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EDITORIAL

by Marit Borg and Michalis Lavdas

Photo by Roald Lund Fleiner/napha.no

The Universal Declaration of Human Rights
articulates fundamental rights and freedoms to all,
no matter who you are or where you live. However,
many people with lived experience of mental health
issues experience a great gap between what they
have the right to as citizens and what they actually
access and are offered. World Health Organization’s
QualityRights initiative is aiming at changing this.
The ultimate goal is to change mindsets and practices
and empower all stakeholders to promote rights and
recovery in order to improve the lives of people with
psychosocial, intellectual or cognitive disabilities
everywhere (WHO, 2019). In this Bulletin the main
topic is QualtyRights. The WAPR organization has
human rights and QualityRights as a priority area
at present, as President Gabriele Rocca states in his
message. The QualityRights program uses a multicomponent framework and strategies to promote
mental health systems, services, and practices that
prioritize respect for human rights, in line with the
United Nations Convention on the Rights of Persons
with Disabilities (CRPD) (Funk & Bold, 2020). This
comprehensive package of training and guidance materials can be used in a variety of ways. It offers theoretical and practical support in how to introduce and
implement a human rights and recovery approach in
the area of mental health in line with the UN Convention on the Rights of Persons with Disabilities
and other international human rights standards.
In April this year the new WHO QualityRights e-training on mental health, recovery and
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community inclusion, was launched. As Michelle
Funk and colleagues inform in this Bulletin, the
major areas of work at the core of the QualityRights
initiative are:
• Building capacity among all stakeholders to improve attitudes and practices to address stigma and
discrimination and promote human rights and
recovery
• Supporting countries in the creation of community-based services and supports that respect and
promote human rights
• Promoting the participation of persons with lived
experience and supporting civil society
• Supporting national policy and law reform in line
with the Convention on the Rights of Persons with
Disabilities (CRPD) and other international human
rights standards
We are honored to host diverse experiences
of QualityRights in different parts of the world. The
relevant article section, is being introduced by the
WHO QualityRights team led by Michelle Funk. A
key human rights issue relating to autonomy and
making your own decision is then discussed by Shula
Ramon. Peter McGovern, Mette Ellingsdalen and
Marit Borg then present QualityRights under the
light of recovery and citizenship in a Norwegian context. Pavel Říčan and Marek Procházka discuss their
experiences with QualityRights in Czech Republic
investing on the intervention to drastically reduce
restraint and help ensure protection of human rights
among mental health users.
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Dovile Juodkaite, speaking from the Lithuanian DisIn our process of continually improving the
ability Forum documents the steps that were taken in quality of the bulletin, we are happy to introduce
Lithuana relating to QualityRights and the monitorphotographs which are relevant to our work and
ing of human right protection for people in health
remain thank¬ful to Hilde Mjøs (Norway), Ragnhild
and social care institutions. Cláudia Pellegrini Braga, Nilsen (Norway) and Theodore Nikolaou (Greece)
and Pedro Godinho Delgado discuss QualitRights
who have given us permission to include their work.
in relation to the Brazilian psychiatric reform and
You will find it in in the cover as well as throughout
endorse its use facilitating respect for people's human the texts reflecting on togetherness, struggle and
rights. Lastly, in the section you will find a presentahope.
tion of QualitRights assessment as it took place in
Kabul Mental Health Hospital in Afghanistan which
Enjoy reading this issue!
is important to document as an experience especially
during an adverse situation that the country is curReferences
rently going through, severely impacting peoples'
mental health.
Funk, M. & Bold, ND (2020). WHO's QualityRights
Further on do not miss to be updated by
initiative: transforming services and promotEsther Ogundipe on recent research following
ing rights in mental health. Health and human
QualityRights updates and involving an interview on
rights, 22(1),69–75.
recovery and citizenship with Linda Nesse.
Our international news refer to the successWHO (2019). QualityRights materials for training,
ful WAPR World Congress that Medhat Elsabbahy
guidance and transformation. Handbook. WHO
summarizes while Irene Angelskår talks about her
experience participating. Finally, Mitra Khalafbeigi
presents an example of improving quality of servcies
for mental health in Iran.
Michael Stark is continually in contact with
Ukrainian colleagues in mental health and rehabilitation. He con¬nects our network with an important
initiative from Human Rights in Mental Health FGIP which organizes an international conference. A
particular focus of this initiative is to further develop
capacity among Ukrainian mental health professionals in providing sup¬port during the ongoing war in
the country, which is affecting people with disability
and health issues badly.
We are glad to present the new WAPR Board
and Committees and invite all members of the network as well as interested parties to remain in dialogue in a constantly changing world.
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President’s Message. Gabriele Rocca, President of WAPR

Gabriele Rocca
President of WAPR

The WAPR-organisation is starting a new
triennium, well aware of the commitments required
to deal with a world badly affected by the COVID-19
pandemic which has caused (and still causes) so
much suffering, death, and disabilities.
National health systems have been put under
enormous pressure as they struggled to prepare and
activate operational plans capable of responding to
the severity of the infection. Lockdowns and social
distancing have altered interpersonal relationships
and disrupted institutional and informal ways of
social support. This has led to an increase in the use
of alcohol and drugs together with the obvious clinical and behavioural consequences. Furthermore, the
economic crises currently spreading through many
countries has given rise to greater poverty, which has
further increased the health risks of the most fragile
and vulnerable. Among these we must consider the
millions of refugees who are trying to save themselves from the wars that are fought in so many areas
of the world and are living in a dramatic context
of deprivation and misery. Especially women and
children experience violence and trauma in a condition of great weakness, and they usually have a wide
range of clinical and social needs that are rarely met.
It is also worth remembering that the pandemic has
had a considerable impact on the delivery of services
to people with pre-existing mental, neurological and
substance abuse disorders. A WHO survey carried
out in the first phase of the health emergency, found
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that, although mental health services continued to
operate to some extent all over the world, only 7%
of the responding countries reported that they were
fully operational. The services most affected were
community-based outpatient services, those dedicated to prevention and the promotion of mental
health, and those aimed at specific age groups such
as older adults and children. More specifically, over
20% of the countries reported the complete disruption of suicide prevention programs, home or community outreach services, and interventions aimed
at caregivers.
The degree of disruption varied as it was
greater in low and middle income countries and
less severe in high-income countries. Outpatient
and community-based services were more affected
than in-patient facilities: they were fully or partially
closed in more than 40% of countries, and home
care and day care services were fully or partially
closed in as many as 60–70% (WHO, 2020).
