors on the psychological well-
being of urban and rural dwellers in Ghana over time

This section employed the panel fixed effects model to examine the sociodemographic and SES
factors which affected psychological in urban and rural areas over time. In urban areas the study
found that various socioeconomic factors exhibited a statistically significant positive relationship
with psychological distress. These factors included individuals with no educational qualifications,
those with educational qualifications such as MSCL/BECE/QO' Level/Other education, individuals
possessing SSCE/A' Level/Prof. Cert., and individuals who did not own a business. This implies
that individuals with lower levels of educational attainment and those who did not own a business

are more likely to experience psychological distress over time.

In relation to sociodemographic attributes of respondents within urban areas, it was observed that
the female gender, increasing age, and formerly in a union had a positive correlation with
psychological distress. Moreover, respondents residing in regions namely: Volta, Brong Ahafo,
Northern, Upper East, and Upper West, exhibited a higher propensity for experiencing
psychological distress. On the contrary, there existed a negative and statistically significant
association between psychological distress and factors such as being a child, being born in current

community, and living in regions such as Western and Ashanti.

Among rural dwellers, however, the study revealed that the only SES variable that showed a
positive significant relationship with psychological distress was not being a business owner. This
suggests that a lack of involvement in business ownership increased the likelihood of experiencing
psychological distress in rural areas over time. On the other hand, concerning sociodemographic

characteristics in rural areas, the study found that age and being a spouse of the household head
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were negatively associated with psychological distress, while household size was positively

associated with distress over time.

7.2.3 Appraising the effects of household and community factors on the psychological well-
being of urban and rural dwellers in Ghana over time

This study was also interested in knowing which household and community factors of respondents
affected their psychological well-being in urban and rural areas over time. In urban areas, several
household factors were found to significantly impact psychological distress. Respondents’
household wealth quantile, the absence of household debt, and no receipt of in-transfer of income
of cash or goods were associated with reduced psychological distress. Conversely, individuals
residing in households not paying rent, who did not have access to fixed telephone, mobile phones,

personal computers, and e-commerce experienced higher psychological distress.

At the community level in urban areas, the study found that respondents’ perception of the
helpfulness of community members exhibited a negative and significant effect on psychological
distress. In contrast, the respondents in urban areas who were unwilling to contribute time to
community projects which did not benefit their household were found to be more distressed,

indicating the importance of community engagement and social support.

Similarly, in rural areas the study also found that respondents’ household wealth quintile, the
absence of household debt, and no receipt of in-transfer of income or goods were linked to lower
psychological distress. The study further indicated that respondents’ households with no access to

mobile phones was a positive predictor of psychological distress in rural areas over time.

Rural community factors such as respondents’ perceived trustworthiness, helpfulness, and

alertness of community members were negatively associated with psychological distress.
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However, psychological distress was found to be positively linked with respondents who were not

willing to contribute time to community projects deemed unbeneficial to their household.

7.2 Limitations of the study

The present study provides significant contributions to our understanding of the prevalence and
factors influencing psychological distress among individuals residing in urban and rural areas of
Ghana. However, it is important to acknowledge the limitations that may affect the generalizability

and scope of the findings.

Firstly, it is worth conceding that the primary source of data for this study predominantly consists
of self-reported information provided by the respondents. Individual perceptions and biases can
influence the experience of psychological distress, socioeconomic status, and other characteristics.
The presence of social desirability bias has the potential to impact the precision of responses, which
could result in the underrepresentation or overrepresentation of distress and its associated

components.

Secondly, the use of the fixed effects models for interpreting the results at the multivariate analysis
could pose a limitation. This is because the fixed effects models assume that all time-varying
heterogeneity is observed and that there are no unobserved time-varying factors influencing the

dependent variable which might not always be the case in practice.

Conclusions

In conclusion, the investigation into psychological distress in Ghana's urban and rural areas reveals
a complex and multifaceted landscape. There are regional differences in psychological distress, as
evidenced by the higher prevalence of psychological distress in rural areas, especially in the Upper

West. Distress levels are influenced by a complex interaction of socioeconomic characteristics
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such as educational attainment, business ownership in urban areas and farm ownership in rural
areas. Sociodemographic factors like age and marital status were found to influence psychological
distress in urban and rural areas, though at different magnitudes. It is impossible to overestimate
the importance of household and community dynamics, with community support emerging as a
critical mitigating factor, in both urban and rural settings. These results highlight the necessity of

context- and region-specific policies and programs.

The results of this study align with the Social Determinants of Health (SDH) theory, which posits
that an individual's health and well-being are greatly influenced by where one is born, live, work,
and age. Regional differences in psychological distress, which showed higher levels in rural areas
such as the Upper West, are indicative of the ways in which socioeconomic such as less access to
economic opportunities and poorer educational attainment, influence psychological distress
outcomes. In a similar vein, the impact of sociodemographic variables such as age and marital
status as well as the critical function of social support in reducing distress highlight the ways in

which both specific situations and larger societal contexts contribute to health inequalities.

7.5 Recommendations

7.5.1 Policy recommendations

Based on the research findings, it is evident that psychological distress is a significant concern,
especially in the context of urban and rural areas in Ghana. To address the complex interplay of
sociodemographic, socioeconomic, household, and community factors on psychological distress,

a few policy recommendations are proposed:

This study has revealed that people with lower or no educational qualifications, particularly in

urban areas, are more likely to experience psychological distress. The study recommends that the
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Ministry of Education (MOE) revisits policies on formal education enrolment in Ghana.
Specifically, the Free Compulsory Universal Basic Education (FCUBE), the Ghana School
Feeding Programme (GSFP), and the Free Senior High School policy should be re-looked at to
ensure their efficient and effective implementation. This would provide the younger generation

with the required knowledge and skills that enhance career opportunities and employability.

In the case of adult illiterates, the MOE through its Non-Formal Education Division (NFED)
should increase the promotion of non-formal trainings in literacy and skills acquisition by ensuring

that such trainings are made more accessible and tailored to boost their skills and confidence.

Secondly, the study found that business and farm ownership were important mediators of
psychological distress in urban and rural areas, respectively. The National Entrepreneurship and
Innovation Programme (NEIP) has been established by the Government of Ghana (GOG) to train
and provide financial support for start-ups and small businesses in Ghana. It is therefore,
recommended for the creation of awareness and ease of accessibility of this program to the

numerous Ghanaians in the informal sector devoid of political intrusion.

