
Ghana country assessment report 
on ageing and health





Ghana country assessment report 
on ageing and health



WHO Library Cataloguing-in-Publication Data

Ghana country assessment report on ageing and health.

1.Aging. 2.Health Policy. 3.Delivery of Health Care. 4.Aged. 5.National Health Programs. 6.Ghana. 
I.World Health Organization.

ISBN 978 92 4 150733 2    (NLM classification: WT 104)

© World Health Organization 2014

All rights reserved. Publications of the World Health Organization are available on the WHO website 
(www.who.int) or can be purchased from WHO Press, World Health Organization, 20 Avenue Appia,  
1211 Geneva 27, Switzerland (tel.: +41 22 791 3264; fax: +41 22 791 4857; e-mail: bookorders@who.int). 

Requests for permission to reproduce or translate WHO publications –whether for sale or for non-
commercial distribution– should be addressed to WHO Press through the WHO website  
(www.who.int/about/licensing/copyright_form/en/index.html).

The designations employed and the presentation of the material in this publication do not imply the 
expression of any opinion whatsoever on the part of the World Health Organization concerning the legal 
status of any country, territory, city or area or of its authorities, or concerning the delimitation of its frontiers 
or boundaries. Dotted lines on maps represent approximate border lines for which there may not yet be full 
agreement.

The mention of specific companies or of certain manufacturers’ products does not imply that they are 
endorsed or recommended by the World Health Organization in preference to others of a similar nature that 
are not mentioned. Errors and omissions excepted, the names of proprietary products are distinguished by 
initial capital letters.

All reasonable precautions have been taken by the World Health Organization to verify the information 
contained in this publication. However, the published material is being distributed without warranty of any 
kind, either expressed or implied. The responsibility for the interpretation and use of the material lies with 
the reader. In no event shall the World Health Organization be liable for damages arising from its use.  

Printed in Switzerland 

Front cover photo: Abbie Trayler-Smith / Panos Pictures



Ghana country assessment report on ageing and health | iii 

Contents

Acknowledgements iv
Why and how the report was prepared v
Acronyms and abbreviations vi

1. Introduction 1

 1.1 Global ageing 1
 1.2 Emerging health and social trends of ageing 1
 1.3 Ageing situation in Ghana 2
 1.4 Demographic and socioeconomic characteristics of older people 3 

2. The health of older people in Ghana 5

 2.1 Socio-environmental circumstances 5
 2.2 Physical health 8
 2.3 Physical functioning 12
 2.4  Nutrition, physical activity, risk factors and behaviours 14
 2.5 Vision and hearing 17
 2.6 Cognition and mental health 18

3. Health systems response and policies 19

 3.1 Health service delivery 19
 3.2 Universal coverage and financing 23
 3.3 Leadership and governance 24
 3.4 Health workforce 26
 3.5 Policies and laws 26
 3.6 Implementation of Ghana’s National Ageing Policy 27

4. Recommendations and the way forward 29

References 31



iv | Ghana country assessment report on ageing and health

Acknowledgments

This report was developed under the guidance of 
Dr Islene Araujo de Carvalho and Dr John Beard 
of the Ageing and Life Course (ALC) Department 
at the World Health Organization (WHO) 
headquarters, Geneva. It was written by Dr ‘Peju 
Olukoya with input from Dr George Amofah for 
Section 3 and Islene Araujo de Carvalho on the 
finalization of this publication. We very much 
appreciate the suggestions and contributions we 
received in the preparation of this document.

In particular, we wish to thank members of the Task 
Team on Ageing and Health in Ghana for their 
helpful suggestions: 
Mr Mawuto Ablo – Ministry of Gender, Children 

and Social Protection 
Mr Ebenezer Adjetey-Sorsey – HelpAge Ghana
Mr Charles Aquah – Policy, Planning, Monitoring 

and Evaluation Division, Ghana Health Service 
(GHS)

Professor Richard Biritwum – University of Ghana 
Medical School 

Dr Mary Brantuo – WHO Ghana
Ms Mercy Konadu – United Nations Population 

Fund (UNFPA) Ghana
Dr Rhoda Manu – Family Health Division, GHS
Dr Emmanuel Odame – Policy, Planning, 

Monitoring and Evaluation Directorate, Ministry 
of Health (MoH), Ghana

Mr Emmanuel Owusu-Ansah – Policy, 
Planning, Monitoring and Evaluation 
Directorate, MoH, Ghana

Our special thanks also go to HelpAge Ghana, 
UNFPA Country Office Ghana and Dr Rhoda 
Manu of the GHS for sharing documentation on 
the current situation in Ghana, which helped in the 
compilation of this report.

We appreciate the time that was given to us so 
generously by the different stakeholders in Ghana 
who were interviewed for this report.

Finally, we wish to thank Ms Tara Hughes, Intern 
ALC, and Ms Jeya Wilson, Volunteer ALC, for their 
help in finalizing the document.

We gratefully acknowledge the funding and in-kind 
support provided by Age UK, which was crucial for 
implementing the WHO Knowledge Translation on 
Ageing and Health project in Ghana.

This report was edited and designed by Green Ink, 
United Kingdom (www.greenink.co.uk).



Ghana country assessment report on ageing and health | v 

Why and how the report was prepared

This document was originally prepared as a longer 
assessment report for discussion at the Ghana Ageing 
and Health Policy Dialogue, which took place on  
13–15 August 2013 in Accra, Ghana. Hosted 
by WHO, Ghana’s Ministry of Health (MoH) 
and the Ghana Health Service (GHS), delegates 
included senior national policy-makers and regional 
programme managers from GHS and MoH. 
Other participants included the United Nations, 
nongovernmental organizations, professional 
associations, researchers from academic institutions 
and representatives from international resource 
development services. The event was part of the 
WHO Knowledge Translation on Ageing and 
Health project, developed in partnership and with 
financial support from Age UK. 

Ghana, like many other countries, is experiencing a 
demographic transition with its ageing population. 
The Government of Ghana approved a National 
Ageing Policy (Ageing with Security and 
Dignity) in October 2010, which, together with 
an Implementation Action Plan, was launched in 
December 2011. The Policy stipulated the creation 
of a coordinating institution, called the National 
Council on Ageing, to oversee the implementation 
of the Policy. Ghana’s Ministries, Metropolitan and 
District Assemblies (MMDAs) were then supposed 
to integrate the draft Implementation Action Plan 
into their own programmes and develop sectoral 
action plans, but this did not happen. 

In 2012, the Government of Ghana, through the 
MoH, requested support from WHO to develop 
plans to implement the National Ageing Policy. In 
response, the Department of Ageing and Life Course 
(ALC) at WHO commissioned an assessment report 
to inform the Ghana Ageing and Health Policy 
Dialogue.

The initial assessment report reviewed evidence from 
the WHO Study on global AGEing and adult health 
(SAGE) in Ghana and other sources. The work 
was complemented by site visits and key informant 
interviews to evaluate what progress, if any, had been 
made in implementing Ghana’s National Ageing 
Policy and Implementation Action Plan, noting the 
challenges and extra support required. A multi-
stakeholder Task Team on Ageing and Health was 
also set up, with the support of WHO, to provide 
advice as the assessment report was developed and 
reviewed. The report proposed five priorities relating 
to the prevention, treatment and care needs of older 
people in Ghana. 

The Ghana Ageing and Health Policy Dialogue 
in 2013 resulted in the fine-tuning and agreement 
of the five priority health issues, followed by the 
development of intervention options to address them. 
These are contained in Section 4 of this document, 
which is a distillation of the assessment report.
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Acronyms and abbreviations

ADL  activities of daily living
BMI body mass index
CHPS Community-based Health Planning and Services 
COPD chronic obstructive pulmonary disease
CRD chronic respiratory disease
CSO  civil society organization
g/dl grams per decilitre 
GH¢  Ghanaian cedi
GHS Ghana Health Service
Hb haemoglobin
IADL  instrumental activities of daily living
LEAP Livelihood Empowerment Against Poverty
LMIC low- and middle-income countries
MMDAs Ministries, Metropolitan and District Assemblies, Ghana
MoH Ministry of Health
NCD noncommunicable diseases
NGO nongovernmental organization
NHIS National Health Insurance Scheme
SAGE Study on global AGEing and adult health
WEF  World Economic Forum
WHO  World Health Organization
WHOQoL WHO Quality of Life
WHR waist-to-hip ratio 
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1. Introduction

population is faster in LMICs, including Ghana. 
Consequently, this report considers different aspects 
of ageing and health in Ghana, using as its main 
source the World Health Organization (WHO) 
Study on global AGEing and adult health (SAGE; 
Biritwum et al., 2013) and complemented by other 
sources relevant to the Ghana’s circumstances.

1.2 Emerging health and social 
trends of ageing 

WHO’s publication, The global burden of disease: 2004 
update provides evidence of the changing trends in 
disease patterns around the world (WHO, 2008). 
LMICs face a double burden of high levels of both 
communicable and noncommunicable diseases 
(NCDs). The majority of older people die of NCDs 
such as heart disease, cancer and diabetes, rather than 
from infectious and parasitic diseases. In addition, 
they often suffer from several health problems at 
the same time. Older people also experience higher 
rates of disability, reflecting an accumulation of 
health issues throughout their lives. The global burden 
of disease: 2004 update not only suggests that the 
prevalence of disability increases with age, but that 
more than 46% of people aged ≥ 60 years have some 
type of impairment. What is more, the prevalence 
of disability among older people in low-income 
countries is higher than among those in high-income 
countries, and, in turn, higher among women than 
men (WHO, 2008). 

The risk of dementia rises sharply with age, with an 
estimated 25–30% of people aged ≥ 85 years having 
some degree of cognitive decline. Older people with 
dementia in LMICs generally do not have access 
to the affordable long-term care their condition 
may warrant. Often, their families do not have 
publicly funded support to help with care at home 
(WHO, 2012a). 

1.1 Global ageing

In almost every country, the proportion of older 
people is increasing. By 2050, around 2 billion people 
in the world will be aged 60 years and over, with 
400 million aged 80 years and over. Of these older 
people, 80% will live in low- and middle-income 
countries (LMICs). In Europe, the proportion of 
older people is estimated to reach 33.6% by 2050, 
while in sub-Saharan Africa the projected figure 
is 8.3% (see Table 1.1). The growth in the ageing 
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Table 1.2: Percentage distribution of Ghana population by sex and broad age groups, 
2000–2010

Age group 
(years)

2000 2010

Both sexes Male Female Both sexes Male Female

< 15 41.3 41.9 40.7 38.3 39.9 36.8

15–59 51.5 50.9 52.1 55.0 54.1 55.9

≥ 60 7.2 7.2 7.2 6.7 6.0 7.3

Source: Ghana Statistical Service 2000 and 2010 cited in the Ghana country report on the implementation of the Madrid 
International Plan of Action on Ageing (UNFPA, 2012).

