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Abstract

The World Health Organization’s QualityRights initiative is being implemented globally to improve human rights in mental
health services. This e-training was rolled out for mental health staff and other stakeholders across Ghana in 2019 in order
to address persistent challenges of mental health services related to stigma, discrimination, and human rights violations
against people with mental health conditions and psychosocial disabilities that exist in the country. The study design was
a post-training questionnaire survey conducted after QualityRights e-training. Overall, 1082 participants responded to the
follow-up questionnaire and some provided comments about their intentions to alter their practices after the e-training. The
comments were qualitatively analysed. Of the 579 participants who provided 579 free-text comments, 577 (99%) indicated a
positive intention to improve practice and to protect human rights by respecting autonomy, providing support, and preventing
abuse. Seven themes were identified: overall rights-based approach, discrimination and stigma, legal capacity and supported
decision-making, eliminating coercive practices, promotion of recovery, advocating for rights, and practical change. Partici-
pants expressed the intention to stop human rights violations and to promote rehabilitation and empowerment of persons with
mental health conditions and psychosocial disabilities. The e-training therefore inspired people to put a human rights—based
approach into practice, which laid the foundation for stigma reduction and a focus on person-centred care.
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no access to quality mental health services (Kohn et al.,
2004). Especially in low- and middle-income countries,
unequal distribution of psychological intervention strategies
remains common (Rahman et al., 2008). Home-based care is
often the primary mode of care in these countries; moreover,
since most psychological services are located in large cities,
accessibility and transport issues act as barriers to getting
help (Centre, 2007; Read et al., 2009). Many people turn to
traditional/indigenous and faith-based healers, or herbalists
for treatment of their mental health conditions or confined
to psychiatric hospitals, “treatment institutions”, and prayer
camps, where they are subjected to serious human rights
violations (Read et al., 2009; Ofori-Atta et al., 2010; Dako-
Gyeke & Asumang, 2013).
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Approximately 10% of the population of Ghana suf-
fer from poor mental health and psychosocial disabilities
(Human Right Watch [HRW], 2012). However, there are
insufficient resources to provide adequate services including
a lack of research funding, infrastructure, healthcare ser-
vices, or sufficient healthcare workers to keep pace with the
increasing demands and growth of the population (Mfoafo-
M’Carthy et al., 2016). In addition, people with mental
health conditions are often stigmatised by those around
them including friends and family. This stigma may arise
from their perception of mental health conditions and the
belief that it represents witchcraft or a curse from God for
evil deeds (Mfoafo-M’Carthy & Sossou, 2017). People with
mental health conditions can be subject to severe human
rights violations, physical abuse, neglect, discrimination,
and denial of other basic human rights (Dako-Gyeke &
Asumang, 2013).

In many countries, people with mental health conditions
are not seen as capable of exercising their legal capacity,
and this responsibility is often taken by their families or
caregivers (Gyimah et al., 2023; Moro et al., 2022a, 2022b).
In particular, when receiving mental health services, they
can be deprived of the right to decide about their treatment
and care, and be compelled to receive treatment through con-
cealment or coercion (Hoare & Duffy, 2021). Furthermore,
people with mental health conditions and psychosocial dis-
abilities are often subjected to coercion while receiving
services (Gowda et al., 2018). Coercive measures include
seclusion (locking the individual in a separate room), as
well as different forms of restraint including physical (the
use of manual or mechanical means to prevent or restrict a
person’s movement), chemical (the use of drugs to control a
person’s behaviour), or volitional restraint (forceful persua-
sion or involuntary admission) (e.g. Gooding et al., 2020;
Paterson et al., 2013; World Health Organization & United
Nations, 2023).