The WAPR organization has also had to
come through two very difficult years that have prevented the occasions for meeting and debate that are
so important for our identity. I would like to thank
everyone who worked so hard to ensure the continuation of our significant activity: leaded by the Editor
Prof. Marit Borg, the Bulletin was published regularly and gave voice to the professionals; service users
and family members. Experiences of resilience and
pandemic crisis responses were shared; ways of remote communication have been implemented which
have made it possible to maintain and strengthen the
relationships between the various branches and the
individual members of the association. WAPR has
accepted the challenge by responding with initiatives, meetings and the will to face reality even in a
creative way.
We thank the Immediate Past-President Prof.
Murali Thyloth who has always supported and promoted our work and “guided the ship through such
stormy seas”, thus ensuring that we were able to hold
two significant events that will allow us to resume
our normal activities: the XIV World Congress and
the election of the new Board.
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The title of the XIV World WAPR Congress,
both in the clinical field and in community policies.
which took place in a hybrid manner in Abu Dhabi
This task is very difficult in the current phase
on 9-11 December 2021 was “Mental health, rights,
of exit from the emergency that concerns the health
equity, recovery and social inclusion in testing times”. systems of large areas of the world.
Despite the severe restrictions imposed by the panThe economic situation and health care are
demic, and although the organizers had very little
now worsened in many countries due to the pantime available, the Congress was a great success: the
demic that has increased inequalities, impoverished
5,000 virtual registrations, 700 physical attendances,
social and health services, made people's lives more
and 210 speakers and moderators ensured three days uncertain. However, it is really difficult to provide
of in-depth confrontation and debate. The delegates
comprehensive, integrated and responsive mental
came from 32 countries and represented the varihealth and social care services in community-based
ous professional disciplines involved in the field of
settings if a large part of national mental health
mental health: psychiatrists, psychologists, social
budgets (about 60%) is used for psychiatric hospitals
workers, nurses, counsellors, general practitioners,
and long-stay inpatient facilities (WHO, 2021). The
public health leaders, and other professionals. After
direction to proceed is that of deinstitutionalization.
a long period dominated by concerns for an uncerIf the mission of our association is to improve the
tain future, the Congress offered an opportunity to
lives of service users by promoting recovery and psydiscuss the latest developments in mental health
chosocial rehabilitation, we must strongly affirm that
theme in a fervently scientific climate. I would like to our first goal, which can no longer be postponed, is
thank Prof. Medhat Elsabbahy, Chair of the Organthe closure of mental hospitals because deinstitutionizing Committee, and his team for creating an event
alization is the first fundamental aspect of recovery
that has strengthened the image of the WAPR in the
and psychosocial rehabilitation.
world and will help us to look forward to the future
Furthermore, in psychiatric hospitals and
with confidence.
other long-stay inpatient facilities, people with menThe Board elections took place in March of
tal health problems and disabilities suffer some of the
this year. As it had not been possible to organize the
worst human rights violations and discrimination
usual elections during the World Congress, WAPR
(WHO, 2012). The processes of deinstitutionalization
had its first on-line elections. The Electoral Comput an end to these violations and allow the affirmamission has worked to encourage full participation,
tion of those rights stated by the CONVENTION
to ensure that each branch expressed its vote and
ON THE RIGHTS OF PERSONS WITH DISABILIactively contributed to the democratic life of the asTIES. I am referring to the right to the accessible and
sociation.
affordable mental and physical healthcare, to particiIt was also first time that the elections involved votpate fully in all aspects of life; to live independently
ing for candidates for various positions, and this
in the community as other citizens; to determine the
led to some procedural difficulties. However, voting
future and make own life choices (UN, 2006).
allows an association to consider different to ideas
The crucial aspect is the will and the ability to
and promote different projects as an expression of a
go beyond the confusion between social protection
living democracy. I would therefore like thank the
and recognition of fundamental rights. The Convenvarious candidates for allowing us to become more
tion advocates a reversal of perspective: disabled peodemocratic and underline my hope that all of them
ple, who are usually subjected to protection and care,
will continue to make their significant contributions
must become rights holders. The concept of disability
to the work of the Board.
raises issues like the right to accessibility in society
for all and a meaningful everyday life for all. It chalOur vision
lenges us to look at needs for change in our local enWAPR, as a multidisciplinary professional or- vironment, to facilitate welcoming places and spaces
ganization, including service users and family mem- and the time needed to develop helpful relationships.
bers, has always been committed to defining strategies to improve the quality of life of people with lived
experiences of mental suffering by making proposals
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The Convention offers the possibility of modifying
The Board Meeting just held on May 7, 2022
social and legal relations and pushes the institutions
approved two Working Groups concerning Qualto intervene to neutralize the lottery of nature which ity Rights and the Bulletin and Website, two other
creates inequalities.
Working Groups are being defined: on the role of
To overcome these inequalities, it is necessary Regional Vice Presidents and on the critical issue of
to ensure social inclusion and participation, as well
refugees.
as access to high-level social and health services. But
It was confirmed the International Project on
we cannot forget that the first right is that of access to Mental Health at workplaces Chaired by Prof. Mithe exercise of all rights, with full respect of inherent chael Stark and the project on Psychiatry and Postdignity for all people.
Covid fatigue will be discussed.
To proceed in this direction, it is necessary
We are aware that our task has always been
to modify the clinical and organizational aspects
very challenging and today it is much more so. Our
that limit or deny the service users’ decision-making proposals, our projects and our meetings will have to
power and their possibility to make choices freely.
take into consideration the complexity of the curService users’ involvement become a central objecrent phase marked by a world crisis that hits hard the
tive of a program that want to overcome institutional people who most need support.
barriers and promote the right to access quality
I think that the WAPR will be able to give
mental health services (Patel V. et al., 2018). The pos- its contribution and carry out its role in the field of
sibility for people to be involved in their care plans,
mental health.
to choose and control their life positively influences
the outcomes, defining a significant empowerment
References
process which goes beyond the clinical setting. It
promotes the overcoming of social exclusion and
Patel V. et al. (2018). The Lancet Commission on
those discriminatory practices that generate stigma
global mental health and sustainable developand obstacles to achieving satisfactory living condiment. The Lancet Commissions, 392, 10157:
tions of patients (WHO, 2010).
1553-1598.
Such relevant objectives highlight the need
for training programs that involve mental health
UN Assembly (2006). Convention on the Rights of
practitioners and provide the tools to implement a
Persons with Disabilities (CRPD).
human rights and recovery approach.