In emergency situations, older people can be 
especially vulnerable. When communities are 
displaced by natural disasters or armed conflict, older 
people are often unable to flee or travel long distances 
and may be left behind. Yet, they are a valuable 
resource for their communities and play an important 
role in the humanitarian aid process when they are 
involved as community leaders.

Many older people are at risk of maltreatment. 
Around 4–6% of older people in developed countries 
have experienced some form of maltreatment at 
home and in institutions. The maltreatment of older 
people can lead to serious physical injuries and 
long-term psychological consequences. With an 

increasing number of older people no longer able to 
look after themselves, the need for long-term care is 
rising. Long-term care may include nursing homes, 
community care and assisted living, residential care 
and long stays in hospital. 

1.3 Ageing situation in Ghana

The number of older people in Ghana has increased 
more than seven-fold from 213 477 in the 1960 
census to 1 643 381 in the 2010 census. In 2010, 
6.7% of Ghana’s population was aged 60 or over 
(see Table 1.2). A higher proportion of women than 
men are living to be age 70 and over, resulting in a 

Table 1.1: Global ageing trends 

Region

Percentage of population aged ≥ 60 years

1950 1975 2000 2015 2050

Asia 6.7 6.6 8.6 14.8 24.4

Europe 12.1 16.5 20.3 27.3 33.6

Latin America/Caribbean 5.6 6.5 8.4 14.9 25.0

North America 12.4 14.6 16.3 24.7 27.0

Oceania 11.2 11.0 13.4 19.1 23.5

Sub-Saharan Africa 5.2 4.8 4.8 5.5 8.3

Ghana 4.1 4.5 5.2 7.2 11.9

Source: World population prospects, the 2010 revision (UN DESA, 2011).
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larger population of older females (Figure 1.1). At the 
same time, the average number of children born to 
a woman over her lifetime has dropped from 6.4 in 
1988 to 4.0 children in 2008.

In Ghana, as in most LMICs, the growth in the 
ageing population is outpacing socioeconomic 
development. Unlike high-income countries, the 
populations of LMICs will age before they, or their 
countries, become rich. In addition, the growth 
in the ageing population is progressing rapidly in 
Ghana at a time when it still has a large population 
of young people. Like other LMICs, Ghana will be 
unprepared to meet the needs of its growing number 
of older people if it does not plan for it now. 

1.4 Demographic and 
socioeconomic characteristics of 
older people in Ghana 

Even though the urban population has increased 
significantly, Ghana’s SAGE study showed that 59% 

of the older population lived in rural areas. While 
83.6% of men were married, compared to around 
30.1% of women, nearly half of the women were 
widowed, compared to 6.5% of the men; possibly 
the result of higher female life expectancy. Also, 
men tended to marry younger women and a higher 
proportion of widowed men remarried, even at an 
advanced age.

With respect to education, the SAGE study found 
that 43.4% of men lacked any formal education 
compared to about 65% of women. At higher levels  
of education, 4.8% of men had completed college/
university compared with 1.9% of women (see 
Table 1.3).

Among people aged 60 years and over, 95% of 
females and 91% of males were affiliated to a religion. 
Churches, mosques and other religious institutions 
and organizations offered social protection to 
them and their families, while they were able to 
improve their social lives through the networks and 
interactions of others who share the same faith.

Source: 2010 Population & Housing Census report: the elderly in Ghana (Badasu & Forson, 2013).

0

10

20

30

40

50

60

60–64 65–69 70–74 75–79 80+ Total

%

Years

Male

Female

Figure 1.1: Age distribution of older people in Ghana 
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Table 1.3: Selected sociodemographic characteristics of older people in Ghana 
disaggregated by sex

Characteristics Male (%) Female (%) Total (%) N

Location

Urban 40.7 41.5 41.1 1 770

Rural 59.3 58.5 58.9 2 537

Age group

50–59 40.6 38.8 39.7 1 712

60–69 26.9 28.1 27.5 1 184

70–79 22.3 24.0 23.1 993

≥ 80 10.2 9.1 9.7 418

Marital status

Never married (and not cohabiting) 1.2 1.3 1.3 54

Currently married 83.6 30.1 58.2 2 505

Cohabiting 1.1 0.6 0.8 36

Separated/divorced 7.1 19.2 12.8 553

Widowed 6.5 48.3 26.4 1 135

Education

No education 43.4 65.5 54 2 309

Less than primary education 10.1 10.7 10.4 443

Primary school completed 12.3 9.4 10.9 468

Secondary education completed 5.8 2.1 4.0 172

High school (or equivalent) completed 23.3 10.4 17.1 732

College/university completed 4.8 1.9 3.4 147

Postgraduate degree completed 0.3 0.1 0.2 7

Income quintile

Q1 (lowest) 16.3 20.4 18.2 785

Q2 17.2 21.1 19.1 821

Q3 19.6 21.4 20.5 880

Q4 21.5 19.7 20.7 889

Q5 (highest) 25.3 17.4 21.6 927

Source: SAGE study (Biritwum et al., 2013).
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2. The health of older people in Ghana

2.1 Socio-environmental 
circumstances

2.1.1 Organization of families and households

In Ghana the most common living arrangement is a 
two-generation household consisting of either parents 
and children, or grandparents and grandchildren; 
these accounted for 44% of the households surveyed in 
the SAGE study (Biritwum et al., 2013). A household 
with older people and children is known as a “skipped 
generation household” and is more common in rural 
areas. Three-generation households, however, are 
evenly split between urban and rural areas. 

Family and household arrangements also have 
implications for the wealth of the household as 
well as the health and well-being of its members. 
Several studies on family composition in Africa 
have brought this to light. For example, the poverty 
gap ratio for households headed by older people and 
containing only the elderly or elderly people and their 
grandchildren was much higher than the national 
average in several countries. These differences were 
found to be statistically significant – in the range 
of 6–20 percentage points higher than the average 
(national) ratio. Single person (occupant ≥ 50 years) 
and skipped generation households tended to fall 
within the lowest wealth quintiles. The proportion 
of households headed by men in rural areas was 
53%, while 56.9% of households in urban areas were 
headed by women. In general, the educational status 
of men was higher than that of women as 33.6% of 
females had no formal schooling compared to 23.6% 
of males (Biritwum et al., 2013).

Analysis of data from a study in Ghana on factors 
affecting mortality in older people shows that 
socioeconomic status is not a determinant of death 
among older adults. However, living without a 
spouse, being male and old age are strongly associated 
with mortality of older people. The results indicate 

that companionship, along with social and family 
ties, are more important than the socioeconomic 
status of the household in the health of older adults 
(Sammy, 2009). 

2.1.2 The environment: water and sanitation, 
housing and transport

Water and sanitation
A large proportion of the older population of LMICs 
are at higher risk of diseases transmitted by the 
faecal-oral route, especially those living in rural 
areas. While the SAGE study found that 84.7% of 
respondents had access to improved drinking water – 
the majority in urban areas – only 15% of respondents 
reported improved sanitation – again, most were 
in urban areas. The distribution of these health 
determinants is also linked to income quintiles, the 
lower income quintiles having less access than the 
higher income quintiles. There are major inadequacies 
in access to improved water sources and sanitation 
in Ghana, with sanitation being the bigger problem, 
particularly in rural areas where the majority of 
older people live. Furthermore, the SAGE study 
showed that the burden of providing water for the 
household rested heavily on female adults in the first 
instance, followed by female children. This was the 
case, regardless of the income quintile or whether 
the household was located in an urban or rural area 

(Biritwum et al., 2013). 

Housing
A significant proportion of older people in LMICs 
do not have access to decent housing (Ahadzie & 
Doh, 2009). Only 13% live in separate self-contained 
housing units and 44.4% in compound housing, 
which in Ghana is associated with overcrowding. 
Nearly three quarters of the respondents stated that 
they shared bedrooms with spouses, siblings and 
grandchildren and, in some cases, other relatives. 
Though this finding suggests poor housing for 
older people, there is the positive likelihood that 
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immediate social support is available for older people 
living in these conditions.

The materials used in some types of dwellings carry 
health risks. Earthen floors, for example, develop 
cracks and crevices easily and can serve as suitable 
hiding places for pests and disease vectors. The 
SAGE study found that nearly all urban households 
had hard floors, while almost 20% of rural 
households had earthen floors.

Fuel
Older people in Ghana are at greater risk of 
respiratory diseases due to using wood and coal for 
lighting and cooking along with agricultural and 
crop residues – 90% of households use these types of 
solid fuel instead of electricity or gas. The use of solid 
fuels is greater in the lowest wealth quintile. Almost 
all rural households use solid fuel. Women are at 
higher risk of chronic respiratory disease (CRD) and 
eye conditions, as they often spend more time in the 
home than men, particularly for cooking (Biritwum 
et al., 2013).

Transport
Transportation is especially important to older people 
who may not be able to drive or have access to a 
private vehicle. In Ghana, as in many developing 
countries, long hours of travel due to traffic jams – 
especially in large towns – is often an impediment. 
Poor transport can be a barrier to accessing health 
care and can be a major reason why some older 
people curtail their interaction with friends and other 
social networks. In several studies in Tanzania, older 
people often mention inadequate public transport and 
associated costs as major barriers to accessing health 
care (Badasu & Forson, 2013; Porter, 2012).

Income security: income, consumption, transfers, 
pensions 
Changes in Ghanaian society are largely affecting 
older people whose early lives were shaped by 
traditional norms that ensured respect, support 
and reciprocity. These older people often find their 
expectations unmet, leaving many of them, especially 
women, isolated, weakened, and victims of illness 
and violence (Oppong, 2006). 
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Income levels in Ghana for both formal and informal 
sector workers are generally low and affect social 
security contributions and earnings on retirement or 
in old age. Formal employment within the public and 
private sectors constitutes about 13% of the working 
population, while informal employment within the 
private sector makes up 86.1% (UNFPA, 2012). 