Moreover, the study revealed that psychological distress increased with increasing age in urban
areas in Ghana over time. This could be attributed to the growing nucleation of families especially
in urban areas in Ghana with inadequate care for the aged as one of the consequences. Taking this
into consideration, it is recommended that the Ministry of Gender, Children and Social Protection
(MoGCSP) begins to consider long-term care (LTC) policies and strategies to meet the needs of
the increasing ageing population of Ghana, particularly, in urban areas. In addition, social
protection interventions, such as the Livelihood Empowerment Against Poverty (LEAP) program

should consider increasing enrolment for the aged in urban areas in Ghana.
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7.5.2 Recommendations for future studies

Building upon the insightful findings of this study, it is imperative to ascertain potential areas for
additional scholarly inquiry that can enhance our understanding of psychological distress within
urban and rural communities in Ghana. Several suggestions for future research activities are put

forward:

Firstly, it is recommended that longitudinal studies are conducted to explore the trajectories of
psychological distress over time. By examining changes and persistence in distress levels among
urban and rural dwellers, researchers will be able to identify critical periods and factors influencing

long-term psychological well-being.

Secondly, further studies should examine the accessibility and effectiveness of psychological
health services in urban and rural areas. Research on the availability of psychological health
resources, the quality of care, and the stigma associated with seeking help can inform policies

aimed at improving access to mental health services.

Finally, studies should aim at investigating the resilience and coping mechanisms employed by
individuals and communities to manage psychological distress in both urban and rural areas.
Identifying adaptive strategies and protective factors can contribute to the development of
resilience-focused interventions. This research can shed light on the cultural and community

strengths that promote psychological well-being.
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APPENDIX A

Table Al Panel regression analysis results of pooled OLS fixed and random effects models

LIST OF APPENDICES

for respondents’ SES and sociodemographic characteristics in urban areas.

Variable

Pooled OLS

Fixed effects

Random effects

Highest education
qual.

Bachelors (RC)
None
MSCL/BECE/O!
Level/Other
SSCE/A'
Cert.

Teacher Training/HND/

Prof. Diploma
Other, specify

Occupational status

Paid employee
Yes (RC)

No

Business owner
Yes (RC)

No

Farm owner
Yes (RC)

No

SSS

Gender
Male (RC)
Female

Age

Level/Prof.

2.956 *** (0.348)
1.534*** (0.341)

1.110 *** (0.357)
0.090 (0.402)

0.829 (0.767)

0.883(0.164)

0.865 *** (0.138)

0.256 (0.187)
-0.826 *** (0.024)

0.764*** (0.150)
0.260*** (0.005)

2.745*** (0.510)
1.490*** (0.496)

0.802 (0.520)
0.419 (0.584)

0.775 (1.118)

0.088 (0.235)

0.724*** (0.196)

0.327 (0.270)
-0.060 (0.350)

0.867*** (0.216)
0.032*** (0.007)
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2.956*** (0.348)
1.534*** (0.341)

1.110%** (0.357)
0.090 (0.402)

0.829 (0.767)

0.088 (0.164)

0.865*** (0.138)

0.256 (0.187)
-0.083*** (0.024)

0.764*** (0.150)
0.26 *** (0.005)



Table Al continued

Variable Pooled OLS Fixed effects Random effects
Marital status

In Union (RC)

Formerly in Union 0.833*** (0.196) 0.780*** (0.276) 0.833*** (0.196)
Never in union -0.357 (0.221) -0.119 (0.320) -0.036 (0.221)
Relationship to HHH

Head (RC)

Spouse -0.506** (0.198) -0.487 (0.285) -0.506 ** (0.198)
Child -0.977*** (0.247) -0.747* (0.356) -0.977*** (0.247)

Other relatives/non-
relatives

Household size
Born in comm.
Yes (RC)

No

Region

Greater Accra (RC)
Western
Central

Volta

Eastern

Ashanti

Brong Ahafo
Northern

Upper East
Upper West
Cons

Number of
observations

Number of groups

-0.467 (0.323)

0.025 (0.032)

-0.637*** (0.120)

-0.561** (0.249)
0.352 (0.242)
1.931%** (0.255)
0.732%** (0.212)
-1.106*** (0.177)
0.368 (0.237)
1.273 *** (0.231)
1.902*** (0.437)
2.826*** (0.555)
13.508 (0.504)
9,544

4,898

0.276 (0.464)

-0.020 (0.454)

0.708*** (0.173)

-0.723* (0.358)
0.282 (0.347)
1.970%** (0.361)
0.575 (0.305)
-1.273*** (0.255)
0.809 ** (0.337)
1.377 *** (0.331)
2.016 ** (0.643)
3.060*** (0.806)
13.423*** (0.718)
9,544

4,898

-0.467 (0.323)

0.025 (0.032)

-0.637*** (0.120)

-0.561** (0.249)
0.352 (0.242)
1.931%** (0.255)
0.732%%* (0.212)
-1.106*** (0.177)
0.368 (0.237)
1.273*** (0.231)
1.902*** (0.437)
2.826*** (0.555)
13.508*** (0.504)
9,544

4,898

Standard errors in parentheses *** p<0.01, ** p<0.05, * p<0.1
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Table A2 Panel regression analysis results of pooled OLS fixed and random effects models

for respondents’ SES and sociodemographic characteristics in rural areas

Variable

Pooled OLS

Fixed Effects

Random Effects

Highest edu.
qualification
Bachelors (RC)
None
MSCL/BECE/O!
Level/Other

SSCE/A'  Level/Prof.

Cert.