As part of the consolidated collaboration with WHO/EC (2010). User Empowerment in Mental
WHO, our association has welcomed the invitation
Health: a statement by the WHO Regional Office
to share the WHO QualityRights e-training to adfor Europe.
vance mental health, eliminate stigma and promote
community inclusion. It was recently launched by the WHO (2012). QualityRights tool kit to assess and imUnit Policy, Law and Human Rights leaded by Miprove quality and human rights in mental health
chelle Funk with which some members of the Execuand social care facilities. Geneva.
tive Committee had a preparatory meeting. The QR
e-training is able to help transform services toward a WHO (2020). The impact of COVID-19 on mental,
person-centered approach which opposes any form
neurological and substance use services: results of
of institutional paternalism, and which can be ima rapid assessment. Geneva.
plemented within community mental health services
integrated with primary care and social services. An
WHO (2021). Mental Health Atlas 2020. Geneva.
opportunity to increase knowledge, improve practices, support family members and stakeholders.
A great effort awaits us for which the WAPR
is preparing.
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Article Section: WHO
QualityRights implementation
worldwide

Photograph (c) Hilde Mjøs, Instagram account hildemjos.foto
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ARTICLES
Just launched! - The new WHO QualityRights e-training:
Advancing mental health, eliminating stigma and promoting inclusion
Michelle Funk1, Natalie Drew Bold1, Celline Cole1, Emily McLoughlin1, and Maria Francesca Moro1
WHO QualityRights team (funkm@who.int)

1

On April 12, Dr Tedros, Director General of the World Health Organization launched the new
WHO QualityRights e-training on mental health, recovery and community inclusion, together with Dr
Michelle Bachelet, the UN High Commissioner for Human Rights, several Ministers of Health and other
high-level representatives.
QualityRights is the World Health Organization’s global initiative to improve the quality of care in
mental health and related services and to promote the rights of people with mental health conditions or
psychosocial disabilities. The major areas of work at the core of the QualityRights initiative are:
• Building capacity among all stakeholders to improve attitudes and practices to address stigma and
discrimination and promote human rights and recovery
• Supporting countries in the creation of community-based services and supports that respect and
promote human rights
• Promoting the participation of persons with lived experience and supporting civil society
• Supporting national policy and law reform in line with the Convention on the Rights of Persons
with Disabilities (CRPD) and other international human rights standards
Through the QualityRights initiative WHO has developed a range of training and guidance tools and
materials to strengthen knowledge and build capacity on rights and recovery1. One of the key tools developed is the QualityRights e-training on mental health, recovery and community inclusion. The e-training is
currently available free of cost in the following 11 languages: English, Spanish, French, Armenian, Bosnian,
Czech, Estonian, Filipino, Italian, Polish and Turkish. Until the end of 2022 more languages will be added
including Arabic, Ukrainian, Bengali, Croatian, Indonesian and Nepali.
Sign up to the WHO QualityRights e-training here:
https://www.who.int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-training
An evaluation of e-training implementation to date has demonstrated highly significant shifts
in attitudes aligned with reduced stigma and discrimination and the need to end coercive practices and
promote self-determination and legal capacity. These results highlight the effectiveness of the e-training in
bringing about the required change in mindsets and attitudes to advance mental health, eliminate stigma
and discrimination and promote person-centred, rights-based approaches in mental health.
The e-training content is relevant to all stakeholders including health and social care providers,
policy makers, humanitarian workers, OPD’s, NGO’s, family and care partners and people with lived
experience.
1. For an overview of all WHO QualityRights training and guidance materials, please visit: https://www.who.int/publications/i/item/
who-qualityrights-guidance-and-training-tools
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It covers six core and two advanced case study modules (see Box 1) using different types of learning
materials like short videos and information sheets, as well as discussion forums where learners can exchange
experiences, learn from each other, and ask questions. Once all six modules are completed, an official WHO
certificate of completion is awarded to the learner.

Box 1:
WHO QualityRights e-training – Module overview
Module 1: Human Rights
Module 2: Human rights, mental health and disability
Module 3: Legal capacity and the right to decide
(including an advanced case study)
Module 4: Ending coercion, violence and abuse
(including an advanced case study)
Module 5: Quality services and community inclusion
Module 6: Mental health, well-being and recovery

All service providers and other stakeholder groups in countries around the world are encouraged to
take the QualityRights e-training and also to share information about the training and how to access it with
people using the services, their families, care and support partners as well as with their wider networks. This
will help ensure a new and much needed approach in service provision where the treatment, care and support
provided are rights-based and recovery oriented.
The WHO highly values the partnership and support of WAPR in its efforts to promote and
implement a rights-based approach and recovery orientation in mental health. Through collaboratively
spreading the QualityRights e-training in all countries, a transformation of mental health services can be
achieved.
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The Place of Shared Decision Making in Mental Health Recovery
Prof. Shulamit Ramon1,
1
University of Hertfordshire, UK (s.ramon@herts.ac.uk)
The connection of mental health recovery to shared decision making (SDM)
The concept of recovery in mental health has become a policy direction in many countries. For me,
the best definition of recovery is “leading a meaningful life with the mental health issue the person has, and
beyond it” , coined by Davidson (2003). Recovery is a journey, in which it is assumed that going back to
where the person was prior to their mental health crisis is not the solution. Instead, the focus on a meaningful life allows a high degree of flexibility and choice.
The types of knowledge which contribute to shared decision making (SDM)
Most people wish to be in control of their lives as much as possible, regardless of the fact that we are
interdependent on others in most aspects of our lives. Hence making decisions about one’s life is an integral
part of being in control, even if such decisions are impacted by others, as long as we retain a measure of
choice. Most of us accept that at times we need experts’ knowledge to be added to our own knowledge, in
order to make the right decision. Usually professionals specialising in a particular field or issue are considered to have experts’ knowledge. However, their expertise does not come instead of self-knowledge, but
needs to be placed alongside such knowledge.
Yet we do recognise that professionals – including in mental health – are trained to believe that they
know best, because their knowledge is based on scientific principles. In turn, scientific knowledge is assumed to be the best type of knowledge because it follows proven knowledge that has been accumulated according to an agreed systematic framework. Concerning mental health, more than one scientific discipline
is contributing to the knowledge base we have, each coming with its own logic and not necessarily with the
same system of evidence accumulation and validation as another discipline. Furthermore, while most of
us accept that we are bio-psycho-social beings, these three areas of knowledge do not cohere sufficiently at
present in understanding their connections to existing knowledge about mental health and ill health. In addition, all too often self-knowledge is treated as an inferior type of knowledge because it is not based on the
same principles as those underlying scientific knowledge. This statement applies particularly to the notion
that self-knowledge is subjective, hence biased, and hence invalid. Indeed, such knowledge is biased, but
scientific knowledge too is biased, albeit in different directions. Furthermore, subjective knowledge has been
impacted by inter-subjective knowledge, namely the affirmation of what we know about ourselves by others
who contribute regularly to our self-validation. These others include our family, close friends, teachers and
colleagues we respect. Given that the efficacy of different interventions in the field of mental health depends
on the readiness of the person to apply them on a regular basis, lack of readiness to do so cannot be overcome either by ignoring it, or by imposing the intervention on the person. People need to be actively motivated to move out of being in a mental ill health state, and no degree of coercion can come instead of such
motivation. Coercion and imposition lead to lack of trust and respect, and at times to lying to clinicians, in
order to avoid coercion.