A further study of three regions of Ghana found 
that only 31% of older people were in active 
employment, mostly in the informal economy. 
About 69% of them were engaged in crop farming, 
but 71% of the farmers did not own the land. The 
study also revealed that their income levels were 
very low. Respondents interviewed for the study 
reported that they earned, on average, Ghanaian 
cedi (GH¢) 49.26 per month (approximately US$ 25) 
(Ahadzie & Doh, 2009). Another study showed 
that almost 63% of older people in rural areas were 
economically active, compared with 46% of their 
urban counterparts, and that 84.8% were occupied as 
skilled agricultural and forestry workers. The study 
further stated that the contribution of older people 
to Ghana’s labour force was 8.8% higher than their 
proportion, of the national population which was 
6.7% (Badasu & Forson, 2013). 

Almost all monetary and non-monetary inflows 
into Ghanaian households come from family and 
relatives, followed by the government and physical/
personal assistance from the community. The largest 
transfers out of households, both in monetary and 
non-monetary terms, are also to family and kin with 
some transfers in the form of assistance extended to 
the community.

Although reliable income data are notoriously 
difficult to obtain in household health surveys, it 
is certain that older people in Ghana have access 
to fewer resources than they often require for daily 
life. Consequently, many rely on monetary and 
non-monetary resources from their relatives, mostly 
from their immediate family. In turn, they also play 
a role in supporting others in the family and the 
community.

2.1.4 Migration, HIV/AIDS, emergencies 
and ageing in the media

Many older people return to rural communities 
when they retire from employment and can no longer 
afford the high cost of living in towns and cities 
(Mba, 2010). For others, an attachment to the rural 
area they lived in during childhood may induce them 
to return after retirement. Although the percentage 
of older people has risen significantly in rural Ghana, 
there is no evidence to suggest a corresponding rise 
in the provision of social care and services for the 
older population. As a result, many older people, who 
cannot engage in large-scale agricultural activities, 
are faced with inadequate and insecure income in 
the absence of extended family support (Badasu & 
Forson, 2013).

For older people in Ghana, HIV and AIDS are 
regarded more as an issue of being “affected” than of 
being “infected”. Figures indicate a prevalence rate 
of 3.6% and 2.8% for men aged 50–54 and 55–59 
years, respectively (Negin & Cumming, 2010). Older 
people give care to family members living with HIV, 
often at great cost to their own health, and they need 
to be supported and provided with information on 
care-giving (UNFPA, 2012).

Information about older people who are affected 
by crises and natural disasters is scarce. Data on 
internally displaced persons are not collected, 
reported or disaggregated according to sex, age and 
location (IDMC, 2012). 

In the economic collapse of the 1980s, two million 
Ghanaians left the country in search of economic 
betterment; as a result, 63% of older people lost 
the support of one or more of their children who 
migrated to other parts of Ghana or abroad. Ghana’s 
National Ageing Policy recognizes the importance of 
the welfare of older people in emergencies and states 
that, in times of conflict, emergencies and crises, the 
Government will ensure that a sufficient quantity of 
good quality assistance reaches older people in good 
time (Government of Ghana, 2010). 
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2.2 Physical health

2.1.1 What kills older people?

In the latest NCD Country Profile on Ghana from 
WHO, communicable, maternal, perinatal and 
nutritional conditions were found to cause 53% of all 
mortality across all ages, while NCDs caused 39% 
and injuries constituted 8%. Of all deaths from 
NCDs, 49.8% occurred in men and 36.4% in women. 
As shown in Figure 2.1, the three most common 
causes of deaths from NCDs in all ages in Ghana 
were cardiovascular disease, cancer and respiratory 
diseases (WHO, 2011).

A report on autopsies carried out between 1994 and 
1998 in a tertiary hospital in Accra, Ghana, showed 
that mortality from stroke accounted for 11% of the 
autopsies, and this had not changed for more than a 
decade. The overall male-to-female ratio in the 
review was 1.2:1.0. Haemorrhagic stroke was more 
common than cerebral infarction, and males were 
more likely to die from haemorrhagic stroke than 
females. Sixty-nine per cent of all stroke patients died 
less than 24 hours after the onset of stroke. The peak 

age of fatal haemorrhagic stroke was 50–59 years  
and that of cerebral infarction was 60–69 years.  
Male mortality exceeded female mortality in all age 
groups up to 60–69 years, after which female 
mortality became more prevalent. Hypertension  
was the dominant factor in haemorrhage and  
also influenced infarction, although cerebral 
atherosclerosis was the biggest factor in infarction 
(Wiredu & Nyame, 2001). 

A retrospective study of inpatients admitted with 
stroke to a teaching hospital in Ghana analysed 
admission and discharge registers to determine stroke 
morbidity and mortality. The study found that stroke 
constituted 9.1% of total adult admissions and 13.2% 
of all adult deaths within the period under review. 
The mean age for stroke patients was 63.7 years old; 
males were, on average, younger than females.  
The overall male-to-female ratio in the study was 
1.0:0.96, and the age-adjusted risk of death from 
stroke was slightly lower for females than males 
(Agyemang et al., 2012). 

The biggest underlying risk factor in older people is 
high blood pressure, with smoking and high blood 

Figure 2.1: Proportional mortality (% of total deaths, all ages) in Ghana

Cardiovascular disease, 18%

Diabetes, 1%

Other NCDs, 9%

Injuries, 8%

Respiratory diseases, 5%  

Cancers, 6%

Communicable, 
maternal, perinatal and 
nutritional conditions, 53%

Source: NCD Country Profiles, 2011: Ghana (WHO, 2011).
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glucose levels being other key determinants. 
Prevention and control of hypertension in Ghana is 
imperative and any delays in instituting preventive 
measures would most likely pose a greater challenge 
on the already overburdened health system (Addo  
et al., 2012). 

2.2.2 Morbidity 

The SAGE study gathered evidence on a selection  
of chronic diseases that contribute to a large portion 
of the burden of NCDs and which are more widely 
prevalent among older adults. The questions also 
helped to determine who needed certain health 
interventions and how they actually received 
treatment – current treatment (in the preceding 
2 weeks) and chronic ongoing treatment (in the 
preceding 12 months). 

The most common conditions found in Ghana are 
listed below:

Musculoskeletal conditions
Musculoskeletal conditions are a major burden on 
individuals, health systems and social care systems, 
with indirect costs being the predominant factor. 
Worldwide estimates indicate that osteoarthritis 
affects 9.6% of men and 18% of women aged 
≥ 60 years, and is three times more common in 
women than in men (Woolf & Pfleger, 2003). 
Arthritis was self-reported in the SAGE study by 
13.8% of the people surveyed, and more commonly 
by women, who had greater  access to current as  
well as chronic ongoing therapy for arthritis than 
men. The rates of both self-reported arthritis and 
symptom-based assessment increased with age,  
with the highest among the ≥ 80 years age group. 

Osteoporosis, which is characterized by low bone 
mass and microarchitectural deterioration, is a  
major risk factor in fractures of the hip, vertebrae, 
and distal forearm. Hip fractures are the most 
detrimental to older people’s health and well-being; 
but there was no available information on this 
condition in Ghana.

Few or no cases of rheumatoid arthritis – an 
inflammatory condition that usually affects multiple 
joints – have been found in African surveys. A recent 
comprehensive survey of rehabilitation in Ghana 
found that there is no rehabilitation doctor or 
occu pational therapist in the country, and only a few 
prosthetics, orthotics and physical therapists, 
resulting in very limited access to therapy and 
assistive technologies (Tinney et al., 2011). 

Diabetes
Diabetes was self-reported by 3.8% of respondents 
and 76.3% received current treatment, while 80.4% 
were in chronic ongoing therapy. Women had higher 
rates of diabetes than men, but men received both 
current and chronic ongoing therapy at a higher rate 
than women. Diabetes was self-reported more by the 
urban than rural aged, with urban-based older people 
receiving higher levels of both current and chronic 
ongoing therapy (Biritwum et al., 2013).

Data on the prevalence of diabetes in Ghana are 
scanty and unreliable. In a study to ascertain the 
prevalence of diabetes in a random cluster sample of 
Ghanaians aged 25 years and above, the oldest age 
group of ≥ 64 years had the highest diabetes 
prevalence (13.6%), and it was more common in 
males than females (7.7% versus 5.5%). Worsening 
glycaemic status increases with age and body mass 
index (BMI) as well as systolic and diastolic blood 
pressure (Amoah et al., 2002). 

Respiratory problems
Chronic lung disease was self-reported by 0.6% of the 
people whose data were analysed, with men receiving 
more current and chronic ongoing therapy than 
women. More urban residents self-reported than 
rural residents. Chronic lung disease was reported 
more frequently by the highest income quintiles and 
they received the highest current and chronic 
ongoing therapy; there was no clear pattern among 
the other wealth quintiles (Biritwum et al., 2013).

Asthma prevalence, based on self-reporting, was 
3.3%, and was 3.7% based on reported symptoms. It 
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was almost equally reported by women and men, but 
women received a higher rate of current and chronic 
ongoing therapy. Asthma was also self-reported 
almost equally by the urban and rural older 
populations but, in urban areas, older people received 
more current and chronic ongoing treatment than the 
rural aged. Prevalence rates tended to increase as 
wealth increased. Spirometry tests showed that mild 
and moderate asthma was prevalent in 67% of those 
aged ≥ 50 years, with 18.9% showing no signs of 
asthma. Severe asthma was found to be more 
common in older age groups, in men and current 
smokers (Biritwum et al., 2013).

There was no self-reported chronic obstructive 
pulmonary disease (COPD) in 74.1% of respondents; 
however, 5.7% reported having severe and 3.7% very 
severe COPD. The severity of COPD generally 
increased with age, from 3.9% in the 50–59 years age 
group to 9.6% in the ≥ 80 years age group. More men 
reported severe and very severe COPD than women, 
and more urban residents had very severe COPD 
(4.1%) than rural residents (3.4%). Current daily 
smokers had the highest rates of severe and very 
severe COPD, while obese respondents had a 
relatively low percentage of COPD with 77.7% 
reporting no COPD, compared to 73.5% among  
the non-obese.

Heart disease and related conditions
Stroke was self-reported by 2.8% of respondents, 
almost equally by women and men. However, more 
women received both current and chronic ongoing 
therapy than men. The ≥ 80 years age group had the 
lowest levels of current (35.2%) and chronic ongoing 
(50%) therapy compared to the 50–59 years age group 
(45.9% and 69.4%, respectively). Stroke was self-
reported more frequently by the urban (4.3%) than 
the rural (1.7%) aged, where they received higher 
levels of both current and chronic ongoing therapy – 
probably because the urban-based aged were more 
aware and had better access to health facilities. The 
separated/divorced had the highest level of self-
reported stroke (4.5%) and also received the highest 
rating in the prevalence of current treatment (66.5%). 