Teacher Training/HND/

Prof. Diploma
Other, specify

Occupational status

Paid employee
Yes (RC)

No

Business owner
Yes (RC)

No

Farm owner
Yes (RC)

No

SSS

Gender
Male (RC)
Female

Age

2.964*** (0.597)
1.760%** (0.598)

1.861*** (0.622)
1.073 (0.699)

1.066 (1.165)

0.441** (0.193)

0.509*** (0.132)

0.232 (0.122)
-0.027(0.148)

0.794*** (0.143)
0.034 *** (0.003)

-1.007 (1.252)
-1.125 (1.230)

-0.010 (1.196)
-0.415 (1.074)

-1.391 (1.834)

0.329 (0.308)

0.077 (0.205)

0.451* (0.186)
-0.003 (0.025)

1.523 (1.154)
-0.120%** (0.012)
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2.947*** (0.607)
1.758 *** (608)

1.863*** (0.631)
1.068 (0.703)

1.040 (1.168)

0.436 ** (0.194)

0.503*** (0.134)

0.264** (0.123)
-0.023 (0.018)

0.797*** (0.146)
0.033*** (0.004)



Table A2

Variable Pooled OLS Fixed Effects Random Effects
Marital status

In Union (RC)

Formerly in Union 1.127*** (0.172) 0.338 (0.330) 1.101*** (0.176)
Never in union -0.649*** (0.207) -0.752 (0.501) -0.684*** (0.210)
Relationship to HHH

Head (RC)

Spouse -0.542*** (0.177) -1.003* (0.427) -0.562 *** (0.181)
Child -0.949*** (0.224) -1.574 (0.839) -0.978 *** (0.227)
Other -0.432 (0.259) -0.583 (0.815) -0.438 (0.263)
relatives/Nonrelatives

Household size 0.026 (0.021) 0.103* (0.045) 0.030 (0.022)
Born in comm.

Yes (RC)

No -0.434*** (0.101) -0.321 (0.187) -0.448*** (0.103)
Region

Greater Accra (RC)

Western 0.923 *** (0.312) -0.032 (1.714) 0.961*** (0.322)
Central 0.324 (0.326) -0.898 (1.715) 0.356 (0.337)
Volta 1.442%** (0.308) -0.371 (1.282) 1.484*** (0.318)
Eastern 2.125*** (0.306) 1.036 (1.180) 2.155*** (0.315)
Ashanti 0.518 (0.297) -1.106 (1.133) 0.545 (0.307)
Brong Ahafo 0.437 (0.309) 1.101 (1.507) 0.469 (0.319)
Northern 1.797*** (0.298) -0.293 (1.507) 1.826*** (0.308)
Upper East 2.121%** (0.320) -0.202 (1.619) 2.161%** (0.331)
Upper West 2.767*** (0.336) 0.772 (2.273) 2.785%** (0.347)
Cons 12.558*** (0.690) 24.112*%** (1.814) 12.543** (0.703)
Number of observations 16,323 16,323 16,323

Number of groups 8,219 8,219 8,219

Standard errors in parentheses
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*** p<0.01, ** p<0.05, * p<0.1



Table A3 Panel regression analysis result of pooled OLS fixed and random effects models
for respondents’ household and community characteristics in urban areas

Variables

Pooled OLS

Fixed Effects

Random Effects

HH Wealth quintile

Household Debt
Yes (RC)
No

Household in-transfer

Yes (RC)
No
Rent

Yes (RC)
No

Fixed line telephone

Yes (RC)

No

Mobile phone
Yes (RC)

No

Personal computer

Yes (RC)

No
E-commerce
Yes (RC)

No

Internet

Yes (RC)

No

-0.254%** (0.044)

-0.445%** (0.133)

-0.631%** (0.121)

0.636*** (0.130)

0.416(0.297)

2.467%** (0.232)

1.062%** (0.179)

0.903*** (0.273)

0.177(0.157)

-0.240%** (0.064)

-0.475* (0.191)

-0.783%** (0.174)

0.664*** (0.187)

1.006* (0.427)

2.493%** (0.331)

0.906*** (0.258)

1.176** (0.398)

-0.181 (0.226)
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-0.254%** (0.044)

-0.445%** (0.133)

-0.631%** (0.121)

0.636*** (0.130)

0.416 (0.297)

2.467%** (0.232)

1.062%** (0.179)

0.902%** (0.273)

0.177 (0.157)



Table A3 continued

Variables Pooled OLS Fixed Effects Random Effects
Comm. Trustworthiness  0.071(0.057) 0.158 (0.083) 0.071(0.057)
Comm. Helpfulness -0.153** (0.058) -0.223** (0.085) -0.153** (0.058)
Comm. Alertness -0.010 (0.051) -0.018 (0.074) -0.010(0.051)
Comm. Project

Will contribute (RC)

Will not contribute 1.512*** (0.126) 1.673*** (0.179) 1.512*** (0.126)
Cons 15.584 *** (0.126) 15.137*** (0.699) 15.584*** (0.491)
Number of observations 9544 9,544 9,544
Number of groups 4,898 4,898 4898

Standard errors in parentheses

*** p<0.01, ** p<0.05, * p<0.1

Table A4 Panel regression analysis result of pooled OLS, fixed and random effects models
for respondents’ household and community characteristics in rural areas

Variables

Pooled OLS

Fixed Effects

Random Effects

HH Wealth quintile
Household debt

Yes (RC)

No

Household in-transfer
Yes (RC)

No

Rent

Yes (RC)
No

Fixed line telephone
Yes (RC)
No

-0.366*** (0.033)

-0.704*** (0.105)

-1.210*** (0.098)

1.054*** (0.178)

1.531** (0.660)

-0.444%** (0.060)

-0.875*** (0.150)

-0.937*** (0.148)

-0.048 (0.318)

1.001 (0.901)
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-0.373*** (0.034)

-0.736*** (0.105)

-1.185*** (0.099)

1.010%** (0.182)

1.437** (0.654)



Table A4 continued

Variables Pooled OLS Fixed Effects Random Effects
Mobile phone

Yes (RC)

No 1.767*** (0.118) 0.837*** (0.178) 1.663*** (0.119)
Personal computer

Yes (RC)

No 1.150*** (0.278) 0.407 (0.439) 1.060*** (0.280)
E-commerce

Yes (RC)

No 1.707*** (0.366) 0.601 (0.520) 1.617*** (0.364)
Internet

Yes (RC)

No 0.963*** (0.178) -0.461 (0.250) 0.819*** (0.175)
Comm. trustworthiness  -0.095** (0.047) -0.130* (0.064) -0.093** (0.046)
Comm. Helpfulness -0.182*** (0.047) -0.175** (0.065) -0.179*** (0.047)
Comm alertness -0.198*** (0.039) -0.186*** (0.053) -0.197*** (0.039)
Comm. Project

Will contribute (RC)

Will not contribute 2.162*** (0.101) 2.345*** (0.125) 2.189*** (0.099)
Cons 15.445*** (0.806) 20.464*** (1.180) 15.875*** (0.805)
Number of observations 16,224 16,224 16,224
Number of groups 8,187 8,187 8,187

Standard errors in parentheses *** n<0.01, ** p<0.05, * p<0.1

APPENDIX B
Table B1: Cross-sectional changes in respondents’ individual, household, and community
characteristics across waves