Hence the urgent need to enable SDM as a key process of communication, in which both types of
knowledge are taken into account rather than ignoring, or rejecting, the existence of one of them. SDM is
a form of communication between two experts, or more, in which one is an expert in self-knowledge, the
other in scientific knowledge – who have to respect and trust each other in the process of reaching a shared
decision (Charles et al, 1999).
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The two experts come usually with different social power levels, as the professional is given the social mandate to propose a specific intervention, and at times even to impose it. Alongside infectious diseases, mental
ill health is the only other condition where compulsion is legally allowed. SDM is thus about sharing key
decisions concerning mental health interventions, based on the assumption that the person with lived experience of mental ill health and the clinician have each a unique contribution to make to the decision. Hence,
they can learn from each other and reach better decisions than decisions reached by unshared knowledge.
SDM supports the journey of recovery by:
-Enhancing the ability of people with lived experience of mental health difficulties to share their experiential knowledge, thus contributing to providers’ knowledge
-Increasing motivation to recover and to being active in doing so
-Increasing collaboration
-Risk sharing
-Saving time by being honest with each other
-Enhancing mutual understanding, trust and respect
-Opting for interventions acceptable to both service users and clinicians.
Implementing SDM in everyday mental health care
However, we are aware that all too often SDM is left unimplemented, a fact we need to understand
and to consider how to overcome. Kaminskiy et al (2021) highlight the barriers and enabling factors of
implementing SDM in psychiatric medication management as perceived by service users, nurses and psychiatrists in semi-structured individual interview with each group in a UK community mental health service.
The findings indicate that the barriers include being too ill at times, the dilemmas of providing information
on adverse effects of medication, fears of coercion, stigma, lack of trust, honesty and respect. The facilitators
include having a therapeutic alliance of trust and mutual respect, providing clear information, continuity
of care, and psychiatrists who act in expert advisory capacity. Schon et al (2018), reporting from a Swedish
study on implementing SDM, indicate that professionals do not implement because they see SDM as less
important than responses to crisis and emergency situation. Ramon et al (2017) focus on the difficulty of
changing professional practice patterns and of accepting the need to change routines as negative critique of
a previously not good enough practice, while Zisman-Ilani et al (2021) outline the types of risk professionals
come across in attempting to change their role within a highly legalistic system. They suggest a move towards
shared risk of professionals and service users as a solution, while Ramon et al propose the application of the
Normalisation Process Theory (NPT), which provides a staged format of changing routine practice. MacDonald-Wilson et al (2016), following the CommonGround approach to SDM (Deegan et al, 2010), added
the involvement of community teams champions of SDM to that of peer support workers as a crucial element. The structured and focused involvement of family members in a variety of ways has been also found to
be helpful in achieving SDM (Weiss et al, 2021, Ramon, 2021, Putnam et al, 2022). Too few studies look at the
ease or otherwise of service users’ involvement in SDM, perhaps due to its clear endorsement by most service users, unlike the less clear commitment to it by professionals. Grim et al (2016) led three focus groups of
experienced mental health service users on the application of Elwyn’s scheme (Elwyn et al 2017) concerning
SDM in the context of physical ill health to mental health. This scheme includes three phases as the key to
the process of SDM: choice talk, options talk and decision talk options (ibid, 2017). The service users interviewed by Grim (herself an EbE (Expert by Experience)) indicated the need to pay attention to issues of trust,
genuine interest, respect and equality vs. experiences of being exposed, feeling inferior, being dependent on
others, wishing others to be part of the process (e.g. family members, partners, friends).
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They also pointed out to the need to have information from providers prior to meetings and after meetings,
use of clear language, readiness by providers to be questioned, need to avoid overloading of service users by
professionals and discussion of the impact of interventions to personal needs, values, fears, preferences and
actions. Strengths of service users – such as self- knowledge and coping competence – were indicated as additional areas requiring inclusion in the process of SDM. Hamman et al (2019) highlighted in a recent study
the positive value of SDM plus motivational interviewing in an experimental design for inpatients diagnosed
as having Schizophrenia in several dimensions, though not in reducing re-hospitalisation episodes.
Interestingly, the assumed lack of insight by service users which often is cited by professionals as a key
obstacle to SDM in mental health, was not raised in the study by Grim et al. Lysaker (2018) has looked at the
issue of insight and suggested that this assumed lack is highlighted by professionals when service users have
a different interpretation as to what is happening to them from the interpretation proposed by the providers.
The underlying assumption is that having another interpretation than the one provided by the professionals
indicates denial of having difficulties or of being given a psychiatric diagnosis. Lysaker suggests that providers are too sure of their own interpretation and find it difficult to impossible to question its validity. Refusal
to take medication is usually interpreted as having lack of insight, rather than as the outcome of a process
of considering the suitability of the medication to the person, especially of its adverse effects on key areas of
people’s lives. The evidence concerning the outcomes of conscious decision not to take prescribed medication
indicates that for a number of people this was the right decision (Katz, 2018). Hamman et al’s studies (2006,
2019) of the application of SDM to inpatients in the acute phase of mental illness demonstrated that this
phase is often short, and that many inpatients are able to participate in the SDM process.
Alternative SDM models
Several models of the SDM process are practised in addition to Elwyn’s 3 questions approach. These
include the Open Dialogue, the Family Group Conferences, the Springbank approach, engaging young
people as peer supporters and co-researchers in the Oregyn project. The Open Dialogue focuses on family
system intervention, in which a network of the person and significant others is created, led by two therapists,
aimed at having a dialogue leading to shared decisions. The approach, developed in Lapland initially, is now
practised in a large number of countries, following good outcomes evidence concerning improvement of
mental state, early resumption of education, employment, and social relationships options, with minimal
use of medication (Seikkula, J. et al, 2006). These good results have been questioned more recently by Freeman et al (2019), and a randomised controlled trial is currently being conducted in six UK sites as to the
long- term outcomes of applying this project.