The highest income group received the highest level 
of current (59.3%) and chronic ongoing (79.8%) 
therapy for stroke (Biritwum et al., 2013). 

Angina was self-reported by 3.6% of the respondents. 
Almost 12% were receiving current treatment and 
19.8% had chronic ongoing treatment. Although 
angina was more prevalent among women than men, 
men had a higher rate of current and chronic ongoing 
therapy. Urban older people had similar self-
reporting rates, but lower symptom-based assessment 
than the rural aged, and also received higher current 
and chronic ongoing therapy (Biritwum et al., 2013).

Hypertension was self-reported by 14.2% of the 
respondents, with a higher prevalence in women 
(17.4% compared to 11.3% for men) and highest in the 
70–79 years age group (18.4%). It was also found to be 
more common among urban dwellers in the higher 
income quintiles, who received greater amounts of 
both current and chronic ongoing therapy (Biritwum 
et al., 2013). These findings were largely corroborated 
by a recent review of population-based studies on 
hypertension in Ghana which shows that the 
prevalence of hypertension is higher in urban (54.6%) 
than rural areas (19.3%). It also finds that the levels  
of hypertension detection, treatment and control are 
generally low (Addo et al., 2012). This suggests that 
many people are unaware of being hypertensive and 
therefore do not seek appropriate advice. 

Physiological measurements of blood pressure 
showed that the proportion of respondents with 
isolated systolic hypertension was 40.8%, isolated 
diastolic hypertension 48.5%, and elevations of 
either or both systolic and diastolic 54.6%. More 
women had isolated systolic hypertension (45.3%) 
than men (36.6%), with a much smaller difference 
between the sexes for isolated diastolic hypertension 
(49.6% and 47.4%, respectively). Overall, the 
proportion of women with hypertension (57%) was 
higher than for men (52.3%) and urban respondents 
had a higher prevalence of all three classifications of 
hypertension, as did those in the highest income 
quintile. 
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Another study that analysed cross-sectional data to 
examine factors associated with awareness, treatment 
and control of hypertension showed the overall 
prevalence of hypertension to be 29.4%. Of this group 
of people, 34% were aware of their condition, 28% 
were receiving treatment, but only 6.2% had adequate 
control of their blood pressure below the stipulated 
international standard (Agyemang et al., 2006). 

There is an increasing burden of hypertension in 
Ghana as life expectancy increases along with rapid 
urbanization, at a time when there is inadequate 
detection and control of the illness. This could 
translate into a higher incidence of stroke and other 
adverse health outcomes for which hypertension is 
identified as a contributing factor. 

It appears from available evidence that there are a 
significant number of older people with undiagnosed 
and untreated hypertension in Ghana. Even those 
who have been diagnosed do not get adequate 
treatment and so the incidence of hypertension 
remains high.

Co-morbidities
Sixty-eight percent of respondents had no co-morbid 
conditions, 22.6% had a single co-morbidity and 
9.4% had two or more co-morbidities. Of those with 
multiple physical and mental conditions, respondents 
with arthritis identified hypertension as the highest 
co-morbid condition (41.8%), followed by angina 
(14.1%) and depression (1.8%). 

Hypertension was also the highest co-morbid 
condition among stroke patients (52.4%), followed 
by diabetes (21%) and asthma (9.5%). Similarly, 
for respondents with angina, hypertension was the 
highest co-morbid condition (64.3%), followed by 
asthma (15.5%) and diabetes (10.7%). 

For diabetes patients, hypertension was, again, the 
highest co-morbid condition (80%), followed by 
asthma (11.1%) and depression (5.6%). While for 
those with chronic lung disease, the highest co-
morbid condition was hypertension followed by 

asthma, and for those with asthma, hypertension was 
the highest followed by depression. 

The results from the SAGE study clearly identified 
hypertension as the most prevalent co-morbid 
condition among the respondents for all selected 
chronic diseases (see Table 2.1) (Biritwum et al., 2013).

Oral health 
Loss of teeth is well known to be significant in 
ageing populations and has implications for their 
well-being, especially their nutritional status. Three 
per cent of SAGE respondents reported edentulism 
(toothlessness) with the prevalence being higher 
among women than men. The prevalence also clearly 
showed an age gradient, i.e. there was a higher 
prevalence in the older age groups, with the highest 

Table 2.1: Respondents with selected 
chronic diseases and percentage of 
accompanying co-morbidity

Chronic disease Co-morbidity %

Arthritis Hypertension 41.8

Angina 14.1

Depression 1.8

Stroke Hypertension 52.4

Diabetes 21.0

Asthma 9.5

Angina Hypertension 64.3

Asthma 15.5

Diabetes 10.7

Diabetes Hypertension 80.0

Asthma 11.1

Depression 5.6

Chronic lung disease Hypertension N/A

Asthma N/A

Asthma Hypertension N/A

Depression N/A

N/A: not available 
Source: SAGE study (Biritwum et al., 2013).
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(8.8%) in the ≥ 80 years age group. Urban residents 
reported higher rates than rural residents and there 
were clear income patterns in reporting, with higher 
income groups reporting greater incidence.

Anaemia
Anaemia can be associated with non-specific 
complaints such as fatigue or a decline in physical 
performance, and often has a significant effect on  
the quality of life of older individuals.

Haemoglobin (Hb) levels are often used to assess the 
severity of anaemia as the condition is associated 
with a low level of Hb. Anaemia is also associated 
with an increased risk of cardiovascular disease, 
cognitive dysfunction and poor outcomes in the 
course of many chronic diseases. Among the older 
population, anaemia can be an independent risk 
factor for death. 

SAGE data on anaemia were not available. However, 
data from a comparative cross-sectional study on the 
nutritional status of children and adults (≥ 50 years) 
from both the Northern and Ashanti regions of 
Ghana were utilized. This study assesses biochemical 
and anthropometric parameters including levels of 
haemoglobin (Hb). The prevalence rate of anaemia 
was found to be 47.9%, using an Hb cut-off point of 
12.0 grams per decilitre (g/dl). Women were found  
to be at higher risk of anaemia than men with 
prevalence rates of 52.8% and 42.8%, respectively. 
Those with the highest risk were older people 
≥ 70 years old, at a rate of 52.2%. The mean adult Hb 
level was 11.7 g/dl (± 2.3) (Togbe, 2001). According 
to data provided by the GHS, anaemia featured as 
one of the top 10 causes of visits by people aged 
≥ 60 years to the outpatient department as well as 
admissions in 2011 (Government of Ghana, 2014). 

Cervical and breast cancer
Breast cancer and cervical cancer are the two highest 
causes of death by cancer among Ghanaian women. 
The results of self-reported breast screening and Pap 
smears for cervical cancer are good direct indicators 
of the health system response to women’s health 

issues. They are also broader indicators of preventive 
health care efforts in Ghana. 

In the SAGE study, about 3.6% of women reported 
having ever undergone breast cancer screening and 
2.6% as having had cervical cancer screening. 
Self-reported breast and cervical cancer screening  
was greater in the higher income quintiles. Older 
people in urban areas had higher rates of both breast 
and cervical cancer screening than rural residents. 
These findings point to the need for policy-makers 
and health-care providers to create awareness and 
offer services for the screening of these cancers in 
Ghana’s districts.

2.3 Physical functioning

The SAGE study also measured and scored 
respondents according to deficiencies in the 
performance of activities of daily living (ADLs) 
(e.g. washing the whole body), and instrumental 
activities of daily living (IADLs) (e.g. joining in 
community or religious activities and festivities). 
Table 2.2 shows that, overall, 58.3% of the 
respondents had 0 ADL deficiencies, 12.7% had 
1 ADL deficiency and 29% 2 or more. However,  
with respect to IADLs, 81.2% had no IADLs 
deficiencies, 9.7% had 1, and 9% had more than 
2 IADLs deficiencies.

Differences between the sexes in functional 
impairment were also confirmed using the ADL and 
IADL measures. Women consistently reported more 
difficulties than men in both indicators. This finding 
is well established among many surveys, particularly 
within the ageing population, where a larger 
proportion of older adults are women with impair-
ments. The relationship between functional decline 
and age was also clear: increasing age was associated 
with increasing limitation. This was evidenced by a 
prevalence of two or more ADLs, ranging from 
13.7% among the 50–59 age group to 63% among 
people aged ≥ 80 years. Deficiencies in ADLs or 
IADLs often signal a cognitive decline or dementia.
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Table 2.2: People with ADL (0, 1, 2+) and IADL (0, 1, 2+) deficiencies by selected 
demographic characteristics, mean health state and WHO Disability Assessment 
Schedule (WHODAS) scores

Characteristics

ADL (%) IADL (%)

0 1 2+ 0 1 2+

Sex

Male 65.9 12.0 22.1 85.5 7.6 7.0

Female 49.9 13.4 36.6 76.5 12.1 11.4

Age group

50–59 76.6 9.7 13.7 92.4 4.9 2.7

60–69 60.2 14.1 25.7 84.5 8.7 6.8

70–79 37.8 17.1 45.2 71.0 16.0 13.0

≥ 80 26.8 10.2 63.0 50.0 17.6 32.4

Residence

Urban 58.2 12.2 29.7 80.8 9.6 9.6

Rural 58.4 13.0 28.6 81.5 9.8 8.7

Marital status

Never married 56.1 4.9 38.9 72.8 3.4 23.8

Currently married 66.2 12.1 1.7 86.0 7.9 6.1

Cohabiting 82.2 1.5 16.3 93.5 6.5 0.0

Separated/divorced 54.5 14.1 31.4 82.5 8.7 8.8

Widowed 42.0 13.7 44.2 69.9 14.9 15.2

Education

No education 50.2 13.8 36.0 75.5 12.8 11.8

Less than primary 59.9 11.8 28.3 84.9 6.1 9.0

Primary complete 66.3 13.3 20.4 86.4 7.2 6.4

Secondary complete 76.8 7.7 15.5 89.1 5.2 5.7

High school/equivalent and above 71.2 10.6 18.1 89.7 6.2 4.1

University/college completed 68.9 10.5 20.5 90.5 4.4 5.1

Post graduate degree completed 54.2 18.1 27.6 88.8 11.2 0.0

Income quintile

Q1 (lowest) 57.5 11.8 30.7 78.8 12.3 8.9

Q3 60.9 12.5 26.5 83.7 7.3 9.0

Q5 (highest) 52.7 14.6 32.6 79.7 11.1 9.3

Health state score*

Mean score 57.5 47.1 37.9 54.0 39.6 30.8

WHODAS score*

Mean score 13.1 22.8 41.4 16.8 36.8 58.4

Total respondents N 
(%)

2 508
(58.3)

544
(12.7)

1 249
(29.0)

3 491
(81.2)

418
(9.7)

390
(9.0)

Note: not all characteristics are included in this table.
ALDs: activities of daily living; IALDs: instrumental activities of daily living
* Health state and WHODAS scores were both transformed to the same scale of 0 to 100, where 0 indicates worst health/
least disability and 100 is best health/most disability, respectively. 
Source: SAGE study (Biritwum et al., 2013).
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There is evidence that measuring grip strength 
should be considered in the screening of middle-
aged and older adults. Low handgrip strength has 
been consistently linked to premature mortality, 
disability and other health complications in older 
people (Bohannon, 2008). Poor muscular strength, 
associated with increased morbidity and mortality, 
has been detected in diverse samples of middle-aged 
and older people. The SAGE study found that the 
mean grip strength among respondents was 27 kg 
and the mean grip strength for men was higher than 
that for women, decreasing for both sexes with age. 

