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Abstract

Background Despite growing recognition of essential human rights, people with mental health conditions and psy-
chosocial, intellectual, or cognitive disabilities' rights are known to be frequently violated in mental healthcare world-
wide, with common use of coercive practices and limited recognition of people’s right to exercise their legal capacity
and make decisions for themselves on treatment and other issues affecting them. To tackle this issue, Ghana adopted
the WHO QualityRights Initiative in 2019. This aims to introduce a right-based, person-centred recovery approach
within the mental health care system, protecting and promoting the rights of people with mental health conditions,
psychosocial, cognitive, and intellectual disabilities in the healthcare context and community.

Methods E-training (capacity-building) was provided in Ghana across a broad array of stakeholder groups includ-

ing healthcare professionals, carers, and people with lived experience. The training covered legal capacity, coer-

cion, community inclusion, recovery approach, service environment, and the negative attitudes commonly held

by stakeholder groups; it was completed by 17,000 people in Ghana as of December 2021. We assessed the impact

of the e-training on attitudes through comparing trainees' pre- and post-questionnaire responses on 17 items, each
measured on a 5-point Likert scale (strongly disagree to strongly agree), such that higher scores indicated negative
attitudes towards persons with mental health conditions and psychosocial disabilities as rights holders. Analyses were
conducted on two main groups: matched pairs (417 pairs of baseline and follow-up questionnaire responses matched
to a high degree of certainty), and the unmatched group (4299 individual completed questionnaire responses).

Results We assessed the impact of the WHO QualityRights e-training on attitudes: training resulted in highly
significant attitude changes towards alignment with human rights, with scores changing by approximately 40%
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between baseline and follow-up. In particular, attitude changes were seen in items representing treatment choice,
legal capacity, and coercion. This change was not affected by age, gender, or background experience.

Conclusions The QualityRights e-training programme is effective in changing people’s (especially healthcare profes-
sionals’) attitudes towards people with mental health conditions and psychosocial, intellectual, or cognitive disabili-
ties: this is a step towards mental healthcare being more with human rights-based worldwide.

Keywords Human rights, People with disability, World Health Organization, Training, Ghana

Background
People with mental health conditions and psychoso-
cial, intellectual, or cognitive disabilities are especially
vulnerable to violations of their human rights, contrary
to the Universal Declaration of Human Rights (UDHR,
1948) [1] and United Nations Convention on the Rights
of Persons with Disabilities (CRPD, 2006) [2—4].
Concerns about human rights violations in mental
health services (which have been termed a “global cri-
sis” [5]) exemplify the impact of poor funding [6, 7],
longstanding stigma [8—16], the hegemonic approach of
the medical model of disability, and the legacy of psy-
chiatric care’s institutional history [17]. Coercive prac-
tices such as people being arbitrarily detained against
their will, given medications without their consent,
and even restrained (manually, chemically, or mechani-
cally) or kept in isolation, remain embedded in mental
healthcare across the world, even codified and justified
in legislation [18—24]. There are also substantial reports
in countries across the world of physical and sexual
abuse as well as inability to access healthcare, voca-
tional resources, and housing [25]. This is a systemic
issue: the assumption that people with mental health
conditions and psychosocial disabilities lack capacity
to make decisions about their own lives and treatment
is in line with both conventional mental health law and
capacity-based law, in violation of the CRPD [26-28].
Low and middle income countries in Africa such as
Ghana bear a disproportionate burden of mental health
conditions; many share both traditional and Western
approaches to mental health, each with distinct char-
acteristics and their own associated stigma linked
to social exclusion and discrimination [29, 30]. Such
countries also often experience a huge gap in terms of
financial and human resources in providing services:
though provision has improved, as recently as 2012,
people with mental health disorders in Ghana did not
have access to basic mental health care and treatment
[31]. Furthermore, assessments of Ghana’s mental
health system in 2010 using the World Health Organi-
zation’s Assessment Instrument for Mental Health Sys-
tems (WHO-AIMS) identified high rates of coercive
practices, leading to severe rights violations; similar

findings were confirmed in a recent evaluation of psy-
chiatric facilities across Ghana [30, 32, 33].

In an attempt to end these rights violations, Ghana in
2019 moved to adopt the WHO QualityRights Initiative
(2012), a human rights model proposed by the CRPD,
gradually shifting away from the medical and social mod-
els of disability. The WHO QualityRights Initiative aims
to transform mental health system towards a person-cen-
tred rights-based approach and more generally to pro-
tect and promote the rights of people in services and the
community. This is achieved through a comprehensive
approach that includes capacity building, service trans-
formation plans, policy, and legislative changes [34, 35].

As part of capacity building efforts, the QualityRights
e-training program [28, 36] was created. The Quali-
tyRights e-training is a self-administered online course
covering mental health human rights and how it applies
in mental health, the recovery approach, respect for legal
capacity, ending coercion, violence and abuse and com-
munity inclusion. It allows participants to start and fin-
ish the course at their own pace, usually taking between
8 and 15 h to complete, depending on the existing knowl-
edge of the person completing the training.

Learning is undertaken across six relevant modules via
various interactive formats including quizzes, videos, fact
sheets, discussion forums, challenges and peer learning
and coaching. In developing the QualityRights training
programme the WHO worked closely with and sought
extensive inputs from mental health professionals, people
with lived experience, human rights experts, and mental
health and organisations of persons with psychosocial
disabilities [37].