The Family Group Conferences (FGC) with adults experiencing mental health issues comes from
social work, where it has been applied to child protection cases with mixed outcomes. It focuses on having a
family network meeting with the index client aimed at agreeing a specific scenario out of three options proposed by the person’s key worker which meet the legal obligations required of a specific case. The initial prefamily meeting is led by an independent co-ordinator who meets individually each invitee to the meeting,
followed by the family meeting without the co-ordinator or the key social worker, but which may include the
presence of an advocate. The family is asked to agree one of the scenarios, as well as to propose an action plan
concerning its implementation. Follow up evaluation research highlights a high level of satisfaction by the
participants of the family meeting, with mixed positive and negative results concerning the fulfilment of the
expected outcomes. This approach is practised in ten English local authorities, as well as in Australia, Canada,
the Netherlands and Norway (De Jong et al, 2018, Malmberg and Johanson, 2014, Manthorpe and Rapaport,
2020, Ramon, 2021).
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A third form of SDM is practised in the Springbank ward of Fulbourn hospital in Cambridge, UK,
with women diagnosed as having Borderline Personality Disorder since 2016 (Burrin, 2021, Crawford, 2021,
and BBC Look East Video). This closed ward admits women ready to follow an agreed shared plan between
the person and the staff group for one year, supported by individual and group DBT (Dialectical Behaviour
Therapy; see May et al, 2016), regular community ward meetings, medication and an informal welcoming
ward atmosphere. Outcomes are very positive in reducing suicide and self- cutting attempts, ability to leave
the ward with permission and to come back as agreed, as well as following shared plans for leaving the ward.
The emphasis is on accepting responsibility for oneself, which includes key decisions, unlike the regime in
most closed wards which denies such responsibility and focuses almost exclusively on medication instead.
Enabling young adults (age 18-25) who experience mental ill health to engage in SDM as clients, but
also as co-supporters and co-researchers is practised largely successfully in Orygen, a mental health research
setting in Melbourne, Australia, led by Dr. Magenta Simmons (Simmons, et al., 2021).
It focuses on working with the young adults, rather than on working with their parents. The unit has also led
to the creation of an international network (Head Start) which follows similar patterns.
Decision Making Aids
Decision making aids can be part of a useful strategy to facilitate the application of SDM (see Garvelink et al (2019), Deegan (2010), Simmons (2017), Thomas (2021). By now more of the aids tend to be digital
(Vitger et al, 2021). Auto-ethnography is a recently developed useful method of making sense of one’s experience of using mental health services and interventions and for connecting the personal and the political (Fox,
2021). Duo-ethnography enables more than one person to do so jointly, while retaining the value of subjective and inter-subjective perspectives (Fox and Gasper, 2020). In summary, existing evidence demonstrates
the usefulness of SDM in the context of mental health recovery. Implementing it in everyday mental health
practice is called for if we wish to have a practice in which the knowledge of its key participants is shared and
acted upon in intervention decisions. The key barrier to implementation is the need for attitudinal change,
especially by professionals and their managers.
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Introduction
Human rights violations in mental health care across nations have been described as a “global
emergency” and an unresolved global crisis. We know that human rights violations can negatively impact
mental health (McGovern, 2022; WHO, 2019, 2021). On the contrary, respecting human rights can improve
mental health (Mahdanian, Laporta, Bold, Funk & Puras, 2022). Dainius Pūras, the former Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental
health (2014-2020), has stated: «We need little short of a revolution in mental health care to end decades of
neglect, abuse, and violence” (UN, 2020, p. 3). Like many others, he has revealed great concern about the
human rights violations, stigma, marginalization, and unavailable and inaccessible services that are common in the mental health systems across the globe. Although there have been some improvements with the
development of community mental health services, recovery orientation, peer support work, and emphasis
on citizenship, there is a need for urgent action on human rights within mental health services as well as in
society as a whole. As Mahdanian and colleagues summarise (Mahdanian, Laporta, Bold, Funk & Puras,
2022): “The human rights perspective requires society, particularly policymakers, to actively promote necessary conditions for all individuals to fully realize their rights. We suggest developing a more comprehensive
model in mental health that integrates human rights into existing services and approaches. A model that
recognizes that all people with mental health conditions and psychosocial disabilities are rights holders”.
In this paper, we will present and discuss The World Health Organization (WHO) QualityRights initiative, particularly related to the recovery and implementation of the UN Convention on the Rights of People with Disabilities (CRPD). We will start with a brief introduction to the Norwegian mental health system,
where the authors are based. This is followed by a discussion of how the QualityRights initiative represents
an opportunity to operationalise CRPD rights into mental health services and strengthen ongoing initiatives
of recovery orientation and citizenship. QualityRights offers practical guidance as to how services can move
toward the reduction of coercive practices and supporting the transition toward mental health services that
respect human rights standards and promote recovery orientated and community-based practice (WHO,
2019; 2021). The authors hope to make the case that mental health care services have nothing to fear but
much to gain from embracing the QualityRights progressive and forward-looking model for mental health
services.
The Norwegian context
Norway has a long tradition as a welfare state beginning in the 1930s. Central values and principles
are social solidarity, collective and mutual responsibility for all citizens, and an egalitarian view of distributive justice (Karlsson & Borg, 2017). Mental health services as an integral part of the welfare state have for
the last decades gone through similar developments as many western countries, with emphasis on decentralization, community developments, and reduction of traditional inpatient treatment. An important policy
document in Norway was the National Action Plan for Mental Health (The Norwegian Ministry of Social
and Health Affairs, 1997). Major changes were initiated in this plan, like strengthening user involvement,
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interdisciplinarity, and community-based services (CMHC), and a goal for a reduction in the dominance
of biomedical approaches. We have seen some developments and positive progression. However, the position of inpatient treatment and traditional diagnostic and standard individualized psychiatric practices have
continued – both in institutions and in the community-based mental health services. Unfortunately, in the
opinion of these authors, a dominant and narrow biomedical approach to mental healthcare still prevails.
Furthermore, a rather fragmented system of care has developed, which is difficult to navigate both for citizens
in need of help, family members, and professionals. At present, the Norwegian mental health system consists
of a specialist mental health level with traditional inpatient units, outpatient clinics, community treatment
teams, and day centers. Then there are mental health and substance abuse services at municipality levels, also
as community services and teams, home support, and day centers. In addition, we have The Norwegian Labor
and Welfare Administration (NAV), where citizens can get help concerning work, occupational assessments,
social benefits, social security, etc. Citizens using services describe a system at odds with itself often with an
overwhelming focus on assessment and diagnosis, rather than meaningful engagement and support to realize
goals and live a good life.
Norway also has high levels of coercion and forced treatment, and even though this has been cited as
a government priority over the last 20 years, the high number of incidents still prevails.