Variable Wave 1 (N=8,667) Wave 2 (N= 8,303) Wave 3 (N= 8,954)

Sociodemographic ~ Urban Rural (%) Urban Rural (%) Urban Rural (%)
(%) (%) (%)

Age group (years)

Less than 36 years 30.3 29.3 27.9 25.9 26.9 25.4

36-45 23.4 21.8 22.5 21.9 204 194

46-55 195 17.5 20.0 18.6 194 194

56-60 12.7 135 14.0 144 16.1 14.8

61+ 14.1 17.9 15.6 19.3 17.1 21.1
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Table B1 continued

Variable Wave 1 (N=8,667) Wave 2 (N= 8,303) Wave 3 (N= 8,954)

Sociodemographic ~ Urban Rural (%) Urban Rural (%) Urban Rural (%)
(%) (%) (%)

Marital status

In union 58.3 72.2 54.5 65.9 53.2 63.3

Formerly in union 18.4 14.9 21.0 17.9 19.7 175

Never in union 23.1 12.2 24.6 16.2 27.1 19.2

HH membership

status

Head 59.5 53.9 60.4 54.2 60.6 57.3

Spouse 24.0 32.9 21.2 29.0 20.2 25.4

Child 11.9 9.1 13.7 11.9 15.7 13.1

Other relatives/non- 4.6 4.1 4.7 4.8 3.5 4.2

relatives

Household size

1 17.7 10.7 19.7 12.7 20.3 14.3

2-3 30.9 23.7 35.4 28.4 34.4 29.4

4-6 40.5 41.8 37.8 40.8 37.5 41.0

7+ 10.9 23.9 7.2 18.2 7.8 15.2

Born in comm.

Yes 38.4 32.9 42.1 51.1 49.1 55.5

No 61.6 67.1 57.9 48.9 50.9 445
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Table B1 continued

Variable Wave 1 (N=8,667) Wave 2 (N= 8,303) Wave 3 (N= 8,954)
Sociodemographic ~ Urban Rural (%) Urban Rural (%) Urban Rural (%)
(%) (%) (%)
Religion
None 4.2 6.6 4.0 7.6 34 4.9
Christian 75.5 59.8 76.4 61.6 77.6 64.6
Muslim 16.2 19.3 18.1 20.2 17.5 21.0
Traditional 1.2 12.4 0.7 9.1 1.2 9.2
Other 2.7 2.0 0.7 15 0.2 0.3
Region of residence
Western 7.8 10.1 6.9 8.9 6.9 9.5
Central 7.0 6.7 8.3 6.9 8.8 6.8
Greater Accra 24 2.3 22.9 3.1 20.5 4.0
Volta 7.2 11.3 6.4 94 7.5 104
Eastern 12.6 114 11.0 11.2 11.6 11.0
Ashanti 20.7 14.9 20.8 14 22.5 13.9
Brong Ahafo 9.0 10.2 9.4 9.8 8.8 10.5
Northern 9.1 19.2 10.8 20.7 10.6 20.5
Upper East 1.7 7.9 2.4 9.2 1.6 7.5
Upper West 11 6.0 1.2 6.8 1.2 5.9
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Table B1 continued

Variable Wave 1 (N=8,667) Wave 2 (N= 8,303) Wave 3 (N= 8,954)

Socioeconomic Urban (%) Rural (%) Urban (%) Rural (%) Urban (%) Rural (%)
status

Highest edu.

qual.

None 39.7 72.0 38.1 69.8 34.8 64.3
MSLC/BECE/O" 40 22.9 38.3 23 36.2 25.4
Level

SSCE/A' 12.5 35 14.7 4.8 17.8 7.3
Level/Prof. Cert.

Teacher 5.2 1.3 5.1 1.4 55 15
Training/HND/

Prof. Diploma

Bachelor’s 2.3 0.2 3.3 0.7 4.5 1.1
degree+

Other, specify 0.2 0.0 0.6 0.2 13 0.4

Subjective social
status (SSS)

Low 42.6 45.0 42.9 48.9 35.6 415
High 38.1 32.4 415 36.7 45.7 40.9
Very High 19.2 225 15.6 14.4 17.9 16.8

Occupational
status

Paid employee
No Missing Missing 77.0 92.0 80.0 91.2
Yes Missing Missing 23.0 8.0 20.0 8.8
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Table B1 continued

Variable Wave 1 (N=8,667) Wave 2 (N= 8,303) Wave 3 (N= 8,954)
Occupational Urban Rural Urban (%) Rural (%) Urban (%) Rural (%)
status (%) (%)

Business owner

No Missing Missing 64.5 80.6 66.3 18.0
Yes Missing Missing 35.5 194 33.7 82.0
Farm owner

No Missing Missing 85.0 52.1 85.8 43.3
Yes Missing Missing 15.0 47.9 14.2 56.8
Household

factors

Wealth quintile

Poorest 13.2 32.8 12.4 29.9 13.0 18.2
Poor 191 18.4 18.2 20 19.1 18.6
Middle 23.1 18.4 21.8 15.8 22.4 18.4
Rich 21.3 14.2 22.6 16.5 22.4 23.3
Richest 234 16.1 25 17.9 23.1 21.6

Household debt

No 78.6 75.3 66.9 66.6 71.9 70.4
Yes 21.4 24.7 33.1 334 28.1 29.6
Household in-

transfer

No 65.5 69.6 57.0 59.4 54.2 53.9
Yes 34.5 30.4 43.0 40.6 45.8 46.1
Rent

Yes 32.5 6.0 30.1 8.2 28.2 9.7
No 67.5 94.0 69.9 91.8 71.8 90.3
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Table B1 continued

Variable Wave 1 (N=8,667) Wave 2 (N= 8,303) Wave 3 (N= 8,954)
Household Urban (%) Rural (%) Urban (%) Rural (%) Urban (%) Rural (%)
factors

Fixed line

telephone

Yes 12.0 1.1 1.3 0.4 0.6 0.1
No 88.0 98.9 98.7 99.6 99.4 99.9
Mobile phone

Yes 88.6 62.0 93.8 80.6 95.6 86.9
No 114 38.0 6.2 194 4.4 13.1
Personal

computer

Yes 16.1 1.9 14.9 3.2 17.4 4.9
No 83.9 98.1 85.1 96.8 82.6 95.1
E-commerce

Yes 10 2.8 2.2 0.5 4.4 2.1
No 90 97.2 97.8 99.5 95.6 97.9
Internet

Yes 20.7 1.2 0.0 0.0 44.5 24.4
No 79.3 98.8 100.0 100.0 55.5 75.6
Community

factors

Trustworthiness

Agree 38.1 62.2 36.4 S7 39.2 55.9
Neutral 16.7 11.2 16.6 12.3 8.9 7.4
Disagree 43.2 26.1 47.0 30.8 51.3 36.4