The QualityRights e-training was rolled out on a
national scale to key stakeholders including health-
care professionals, people with lived experience, carers,
NGOs/OPDs, academics, students, and others. From
February 2019 until December 2021, over seventeen
thousand people in Ghana completed the e-training.

Methods

Aim

The aim of this study was to assess whether QualityRights
e-training in Ghana impacted participants’ attitudes
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towards people with mental health conditions/psychoso-
cial disabilities, intellectual or cognitive disabilities.

Design and setting

Eleven key stakeholder groups within the Ghanaian men-
tal health sector (both government and non-government
organisations) oversaw the QualityRights initiative. These
groups comprised the WHO Ghana, Mental Health
Authority Ghana, Ghana Health Service, Mental Health
Society of Ghana, MindFreedom Ghana, BasicNeeds
Ghana, Inclusion Ghana, Ta-Excel Foundation, Pas-
sion for Total Care, Special Olympics, and the Christian
Health Association of Ghana.

These eleven partners collaborated to promote the
e-training across the country and encourage as many
people as possible to complete the training. They dis-
seminated the e-training widely, starting with recruit-
ing their own staff and then spreading the e-training
among their own target communities, partners, stake-
holders and networks. Several dissemination strategies
were used, including a launch event, social media pro-
motion, forums, targeted promotional SMS messag-
ing, prominent Ghanaian personalities creating videos
as QualityRights champions, introduction in schools,
and working with professional regulatory bodies to
incorporate the e-training into Continuing Professional
Development.

When signing up to the e-training, participants com-
pleted a form providing basic information including
their name, contact information, country/state, affilia-
tion, background experience and so on. They were also
directed to complete a pre-course attitudinal baseline
questionnaire before starting the e-training—a simi-
lar post-course questionnaire was sent to participants
by email once they had completed the e-training. These
questionnaires were developed by the World Health
Organisation Policy, Law, and Human Rights Team
through an informal consensus approach based on the
main themes of the training, i.e., legal capacity, coercion,
community inclusion, recovery approach, service envi-
ronment, and the negative attitudes commonly held by
stakeholder groups. The questions were reviewed and
refined through several iterations of testing on colleagues
for clarity, followed by a larger network of people to test
basic psychometric properties.

The study is a pre-post evaluation of the improvement
in attitudes, conducted both on the general sample of
all those who completed the training and on a ‘matched’
sub-sample for which it was possible to identify the indi-
vidual records and then evaluate the correspondence of
the individual people. Training and evaluation were con-
ducted over a time range with average.
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Participants

Participants in the e-training were key stakeholders
within Ghana’s mental health system and the commu-
nity, i.e., mental health and other care professionals,
individuals with mental health conditions and psychoso-
cial disabilities/their families, NGOs (non-governmen-
tal organizations), and other members or groups of the
community more broadly: anyone with an interest was
encouraged to sign up for the e-training.

The study participants consisted of people based in
Ghana who undertook the e-training between February
2019 and November 2021 and filled the pre- and post-e-
training questionnaire.

Ethics

The WHO study gained ethical approval from the Inde-
pendent Ethics Committee and the University Hospital of
Cagliari, and approval by the Ghana Health Service Eth-
ics Review Committee.

Participants were presented with a consent form on
the e-training platform which informed participants
about the aims of the training course, emphasising that
participation was voluntary and they could stop or inter-
rupt their training at any point (including withdrawing
their data at any time). The data were kept confidential
in accordance with the provisions that protect privacy in
Ghana (Data Protection Act, 2012), and Articles Six and
Nine of the EU Regulation.

Measures/scoring

The pre- and post-course questionnaires were devel-
oped specifically by the WHO Policy, Law, and Human
Rights Team for the QualityRights training: both con-
tained the same 17 items (as listed in Table 1) relating
to attitudes towards persons with mental health condi-
tions and psychosocial disabilities. The questions were
designed to incorporate themes around coercion, legal
capacity, community inclusion, service environment,
treatment choice, and hope. Demographic factors
included age, gender, employment affiliation, and previ-
ous experience. It was devised using an informal expert

Table 1 Sex and age descriptive statistics for both matched and
unmatched groups

Matched paired Unmatched
responses responses
(N=417) (N=4299)
Sex (%) Male 54.7% 52.1%
Female 45.3% 47.9%
Age (years) Mean (SD) 31.01 (6.50) 30.40 (6.89)

NB: Missing data excluded
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consensus approach and showed good internal consist-
ency, with a Cronbach’s alpha of 0.75.

Each item was measured on a 5-point Likert-scale
(strongly disagree to strongly agree). All measured neg-
ative attitudes except three (items ‘g} ‘m, and ‘q’), which
were therefore reverse-scored. For example, item ‘@’
stated “Nothing can be improved within mental health
services without additional resources” As such, higher
scores indicated negative attitudes towards persons
with mental health conditions and psychosocial disabil-
ities as rights holders (not in compliance with human
rights standards).

Total scores for the questionnaire were therefore cal-
culated out of a total potential score of 68, where lower
scores (down to a minimum of 0) indicate an approach
in line with respecting human rights.
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Analysis

Data analyses (T-tests, Chi-squared, and multiple regres-
sion analyses) were conducted on IBM SPSS Statistics
v27 (IBM Corp, 2020). Missing data were automatically
excluded when the analyses were run. A significant
amount of data clean-up was also necessary prior to anal-
ysis (reformatting to allow matching through text search,
removing individual data errors such as ‘year of birth’ as
the current year). The processes undertaken to narrow
down the initial > 18,000 questionnaire responses are out-
lined in Fig. 1.