The SAGE mobility test also showed that, on 
average, respondents took 4.2 seconds at a rapid pace 
and 6.3 seconds at a normal pace to complete a timed 
4-metre walk. These results are considered normal in 
older adults. Female respondents took more time at 
both the normal and rapid pace, as did the older age 
groups. Rural respondents took a shorter time for 
both the normal and rapid walks.

Falls and injuries
A community-based survey on the incidence and 
outcome of injury in Ghana shows that injury-related 
mortality is slightly higher in urban (83 per 100 000 
population) than rural (53 per 100 000 population) 
areas. However, the burden of disability from non-fatal 
injuries, assessed in terms of disability days, is higher 
in rural (4697 days per 1000 person-years) than urban 
(2671 per 1000 person-years) areas (Monk et al., 1999). 

The major types of injuries in urban areas are 
transport-related and falls, while in rural areas 
agricultural injuries predominate followed by falls 
and transport-related injuries. Unlike developed 
countries, no African country apart from South 
Africa provides guidelines on the management and 
prevention of falls in older people. However, even 
where the guidelines are available, no evidence can be 
found on their use (Kalula, 2007). 

Elder abuse
An issue that may only be evident upon closer 
investigation of injuries data is elder abuse. This is 

because information on the prevalence of elder abuse 
is not easily available. This type of abuse has been 
reported in some African countries, including Ghana 
(Ahadzie & Doh, 2009) where there have been 
stories of women – many of them older – who have 
suffered various forms of abuse, including sexual 
assaults (Mba, 2007). Other reports cite older women 
living in so-called witches camps, some for as long as 
40 years. Abandoned by their families, these women 
are often left in the camps for life because they have 
been accused of witchcraft (ActionAid, 2012). 

2.4 Nutrition, physical activity, 
risk factors and behaviours

Nutrition 
The nutrition questions in SAGE refer to the 
quantity of fruit and vegetables consumed in a typical 
24-hour period. Based on WHO recommendations, 
the insufficient intake of fruit/vegetables is defined  
as less than five servings (80 g per serving) on a 
typical day. 

Over two thirds of both men and women in Ghana 
were found to have an insufficient intake of fruit and 
vegetables in their diet, with no distinction between 
the sexes. It worsened marginally with increasing 
age, from 63% in the 50–59 age group to 71% in the 
≥ 70 years age group. Fruit and vegetable intake was 
slightly lower among the rural aged population (70%) 
than the urban aged population (67%), but was worst 
in the lowest income group (75%).
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In a study examining the nutritional status of 
older persons ≥ 65 years, 48% were found to be 
undernourished with more males (62%) than females 
(41%) in this category. The study also reported that 
22% of older people were severely malnourished 
(Tayie et al., 2004). Another study of older women 
(age 60–92 years) in rural Ghana found that up to 
40.7% were underweight and 15.3% were overweight. 
Significant predictors of being underweight include: 
chronological age, going to bed hungry, chewing 
tobacco, drinking alcohol, no formal education, and 
use of a walking aid (Blankson, 2010). 

The food security situation is precarious for many 
older people in Ghana. Despite an overall increase in 
Ghana’s wealth and development in recent years, 
several regions continue to record high incidences of 
poverty, food insecurity and malnutrition. The 2012 
Comprehensive Food Security and Vulnerability 
Analysis showed some districts with a high proportion 
of households with severe food insecurity, whose diet 
mainly consisted of staples (e.g. maize and millet) and 
little else. Almost all were smallholder farmers with 
most cultivating areas of less than five acres. Despite 
the fact that many of these rural households were 
agriculturalists or agropastoralists, a lot of food was 
purchased with only a small proportion obtained by 
their own production, making them vulnerable to 
food price increases (WFP & GSS, 2012). 

Overweight/underweight
In the SAGE study, more than half of the respon-
dents (55.3%) were assessed in terms of their BMI 
as being of normal nutritional status, 9.8% as being 
obese, 19.8% as overweight and 15.2% as under-
weight. The proportion of obese women was twice 
that for men, with about four times the number in 
urban areas (17.6%) compared to respondents in rural 
areas (4.3%). 

Obesity was also associated with marital status. Those 
who had never married, along with those who were 
currently married and those cohabitating, had a lower 
prevalence of obesity than those who were separated/
divorced or widowed. While the proportion of 

respondents who were overweight or obese decreased 
with age, the proportion underweight increased with 
age. Weight was also related to educational status: 
those who were educated to secondary school level 
and above were more likely to be overweight or obese 
than those with little or no education. Those with 
little or no education, on the other hand, had higher 
prevalence of being underweight. 

There was a linear relationship between the 
prevalence of obesity and income quintiles: lower 
incidence of obesity was associated with the lowest 
income quintile, and the highest income quintile 
with higher levels of obesity. Being overweight or 
obese are major metabolic risks associated with many 
chronic diseases, especially hypertension. According 
to a recent study, obesity levels in Ghana increased 
from 10% in 1993 to 25.3% in 2010 (Agyei-Mensah 
& de-Graft Aikins, 2010). 

Waist circumference (WC) and waist-to-hip ratio 
(WHR) are more efficient predictors of mortality 
and other health outcomes in older people than 
BMI. They are also important indicators of the risk 
of cardiovascular and metabolic diseases. In the 
SAGE study, the proportion of respondents with no 
risk was 59%, increased risk 17.3%, and substantial 
risk 23.5%. Women had a much higher prevalence 
of increased risk (24.9%) and substantial risk 
(41.8%) compared to men (10.5% and 7.1%). Urban 
respondents accounted for 35% with substantial risk, 
compared to 15.5% of rural respondents. There was 
a positive correlation between income quintiles and 
the proportion of respondents with substantial risk, 
ranging from 13.7% in the lowest income quintile to 
35.5% in the highest income quintile. Similar trends 
were observable in WHR measurements.

Physical activity
The physical activity questions in the SAGE study 
assessed the frequency of activity in number of days, 
intensity and duration over the preceding seven 
days. It also differentiated between work and leisure, 
recreational and sport-related activity. Sixty-three 
per cent of respondents had engaged in high levels 
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of physical activity with more men than women 
doing so. The rural older people showed higher 
levels of physical activity (73.6%) than their urban 
counterparts (46.2%); this may be due to the physical 
nature of work, such as farming, available to the rural 
aged population of Ghana.

The major causes of chronic diseases are generally 
well known and if these risk factors were eliminated, 
globally, at least 80% of all heart disease, stroke and 
type 2 diabetes would be prevented. In addition, over 
40% of cancer would be prevented (WHO, 2005). 
Behavioural and metabolic risk factors for NCDs 
vary by country. The biggest underlying risk factor 
observed in older people is high blood pressure, 
which accounts for 12–19% of the total burden of 
disease in poorer countries. Other key determinants 
are smoking and high blood glucose levels.

Tobacco consumption
The use of tobacco and alcohol is well documented as 
having a considerable impact on health, namely heart 
disease and a range of cancers. A nationally 
representative sample of Ghanaian men aged 15–59 
years was analysed in the 2003 and 2008 Ghana 
Demographic and Health Surveys. Logistic 
regression analyses examined cigarette smoking by 
socioeconomic status along with changes over the 
two study periods. These showed that the prevalence 
of smoking decreased from 9% in 2003 to 7.3% in 
2008. The prevalence was higher in the older age 
groups (25–34 years; 35–59 years) compared to men 
aged 15–24 years. Education and occupation were 
related to cigarette smoking, as were religion, wealth 
and rural residence. In the intervening period 
between the two surveys, cigarette smoking seems  
to have decreased among Ghanaian males at the 
national level but not among all groups by age, 
education, wealth and place of residence (Doku  
et al., 2013). 

The SAGE study asked questions about current use 
of any tobacco products, including inhaling, sniffing, 
chewing and smokeless tobacco, as well as the 
duration and quantity of tobacco use. The proportion 

of daily smokers was 7.6%, occasional smokers 2.6%, 
non-smokers 14.2%, and never smoked 75.5%. A 
higher proportion of women (92%) had never used 
tobacco compared to 60.4% of men. The proportion 
of daily smokers was higher among men, rural 
respondents (who also had higher mean tobacco 
consumption), those lacking formal education, those 
who had never married, and those in the lowest 
income quintile. 

The habit of tobacco consumption also seemed to 
persist with age. Among older people aged 70+ years, 
8.7% are current daily smokers as opposed to 6.8% 
among the 50–59 years age group. 

Alcohol consumption
In the SAGE study, alcohol consumption – 
both commercially available and home-brewed 
beverages – were quantified in terms of alcohol 
content and quantity (including the use of show 
cards to demonstrate what is meant by a “standard 
drink”). Risky drinking behaviour is based on the 
thresholds of five standard drinks for men and four 
standard drinks for women in the preceding seven 
days. The results showed a very low level of alcohol 
consumption among older adults. Over half of the 
respondents (57.8%) were lifetime abstainers while 
non-heavy drinkers accounted for 39.5%, infrequent 
heavy drinkers 1.2% and frequent heavy drinkers 
1.5%. The proportion of lifetime abstainers was 
higher for respondents aged ≥ 70 years compared to 
younger adults, and higher in women (73.6%) than 
men (44%). 

More urban respondents, those lacking any 
formal education, those who were widowed, and 
respondents in the highest income quintile were 
lifetime abstainers. Frequent heavy drinkers were 
more often in the two younger age groups, male, and 
rural dwellers. Those who were either married or had 
never married were more likely to be frequent heavy 
drinkers, compared to those who were separated 
or divorced. Only 1% of the respondents in the 
highest income quintile were classified as frequent 
heavy drinkers. In summary, men showed a higher 
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prevalence of alcohol use in all three categories 
(frequent heavy drinkers, infrequent heavy drinkers 
and non-heavy drinkers) than women. Rural residents 
had a higher prevalence of frequent heavy drinkers 
(1.7%) and non-heavy drinkers (43.5%) than urban 
residents (1.2% and 33%, respectively). 