Convention on the Rights of Persons
with Disabilities (CRPD) and QualityRights

The Convention on the Rights of Persons with Disabilities
(CRPD, 2006) entered into force in 2008. It provided prac-
tical actions to ensure that people with psychosocial dis-
abilities and mental health conditions in all countries are
free from compulsion, segregation, seclusion, restraint, and
other coercive practices (CRPD, 2006; Geneva, 2014). It
requires that all countries undertake targeted measures to
prevent violations against persons with mental health condi-
tions and to promote their rights. Ghana ratified the CRPD
in 2012, reflecting its commitment to putting in place policy
and practice measures to align with the convention-s prin-
ciples and standards.
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The World Health Organization’s QualityRights initia-
tive was created within the framework of CRPD to provide
more effective programmes to promote human rights in the
mental health system (Funk & Bold, 2020). Face-to-face
and online WHO QualityRights e-training was developed to
reduce the incidence of coercion, stigma, and discrimination
by improving the protection and implementation of human
rights (WHO, 2019b). This has highlighted the importance
of recognising the autonomy and dignity of people with
mental health conditions and psychosocial disabilities.

The e-training, which exists in 13 different language versions,
comprises six core modules and case studies covering the cen-
tral issues related to mental health, human rights, and recovery
(WHO, 2019b). This training has been widely introduced in
Ghana to improve practice for people receiving mental health
services. Previous quantitative research has explored people’s
attitudes prior to QualityRights e-training (Harden et al., 2023).
Poynton-Smith et al. (2023) also found that a post-QualityRights
e-training questionnaire about attitudes towards people with
mental health conditions and psychosocial disabilities showed
significant and substantial positive changes, especially in atti-
tudes related to treatment choice, legal capacity, and coercion.

The Development of the QualityRights Initiative
in Ghana

The Mental Health Act Law was passed in March 2012, to bet-
ter align with international human rights standards and improve
mental health in Ghana, and includes the improvement of mental
healthcare services, as well as measures to combat stigma and
discrimination against persons with psychosocial disabilities
and mental health conditions (Moro et al., 2022a, 2022b). In
2019, non-governmental organisations (NGOs) of Ghana, with
support from Mental Health Authorities, introduced the “Quali-
tyRights in Mental Health, Ghana” initiative (Moro et al., 2022a,
2022b) to improve mental health services through education and
training and respect the fundamental human rights of people
with mental health conditions and psychosocial disabilities in
line with the aims of the CRPD (WHO, 2019a). The initiative
drew upon several aspects of the Mental Health Act to help ser-
vice providers and stakeholders understand the importance of
applying a human rights—based approach in practice. The WHO
QualityRights Assessment Toolkit (WHO, 2012) was adopted as
ameans to assess the degree to which mental health services met
standard for quality and human rights. Psychiatrists, people with
lived experience, and stakeholders collaborated jointly to under-
take assessments and to make recommendations for reforms
needed to improve care and protect human rights (Moro et al.,
2022a, 2022b). The QualityRights e-training was also rolled
out to mental health stakeholders in Ghana at the same time
(Ansong et al., 2022). This paper aims to investigate changes in
practice intentions among health and related staff after partici-
pating in the WHO QualityRights e-training in Ghana.
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Methods
Participants

Key stakeholder groups within the Ghanaian mental health
sector oversaw the QualityRights initiative and collaborated
to promote the e-training nationwide. Participants completed
the QualityRights e-training from February 2019 to Novem-
ber 2021 and completed the questionnaire voluntarily fol-
lowing the training. Stakeholders included primarily mental
health and related practitioners, as well as people with men-
tal health conditions and psychosocial disabilities, including
persons who use mental health services, families and care
partners, NGOs, and other supporters (WHO, 2019c). These
groups included the WHO Ghana, Mental Health Author-
ity Ghana, Ghana Health Service, Mental Health Society of
Ghana, MindFreedom Ghana, BasicNeeds Ghana, Inclusion
Ghana, Ta-Excel Foundation, Passion for Total Care, Special
Olympics, and the Christian Health Association of Ghana.

The participants involved in the post-training evaluation
predominantly consisted of Ghanaian mental health and
related practitioners (80%) or other professionals. Harden
et al. (2023) showed that of the 4090 participants from
Ghana who completed the training, only 4.8% were people
with mental health conditions and psychosocial disabilities.
Participants were adults aged 18—62. All data in the consent
form of persons that opted to complete the post question-
naire voluntarily were included in the study, while those that
did not consent were excluded from the analyses.