Our analyses were conducted on two main groups:
matched pairs (417 pairs of baseline and follow-up ques-
tionnaire responses matched to a high degree of certainty
using their email address/name/year of birth/num-
ber of siblings), and the unmatched group (4299 indi-
vidual completed questionnaire responses, of which the

Questionnaire

All questionnaire responses (n = 18,860)

responses

Formatting:

+ Removed double spaces
+ Emails - lower case

+ Names - ‘proper’ case

Excluded (n = 13,699)
+ Not from Ghana (n = 12,602)
+ Duplicate/incomplete data (n = 1097)

Data cleaning:

+ Number of siblings >100
+ Year of birth 2019-2021

Potentially matchable questionnaire responses (n = 5161)
+ Baseline questionnaire responses (n = 4285)
+ Follow-up questionnaire responses (n = 876)

Removed individual data points:

No matchable identifying information
given OR only either baseline or
follow-up questionnaire completed
(n =4299)

+ Baseline responses (n = 3702)

+ Follow-up responses (n = 597)

Matched pairs of baseline/follow up responses

(n =417 pairs) [28 triplicate responses

removed]. Matched by:

+ Email (n = 75 pairs)

+ Full name & year of birth (n = 300 pairs)

+ Full name & sibling numbers (n = 14 pairs)

+ Similar email & same year of birth & sibling
numbers (n = 3 pairs)

+ Similar name & same year of birth & sibling
numbers (n = 25 pairs)

Fig. 1 Flow chart showing process of identifying participants, data matching, and data cleaning
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majority were baseline). The matching process/grouping
is also clarified in Fig. 1.

Of the original 5161 participants, 876 (17%) of the
questionnaire responses represented follow-up data:
most were baseline responses. This, along with identify-
ing information not being a ‘required’ field (and the lack
of a code number to pair questionnaire responses), lim-
ited the number of paired questionnaire responses which
could reasonably be matched: over half of the follow-up
questionnaires did not contain any useable identifying
data (name/email).

Results

Demographics

Overall, 417 matched pairs were used for the pre- and
post-e-training comparison. Their demographic infor-
mation was broadly comparable to the 4299 unmatched
Ghanaian questionnaire responses, as summarised in
Table 1. For example, in terms of sex the matched pairs
were 54.7% male and 45.3% female, while unmatched
were 52.1% male and 47.9% female once missing
responses where data were not missing. They were also
similar in terms of age, with a mean age of 31.01 in the
matched group compared to 30.40 in the unmatched
group, as well as standard deviations being similar at 6.5
and 6.9, respectively.

The groups were also comparable in terms of their
professional work: using only participants’ primary role
response to avoid overlap, in both groups 70-80% of
responses were from health or mental health practition-
ers. As can be seen in Table 2, there were some small
differences in role distribution between the groups, espe-
cially a relative lack of responses from people with lived
experience in the matched group, as well as fewer aca-
demics or administrators—this may suggest that such
groups are less likely to share their personal informa-
tion (to allow matching) or to complete the training and
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post-course questionnaire. It may be that mental health
practitioners, who were somewhat over-represented in
the matched group, were more likely to complete the
training due to it being more directly relevant to their
work. It is also worth noting that these analyses do not
account for the overlap caused by dual category member-
ship (e.g., mental health practitioners who also play an
academic role).

Attitude changes

On average, comparing questionnaire responses avail-
able on all items, we found that participants’ attitudes
significantly improved (i.e., lower scores, towards human
rights-based approaches) after the WHO QualityRights
e-training: this effect was maintained in the matched
pairs group and the unmatched responses, as demon-
strated in Table 3/Fig. 2.

As shown in Table 4, paired samples T-tests dem-
onstrated that differences in the matched pairs were
highly statistically significant, with a large effect size:
mean difference=12.77, BCa 95% CI [11.74, 13.79],
t(393) =24.503, p<0.0001, d=1.23. An independent sam-
ples T-test also indicated a similarly significant difference

Table 3 The significance of changes (chi-squared) in mean
scores pre- and post-training

Total score 0-68: Mean (SD) Percentage
improvement
Baseline Follow-up
Matched paired  28.53 (9.90) 15.98 (10.79) 4401
responses
(N=417)
Unmatched 30.50 (9.29) 19.45 (11.85) 36217
responses
(N=4299)
“* p<0.0001

Table 2 Primary background experience of questionnaire participants

N (%)

Matched paired responses

Unmatched responses

(N=417) (N=4299)
Mental health or related practitioner 207 (49.6%) 1544 (35.9%)
Health practitioner 124 (29.7%) 1446 (33.6%)
Academic 39 (9.4%) 578 (13.4%)
Administrator/manager 10 (2.4%) 76 (4.1%)
Human rights advocate 9(2.2%) 127 (3%)
Person with lived experience/psychosocial, intellectual, or cognitive 6 (1.4%) 06 (2.5%)

disability

NB: several categories too small for comparison to be made, including ‘Other/Missing; ‘Student; ‘Family member or care partner; ‘Teacher, ‘Policy Maker/Analyst; ‘Social

Worker; ‘Person with other disabilities; and ‘Lawyer’
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35

M Baseline © Follow-up

30

Mean Score 0-68

Matched pairs Unmatched sample

Fig. 2 Attitudes before (baseline) and after (follow-up) completing
WHO QualityRights e-training. Error bars indicate standard error

of the mean (SEM), where a lower score indicates an approach in line
with human rights

Table 4 Inferential statistics on overall attitude change following
the e-training for matched and unmatched samples

Mean difference (BCa) p d

Matched pairs (N=394)
Unmatched (N=4299)

12.77 (11.74-13.79)
11.04 (10.21-11.88)

<0.0001% 1.23
<0.0001*** 1.14

" p<0.0001

in the unmatched group: mean difference=11.04, BCa
95% CI[10.21, 11.88], t(4298) =25.86, P <0.0001, d=1.14.