2.5 Vision and hearing

Sensory declines are a broad category of normal 
age-related changes that often lead to diminished 
quality of life for older people, loss of independence 
and increased costs for society as a whole. Sensory 
deficits with increasing age can include, for instance, 
visual impairments that impact mobility and increase 
the risk of falls and frailty as well as a downturn in 
the physical and mental health of the elderly. The 
risk factors for falls in older people include the use 
of medication and cognitive impairment as well as 
sensory deficits with increasing age. 

Visual impairment
The vision health status in Ghana is not well 
documented although it is estimated that the 
prevalence of blindness was 1% in 2006 (Opoku, 
2011). Access to assistive devices and cataract 
surgery is very varied across the country. A low 

optometrist-to-patient ratio decreases access to vision 
health care for Ghanaians. In 2006, about 50% of 
Ghana’s ophthalmologists were located in major 
cities (Opoku, 2011). Extending eye care to the 
wider population therefore requires the support of 
ophthalmic nurses. 

Data from a regional study disaggregated by 
sex showed the proportion of men using visual 
impairment aids was about double that of women − 
4.3% versus 1.9%, respectively (Opoku, 2011). Visual 
impairment affects quality of life. Although no 
reported data on this issue exist for Ghana, a study 
on the impact of self-reported visual impairment on 
the quality of life of older people in Ibadan, Nigeria, 
can be used as an analogy. It showed that visual 
impairment is associated with a significant decrease 
in many aspects of quality of life, and problems  
with near vision were more likely than those of 
distant vision to affect quality of life (Bekibele & 
Gureje, 2008). 

The SAGE study examined a range of measures on 
sensory and motor decline, such as vision (near and 
distance), grip strength and mobility. The proportion 
of respondents with normal distant visual acuity was 
87.1% and normal near visual acuity 71.5%. Overall, 
men had better distant and near vision than women, 
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with a higher rate of normal distant vision (89.5% 
men versus 85.6% women) and less diminished 
near vision (24.7% men versus 32.7% women). 
Respondents in the age group ≥ 70 years had the 
highest prevalence of low acuity for both distant 
and near vision (18.4% and 36.7%, respectively), 
compared to 7.6% and 22.3% of respondents in the 
50–59 age group. Overall, respondents in rural areas 
had poorer visual acuity, which might be related to 
differences in access to corrective aids. Respondents 
who had completed secondary school had the lowest 
prevalence of diminished distant vision (3.6%) 
compared to respondents with no education (16.6%). 
For near vision, respondents without education had 
the highest prevalence of normal vision (68.5%).

Hearing impairment
Globally, approximately one third of people 
≥ 65 years of age are affected by disabling hearing 
loss. In developing countries, about 20% of people 
with hearing loss need hearing aids. Left untreated, 
hearing loss affects communication and can 
contribute to social isolation, anxiety, depression and 
cognitive decline. Hearing impairment can also lead 
to a loss of independence and the need for formal 
support services, causing older people to withdraw 
further and often remain aloof in order to avoid being 
labelled as mentally inadequate (WHO, 2012b). 
However, there is very little published material 
available on hearing impairment among older people 
in Ghana. 

2.6 Cognition and mental health

Mental health problems are under-identified 
by health-care professionals and older people 
themselves, and the stigma surrounding mental 
illness makes people reluctant to seek help. Mental 
health has an impact on physical health and vice 
versa. Dementia and depression are key mental 
health issues among older people, resulting in poor 
functioning while increasing the perception of poor 
health, the use of medical services and health-care 
costs (WHO, 2013). 

Depression
Depression was self-reported by 1.9% of the SAGE 
respondents, and was more common among women 
than men. The prevalence was higher (9.2%) using 
a symptom reporting and diagnostic algorithm, 
and again was more common among women than 
men; however, men have higher current and chronic 
ongoing treatment for depression than women. 
Overall, treatment rates were very low (4.8% current 
treatment and 8.8% chronic ongoing treatment) 
compared to other chronic conditions. The widowed 
had higher rates of self-reporting (2.8%) and 
symptom-based assessment (13%) than those who 
were married, with the highest self-reporting rate 
among those who were separated/divorced.

Dementia
Dementia is a syndrome usually of a chronic or 
progressive nature in which there is deterioration 
in memory, thinking, behaviour and the ability to 
perform everyday activities. Although dementia 
mainly affects older people, it is not a normal part 
of ageing. Worldwide, 35.6 million people have 
dementia and there are 7.7 million new cases every 
year. Alzheimer’s disease is the most common cause 
of dementia and may contribute 60–70% of cases. 
Dementia is one of the major causes of disability  
and dependency among older people worldwide.  
It is overwhelming, not only for the people who  
have it, but also for their caregivers and families. 
There is often a lack of awareness and understanding 
of dementia, resulting in stigmatization and barriers 
to diagnosis and care. The impact of dementia on 
caregivers, families and societies can be physical, 
psychological, social and economic (WHO, 2012c). 

In LMICs, direct social care costs are small, and 
informal care costs (i.e. unpaid care provided by 
the family) predominate. Changing population 
demographics in many LMICs may lead to a decline 
in the ready availability of extended family members 
in the coming decades (WHO & ADI, 2012).  
A source quotes the dementia death rate in  
Ghana as 2.5 per 100 000 people (World Life 
Expectancy, 2014).
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3. Health systems response and policies

a regional hospital that provides secondary care and 
is run by general practitioners and specialists. There 
are ten regional hospitals receiving referrals from the 
districts and providing outreach support. 

3.1.1 Preparedness to handle the issues of 
older people

Despite the emerging and recognized burden of 
NCDs, health systems are usually designed mainly 
to identify and treat acute communicable diseases. 
As a result, equity in terms of access to health 
care is constrained by patients with NCDs that 
make significant demands on already scarce health 
resources. This is particularly acute for older people 
with other barriers relating to their age, such as 
dementia, functional decline and socioeconomic 
circumstances.

Ghana has an inadequate health-care infrastructure, 
an insufficient supply of medicine, and a lack of 

3.1 Health service delivery

The health sector in Ghana is both public and 
private. The public sector is run by the Ghana 
Health Service (GHS) and teaching hospitals. 
Ghana has three teaching hospitals providing 
tertiary care and training for doctors. The private 
sector is made up of faith-based and private-for-
profit health institutions.

The GHS is an integrated three-tier health delivery 
system of primary, secondary and tertiary levels. At 
the primary level, a district hospital with a medical 
doctor serves health centres in sub-districts with 
physician assistants in charge. In some sub-districts 
there are community health planning and services 
(CHPS) zones where community health officers 
work with community volunteers to increase access 
to health care. A typical district with a population 
of 100 000 has 1 hospital, 5 health centres and 
10–15 CHPS zones. At the secondary level there is 

Ph
ot

o:
 W

H
O

 / 
O

liv
ie

r A
ss

el
in



20 | Ghana country assessment report on ageing and health

health-care facilities and providers. At facility level, 
there are contextual, clinical and system challenges to 
the delivery of health care for older people. These can 
be influenced by many factors, including: poor patient 
attendance at health clinics; short consultation time 
with physicians/health workers leaving little or no 
time for patient education; an inadequate number 
of staff; limited staff training on the issues of older 
people; and almost non-existent formal patient 
education. Rural settings pose an even greater 
challenge, where there are few providers to serve 
the population and where the distance to facilities 
is greater thereby increasing transportation costs. In 
addition, community systems of care have not been 
adequately developed.

For example, findings from a study on hyper tension 
in Ghana suggest that a significant portion of 
hypertension-related morbidity and mortality  
may be influenced by low levels of detection, 
 treatment and control. In a hospital-based sample in 
Ghana, approximately 93% of hypertensive patients 
were noncompliant to their treatment. Among 
those patients, 96% were noncompliant because of 
the cost of anti-hypertension medication. In many 
cases, traditional healers are sought due the lack 
of affordability and access to biomedical care and 
medicines (BeLue et al., 2009). The gap  between 
people with hypertension and treatment was 
confirmed in the SAGE study (Biritwum  
et al., 2013). 

A report based on a qualitative study conducted 
in Accra involving both older people and health-
care professionals indicated several areas requiring 
attention to improve the care of older people (WHO, 
undated). These included the following: 

Social issues: 
nn lack of family care and attention; 
nn neglect/dumping of ill/older person in hospital  

by family members; 
nn poverty/financial constraints making medication 

unaffordable; 
nn waiting until too ill to seek care.

Quality of care issues: 
nn poor/unsatisfactory services to the poor; 
nn inability to afford medications even though 

consultation is free; 
nn prioritizing/rationalizing treatment of acute  

cases above chronic ones because of inability to 
pay for prescriptions; 
nn poor follow-up due to shortage/overload of 

medical staff;
nn chronically ill older people not returning for 

follow-up owing to an inability to pay for  
services and medication; 
nn unaccompanied patients often neglected on 

admission because personal care, such as bathing 
and dressing, is shared with family members; 
nn no special consideration for older people who  

have to queue and wait a long time to be attended 
to by health personnel; 
nn no inherent hospital culture of follow-up visits; 
nn health personnel too overburdened or lacking 

necessary support mechanisms to perform  
home visits.

These deficiencies must have an effect on older people’s 
access to health services. A report examined the 
influence of self-rated health levels on health care use 
among older Ghanaians living in Kassena-Nankana 
District. The study used cross-sectional interview data 
that had been collated on 594 adults aged ≥ 50 years 
for the SAGE study. It found that overall health care 
use, in the form of hospitalizations and outpatient 
care, was 31.5% (30.3% male, 32.2% female) and 
was heavily associated with: self-rated poor health; a 
medical history of chronic disease; ageing; cognitive 
impairment in the last 30 days; difficulty picking up 
objects in the last 30 days; and occupation. The study 
further showed that over 55% of older Ghanaians in 
Kassena-Nankana with perceived poor health reported 
no health care use at all (Exavery et al., 2011).