Design

Post-training practices and attitudes were assessed through a
questionnaire developed by Michelle Funk and Natalie Drew
from the Policy..." AND "Firstly, LW generated initial codes
and identified patterns from the textual data, summarising
meaningful text and using keywords to assist in generat-
ing codes. To prevent analysis bias, codes were secondarily
checked and collated by TS to identify patterns and find sub-
themes and themes that represented the data. These themes
were reviewed and further defined, and MO and EPS were
engaged for further checking.

Ethical Approval

This WHO study received ethical approval from the Uni-
versity Hospital of Cagliari in May 2019 and approval
from the Ghana Health Service Ethical Review Board in
October 2019. When participants accessed the e-training
programme’s website, they completed a consent form con-
taining the purpose and content of the training. The pro-
ject complied with the Ghana Privacy Protection Act and

Articles 6 and 9 of the EU Regulation to maintain strict con-
fidentiality of data. Participants could request to withdraw
their data at any time, via the project manager.

Measures

The follow-up questionnaire encompassed demographic
details, as well as seven Likert-scale items on satisfaction
with the training content and structure, and attitudes and
behaviours towards individuals with mental health con-
ditions and psychosocial disabilities. This study encom-
passed the collection of both qualitative and quantitative
data. Harden et al. (2023) and Poynton-Smith et al. (2023)
analysed the attitudinal data of participants before and after
the e-training. However, this paper focused on qualitatively
analysing the free-text responses to the post-survey question-
naire regarding practice intentions to explore the extent that
the QualityRights initiative e-training had an impact on par-
ticipants’ behaviour. The two items were “This course will
alter the practice/aspects of my life”” and “If you believe your
practices will change due to this training, please describe in
what ways. If you believe your practices will not change,
please describe why not”.

Procedure

Participants were asked to register, provide demographic
information, and answer attitude questions in a pre-training
questionnaire. Following the training, they were asked for
consent to share their data for a follow-up study. Participants
who had completed the full QualityRights e-training course
were then invited to complete a post-training questionnaire
which repeated the questions about attitudes and also asked
about expected changes in their clinical practice. Course
completers received a WHO certificate after passing the six
training modules.

Analysis

The practice-related free-text responses were analysed through
collation, sorting, coding, translation (few are not in English),
and subsequent analysis. This study draws on the six stages of
thematic analysis suggested by Braun and Clarke (2006) as
the grounded theory for the analysis: (1) familiarising with the
data; (2) generating codes; (3) finding themes; (4) reviewing
themes; (5) defining and naming themes; and (6) producing
reports. The language and word combinations contained in
the participants’ responses were fed into the analysis to retain
the most authentic information (Bailey, 2008).

Firstly, LW generated initial codes and identified pat-
terns from the textual data, summarising meaningful text
and using keywords to assist in generating codes. To prevent
analysis bias, codes were secondarily checked and collated
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by TS to identify patterns and find sub-themes and themes
that represented the data. These themes were reviewed and
further defined, and MO and EPS were engaged for further
checking. Notable sub-themes were effectively grouped
under themes directly related to the CRPD, thus introduc-
ing a deductive element to the analysis, while keeping the
initial codes and sub-themes entirely inductive.

Results

After the e-training, 1082 participants responded to the fol-
low-up questionnaire and provided 579 free-text comments
to the two practice-related items analysed in the current
study, from which seven practice-related themes were iden-
tified (Table 1). Most feedback from participants focused
on the importance of implementing human rights—based
related intentional practice change in these seven areas.
Other feedback reflected on how the knowledge gained dur-
ing the e-training had influenced their practice.

Overall Rights-Based Approach

Having recognised the importance of human rights issues,
participants made comments reflecting improvements in
human rights awareness and approaches.

As a health practitioner, I will ensure my clinical prac-
tice always respects human rights; I will treat people
with respect and dignity they deserve...