In terms of individual questions, a Chi-square test
on all 5161 Ghanaian participants showed significant
changes at the p<0.0001 level for every question, as can
be seen in Table 5, which also shows that the areas of
most significant change in terms of individual questions
were items j, g, 0, and I (in italics). These items repre-
sented treatment choice, legal capacity, and coercion. All
of these items showed an extremely significant reduction
in mean scores, indicating a shift to attitudes in line with
human rights, of over 45%. This effect was consistent
when looking at the unmatched group as well.

In terms of predicting which participants’ attitudes
underwent the most significant change, we did a forced
entry multiple regression (shown in Table 6) on the
paired samples based on change in total score (0-68).
This did not show any significant effect of age, gender, or
background experience (N=387, df [3, 383], p>0.05).

Discussion

This novel study demonstrated the positive impact
of the WHO QualityRights e-training programme in
Ghana for addressing stigmatising and discriminatory
attitudes towards people with mental health conditions
and psychosocial, intellectual, or cognitive disabilities
and for aligning attitudes with a human rights-based
approach. In particular, participants (who comprised
mental health/healthcare professionals, academics,
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administrative staff, and people with lived experience)
completing the e-training programme showed highly
significant attitude changes aligned with human rights
across all items, with scores changing by approximately
40% between baseline and follow-up. This change was
unaffected by sex, age, or background experience.

This result is especially impactful given the nature
of the e-training provided: uptake of the e-training
highlights that online training is accessible to a large
number of people even in lower income countries, and
this accessibility suggests that the e-training could eas-
ily be introduced into the curricular training of health
professions’ degree programmes, or staff training
programmes.

Generally, the impact of training programmes can be
measured in terms of effect on knowledge, attitudes, and
practice: they do not always co-occur. In this case, we
know that knowledge has improved, as demonstrated by
progression through the e-training course and success-
ful completion of the continuous assessment elements of
each module, and the current study provides strong sup-
port for an impact on attitudes. It is often assumed that
attitudes are largely predictive of behaviour (per the The-
ory of Reasoned Action), but evidence on the attitude-
behaviour relationship tends to show low correlations
at best [38]. Therefore, the question remains in this case
as to whether attitude changes are predictive of practice
change.

The idea that people who are familiar with (i.e., knowl-
edgeable about) human rights will believe in and commit
to upholding others’ rights [39] (i.e., change their atti-
tudes and practice in line with this knowledge) has face
validity, and there is evidence that knowledge of human
rights makes support for people using services more
effective, as well as that specific human rights training
is beneficial for people with lived experience, staff, and
organisations [40]. A meta-analysis of attitudes’ predic-
tion of behaviour concluded that attitudes were more
predictive if they were strong beliefs, stable over time,
easy to recall (accessible), and relevant to their behaviour
(i.e., they had direct experience of related situations) [41].

A qualitative synthesis of ten human-rights based
approaches (HRBAs) in mental healthcare settings
(through various training interventions/clinical deci-
sion-making guides) suggested that HRBAs can lead
to behaviour (practice) change, as they showed clinical
improvements at relatively low costs, contributing to pos-
itive therapeutic outcomes such as treatment satisfaction
for people using services, their increased involvement,
reduced use of seclusion, improved hygiene, improved
health check access, reduced falls incidence, reduced
need for anti-psychotic medications, and reduction in
severity of challenging behaviour [25].
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Table 5 Proportion of scores, percentage change and significance (Chi-squared) of responses to every question between baseline
and follow-up

% of responses (417 matched pairs) % Improvement in Pearson
mean item attitude Chi-Square