263



Table B1 continued

Variable Wave 1 (N=8,667) Wave 2 (N=8,303) Wave 3 (N= 8,954)

Community
factors

Helpfulness  Urban (%) Rural (%) Urban (%) Rural (%) Urban (%) Rural (%)

Agree 36.6 57.7 35.0 56.5 39.0 55.1
Neutral 16.3 12.1 18.1 13.2 11.1 8.7
Disagree 45.1 29.7 46.9 30.3 48.8 35.6
Alertness

Agree 61.4 48.4 67.4 60.6 79.5 70.2
Neutral 12.8 10.2 14.0 14.7 5.4 6.7
Disagree 23.7 40.6 67.4 24.7 14.2 22.5
Community

project

participation

Will 15.3 10.6 82.9 87.5 87.4 89.5
contribute

Will not 84.7 89.4 17.1 12.5 12.6 10.5
contribute

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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Table B2: Cross-sectional changes in respondents’ mean psychological distress levels across waves.

Wave 1 Wave 2 Wave 3

Variable Urban Rural Urban Rural Urban Rural

Socio- Mean Mean Mean Mean Mean Mean Mean Mean Mean diff Mean diff (W3-

demographic (SD) (SD) (SD) (SD) diff diff (SD) (SD) (W3-W2)-  W1)-ru

characteristics (W2- (W2- ur

W1)-ur  W1)-ru

Sex

Male 17.9(5.8) 20.3 15.8 17.2 2.1 -3.10 16.2 17.7 0.4 0.5
(6.3) (5.1) (5.6) (5.6) (6.2)

Female 19.4(6.4) 21.3 16.5 18.2 -2.9 -3.1 17.2 18.9 0.7 0.7
(6.3) (5.3) (5.9) (6.1) (6.5)

Age group (yrs.)

Less than 36 17.6 19.7 15.3 16.1 -2.3 -3.6 15.9 16.9 0.6 0.8

years (5.6) (6.0) (5.1) (5.4) (5.7) (5.9)

36-45 18.3(5.8) 20.8 15.8 17.3 -25 -3.5 16.9 18.0 1.0 0.6
(6.0) (4.9) (5.5) (5.9) (6.1)

46-55 19.1 20.8 16.5 17.8 -2.6 -3.0 16.5 18.6 0.0 0.8

(6.5) (6.0) (5.0) (5.5) (5.6) (6.3)

56-60 19.2(6.3) 20.9 16.5 18.3 -2.7 -2.6 16.9 19.1 0.4 0.9
(6.3) (5.2) (5.8) (6.0) (6.3)

61+ 21.2(7.1) 227 178 ( 20.0 -3.4 2.7 18.3 19.7 0.5 -0.3
(7.0) 5.9) (6.1) (6.4) (6.7)

Marital status
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In Union
Formerly in
Union

Never in Union
HH membership
status

Head

Spouse

Child

Other
Relatives/non-
relatives

Household Size

1

2-3

4-6

7+

18.6 (6.0)

21.1(6.7)

17.4 (5.8)

19.0 (6.2)

18.7 (6.0)

17.5 (6.1)

19.1 (7.2)

19.0 (5.9)

19.0 (5.9)

18.3 (6.3)

19.1 (6.6)

21.0
(6.2)

22.2
(6.7)

18.1
(5.9)

20.9
(6.4)

21.3
(5.9)

18.3
(6.2)

20.9
(7.0)

20.7
(6.6)

20.5
(6.4)

20.7
(6.3)

21.3
(6.2)

16.1
(4.9)

17.6
(5.7)

15.3
(5.3)

16.5
(5.2)

16.2
(4.9)

15.2
(5.2)

16.5
(5.9)

16.6
(5.4)

16.2
(5.4)

15.9
(5.0)

16.8
(4.9)

17.6
(5.5)

20.0
(6.4)

15.8
(5.6)

18.1
(5.9)

17.6
(5.4)

16.2
(5.7)

17.9
(6.3)

18.2
(6.4)

17.9
(5.8)

17.4
(5.6)

17.8
(5.8)

-2.5

-2.5

-2.6

-2.3

-2.6
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16.6
(5.7)

18.5
(6.7)

15.9
(5.6)

17.1
(6.1)

16.8
(5.6)

15.6
(5.4)

16.5
(6.2)

17.0
(6.0)

17.1
(6.1)

16.3
(5.7)

17.0
(6.2)

18.1
(6.2)

20.0
(6.6)

16.9
(6.2)

18.6
(6.3)

18.2
(6.4)

16.9
(6.0)

193
(6.6)

18.8
(6.7)

18.8
(6.4)

18.2
(6.3)

13
(6.0)

0.9

0.5

0.7

0.6

0.4

0.0

0.4

0.9

0.4

0.3

0.5

0.8

1.0

0.5

0.6

0.8

1.4

0.6

0.9

0.8



Born in Comm

Yes

No

Religion

None

Christian

Muslim

Traditional

Other

Region

Western

Central

Greater Accra

18.0 (5.8)

19.2 (6.4)

20.1(7.0)

18.3 (5.9)

20.5 (6.9)

21.3(7.1)

19.4 (7.5)

17.3 (5.5)

21.5 (7.9)

17.8 (4.6)

20.9
(6.3)

20.8
(6.3)

21.2
(6.7)

20.0
(6.3)

21.6
(6.1)

23.2
(5.6)

20.4
(6.6)

19.6
(5.7)

18.8
(5.4)

16.4
(4.9)

16.5
(5.5)

16.0
(6.0)

16.9
(6.1)

15.8
(5.0)

17.7
(5.2)

21.9
(8.7)

19.1
(6.2)

14.9
(4.5)

151
(4.6)

16.0
4.7)

18.0
(5.9)

17.6
(5.7)

18.1
(6.0)

17.3
(5.7)

185
(5.6)

18.8
(6.1)

18.5
(6.2)

17.0
(5.4)

16.7
(5.1)

17.5
(4.9)

-1.5

-1.8
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11

16.9
(6.1)

16.7
(5.7)

175
(6.5)

16.7
(5.7)

16.6
(6.6)

22.3
7.7)

18.9
(6.9)

16.3
(6.3)

17.5
(6.2)

16.3
(4.7)

18.3
(6.3)

18.4
(6.4)

18.6
(6.8)

18.4
(6.2)

17.7
(6.5)

19.4
(6.6)

14.3
(4.3)

18.2
(7.0)

18.6
(6.3)

17.8
(6.6)

0.40

0.7

0.7

1.0

-1.1

0.4

14

2.3

0.3

0.4

0.8

0.6

1.2

1.2

1.9

0.3



Volta

Eastern

Ashanti

Brong Ahafo

Northern

Upper East

Upper West

Socioeconomic

Status

Ever Attended
Sch.