CRPDs status in Norway
Norway ratified the CRPD in 2013, with interpretative declarations that stated that the Norwegian
understanding of CRPD articles 12, 14, and 25d allowed for deprivation of legal capacity and forced mental
health treatment in exceptional cases. This is in direct contrast to the CRPD-committees interpretation of
these articles. The discourse around CRPD at a governmental level has been centered around a high-temperature debate on the use of force in exceptional cases. The Conventions' effect on clinical practice within the
mental health system has so far been marginal. There has been no central initiative from the government to
ensure knowledge and education about the CRPD. The paradigm shift the CRPD represents remains unknown to mental health professionals at all levels.
The consequences of the CRPD for people with psychosocial disabilities are advocated strongly by
WSO – We Shall Overcome, a Norwegian organization run by users and survivors of psychiatry, established
in 1968. WSO has throughout many years, advocated for the human rights of persons with psychosocial
disabilities and people subjected to interventions from the mental health system. It has campaigned for the
implementation of the UN Convention on the Rights of Persons with Disabilities (CRPD) as well as bringing
compulsory mental health practices to an end . WSO has been challenging the high incidence of compulsory
treatment in mental health services in Norway, human rights violations, and the lack of incorporation of the
CRPD into domestic law (WSO, 2019). All of this is a major barrier to the full and effective realization of the
rights outlined in the UN Convention.
The current debate about the role of the CRPD within Norwegian mental health services and the
creation of a new model that places rights, citizenship, and recovery at their centre, has been undynamic and
fragmented. In March 2021, the government voted against the incorporation of the UN CRPD into Norwegian law for the third time (ref). The primary argument against the incorporation was the requirement of
mental health services to treat people against their will, a violation of rights as afforded under the CRPD.
It is also against the expressed demands of the organisations of persons with disabilities in Norway (CRPD
Koalisjonen, 2019). This is a situation of great concern. Recovery research has for decades revealed that the
best way to support a person’s mental health and wellbeing is through freedom and experiences of choice,
partnership with the individual, listening out, making plans, and working together (Borg & Davidson, 2008;
Price-Robertson, Obradovic & Morgan, 2017). Central aspects of recovery are connectedness, hope, identity,
meaning in life, and empowerment – and risk.
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Recovery of citizenship
The Recovery- perspective more widely has moved from primarily being seen as an individual process, to also being considered as a social process, which involves citizenship, living conditions, and human
rights (Hamer, Rowe & Seymore, 2019; Eiroa-Orosa & Rowe, 2017; Pelletier, Corbière, Lecomte & et al.,
2015).
In the QualityRights Course Guide on “Recovery practices for mental health and wellbeing” (WHO,
2019) the CHIME framework is used as a basis. CHIME emphasizes connectedness, hope, identity, meaning in life, and empowerment as key to recovery. Risk-taking is included in the QR training as an important
component of the recovery process.
1. Connectedness: People need to be able to access the same opportunities, services, and resources in
the community as any other person. The services that promote recovery should be influenced by, and
based on, the local context and needs. It is also important to remember that inclusion goes beyond
the individual to involve the community and society as a whole. • Relationships are key to all people’s
lives.
2. Hope: Recovery is about hope and optimism for the future. Hope is key to recovery. Without hope,
people can give up their recovery journey. The belief that changes in one’s life or circumstances are
possible is central to the recovery approach.
3. Identity: Recovery means exploring your identity. Identity can broadly be defined as how one sees
oneself as an individual and in relation to other persons and the community that one lives in. The
recovery approach supports people to (re)connect, (re)build, or (re)define their identity as well as
overcome the “internalized oppression” or “self-stigma” that can put identity at risk.
4. Meaning in life: Recovery supports people to (re)build and finds meaning in their lives. Meaning
and purpose in life vary for everyone and people find meaning in very different ways. Dreams and
aspirations are key for recovery as they can empower and support people to find meaning and fulfillment in their lives.
5. Empowerment: Recovery is a positive message that empowers people and gives them control. Control and choice are central to recovery. People are often denied the right to decide about key aspects of
their life, including their care and treatment. In contrast, a recovery approach respects a person’s right
to exercise their legal capacity, including the person’s right to make their own choices, with or without
support from others.
6. Risk-taking: Recovery involves taking risks. Risk-taking may be required if people are to embark on
a recovery journey. People must be free to take risks and make mistakes as everyone else does in order
to have access to opportunities to learn and grow from their experiences (WHO, 2019).
In our view, these aspects of Recovery are closely linked to citizenship, which has gained attention in
the mental health field over the past decade. Citizenship is still a relatively new and less widely known concept than recovery. The goal of recovering citizenship is in our opinion central to the recovery process and of
course in taking one’s place as a rights bearer. Citizenship can be described as the person’s strong connection
to the 5 Rs of the rights, responsibilities, roles, resources, and relationships that a democratic society makes
available to its members. This is done through public and social institutions, the “associational life” of voluntary organizations such as churches and neighborhood organizations, and social networks and everyday
social interactions (Rowe & Davidson, 2016).
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Two main paths to citizenship are available for excluded persons and groups. One involves the person’s efforts
and supports to gain access to full citizenship. The other involves society’s responsibility to open up access to
and support citizenship, including but not limited to legal citizenship for previously excluded or marginalized groups. As governments and societies erect barriers to this path to citizenship, social activism of excluded persons and their supporters, and resulting social conflict, are often required to clear the way (Rowe
& Davidson, 2016). As a group, people with psychosocial disabilities and mental health conditions face many
barriers to accessing the rights, responsibilities, roles, resources, and relationships that should be afforded to
them within a democratic society. Through the prism of citizenship, the solution lies not only in the efforts of
the service user movement but the onus on wider society to be inclusive for all citizens.
QualityRights
Earlier in this Bulletin, Michelle Funk and her colleagues give a brief outline of why Quality Rights
was developed and what it has to offer mental health and mental health services.
QualityRights is the World Health Organization’s global initiative to improve the quality of care in mental
health and related services and to promote the rights of people with mental health conditions or psychosocial
disabilities in line with CRPD. The major areas of work at the core of the QualityRights initiative are:
• Building capacity among all stakeholders to improve attitudes and practices to address stigma and
discrimination and promote human rights and recovery
• Supporting countries in the creation of community-based services and supports that respect and
promote human rights
• Promoting the participation of persons with lived experience and supporting civil society
• Supporting national policy and law reform in line with the Convention on the Rights of Persons with
Disabilities (CRPD) and other international human rights standards
The wide range of training and guidance tools and materials to strengthen knowledge and build
capacity on rights, citizenship, and recovery1, has a lot to offer service transformation through the easy access and concrete approach. One of the key tools developed is the QualityRights e-training on mental health,
recovery, and community inclusion. The e-training is currently available free of cost in the following 11 languages. The training programs are developed in partnership with service users, family members, practitioners, managers, and providers. It is as well culturally sensitive through its global approach.