0(SD)* 1(D) 2(Neutral) 3(A) 4(SA) score (***=p<0.0001)
a. Nothing can be improved within mental Baseline  12.7 425 38 262 147 2105 79717
health services without additional resources Follow-up 31.7 398 50 158 77
b. The service environment has little Baseline 332 423 4.1 163 4.1 14.50 53357
to do with people’s mental health and well- Follow-up  47.2 3411 36 122 29
being . . X . .
c. People with dementia should always live Baseline 159 337 108 300 96 3623 338117
in group homes where staff can take care Follow-up 37.2 365 84 125 55
of them
d. People with psychosocial disabilities/mental Baseline 459 308 77 106 50 4344 20858
health conditions should not be hired in work Follow-up 62.1 259 55 38 26
requiring direct contact with the public ’ ’ ’ ’ ’
e. Taking medication is the most important Baseline 129 341 139 264 127 4343 383.10™"
factor to help people with mental health Follow-up  42.9 374 65 82 50
conditions get better
f.You can only inspire hope once a person Baseline  26.0 392 79 204 65 3439 199.88™"
is no longer experiencing symptoms Follow-up 47.0 333 65 82 50
g. People using mental health services should  Baseline ~ 30.7 405 7.1 160 57 5290 43951™
be empowered to make their own decisions Follow-up  67.9 232 34 31 24
about their treatment. [Reverse-scored)]
h. Following advice of other people who have  Baseline  19.5 559 133 9.1 22 2643 153817
experienced mental health issues is too risky Follow-up 382 459 75 65 19
i. The opinions of health practitioners Baseline 103 300 133 305 160 4769 677117
about care and treatment should carry more Follow-up 413 329 82 135 41
weight than those of a person with an intel- ’ ) ’ ’ ’
lectual disability
j. Itis acceptable to pressure people using Baseline 364 418 76 101 42 5766 38847
mental health services to take treatment Follow-up  70.0 227 39 24 10
that they don't want ’ ) ’ ) )
k. Persons with mental health conditions Baseline  34.0 453 74 89 44 4400 22945
should not be given important responsibilities Follow-up 580 321 46 39 14
l. When people experience a crisis, health Baseline 9.7 19.5 7.0 459 180 4232 576.12""
practitioners or families should make deci- Follow-up 376 26.1 63 234 66
sions based on their ideas about what is best P2 ’ ’ ’ ’
for them
m. People with intellectual disabilities have Baseline 187 481 132 167 32 4013 42226™
the right to make their own decisions, even if | Follow-up 502 383 34 59 29
don't agree with them. [Reverse-scored] ’ ' ' ' ’
n. Controlling people using mental health Baseline 117 259 170 337 117 4057 45579™
services is necessary to maintain order Follow-up 39.8 322 71 163 46
0.The use of seclusion and restraint is needed ~ Baseline 8.2 125 85 451 257 4981 86060
if people using mental health services Follow-up 395 276 90 168 71
become threatening
p. People at risk of harming themselves or oth- Baseline 187 299 8.5 274 155 4162 290.92"™
ers should be isolated in a locked room Follow-up  40.5 341 66 144 44
g. Involuntary admission does more harm Baseline 7.5 202 167 404 152 3209 43955™
than good [reverse-scored] Follow-up 356 315 80 166 83

*Where 0 indicates ‘strongly disagree’ for all items except reverse-scored, where it indicates ‘strongly agree’ A lower score always indicates an attitude in line with
human rights

" p<0.0001
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Table 6 Multiple regression analysis investigating impact of
participant demographics on attitude change

Model R? Std. error of the F change Sig. F change
estimate
Age, gender 0.009 10.29 1.152 0.328 (p>0.05)

and experience

As such, we could expect human rights training to
alter attitudes, and for this to be predictive of behaviour,
especially for people with personal experience of human
rights violations and for those working in settings where
human rights violations occur. In a qualitative investiga-
tion of particular relevance to the current study, Human
Rights Watch conducted seven interviews with Ghana-
ian mental health professionals, most of whom had com-
pleted the QualityRights e-training, and found a marked
shift towards human rights-based approaches in both
attitudes and practice in Ghana [42]. Consequently, there
is substantial evidence that human rights-based training
can impact both attitudes and behaviour, causing changes
in practice and therapeutic outcomes.

The results of the current study in terms of capac-
ity building are particularly important in the context
of changing the paradigm of mental health care: the
same Human Rights Watch article reported that coer-
cive practices are in the process of reducing, with more
awareness that mental health is not simply about taking
medications or keeping patients secluded to reduce risk
of harm—interview responses showed a shift to a person-
centred, human rights-based approach to care [42]. The
WHO QualityRights training therefore has the potential
to change coercive practices and promote a new, human
rights-focused paradigm of care.

Ghana represents an excellent example when consider-
ing the wider implications of this work, as the problems
their mental healthcare system faces are comparable
(albeit with their own specificities) to other countries
across the world, e.g., underfunding, societal stigma,
discrimination, and human rights violations, including
the use of coercive practices and denial of legal capac-
ity amongst others. The WHO QualityRights Initiative
e-training was made available worldwide without need
for an access code in April 2022, and as such many
other countries may follow in Ghana’s footsteps, with
many hundreds of thousands of healthcare profession-
als (and anyone with an interest) able to benefit from the
e-training.

Nevertheless, there are some limitations. Firstly, our
sample was limited by our sampling procedure: while
the e-training is now open to anyone who can access it
online, at the time of data collection it was limited to peo-
ple who had been given an access code through national
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dissemination across Ghana. The sample is therefore
biased, representing participants with connections to key
stakeholder groups in Ghana—this could go some way
towards explaining why the vast majority of our partici-
pants (80%) were healthcare professionals. This may limit
the generalisability of our findings across all groups.

For example, the paucity of participants who identi-
fied as having lived experience (even more pronounced
in the matched sample) unfortunately limits the breadth
of our analysis in applicability to attitudes in people with
mental health conditions and psychosocial, intellectual,
or cognitive disabilities themselves. This may represent
either stigma in sharing identifying information (hence
reduced numbers in the matched groups, if they were less
willing to share identifiable details) or may indicate that
people with lived experience are less likely to complete
the e-training; future research exploring the accessibility
of the e-training for people with lived experience would
be useful. Conversely, the increased proportion of men-
tal health practitioners in the matched sample may sug-
gest that they were more likely to complete the training
(and give identifiable personal details) because of its rel-
evance to their work or because it was required by their
employer/paid. This is a limitation which could be eas-
ily addressed in future research, especially now that the
e-training is available to the general public: the only limi-
tation will be information dissemination.