The SAGE study’s examination of the health care 
needs of respondents showed that in the three years 
prior to the study, 82.5% needed health care – women 
(85.5%) more so than men (79.9%). The proportion 
also increased with age, with nearly 88% of 
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Table 3.1: Health system responsiveness domains

Group Domain Issue

Inter-personal

Dignity Talked to respectfully
Privacy

Clear communication Clear explanations
Time for questions

Autonomy Treatment information
Patient involvement

Confidentiality Talked to privately
Confidentiality of records

Structural

Choice of health-care provider Choice of provider

Quality of basic amenities Cleanliness
Space

Access to support Family visit
External contact

Prompt attention Travel time
Waiting time

Source: SAGE study (Biritwum et al., 2013).

respondents aged ≥ 70 years needing care. The 
proportion receiving both outpatient and inpatient 
care was similarly related to age. Over 42% of 
respondents in the lowest wealth quintile did not 
receive care, compared to only 21.7% of those in the 
highest income quintile. Close to 50% of informally 
employed/retired/unemployed respondents did not 
receive care. Nearly 32% of rural respondents did not 
receive care compared to 26% of urban dwellers. 

There are no established palliative care services in 
Ghana. In the absence of formal structures, individuals 
in Ghana have begun to incorporate palliative care 
principles into home-based care projects with HIV/
AIDS and cancer patients. Capacity strengthening is 
being spearheaded by nongovernmental organizations 
(NGOs) that are adding palliative care functions to 
their remit (IOELC, 2005).

3.1.2 Health system performance

The SAGE study evaluated the performance of the 
health system at the national level in Ghana using 
indicators of health system responsiveness 

(see Table 3.1). Health system responsiveness consists 
of eight domains, which may be divided into two 
groups. The first group concerns respect for the 
individual, including dignity, privacy, autonomy 
(involvement in decision-making about personal 
health care), choice (of provider) and communication 
(with provider). The second group is patient-centred, 
including timeliness/prompt attention, social support, 
quality of care, quality of the infrastructure and 
access/selectiveness. The health system responsiveness 
scores are quantitative indicators of the interaction 
between individuals and the health system (Biritwum 
et al., 2013).

The SAGE study collected information on 
respondents’ impressions of their most recent health 
care (inpatient and/or outpatient visit) covering eight 
domains, including waiting time, being talked to 
respectfully, clear explanations, being involved in 
making treatment decisions, talking privately, 
satisfaction with providers, and the cleanliness of the 
health facility (Letkovicova et al., 2005). Each of these 
dimensions was awarded one score before a factor 
analysis was applied to evaluate total responsiveness. 
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Table 3.2: Mean health care responsiveness scores for inpatient and outpatient 
services by selected demographic characteristics

Characteristics Inpatient (%) N Outpatient (%) N

Sex

Male 75.7 159 66.8 1 220

Female 73.1 127 64.7 1 281

Age group

18–49 74.2 95 65.8 906

50–59 77.7 75 65.4 708

60–69 69.8 77 65.7 614

≥ 70 78.4 40 66.1 274

Residence

Urban 72.9 141 65.2 1 076

Rural 76.0 140 66.1 1 421

Marital status

Never married 78.4 5 66.0 29

Currently married 75.5 172 65.7 1 424

Cohabiting 87.2 4 67.5 19

Separated/divorced 70.5 29 65.6 314

Widowed 72.7 71 65.6 705

Income quintile

Q1 (lowest) 75.3 44 64.1 356

Q3 77.0 59 67.9 547

Q5 (highest) 70.1 77 65.4 608

Employment status

Never worked 78.4 5 66.0 40

Ever worked 75.5 281 65.7 2 453

Currently working 87.2 143 67.5 1 642

Not currently working 70.5 138 65.6 811

Total (%, N) 72.7 281 65.6 2 497

Note: not all characteristics are included in table.
Source: SAGE study (Biritwum et al., 2013).

The scores on responsiveness were then converted to a 
range of 0–100, with a higher score reflecting better 
health system responsiveness (see Table 3.2).

Overall, inpatient services had a responsiveness 
score of 72.7 compared to 65.6 for outpatient or 

ambulatory (walk-in) services, although many more 
people accessed outpatient care. The inpatient system 
was most responsive for respondents aged ≥ 70 years 
(mean score 78.4) while outpatient services had a 
mean scores that was lower and did not vary much  
by age.
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3.2 Universal coverage and 
financing

Universal coverage
In 2005, the World Health Assembly – the decision-
making body of WHO – called for all health systems 
to move towards universal coverage. This was 
defined as “access to adequate health care for all at 
an affordable price”. In post-independence Ghana, 
following a few decades of free health-care services, 
funding of the health system relied heavily on cost 
recovery policies and voluntary health insurance. 
After the reintroduction of user fees, Ghanaians’ 
use of the health service decreased significantly, 
particularly among people on low incomes who 
delayed seeking treatment and relied on self-
medication instead.

The SAGE study showed that household spending 
on health services represented 6.4% of total monthly 
income and 14.7% of household capacity to pay 
(i.e. discretionary or non-subsistence spending). 
Medications accounted for 63% of total income 
spending (Figure 3.1).

Twenty-seven per cent of households financed 
health care from savings and 33.6% had to borrow 
or sell personal items to pay for services received. 

Based on the poverty line, 39.5% of households 
were found to be poor and 4.2% of households 
became impoverished after making health payments 
(Biritwum et al., 2013). The poverty line is based on 
the share of total expenditure spent on food and is set 
at the median of the country.

Catastrophic expenditure and impoverishment due 
to health payments occurred in all income groups but 
there was a decreasing trend, with 16% of the poorest 
households experiencing catastrophic expenditure 
compared to 7.3% of the richest. Households in urban 
areas had an 18% lower risk of facing catastrophic 
expenditure compared to those in rural areas, and 
those households with insurance cover had a 34% 
lower risk than those without. Households with at 
least one member aged ≥ 50 years were also more 
likely to experience catastrophic expenditure and 
impoverishment. In a household with one or more 
members aged ≥ 65, the risk was 28% higher than in 
a household without any adults aged ≥ 65 years.

A National Health Insurance Scheme (NHIS) 
operates nationwide and is open to all residents 
of Ghana, with the National Health Insurance 
Fund paying for prescribed health-care services to 
members of the NHIS. Among those exempt from 
contributions under the Scheme are people ≥ 70 years 

0 10 20 30 40 50 60 70

Health aids

Ambulance

Long-term care

Traditional care

Inpatient

Other

Outpatient

Drugs

%

Figure 3.1: Components (%) of health payments

Source: SAGE study (Biritwum et al., 2013).
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of age. There is also a payment exemption policy on 
public health care provided for people aged ≥ 60 years 
who are formally employed. After an initial one-off 
payment of GH¢ 4.00 (approximately US$ 2.00) for 
registration, all health-care services are provided free 
of charge for these age groups as a minimum benefit 
package offering inpatient or outpatient services 
(Nyonator, 2012). 

According to the SAGE study, 1.5% of respondents 
had mandatory health insurance and 35% had 
voluntary insurance. Urban dwellers were more likely 
to be insured, with those in the highest income 
quintile more likely to be in possession of both 
mandatory and voluntary health insurance (3.1% and 
47.4%), compared to the lowest income quintile (0.5% 
and 22.9%).

3.3 Leadership and governance

The governance structure for the health system in 
Ghana has been described previously. However, older 
adults also have access to the services provided by 
various government ministries and parastatals that 

have mandates relating to ageing and health. For 
example, the National Population Council works 
with several partner agencies including the GHS  
and HelpAge Ghana and was a key partner in  
the formulation and adoption of the National  
Ageing Policy. 

The National Ageing Policy, developed in 2010,  
was followed by an Implementation Action 
Plan. Ministries, Metropolitan and District 
Assemblies were supposed to have integrated the 
draft Implementation Action Plan into their own 
programmes, but apparently this did not happen. 
In 2013, Dr G. Amofah prepared a report of key 
informant interviews on the implementation of the 
ageing policy Implementation Action Plan. This 
report indicated that a contributory factor was an 
apparent lack of ownership by older Ghanaians who 
were the primary stakeholders. 

The Implementation Action Plan has five key areas of 
delivery:
1. Ensure the effective planning and mainstreaming 

of ageing issues into the national development 
process. 
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2. Reduce poverty and ensure the security of older 
people. 

3. Improve the health and nutrition of older people. 
4. Create a supportive environment for active ageing. 
5. Enhance the implementation capacity of the 

policies and programmes for older people. 

The Ministry of Health, in collaboration with WHO, 
is developing key area No. 3 to:
1. Reduce the cumulative effects of factors that 

increase the risk of disease in old age.
2. Promote strategies that prevent ill-health among 

older people, especially older women and older 
people with disabilities.

3. Promote the contribution of older people as 
surrogate/foster parents or caregivers for people 
with chronic diseases such as HIV/AIDS.

4. Ensure the availability of professionals to provide 
specialized health-care services to older people

The private sector in Ghana is relatively active in the 
provision of health care, including to older people. 

The number and proportion of public/private health-
care facilities providing specialist geriatric care is 
not known and there is a need for such a mapping 
exercise. There are several NGOs that play a key  
role in health care, including to older people. 
Examples include:
nn Christian Health Association of Ghana 

(CHAG) – whose goal is to improve the health 
status of Ghanaians, especially the marginalized 
and poorest of the poor – is the second largest 
provider of health services in the country. It is 
estimated that approximately 42% of total health 
services in the country are provided by CHAG 
member institutions (www.chag.org.gh). 
nn HelpAge Ghana is the main organization 

that promotes the prospects of older people in 
Ghana. Its missions are to advance the interests 
and welfare of older people in the country 
regardless of their sex, creed and colour; provide 
leadership in ageing policy development and 
implementation; and promote the rights and  
well-being of older people. 

Table 3.3: Inadequate numbers: Health workforce gap in Ghana 

Total number 2007
Number required 

2010 Gap

Medical officers 2 026 3 732 1 706

Dental surgeons 31 50 19

Pharmacists 1 550 2 746 1 176

Expatriate doctors 200 – 200

Professional nurses 7 304 19 000 11 696

Enrolled nurses 2 956 – –

Community health nurses 3 246 12 934 9 688

Registered midwives 2 810 8 205 5 395

Medical assistants 430 1 242 600

Allied health professionals 588 2 500 1 912

Traditional birth attendants 367 – –

Non-clinical and support staff 27 918 30 100 2 182

Health assistants (clinical) – 7 176 7 176

Source: Report of key informant interviews on the implementation of the ageing policy Implementation Action Plan 
(Amofah, 2013; unpublished).
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nn Sight Savers provides eye-care services through 
the GHS, supporting the current five-year action 
plan for eye care. It is also tackling the shortage of 
eye-care workers by encouraging local people to 
train as eye-care professionals. 
nn Ripples, based in Accra, provides specialist 

long-term and palliative care to terminally ill 
individuals who have cancer or face complications 
from diabetes, stroke and other life-limiting 
illnesses. It has a training centre on specialist 
palliative care and complementary services  
(www.rippleshealthcare.org).
nn Akrowa Aged Life Foundation is dedicated to 

the welfare of older people. Its objectives are to: 
combat poverty; reduce isolation among older 
people; challenge neglect; secure the delivery 
of consistently accessible, good-quality care; 
and promote equality and human rights of 
disadvantaged older people. The Foundation 
supports over 400 vulnerable older people in six 
communities. It offers 24 hours a day, 7 days a 
week live-in home care assistance. Currently the 
Foundation is building a social and health-care 
college to train volunteers in the care of older 
people (www.aalf.info).