Yes
No
Highest Edu.

Qual.

None

18.8 (5.9)

20.5 (6.7)

15.9 (5.2)

21.1 (5.8)

22.1(7.5)

17.9 (4.9)

19.1 (4.7)

18.0 (5.8)

21.9 (7.1)

20.7 (6.9)

18.8
(5.6)

22.4
(6.6)

18.8
(6.7)

21.1
(5.5)

23.8
(5.9)

22.1
(6.2)

21.0
(5.5)

19.3
(5.7)

225
(6.3)

21.7
(6.3)

19.9
(6.6)

14.8
(4.6)

15.7
(5.5)

15.2
4.7)

18.8
(5.1)

18.0
(4.6)

18.9
(3.0)

15.8
(5.0)

18.3
(5.6)

17.6
(5.5)

19.7
(6.9)

16.5
(5.6)

16.9
(6.1)

15.8
(4.8)

18.4
(5.7)

18.8
(6.3)

20.2
(4.0)

16.8
(5.6)

18.9
(5.8)

18.3
(5.9)

11
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0.9

18.9
(6.3)

17.9
(6.0

15.9
(5.7)

16.8
(6.2)

15.6
(6.1)

19.1
(6.4)

22.8
(7.7)

16.4
(5.7)

18.8
(6.8)

18.4
(6.6)

19.0
(6.1)

20.1
(5.7)

18.0
(6.2)

16.7
(5.9)

17.0
(6.0)

19.4
(6.7)

21.2
(6.5)

17.9
(6.1)

19.0
(6.7)

19.0
(6.6)

-1.0

3.1

0.3

1.6

11

3.9

0.6

0.5

0.8

3.6

1.1

0.8

-14

0.6

1.0

1.0

0.1

0.7



MSLC/BECE/O'
Level

SSCE/A'
Level/Prof. Cert.

Teacher
Training/HND/
Prof. Diploma

Bachelor’s
degree+

Subjective Social
Status

Low

High

Very High
Occupational
Status

Paid Employee
Yes

No

Business Owner

17.8 (5.4)

17.4 (5.6)

15.7 (4.1)

16.5 (5.2)

18.8 (6.6)

18.4 (5.8)

19.5 (6.2)

17.7 (5.4)

19.1 (6.4)

18.7
(5.7)

17.8
(5.3)

17.9
(6.0)

16.8
(5.4)

21.3
(6.8)

20.3
(5.8)

20.5
(6.0)

185
(5.7)

21.0
(6.3)

15.6
(4.9)

14.9
(5.0)

15.2
(4.0)

15.0
(4.5)

16.5
(5.4)

16.0
(5.1)

16.1
(4.9)

15.7
(5.0)

16.4
(5.3)

16.5
(5.4)

16.5
(5.5)

17.0
(6.2)

15.1
(5.3)

17.8
(6.0)

17.6
(5.5)

18.0
(5.8)

16.2
(5.3)

17.9
(5.8)

-2.2

-1.5

-2.3

-2.4

-2
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-2.5

16.5
(5.5)

15.5
(5.4)

14.8
(4.1)

14.8
(4.3)

17.6
(6.6)

16.2
(5.3)

16.5
(5.9)

16.0
(5.3)

17.0
(6.1)

17.5
(5.9)

16.8
(5.7)

15.9
(5.2)

15.2
4.7)

185
(6.7)

18.0
(7.0)

18.8
(6.4)

17.0
(6.0)

18.5
(6.4)

11

0.2

0.4

0.3

0.6

1.1

0.3

-1.1

0.1

0.8

0.4

0.7

0.8

0.6



Yes

No

Farm Owner

Yes

No

Household
Characteristics

Wealth Quintile

Poorest

Poor

Middle

Rich

Richest

Household Debt
No

18.6 (6.2)

18.8 (6.2)

20.0 (6.0)

18.6 (6.2)

21.1 (7.0)

18.8 (5.7)

16.9 (5.8)

19.0 (6.5)

18.7(5.9)

18.7 (6.1)

20.3
(6.1)

20.9
(6.3)

21.2
(6.3)

20.5
(6.3)

22.9
(6.0)

19.6
(5.8)

19.4
(5.8)

21.1
(6.8)

19.4
(6.3)

20.6
(6.2)

16.0
(4.9)

16.3
(5.4)

16.7
(5.1)

16.1
(5.2)

18.5
(4.9)

16.2
(4.9)

16.2
(5.2)

15.1
(4.6)

16.1
(5.9)

16.2
(5.3)

17.4
(5.4)

17.8
(5.9)

18.0
(5.6)

17.5
(6.0)

19.0
(5.7)

17.4
(5.5)

16.4
(5.1)

16.5
(5.7)

18.3
(6.5)

17.9
(5.9)

-2.6

-2.5
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16.8
(5.7)

16.8
(6.1)

17.3
(6.1)

16.7
(5.9)

17.0
(6.8)

17.0
(5.8)

16.2
(5.4)

18.2
(6.0)

16.1
(5.9)

16.4
(5.7)

18.3
(6.1)

18.3
(6.4)

18.7
(6.3)

18.1
(6.4)

19.1
(6.6)

18.2
(6.6)

175
(6.5)

19.2
(6.1)

175
(5.9)

17.9
(6.1)

0.4

0.6

0.6

-1.5

0.8

0.0

3.2

0.0

0.2

0.9

0.5

0.7

0.6

0.1

0.9

11

2.7

0.0



Yes
Household In-
transfer

No

Yes

Rent
Yes

No

Fixed line
telephone
Yes

No

Mobile phone
Yes

No

Personal
computer

18.8 (6.4)