Furthermore, there were limits in our data collection
methods resulting in a relative lack of follow-up ques-
tionnaire responses, as well missing identifying infor-
mation allowing us to match up baseline and follow-up
responses. This limited the potential sample size and
resulted in separate analyses being conducted for both
the matched and unmatched responses, in order to make
best use of the data available. Furthermore, as the ques-
tionnaires were not mandatory at either baseline or fol-
low-up, there are many potential participants for whom
outcomes from the e-training have not been measured—
this is a missed opportunity in terms of data collection,
and could have resulted in reduced bias in our data col-
lection, as well as a larger sample size.

Ideally, the questionnaires would have been embed-
ded in the training as a mandatory component linked
to the participant’s account, so that we could also access
data on their interaction with resources and time taken
to complete the training, as well as quiz scores, enabling
more in-depth analysis: for example, the amount of time
elapsed between completing the e-training and filling in
the post-training questionnaire could have a significant
impact on reported attitudes, but we are not able to link
the questionnaire and e-training data directly. However,
on the whole, we were still able to access a huge sam-
ple size, with over 5000 completed questionnaires from



Poynton-Smith et al. International Journal of Mental Health Systems

Ghana alone, and the sample size was more than suffi-
cient given the size of the effect of the training.

Furthermore, the follow-up responses are likely to be
biased as only those who have completed the e-training are
given the link to the follow-up questionnaire, and so partici-
pants who found the training too difficult (or found it con-
flicted with their beliefs) are less likely to have completed the
follow-up questionnaire, meaning the percentage change
in attitudes may be somewhat inflated. There is also, as
always, the impact of courtesy and social desirability biases,
where participants are likely (especially after training) to give
answers which reflect what they think the researchers would
like to hear or what they feel they ought to say, rather than
their true attitude or beliefs.

In future, it would be ideal if further research could take
an integrated approach to assessing attitude change, includ-
ing the pre- and post-training questionnaires as essential
elements of the programme, linked directly to the user’s
account to ensure both responses can be linked. It would also
be extremely beneficial to have a direct comparison between
outcomes on units where staff have and have not yet under-
gone the training, perhaps through an observational study
on compliance with human rights-based approaches (e.g.,
frequency of coercive practices) or through service user sat-
isfaction surveys.

Conclusion

This novel study aimed to assess the effect of the WHO
QualityRights e-training programme in Ghana on train-
ees’ attitudes towards people with mental health con-
ditions and psychosocial, intellectual, or cognitive
disabilities. The data suggest that, in our representative
sample of trainees, participants in Ghana showed highly
significant attitude changes to being more in line with
human rights across the board, with scores changing
by approximately 40% between baseline and follow-up
(unaffected by demographic characteristics such as age,
sex, and background experience).

This provides strong evidence that mental healthcare
should aim to adopt human rights-based approaches,
though further evidence to support the impact of changes
in attitudes on changes in practice would add further
support. It also validates the QualityRights e-training as
an evidence-based programme for changing stigmatising
and discriminatory attitudes towards people with mental
health conditions, or people with psychosocial, cognitive,
and intellectual disabilities and for improving alignment
with international human rights standards.

Abbreviations
WHO World Health Organization
UDHR Universal Declaration of Human Rights

(2023) 17:46

Page 9 of 10

CRPD Convention on the Rights of Persons with Disabilities

HRBAs Human-rights based approaches

NGOs Non-governmental organizations

WHO-AIMS  World Health Organization’s Assessment Instrument for Mental
Health System

OPDs Organization of persons with disabilities

Acknowledgements

Briony Harden, Celline Cole, Ben Vaughan. The authors acknowledge and
thank the WHO QualityRights in Mental Health Ghana Team, including mem-
bers of the Mental Health Society of Ghana, MindFreedom Ghana, Christian
Health Association of Ghana, Ghana Health Service, BasicNeeds Ghana,
Ta-Excel Foundation, Inclusion Ghana, Special Olympics Ghana, Passion for
Total Care, and Mental Health Authority. The success in the rollout of the WHO
QualityRights e-training could not have been achieved without their incred-
ible work and support.

Author contributions

All authors reviewed the manuscript and approved the final version prior to
submission. MO directly supervised, EP-S drafted the manuscript and con-
ducted data analyses on a dataset provided and organised by CM. There were
several meetings involving the majority of team members.

Funding

The current study was supported by (1) the Foreign, Commonwealth & Devel-
opment Office (FCDO), (2) the project "Empowering Persons with Psychosocial
Disabilities to Fight for their Rights: An implementation of the CRPD and Quali-
tyRights principles in Ghana, Lebanon, and Armenia” (EIDHR/2018/155232-
4/97), which was funded by the European Commission (PI: University of
Cagliari, Italy), and (3) the Fondation d'Harcourt. These bodies had no role in
the study design and collection, analysis, or interpretation of data or in draft-
ing/writing the manuscript.

Availability of data and materials
Anonymised versions of the datasets used and/or analysed during the current
study are available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

This study gained ethical approval from the Ghana Health Service Ethics
Review Committee (GSH-ERC 001/09/19) and the Ethics Committee and the
University Hospital of Cagliari. Informed consent for participation was received
by all participants included in this study. The data were kept confidential in
accordance with the provisions that protect privacy in Ghana (Data Protec-
tion Act 2012), and Articles Six and Nine of the EU Regulation. This study was
performed in accordance with the ethical standards as laid down in the 1964
Declaration of Helsinki and its later amendments. Ethics committee approval
number: PG/2019/6275 AND GSH-ERC 001/09/19.