The training will help me enforce my clients’ human
rights and encourage the relatives to respect their
views.

My practice will change because I will always consider
the right and the opinions of my clients in caring for
them.

Table 1 Themes and sub-themes

Themes Sub-themes
Overall rights-based approach

Discrimination and stigma

Legal capacity and supported Legal capacity

decision-making Empowered decision-making

Informed consent
Coercion
Violence

Eliminating coercive practices

Person-centred care
Community inclusion

Promotion of recovery

Advocating for rights

Practical change Increased knowledge

Reasons for no change

@ Springer

Discrimination and Stigma

Discrimination and stigma also seemed to be much
improved.

I will no longer discriminate against such people.

My practice will change to... make sure others also
don’t stigmatise them.

I will not judge the weakness of people with disabili-
ties on their look.

Legal Capacity and Supported Decision-Making

Participants recognised the importance of people with men-
tal health conditions and psychosocial disabilities being
aware of their legal capacity and their right to make their
own treatment decisions and to seek informed consent prior
to treatment.

Legal Capacity

My practices are changing in giving the service users
the right to legal capacity.

I will educate these people to make them realise that
they have legal capacities and human rights.

Treat everybody equitably, no isolation and honour the
autonomy of the individual.

Empowered Decision-Making

Even though some patients prefer the doctor to make
the best decision for them but now I will encourage
them to learn to make the informed decision.

1 will provide services not against the client will.

1 will help the client to make an informed decision and
erase every bad idea 1 have toward them.

All patients will be involved in their recovery plan-
ning from now on. No substitute will make decisions
for them.

Informed Consent

By accepting their views of treatment and providing
enough information to the client to make an informed
consent before treatment.

I have learnt to seek consent before carrying out any
procedure, no matter how small.

I will administer treatment to the mentally ill person
only based on the person’s informed consent.

Content courtesy of Springer Nature, terms of use apply. Rights reserved.
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Eliminating Coercion Practices

Participants said they would treat people with mental health
conditions and psychosocial disabilities using their services
more humanely, avoiding coercive and abusive practices,
even in times of crisis.

Coercion

I will not advise relatives to hide medication in the
food of people with mental illness.

I will not forcefully administer injections on my clients
by restraint when they object to it [sic], to calm them
down.

...we can use other alternative means when services
users became aggressive instead of seclusion.
Admissions will not be forced on them and will accept
treatment options chosen by them.

Violence

We will ensure that our responses to behaviour we find
challenging never involve violence and abuse.

No more imposing decisions like violence, and abuse
on them since it doesn’t help in recovery.

To avoid shouting at them and not to neglect their
needs.

Promotion of Recovery

There was recognition that building positive relationships
could lead to faster recovery. Participants felt service users
should receive person-centred care and recognised their key
role in supporting people to be included and participate in
their communities.

Person-Centred Care

My relationship with people with mental health condi-
tions will become more friendly and empathetic.

I must listen to my patients a lot to get more informa-
tion before I commence treatment.

My practices will change; I will give such people much
more love and care which I believe will help in their
recovery.

Community Inclusion

I will look at people with disabilities as members of
society and embrace them.

My practices will change positively to friends with
challenges by helping them to freely fit into the society
like any other member of the society.

Will help such people live well in community.

Advocating for Rights

Participants expressed a commitment to advocating for the
rights of persons with mental health conditions and psycho-
social disabilities and to being advocates for service users in
their services and organisations, promoting their entitlement
to enjoy their rights on an equal basis with others.

Will advocate for people living with mental health
conditions whenever their rights are trampled upon.

I believe henceforth I am an advocate for people living
with disabilities, I will try and preach the word that
they also have equal rights just as every normal human
being and needs to be treated with much respect as
well.

I am ever will and eager to advocate for these individu-
als in my facility.

Practical Change

Many participants said the WHO QualityRights e-training
would help them improve their practice. However, external con-
straints were reported to hinder the implementation of desired
changes. In addition, some participants reported that their prac-
tice did not change following the e-training because they were
already implementing a human rights—based approach.