18.3 (5.9)

19.5 (6.6)

17.8 (5.8)

19.2 (6.4)

16.8 (6.2)

19.0 (6.2)

18.4 (6.1)

21.3 (6.8)

215
(6.7)

20.7
(6.2)

21.1
(6.5)

18.8
(6.0)

20.9
(6.3)

17.0
(6.9)

20.9
(6.3)

20.0
(6.0)

22.2
(6.5)

16.2
(5.1)

16.1
(5.1)

16.4
(5.4)

15.7
(4.9)

16.4
(5.4)

14.4
(5.3)

16.2
(5.2)

16.1
(5.2)

17.8
(5.6)

17.4
(5.6)

17.2
(5.5)

18.4
(6.1)

16.4
(5.7)

17.8
(5.8)

17.2
(6.5)

17.7
(5.8)

17.4
(5.7)

19.2
(6.2)

-2.57

-2.1

-2.8
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-4.1

0.2

17.7
(6.5)

16.3
(5.7)

17.4
(6.2)

16.3
(5.7)

17.0
(6.0)

15.4
(5.1)

16.8
(5.9)

16.6
(5.8)

20.2
(7.2)

194
(6.7)

17.5
(6.2)

19.3
(6.4)

17.4
(6.1)

18.4
(6.4)

14.6
(3.4)

183
(6.4)

18.1
(6.2)

19.9
(6.9)

0.2

1.0

0.6

0.6

1.0

0.6

1.0

2.1

0.3

0.9

1.0

0.6

0.6

0.7

0.7



Yes

No

E-commerce

Yes

No

Internet

Yes

No
Community
Social Support
Weak

Moderate

Strong

17.0 (5.4)

19.1 (6.3)

16.8 (5.8)

19.0 (6.2)

17.4 (5.9)

19.1 (6.3)

18.8 (6.6)

18.4 (5.8)

19.5 (6.2)

17.1
(5.8)

20.9
(6.3)

17.9
(5.4)

20.9
(6.3)

17.8
(6.9)

20.8
(6.3)

21.3
(6.8)

20.3
(5.8)

20.5
(6.0)

15.3
(4.6)

16.4
(5.3)

154
(4.2)

16.2
(5.2)

Missing

16.2
(5.2)

16.5
(5.4)

16.0
(5.1)

16.1
(4.9)

16.1
(5.3)

17.8
(5.8)

17.6
(5.0)

17.7
(5.8)

Missing

17.7
(5.8)

17.8
(6.0)

17.6
(5.5)

18.0
(5.8)

-1.7

-1.4

-2.8

Missing

-2.9

-2.3

-2.4

-3.4

Missing

goill

15.2
(4.8)

17.1
(6.1)

14.0
(4.5)

16.9
(6.0)

16.1
(5.3)

17.4
(6.3)

17.6
(6.6)

16.2
(5.3)

16.5
(5.9)

16.4
(5.7)

18.4
(6.4)

15.4
(6.1)

18.4
(6.3)

16.7
(5.9)

18.9
(6.4)

185
(6.6)

17.9
(6.0)

18.8
(7.9)

-0.1

0.7

-1.4

0.7

Missing

1.2

11

0.2

0.4

0.3

0.6

0.7

Missing

1.2

0.7

0.3

0.8

Source: Computed from Ghana Socio-economic Panel Survey Data; 2010, 2014 & 2018
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APPENDIX C
Title: Socioeconomic Status (SES) and Psychological Distress among Urban and Rural

Dwellers in Ghana

Interview Guide: (To be administered as FGDs)

To be completed by the interviewer

Section A Respondents’ Background Information

1. Region of current residence of respondent: .................ooevvviininn....

2. District of current residence of respondent: ................ooeiiiiiiiiini

3. Community type: Urban/Rural

4. Sex of respondent: Male/Female

5. Age:

6. Ethnicity:

7. Marital status:

8. Level of education completed:

9. Religion:

10. Occupation:

11. How many dependents do you have?

12. Tell me any additional information about yourself if any.

13. How long have you lived in this community (Probe whether the respondent (s) was born
here, whether the respondent has lived in another community for at least six months, was

it in Ghana or abroad? Why the respondent moved, why the respondent returned)

(i) Have you ever migrated to live in other places in Ghana/abroad for at least six months?
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(ii). If never migrated, and lived here throughout, why?

OR

(iii). Is a migrant living in this community (Probe for number of years lived in this community,

reasons for moving into this community, future migration intentions)

Section B SES and Psychological Well-being

14.

15.

16.

17.

18.

19.

20.

What things do you think constitute one’s socioeconomic status?

Does SES differ between urban and rural dwellers? What are the differences in SES
between urban and rural dwellers in Ghana?

What is your understanding of psychological well-being? (Probe for psychological well-
being and their meaning)

How is SES linked to well-being? (Probe for how one’s educational status, educational
attainment, occupational status, wealth status etc influence psychological well-being).
Does this differ among urban and rural dwellers in Ghana? If “yes/no”, explain

How do sociodemographic factors influence one’s psychological well-being? (Probe for
how one’s sociodemographic characteristics such as age, sex, marital status, migrant status,
religion, region of residence, household composition etc influence his/her psychological
well-being).

Does this differ among urban and rural dwellers in Ghana? If “yes/no”, explain.
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21. What factors do you think can help improve people’s well-being? (Probe for Self-rated
Health, Household Debt, Household Receipt of Remittance, Household Composition,

social cohesion (trustworthiness, helpfulness, alertness)

22. Now can you tell me about major events which occurred in your community in 2009, 2014

and 2018 which had a positive or negative impact on community members?

| have come to the end of the interview. Is there something else you would want to add or question

you would want to ask?