Consent for publication
Not applicable.

Competing interests
The authors declare that they do not have any competing interests.

Author details

!Institute of Mental Health, Nottingham, UK. 2Ghana Ministry of Health-Mental
Health Authority, Accra, Ghana. 3Charité University Medicine Berlin, Berlin,
Germany. “WHO Country Office for Ghana, Accra, Ghana. *Nottinghamshire
Healthcare NHS Foundation Trust, Nottingham, UK. ®Columbia University
Irving Medical Center, New York, USA. “World Health Organization, Geneva,
Switzerland. 8WHO Regional Office for Africa, Brazzaville, CG, Congo. “Depart-
ment of Medical Sciences and Public Health, University of Cagliari, Cagliari,
Italy.

Received: 6 November 2022 Accepted: 27 October 2023
Published online: 05 December 2023



Poynton-Smith et al. International Journal of Mental Health Systems

References

1.

2.

20.

21

22.

23.

24.

25.

26.

United Nations. Universal Declaration of Human Rights | United Nations.
United Nations; 1948.

Kessler RC, Angermeyer M, Anthony JC, de Graaf R, Demyttenaere K, Gas-
quet |, et al. Lifetime prevalence and age-of-onset distributions of mental
disorders in the World Health Organization's World Mental Health Survey
Initiative. World Psychiatry. 2007;6(3):168.

Boat TF, Wu JT, Disorders C to E the SSIDP for C with M, Populations B

on the H of S, Board on Children Y and F, Medicine | of, et al. Prevalence
of intellectual disabilities. Mental disorders and disabilities among low-
income children. 2015;Chapter 15.

Degener T. Disability in a human rights context. Laws. 2016;5(3):35.

Drew N, Funk M, Tang S, Lamichhane J, Chavez E, Katontoka S, et al.
Human rights violations of people with mental and psychosocial disabili-
ties: an unresolved global crisis. Lancet. 2011,378(9803):1664-75.

Alem A, Kebede D, Fekadu A, Shibre T, Fekadu D, Beyero T, et al. Clinical
course and outcome of schizophrenia in a predominantly treatment-
naive cohort in rural Ethiopia. Schizophr Bull. 2009;35(3):646-54.

Vigo DV, Kestel D, Pendakur K, Thornicroft G, Atun R. Disease burden and
government spending on mental, neurological, and substance use dis-
orders, and self-harm: cross-sectional, ecological study of health system
response in the Americas. Lancet Public Health. 2019;4(2):e89-96.

Lauber C. Stigma and discrimination against people with mental illness: a
critical appraisal. Epidemiol Psychiatric Sci. 2008;17(1):10-3.

Susman J. Disability, stigma and deviance. Soc Sci Med. 1994;38(1):15-22.
Goffman E. Stigma: notes on the management... 1963.

. Corrigan PW, Watson AC. Understanding the impact of stigma on people

with mental illness. World Psychiatry. 2002;1(1):16.

Bordieri JE, Drehmer DE. Hiring decisions for disabled workers: looking at
the cause. J Appl Soc Psychol. 1986;16(3):197-208.

Link BG. Understanding labeling effects in the area of mental disorders:
an assessment of the effects of expectations of rejection. JSTOR Am
Sociol J. 1987. https://doi.org/10.2307/2095395.

Page S. Effects of the mental illness label in 1993: acceptance and rejec-
tion in the community. J Health Soc Policy. 1996;7(2):61-8.

Deegan PE. Spirit breaking: when the helping professions hurt. Humanist
Psychol. 2000;28(1-3):194-209.

Fisher DB. Health care reform based on an empowerment model of
recovery by people with psychiatric disabilities. Hosp Community Psy-
chiatry. 1994;45(9):913-5.

Engstrom EJ. History of psychiatry and its institutions. Curr Opin Psychia-
try. 2012;25(6):486-91.

Hoffman SJ, Sritharan L, Tejpar A. Is the UN convention on the rights of
persons with disabilities impacting mental health laws and policies in
high-income countries? A case study of implementation in Canada. BMC
Int Health Hum Rights. 2016;16(1):1-18.

Davidson L. A key, not a straitjacket: the case for interim mental health
legislation pending complete prohibition of psychiatric coercion in

accordance with the convention on the rights of persons with disabilities.

Health Hum Rights. 2020;22(1):163.

Sugiura K, Mahomed F, Saxena S, Patel V. An end to coercion: rights

and decision-making in mental health care. Bull World Health Organ.
2020;98(1):52.

Molodynski A, Rugkasa J, Burns T. Coercion and compulsion in commu-
nity mental health care. Br Med Bull. 2010;,95(1):105-19.

Barbui C, Purgato M, Abdulmalik J, Caldas-De-Almeida JM, Eaton J, Gureje
O, et al. Efficacy of interventions to reduce coercive treatment in mental
health services: umbrella review of randomised evidence. Br J Psychiatry.
2021;218(4):185-95.

Zinkler M, Laws SvP. End coercion in mental health services—toward a
system based on support only. Laws. 2019. https://doi.org/10.3390/laws8
030019.

Funk M, Drew N. Practical strategies to end coercive practices in mental
health services. World Psychiatry. 2019;18(1):43.