Practice Based on Increased Knowledge

It will change in a positive way since I have gained
more insight into mental health.

It will change because it has broadened my knowledge
on people living with disabilities.

My practices will change as I'm more enlightened on
the rights of people with psychosocial disabilities.

Reasons for No Change

My practice will not change after this training since my
country still lacks the needed resources to care for the
intellectual and cognitive disability persons.

My practice will not change, and I will still approach
my patients with the same helpfulness and responsive-
ness.

My practice will not change because I was already
practising most of what was taught but I have received
much information to improve it.

@ Springer
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Discussion

This is the first exploration of the human rights of persons
with psychosocial disabilities to be promoted in Ghana in
terms of intentional practice. This study provides detailed
evidence that implementation of the World Health Organ-
ization’s QualityRights e-training in Ghana is likely to
improve the practice of people working in mental health
services through planned actions to improve knowledge
and skills for addressing discrimination, coercion, and
violence in mental healthcare. Participants were gener-
ally confident that their practice would change more
positively, as evidenced by their better understanding and
feeling empowered to provide more support for people
with mental health conditions and psychosocial disabili-
ties, including recognising and respecting their human
rights and legal capacity, keeping service users informed
and involved in their treatment, and advocating for their
human rights. While some participants maintained that
they would not change their practice, this was due to the
fact that they had recognised the importance of practising
human rights—based mental health services prior to the
training and said they would continue to adhere to these
effective practices. This qualitative data provides a deeper
understanding on how the WHO QualityRights e-training
can improve the quality of care, support, and respect for
human rights of persons with mental health conditions or
psychosocial disabilities.

Valentine et al. (2003) and Loh et al. (2007) found that
human rights—based practice positively impacts people
with mental health conditions and psychosocial disabili-
ties. In the current study, participants expressed not only
the need to uphold human rights themselves, but also their
intention to encourage service users’ families and carers
to respect their human rights, which is likely to have a
further positive impact as support from family members
is associated with less use of psychiatric services (Sher-
bourne, 1988). Participants also indicated that they would
no longer accept discrimination and stigma towards ser-
vice users and would like to become an advocate for their
rights in future practice, given that Boge et al. (2018)
noted that the stigma and discrimination associated with
mental health conditions caused individuals to have a
higher sense of shame and show greater emotional vul-
nerability. Frick’s concept of cognitive injustice confirms
that independent advocacy has the potential to help those
experiencing socially stigmatised mental distress (Newbig-
ging & Ridley, 2018).

Other participants expressed the equal importance of
recognising and helping people with mental health con-
ditions and psychosocial disabilities to understand their
human rights including legal capacity, echoing the content
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of Article 12 of the CRPD (CRPD, 2006). Participants also
expressed that empowering and encouraging people with
mental health conditions and psychosocial disabilities to
make decisions about their own treatment plans is part
of upholding their human rights. This is well-reflected in
the studies conducted by Craigie et al. (2019) and Hale
(2007), who discussed that the law should provide persons
with mental health conditions and psychosocial disabilities
with the opportunity of exercising their right to express
their preferences about their treatment. The importance of
informed consent was also expressed by other participants,
which supports the views of Usher and Arthur (1998) and
Appelbaum et al. (1987) in ensuring that patients should
be informed throughout the course of their treatment, and
that their rights and well-being should take precedence
over all other interests.

Initiatives to eliminate coercive practices need to be fur-
ther developed and implemented. Not only can coercion and
violence lead to mental and physical harm, but it can also
lead to isolation and abandonment and undermine the thera-
peutic alliance (Funk & Drew, 2019; Jacob et al., 2019). Par-
ticipants expressed the necessity to stop the use of coercion
and violence towards people with mental health conditions
and psychosocial disabilities in order to reduce the harm
experienced during their care by mental health services.
Duffy and Kelly (2023), Moro et al., (2022a, 2022b), and
McGovern (2022) comment that the “QualityRights” initia-
tive can accelerate steps towards reform and can effectively
reduce incarceration and coercive measures for all those
involved in mental healthcare.