QualityRights emphasizes capacity-building for citizens as well as services and community, lived
experience knowledge (WHO, 2019; 2021). National policies are also highlighted as necessary areas of reform in order to promote the transformation of services. There is an urgent need for radical and fundamental
changes in the knowledge base, professionals’ skills and competencies, and service objectives and framework.
The authors will offer some suggestions as to how QualityRights can support the development of human
rights practices within mental health.
How QualityRights can support human rights practices within mental health.
Take recovery seriously and back to its roots
Albeit an individual process that is different for everyone, it remains important to clarify what a
person or service means by the use of the word ”recovery”. As we see it, there is a need for services to have a
commitment to human rights, freedom of choice, personal control, and citizenship as a basis for recovery as
well as the way that they interact with all service users. Judi Chamberlain said more than 40 years ago that the
recovery movement can be seen as a liberation process. Or rather, parts of the movement.
1.For an overview of all WHO QualityRights training and guidance materials, please visit: https://www.who.int/publications/i/item/who-qualityrights-guidance-and-training-tools
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The part that sees its roots in the service users and activist movement protesting against the humiliating
and oppressive services and the violation of human and civil rights for people with mental health problems
(Chamberlain, 1978). We still need activist movements that remind us that people experiencing mental
health problems, no longer want to be seen as second-class citizens and forced into powerless patient and
user roles. The QualityRights initiative has the ultimate goal to change mindsets and practices in a suitable
way to empower all stakeholders to promote rights and recovery in order to improve the lives of people with
mental health issues. Recovery is based on human rights, living a good life, more than relief of symptoms,
reciprocal relationships, safe living conditions, and community involvement and participation (Karlsson &
Borg, 2017; Price-Robertson et al 2016).
In order to develop recovery further and embed person-centred approaches to mental healthcare,
we need to look more toward society and structural issues, and the barriers and limitations associated with
recovery developments. Human rights and recovery is related to access to resources like tailored information,
a safe home, friends, meaningful occupation, community, hobbies, safety, and money. Some structural issues
nurture recovery, others do not. These issues are described in illuminating detail in the QualityRights Course
Guides.
The need for a coherent discussion and debate
The authors of this paper believe that there is a need to break what we regard as a deadlock that can be
partly based on a lack of knowledge, fundamental misunderstandings, and worries around what implementation of human rights models in mental health care will mean. We believe that the QualityRights Initiative
can ‘shake up’ some of the rigidness and locked positions and discussions by providing workable and inspiring examples as to how mental health services can be provided. Through the concrete exercises and reflections, based on the reality of everyday practice and clinical settings, people with opposing ideas are invited to
rethink the preconditions for their ideas, understandings, and convictions. The World Health Organisations´
QualityRights initiative represents an opportunity to operationalise CRPD rights into mental health services.
QualityRights provides practical guidance and capacity building as to how services can move toward coercive-free practices and support the transition toward mental health services that respect human rights standards and promote recovery orientated and community-based practice (WHO 2019, 2021). The authors hope
to make the case that, mental health care services have nothing to fear but much to gain from embracing this
progressive and forward-looking model for mental health services.
The adoption of the convention of rights for persons with disability (CRPD) in 2006 was a watershed
moment for the disability movement internationally (UN, 2006). People with physical, psychosocial, intellectual, and cognitive disabilities were to be viewed as rights holders, that must be provided with opportunities
and services to live life to the fullest potential and on an equal basis with the rest of society. The UN CRPD
was widely welcomed as a major step toward ending generations of discrimination and misperceptions
around disability. People with psychosocial disabilities and mental health conditions face human rights violations, barriers, and discrimination in everyday life, preventing full participation in society, and are covered by
the convention. The WHO´s Quality rights initiative aims to put the CRPD- rights into practice within mental health services and provides a model by which mental health services can be transformed to incorporate
rights-compliant and Recovery orientated approaches. QualityRights promotes services that work alongside
the person rather than coercion, services that are of high quality and based in the community rather than in
institutions, and services that place a focus on living a good life rather than merely symptom reduction. The
guidance and transformation materials are truly inclusive and collaborative and were developed by people
with lived experience, organisations of persons with disability, and experts in the field of mental health and
recovery from across the globe.

21

June 2022 - WAPR E-Bulletin

WAPR BULLETIN Nº 48								
Since its adoption, there has been considerable debate around the application of key interpretations
of provisions within the convention from the UN Committee on the CRPD. This is specifically regarding the
right to equal recognition before the law and to legal capacity (article 12), as well as the right to liberty and
security of the person (article 14) (Committee on the Rights of Persons with Disabilities (2014). Much to the
concern of the authors, the nuanced and complex debate that is needed around articles 12 and 14 appears
to have been reduced in Norway to merits or limitations of forced treatment. It is our opinion that although
important, this has resulted in a narrow and at times polarised debate on the use of force in extreme scenarios that has diverted attention from the urgent and pressing need for people with mental health conditions
and psychosocial disabilities to have access to their rights on an equal basis with everyone else in society.
Rather than urgently exploring ways in which legal capacity can be promoted and that the use of coercion
can be reduced and eliminated, recovery orientated approaches have been parodied as lacking an evidence
base ( Nyttingnes & Rugkåsa, 2021). With such a polarised debate, the core and radical aspects of the CRPD
fail to take hold and current non CRPD compliant clinical practice remains widespread. The CRPD is clear
that people have the right to decide for themselves what treatment and support they wish to receive as part
of their recovery and have the right to be liberty and security of person (UN, 2006).These rights should be
respected, protected, and fulfilled under the national law.
Freedom of choice in treatment and support
QualityRights and the person-centred, recovery orientation it depicts, welcomes all potential forms
of support, that a person may wish to use as a tool to promote health and wellbeing, including medications
and the support of mental health services. It is by extension an initiative with the hallmarks of citizenship at
its core. Within this model is unequivocal however as to whom should decide what supportive interventions
and strategies should be deployed – the person themselves. Recovery is a fundamentally unique experience
and while medications may be a potentially important tool in a person’s recovery, they should not be depicted as the only tools of relevance or import. Nor should they be forced upon people who have been clear
in their opposition to their use. The use of medications should be voluntary and given in the context of free
and informed consent. It is important to acknowledge that incorrect use of medications overmedication or
documented side effects can lead to suffering in themselves (Young, Taylor & Lawrie, 2015), and a person
must have all the information in order to make an informed decision about their treatment. This should not
be revolutionary, controversial, or an approach confined to just some of our mental health services but a
basic tenant of good practice. Nothing in either the CRPD or QualityRights is antipsychiatry or ideologically
opposed to the use of medications. There is an acceptance that medications and the wider therapeutic toolkit
of psychiatry may play an important part in the recovery of many people (WHO, 2019). The authors see this
not as an existential threat to psychiatry but rather as a group of people rightly reclaiming power in their own
lives.