Thank you for your time.
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APPENDIX D

UNIVERSITY OF GHANA

Official Use only
$44
Protocol number

——

Ethics Committee for Humanities (ECH)

PROTOCOL CONSENT FORM
Section A- BACKGROUND
INFORMATION
Title of Study: Socioeconomic Status and Psychological Distress among of Urban
and Rural Dwellers in Ghana
Principal Kpadam Opuni

Investigator:

Certified Protocol ECH 078/ 22-23
Number

Section B- CONSENT TO PARTICIPATE IN
RESEARCH

General Information about Research

Hello... my name is Kpadam Opuni, a doctoral researcher at the Regional Institute for Population
Studies (RIPS), University of Ghana, Legon currently working on my PhD thesis on the topic:
“Socioeconomic Status (SES) and Psychological Distress among Urban and Rural Dwellers
in Ghana”. The purpose of this interview is to collect data from individuals that will help in
understanding how changes in socioeconomic status serve as a proxy for psychological distress
and self-rated health in urban and rural areas in Ghana over time. This study will collect
information on participants’ sociodemographic characteristics and their knowledge of
socioeconomic status characteristics in urban and rural areas. The study will further gather
information on how the socioeconomic status of individuals can pose as a likely predictor of
psychological distress and self-rated health. Approximately, 42 individual in-depth interviews will
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be conducted across eight regions of Ghana. Participants for this interview will be selected
conveniently and each interview session with a participant will take approximately 1 hour to
complete. Interview sessions will be recorded using an audio-taped recorder with the permission
of the respondent.

Benefits/Risks of the study

This study has no direct benefit to the participants who will be interviewed. However, respondents
will be informed that their participation is greatly appreciated and is extremely valuable to the
success of my efforts to understand the interrelationship between socioeconomic status and mental
health over time. | acknowledge that the interviews will take some of the time of respondents and
they may get tired, bored, or distracted in the course of the interview. During the interview, a
respondent is allowed to take breaks in order to rest or attend to urgent personal activities. They are
also free to decide to interrupt or discontinue the interview at any point in time. Refusing to
participate or discontinuing an interview will involve no penalty to a respondent.

Confidentiality

I will not disclose any personally identifiable information about any respondent, their family, or
their children to anyone outside of this study. | will keep everything that they tell me private and
confidential. Names will be kept private and separate from the information they provide on a
password-protected computer. All data will be reported in the aggregate only and reports
developed from the study that will be disseminated will contain only aggregate-level data. Data
collected for the study will be maintained in a secure location, according to standard study
procedures, and will be destroyed once all reporting activities are completed.

Compensation

| acknowledge that | cannot give enough to pay for the time spent in answering my questions, but in
appreciation of respondents’ participation, I give a small token in the form of GHS10 worth of
telephone recharge units that will be presented to the respondent at the end of the interview.

Withdrawal from Study

Participation in the study is entirely voluntary. The decision to participate or not participate will
not affect anybody. If a respondent chooses to participate in this study, they are still free to refuse
to answer any of the questions that may make them uncomfortable, and they also have the option
to end the interview at any time. Respondents do not have to answer any question they do not want
to answer. If they have any problems, or if they feel uncomfortable answering any question, they
can choose to stop talking with the interviewer at any time. They can also stop the interview at any
time to clarify the questions or ask to repeat something if they do not understand.

Contact for Additional Information

For additional information about the study, respondents can contact the Student Investigator:

Kpadam Opuni at the Regional Institute for Population Studies, University of Ghana, Legon.
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Mobile: 0243141938 Email: kopuniO01@st.ug.edu.gh

e If you have any questions about your rights as a research participant in this study you may
contact the Administrator of the Ethics Committee for Humanities, ISSER, University of
Ghana at ech@ug.edu.gh or 00233- 303-933-866.

Section C- PARTICIPANT
AGREEMENT

"1 have read or have had someone read all of the above, asked questions, received answers
regarding participation in this study, and am willing to give consent for me, my child/ward
to participate in this study. | will not have waived any of my rights by signing this consent
form. Upon signing this consent form, I will receive a copy for my personal records."

Name of Participant

Signature or mark of Participant Date

If a participant cannot read and or understand the form themselves, a witness must sign
here:

| was present while the benefits, risks and procedures were read to the volunteer. All questions
were answered, and the volunteer has agreed to take part in the research.

Name of witness

Signature of witness / Mark Date

| certify that the nature and purpose, the potential benefits, and possible risks associated with
participating in this research have been explained to the above individual.
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Name of Person who Obtained Consent

Signature of Person Who Obtained Consent Date
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APPENDIX E
Em UNIVERSITY OF GHANA

ETHICS COMMITTEE FOR THE HUMANITIES (ECH)

36

P. O. Box LG 74, Legon, Accra, Ghana

My Ref. No...ECH 078/ 22-23

February 03, 2023

Kpadam Opuni
Regional Institute for Population Studies
University of Ghana
Legon
ETHICAL CLEARANCE
(ECH 078/ 22-23)

The Ethics Committee for the Humanities (ECH) conducted a full board review and approved
your protocol titled:

SOCIOECONOMIC STATUS AND PSYCHOLOGICAL DISTRESS AMONG URBAN
AND RURAL DWELLERS IN GHANA

PRINCIPAL INVESTIGATOR: KPADAM OPUNI

Please note that the final review report must be submitted to the Committee at the completion of
the study. Your research records may be audited at any time during or after the implementation.
Any modification of this research project must be submitted to ECH for review and approval
prior to implementation.

Please report all serious adverse events related to this study to ECH within seven (7) days
verbally and in writing within fourteen (14) days.

This certificate is valid till February 02, 2024. You are required to submit annual reports for
continuing review.

Please accept my congratulations.

Yours Sincerely,

LAy

280




Professor C. Charles Mate-Kole
ECH Chair

Cc:  Dr Abu Mumuni, Regional Institute for Population Studies, UG
Dr. Lily Kpobi, Regional Institute for Population Studies, UG

Tel: +233-303933866 Email: ech@ug.edu.gh
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APPENDIX F
Table E1: Sociodemographic distribution for Focus Group Discussion Participants

Variable Frequency (N=90) Percent
Sex

Male 44 48.0
Female 46 52.0
Age group (yrs.)

Less than 36 31 34.0
36-40 9 10.0
41-45 13 14.4
46-50 14 15.6
51-55 9 10.0
56-60 5 5.6
61+ 9 10.0

Marital status

In union 67 74.4
Formerly in union 13 14.4
Never in union 10 111
Religion

None 4 4.4
Christian 48 53.3
Muslim 38 42.2

Highest Edu. Qual.

None 99 38.9
MSLC/BECE/Q' Level 23 25.6
SSCE/A' Level/Prof. Cert. 19 21.1
Bachelor’s degree+ 13 14.4
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Occupational status
Paid employee
Business owner
Farm owner
Locality type
Urban

Rural

Region

Greater Accra
Brong Ahafo
Upper West

18
36
36

41
49

24
37
29

20.0
40.0
40.0

45.6
54.4

26.7
41.1
32.2

Source: Computed from field focus group discussions
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