Some participants expressed the view that relationships
with people with mental health conditions and psychosocial
disabilities should be transformed into a more compassion-
ate person-centred approach and help them to live better in
the community. This echoes the emphasis on Article 26 of
the CRPD Habilitation and Rehabilitation, which aims to
provide individual person-centred care and promote com-
munity integration (CRPD, 2006). Person-centred care has
a positive impact on client satisfaction, leading to better
identification of their needs to provide them with appropri-
ate treatment (Ingram et al., 2015). Anttila et al. (2023) also
suggest that establishing positive and respectful care with
service users can accelerate improvements in their health.

In terms of practical changes, participants reported
positive changes in practice occur when there was a clearer
understanding of mental health, human rights, and people
with psychosocial disabilities. Tarulli et al. (2004) found
that when people receive systematic knowledge of human
rights training, they become more committed to defend-
ing and achieving this goal through action in practice. This
demonstrates the importance of a systematic human rights
training in helping people to fill the knowledge gap of human
rights in social work practice. Furthermore, human rights
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knowledge helps service providers deliver better practice
and creates a social climate that benefits people with men-
tal health conditions and psychosocial disabilities (Redman
et al., 2012). For those very few who did not agree with the
change in practice, they mentioned this was often due to the
lack of adequate resources to support them.

The overall human rights themes and sub-themes found
in this study are relevant to the CRPD and are expressed in
terms of the rights of persons with disabilities to be able to
exercise their legal capacity on an equal basis as others, to
be free from coercion or abuse, to promote integration in
the community, to eliminate discrimination, and to promote
rehabilitation strategies. This reinforces that most partici-
pants’ responses reflected the instructional content of human
rights—based practice in the WHO QualityRights training.
This contrasts with the results of Harden et al. (2023) who
found that people’s attitudes towards people with lived expe-
rience prior to QualityRights e-training were inconsistent
with a human rights approach. In addition, the knowledge
gained during the training was a factor driving their behav-
ioural change.

Although this study provides valuable findings, some lim-
itations need to be acknowledged. The study only explores
the views of a group of participants willing to complete the
post-e-training questionnaire: by definition, they must there-
fore have signed up for and completed the e-training, so the
practice change data may reflect participants who viewed the
training more positively even prior to the training. Future
research would be useful to follow-up participants and look
at actual changes in practice within services, rather than
self-reported practice change, and also the persistence of
attitude change. A more in-depth study on the impact of
human rights knowledge and knowledge structures could
provide material for the development and updating of future
e-training.

In future studies, it would also be beneficial to conduct a
repeat thematic analysis on a smaller number of participants
who completed the e-training in a different format, to gain
more in-depth qualitative data, e.g. through focus groups or
interviews. While this would be practically time-consuming,
it would be useful to confirm the reliability and validity of
the current study with more detailed data surrounding par-
ticipants’ attitude and intended or actioned practice changes.

Implication for Social Work

The findings of the study indicate that the QualityRights
e-training has had a positive response in improving the prac-
tice intentions of human rights in mental health services and
social work. Increasing awareness of the rights of service
users in social work practice and active inclusion of patients
in the community further fulfils the purpose of person-cen-
tred social work.

Conclusions

This study found that mental health practitioners in Ghana
intended to improve their practice in line with prioritisation
of human rights, suggesting that the QualityRights e-training
is effective. Most people responding expressed high levels
of commitment to change practice which included avoiding
human rights violations, reducing coercion and discrimina-
tion, and providing more person-centred services for persons
with mental health conditions or psychosocial disabilities.
Furthermore, analysis of the theme “change in practice”
highlighted the positive impact of improved human rights
knowledge on individuals’ practice, which further confirms
the relevance of the QualityRights e-training in influencing
human rights violations in a global mental health context
for changes in social work practice. However, the extent
to which expected changes translate into actual behaviour
remains unclear and more follow-up study is needed.
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