3.4 Health workforce

There is a critical need to address shortages in 
the health workforce of Ghana. Table 3.3 shows 
the current gaps in the workforce. The CHPS 
programme, initiated in 1999, aimed to place 
community health officers in rural and deprived 
communities to work with health aides from the 
community. Its aim to serve every district has not 
yet been met and there is still a need to integrate it 
with services for older people, especially in remote 
areas. For example, only 30% of nursing professionals 
currently serve in rural areas (GHWO, 2011).

Furthermore, there is an issue with the skills mix 
needed before the health workforce can adequately 
attend to the multiplicity of health issues of an ageing 

population, as well as providing services to promote 
healthy lifestyles and prevent noncommunicable 
diseases. The capacity of health-care staff to provide 
geriatric care is limited both in their number and 
skills mix – until recently there were no public-
sector training programmes in caregiving skills or 
medical care for older people. The Family Health 
Department of the Ghana College of Physicians now 
offers geriatrics as a sub-specialty for its Fellowship 
programme, but this has yet to take off.

A review of the impact of financial and non-financial 
incentives on the motivation and retention of  
health workers, particularly nurses, in Ghana’s 
district hospitals found that financial incentives 
significantly influence motivation and retention 
(Adzei et al., 2012).

3.5 Policies and laws

Ageing is an important policy area in the National 
Development Policy Framework (Ghana Shared 
Growth and Development Agenda 2010–2013) 
as well as the National Population Policy and the 
National Ageing Policy developed in 2010. The 
Ghanaian Government has accepted a Constitution 
Review Commission recommendation that “the right 
of the elderly to live in dignity, free from abuse” be 
guaranteed in the constitution (UNFPA, 2012). 

The Persons with Disabilities Act (2006), though 
not age-specific, also provides relevant contextual 
information that should help improve the 
circumstances and well-being of older people. For 
example, the law provides for the rights of people 
with disabilities to equal treatment in respect 
of housing/residence, non-discrimination and 
exploitation, and improved access to public places. 
The Act also provides for employment support 
and tax incentives to employers, and provisions for 
training and appropriate facilities at workplaces. 
Additionally, provisions have been made under the 
law to improve transportation and health care. 
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Ageing policies
The Government of Ghana developed the National 
Ageing Policy (Ageing with Security and Dignity) 
and its accompanying Implementation Action Plan 
in October 2010, taking into account the guiding 
principles and priority directions of the Madrid 
International Plan of Action on Ageing as well as 
the African Union Policy Framework and Plan of 
Action on Ageing. Ghana’s National Ageing Policy 
identifies the various health conditions affecting older 
people and the need to maintain a healthy lifestyle 
in old age. The Policy stipulates the strengthening of 
support to local communities to improve their health-
care delivery to older people, along with an expansion 
in palliative care services and their integration into  
a comprehensive health-care service for older people. 
It also states that adequate training and incentives 
will be provided to attract students to specialized 
training in geriatrics and gerontology (Government 
of Ghana, 2010).

In addition to the exemption on NHIS premiums 
for poor older people who are aged 70 years and 
older (see section 3.2), exemption is also granted 
to poor older people who are ≥ 65 years, registered 

by the Livelihood Empowerment Against Poverty 
(LEAP) Cash Transfer Programme, which provides 
conditional and unconditional cash grants to 
extremely poor people in Ghana.

3.6 Implementation of Ghana’s 
National Ageing Policy 

Very little has happened towards implementing the 
National Ageing Policy and Implementation Action 
Plan. The GHS – which is the institution expected to 
implement the health and nutrition component of the 
Policy – does not have a plan for its implementation. 
Knowledge about the Policy is also very limited 
among key senior health staff. 

Furthermore, there were no focal points for policies 
on older people in the Ministry of Health (MoH) 
or the GHS until early 2013. The Policy, Planning, 
Monitoring and Evaluation Directorate of the MoH 
is now coordinating the health-sector response, while 
a focal person has been appointed in the Family 
Health Division of the GHS to do the same. So far 
there are no guidelines or standards on health-care 
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provision or rehabilitation services for older people 
from the MoH or GHS. 

As mentioned previously, the capacity of health-
service staff to provide geriatric care is limited both 
in their number and skills mix, and until recently 
there were no public-sector training programmes in 
caregiving skills and medical care for older people. 

Challenges and obstacles to operationalizing the 
action plan
The report of interviews with key informants, 
conducted in preparation for this assessment report 
(Amofah, 2013; unpublished), reveals the following 
challenges and obstacles to operationalizing the 
Implementation Action Plan:
nn absence of a National Council on Older People;
nn apparent lack of commitment and interest in 

issues involving older people by MMDAs, 
politicians, diplomatic missions as well as the 
donor community;
nn inadequate funding due to competition for 

scarce resources which usually target children, 
adolescents, and women of reproductive age;
nn lack of specific training of doctors and nurses 

in geriatric care, leading to the inappropriate 
labelling of all illnesses among older people as  
due to old age;
nn poor access to services for older people, and 

services which are scattered and few;
nn a health insurance scheme that does not cover 

male cancers, only breast and cervical cancers, 
though it does not cover related biopsy and 
histology services;
nn lack of awareness and interest in membership  

of pensioners’ associations;
nn breakdown of traditional social and family 

support mechanisms;
nn unavailability of up-to-date disaggregated data  

on older people.

The key informants made suggestions for mitigating 
the barriers and challenges. These are listed in 
Annex  A.

The GHS is developing a Memorandum of 
Understanding (MoU) with WHO and InterRAI (an 
international network of researchers committed to 
improving the care and quality of life of people who 
are disabled or have complex medical requirements). 
This multi donor/collaborative project is the first 
Wealth for Health (WFH) project in Africa and its 
overarching objectives are to:
nn Develop and implement collaborative activities 

that promote the well-being and independence of 
older adults in Ghana.
nn Turn the Ghana Wealth for Health project into a 

showcase for African countries as well as a centre 
of training.

Specifically the project aims to:
nn Establish health-care facilities to address  

the unique and diverse health-care needs of  
older people. 
nn Target assessment and intervention to maintain 

functional independence as well as to support the 
well-being and quality of life of older people.
nn Use community health officers to provide the 

necessary health-care services for older people 
within their own community.
nn Devise the integrated training programme. 
nn Recruit, educate and train older adult volunteers 

who are suitably fit to become health promoters.
nn Develop the necessary training and support for 

health promoters, including supervision and 
access to resources.
nn Produce a full profile of the needs of older  

people in Ghana, including prioritizing areas  
for intervention.

The project is expected to last for eight years  
with an initial pilot of three years taking place in 
Greater Accra.
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4. Recommendations and the way forward

A number of recommendations are suggested as the 
way forward for different stakeholders. 

Ministry of Health/Ghana Health 
Service:

nn Undertake the first Wealth for Health (WFH) 
Africa project as per agreed MoU and implement 
activities within the project objectives and 
stipulated timeline. 
nn Review the results matrix on the health and 

nutrition for older people as prescribed in the 
Implementation Action Plan and develop the 
Ghana Health Service’s own implementation 
plan.
nn Undertake a countrywide mapping exercise of 

Ministries, Metropolitan and District Assemblies 
(MMDAs), civil society organizations (CSOs), 
development partners, charitable and faith-based 
organizations that, in one way or another, support 
activities related to the health of older people and 
identify gaps. Studies on attitudes towards old 
age and the circumstances of older Ghanaians are 
also needed as they will provide the information 
needed for advocacy and planning purposes.
nn Review the training needs for the health care 

of older people and develop a comprehensive 
training plan for Ghana. This should include 
primary prevention, as well as screening and 
treatment programmes that are inclusive of 
older people. In addition, the training needs of 
community health officers should be reviewed to 
support them in providing geriatric care for older 
people in their communities and own homes. 
nn Develop an implementation guide for health staff 

for integrating geriatric health care at all levels. 

The content of the guide must spell out clearly 
what additional information and services will be 
provided at what level and by whom, including 
measures of performance.
nn Undertake public information, education and 

communication activities to address the specific 
needs of older people, including nutritional 
education for older people to be delivered by 
health-care staff via pensioners associations. A 
whole life course approach to noncommunicable 
diseases that is inclusive of all ages should also  
be adopted. 
nn Integrate eye-care into primary health care.
nn Provide “older-people friendly” integrated services 

at all health-care facilities, including triage – 
similar to WHO’s Baby Friendly Initiative. 

Government and MMDAs:

nn Establish a National Council on Older People, 
backed by the necessary legislative instrument 
to become a legal council mandated to mobilize 
funds for activities targeted at older people. No 
special levy for older people is recommended. 
Recently the senior citizens club of Sunyani 
called for the expeditious passage of the National 
Ageing Policy into law by Ghana’s Parliament. 
In a communiqué issued on Republic Day, 
1 July 2013, the club appealed passionately to 
Parliament and its relevant ministers to address 
their concerns: 

We do believe that apart from the Annual Senior 
citizens’ Day as currently instituted, the greatest 
and most valuable gift the country can bestow on 
senior citizens of the country shall be the eventual 
passage into law of the much awaited National 
Ageing Policy… (Daily Guide, 4 July 2013).

nn Appoint a high-level champion/ambassador as a 
spokesperson for the ageing population.
nn Ensure that District Assemblies provide regular 

hot meals for deprived older people.

1 These recommendations were proposed by key informants 
comprising stakeholders from the public and private sectors, 
including civil society organizations interviewed in Ghana in 
July 2013.
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nn Develop social networks for the community-
based support of older people, both as recipients 
and providers of care. 
nn Devise an extensive monitoring and evaluation 

framework for all relevant government 

departments and agencies to track the 
implementation of the National Ageing Policy, 
ensuring the greater involvement of CSOs in the 
framework’s design and implementation.
nn Create an ageing desk at all MMDAs.
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