Porsdam Mann S, Bradley VJ, Sahakian BJ, et al. Human rights-based
approaches to mental health: a review of programs. Health Hum Rights.
2016;18(1):263.

Kaiser HA. Canadian Mental Health Law: the slow process of redirecting
the ship of state. Health Law J. 2009;17:139-94.

(2023) 17:46

27.

28.

29.

30.

31

32.

33

34.
35.

36.

37.

38.

39.

40.

41.

42.

Page 10 of 10

Szmukler G."Capacity’, "best interests’, “will and preferences”and the UN
convention on the rights of persons with disabilities. World Psychiatry.
2019;18:1.

Funk M, Bold N, Ansong J, Chisholm D, Murko M, Nato J, et al. Strategies
to achieve a rights-based approach through WHO QualityRights. In:
Stein M, Mahomed F, Patel V, Sunkel C, editors,, et al., Mental health, legal
capacity, and human rights. Cambridge: Cambridge University Press;
2021. p. 244-59.

Dako-Gyeke M, Asumang ES. Stigmatization and discrimination experi-
ences of persons with mental illness: insights from a qualitative study in
Southern Ghana. Soc Work Soc. 2017;11(1). Available from: https://www.
researchgate.net/publication/286348511.

Moro MF, Kola L, Fadahunsi O, Jah EM, Kofie H, Samba D, et al. Quality of
care and respect of human rights in mental health services in four West
African countries: collaboration between the mental health leadership
and advocacy programme and the World Health Organization Quali-
tyRights initiative. BJPsych Open. 2022. https://doi.org/10.1192/bjo.2021.
1080.

Mfoafo-M'Carthy M, Sossou MA. Stigma, discrimination, and social
exclusion of the mentally ill: the case of Ghana. J Hum Rights Soc Work.
2017,2(4):128-33.

Roberts M, Mogan C, Asare JB. An overview of Ghana's mental health
system: results from an assessment using the World Health Organization’s
Assessment Instrument for Mental Health Systems (WHO-AIMS). Int J
Ment Health Syst. 2014;8(1):1-13.

Moro MF, Carta MG, Gyimah L, Orrell M, Amissah C, Baingana F, et al. A
nationwide evaluation study of the quality of care and respect of human
rights in mental health facilities in Ghana: results from the World Health
Organization QualityRights initiative. BMC Public Health. 2022;22(1):639.
https://doi.org/10.1186/512889-022-13102-2.

Funk M, Drew N. WHO QualityRights: transforming mental health services.
Lancet Psychiatry. 2017;4(11):826-7.

Funk M, Bold ND. WHO's QualityRights Initiative: transforming services
and promoting rights in mental health. Health Hum Rights. 2020,22(1):69.
World Health Organisation. QualityRights e-training. https://www.who.
int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-train
ing. Accessed 22 May 2022.

Moro MF, Pathare S, Zinkler M, Osei A, Puras D, Paccial RC, et al. The

WHO QuialityRights initiative: building partnerships among psychiatrists,
people with lived experience and other key stakeholders to improve the
quality of mental healthcare. Br J Psychiatry. 2021. https://doi.org/10.
1192/bjp.2021.147.

Ajzen |, Gilbert Cote N. Attitudes and the prediction of behavior. In: Crano
WD, Prislin R, editors. Attitudes and attitude change. 1st ed. New York:
Taylor & Francis; 2008. p. 289-311.

Tarulli D, Tardif CY, Griffiths D, Owen F, McQueen-Fuentes G, Feldman MA,
et al. Human rights and persons with intellectual disabilities: historical,
pedagogical, and philosophical considerations. Encounters Theory Hist
Educ. 2008;3:5.

Redman M, Taylor E, Furlong R, Carney G, Greenhill B. Human rights
training: impact on attitudes and knowledge. Tizard Learn Disabil Rev.
2012;17(2):80-7.

Glasman LR, Albarracin D. Forming attitudes that predict future
behavior: a meta-analysis of the attitude-behavior relation. Psychol Bull.
2006;132(5):778.

Ghana: Faith Healers Defy Ban on Chaining | Human Rights Watch. Avail-
able from: https://www.hrw.org/news/2019/11/27/ghana-faith-heale
rs-defy-ban-chaining. Accessed 12 Apr 2022.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


https://doi.org/10.2307/2095395
https://doi.org/10.3390/laws8030019
https://doi.org/10.3390/laws8030019
https://www.researchgate.net/publication/286348511
https://www.researchgate.net/publication/286348511
https://doi.org/10.1192/bjo.2021.1080
https://doi.org/10.1192/bjo.2021.1080
https://doi.org/10.1186/s12889-022-13102-2
https://www.who.int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-training
https://www.who.int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-training
https://www.who.int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-training
https://doi.org/10.1192/bjp.2021.147
https://doi.org/10.1192/bjp.2021.147
https://www.hrw.org/news/2019/11/27/ghana-faith-healers-defy-ban-chaining
https://www.hrw.org/news/2019/11/27/ghana-faith-healers-defy-ban-chaining

	A quantitative analysis of human rights-related attitude changes towards people with mental health conditions and psychosocial, intellectual, or cognitive disabilities following completion of the WHO QualityRights e-training in Ghana
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Aim
	Design and setting
	Participants
	Ethics
	Measuresscoring
	Analysis

	Results
	Demographics
	Attitude changes

	Discussion
	Conclusion
	Acknowledgements
	References