QualityRights calls for the creation of non-discriminatory laws that apply to all of society not just
one group or based on discriminatory attitudes. QualityRights recognises that rampant discrimination and
traumatic practices, carried out under the guise of treatment are in fact a reality for people living with mental health conditions and psychosocial disabilities around the world. Forced sterilisation of women with an
intellectual disability or the provision of invasive and potentially irreversible procedures or treatment without
free and informed consent (Funk & Drew, 2019), is in fact a daily reality and aspect of mental health services
around the world. These injustices are all too often lost in the debate around the impacts of forced treatment
on people's lives. If we are to truly strive to build inclusive societies that promote and respect the rights of all
members then these violations of rights need to be urgently relegated to the history books of the psychiatric
profession.
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Legal capacity and the right to make decisions
The central aspect of article 12 of the CRPD is a person’s right to legal capacity which can be understood as the right to make their own decisions on an equal basis with others. QualityRights and the CRPD
recognise and promote the use of “supported decision making” (see Shula Ramon’s paper in this Bulletin).
This is a radically different model than guardianship or substitute decision making, which in their essence
deny a person the right to make their own decisions. People may require different levels of support based on
their needs, but the model represents a paradigm shift from decision-making based on the perceived best
interest of the person to decisions based on a person's will and preference (WHO, 2019). To comply with the
CRPD, in particular articles 12 and 14, we need to reimagine the way in which we think about and treat people living with mental health conditions, as rights holders who should always retain their legal right to make
decisions. The Quality Rights modules detail how supported decision making, alongside advanced planning,
de-escalation strategies, and Ulysses clauses in the vast majority of cases can avoid the use of coercion. Many
of the core tenants of Quality Rights such as advanced planning and supported decisions making can be
integrated as a good clinical practice throughout mental health services even without changes to the law. An
advanced plan provides essential information as to the will and preference of a person in a time of crisis and
should be a cornerstone of modern mental health practice. There is a pragmatic and realistic acknowledgment that as services and society transform towards CRPD compliance, conflict might occur, and coercive
incidents may emerge. QualityRights gives guidance on how to learn from these incidents and ensure they
don´t occur in the future.
Concluding remarks
This shift to a new model of understanding places the person and citizen in the centre of all decisions about their lives. Furthermore, it empowers the citizen as a person with a right to be included in their
community. Mental health services are viewed as an important tool, among many others, in the armoury of
a person navigating the complexities of a mental health condition or psychosocial disability as well as an opportunity to recover citizenship. It is for the person themselves to decide which of these tools are helpful for
their recovery journey and when they should be deployed. It is imperative that we move away from societies
and services that coerce people into complying with treatments or interventions they do not find helpful.
Particularly when they may recreate the trauma of violence or control that many of our service users have
already been victims of. Freedom, the right to make your own decisions, and taking back control of one’s own
narrative is therapeutic and should be the cornerstone of all modern and progressive mental health services.
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Mental health care in the Czech Republic
For decades mental health care in the Czech Republic was characterized by concentration of care in
big psychiatric hospitals, lack of efficient connection with outpatient clinics and with social services sector.
Influenced by best practices in the Netherlands, the UK and Italy changes were initiated by NGOs in the
90ties of the 20th century mainly with the effort to establish services in community. Since 2013 the reform
of mental health care became part of the governmental agenda and Psychiatric Care Reform Strategy was
launched. In the first phase until 2022 the Strategy is implemented in the form of projects supported by
European Structural Funds in the amount of approximately 1 billion CZK. One of the main outcomes is piloting a network of Community Mental Health teams. Also, strategic steps were made to improve multidisciplinary cooperation and planning of services in regions based on the needs of people with mental health
problems started having visible outcomes. Anti-stigma activities are part of the reform as well. In this article
we would like to offer our experiences with implementing Quality Rights concept in psychiatric hospitals in
the Czech Republic and have a closer look at actions focused on reducing seclusion and restraint measures.
QualityRights audits
The WHO QualityRights Toolkit is divided into five basic themes, each focused on specific articles
of the Convention of Rights of Persons with Disabilities (CRPD): (1) articles 12 and 14 (the right to exercise
legal capacity and the right to personal liberty and the security of person); (2) articles 15 and 16 (freedom
from torture and cruel, inhuman, or degrading treatment or punishment and freedom from exploitation,
violence, and abuse); (3) article 19 (the right to live independently and be included in the community); (4)
article 25 (the right to enjoyment of the highest attainable standard of physical and mental health); and (5)
article 28 (the right to an adequate standard of living).
QualityRights (QR) was chosen as a framework for quality improvement in Czech psychiatric hospitals within a larger scope of the psychiatric reform. In 2017 - 2018 the Ministry of Health (MoH) conducted
QR audits in 17 psychiatric hospitals in its purview. Audit teams consisted of five evaluators: a psychiatrist,
a social worker, a human rights lawyer, a service user, and a researcher. All of them were trained in the use
of the WHO QualityRights Toolkit by WHO experts. Outcomes were published elsewhere (Winkler et al.
2020) with the conclusion that:
"...assessment of the quality of care and adherence to the CRPD in Czech psychiatric hospitals
revealed serious shortages in almost all themes within the WHO QualityRights Toolkit. The
majority of shortcomings are linked to the unsatisfactory state of buildings, the lack of qualified
and thoroughly trained staff, insufficient support for service users’ decisions and preferences, and
insufficient emphasis on service users’ integration into society."
After audits – challenges and successes while implementing changes
The 2018 QR hospital audits were perceived negatively by most staff. They felt being checked by
people with limited clinical experience and/or with different professional background. The perspective of
human rights faced a considerable backlash.
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The Ministry of Health (MoH) employed a team of part-time quality managers to initiate changes to
address the audit findings. See more here: https://qualityrights.org/in-countries/czechia/ In typically change
resistant hierarchical organizations that hospitals are and given the above-described context, their role was
extremely difficult and achieving sustainable changes loomed to become a challenge.
In those hospitals where the quality manager succeeded to establish working relationships with
members of line management, the initial focus was to raise at least some motivation in key medical staff. The
institutional pressure on hospital management (from the MoH) seemed half-hearted and the medical staff
is usually shielded from pressure by other external institutions involved in adherence to respect for human
rights in health facilities (Czech ombudsman, CPT). The needed compliance could therefore only arise from
applying persuasion by the quality managers to those staff open to change empathizing with patients and
sensitive to human rights issues.
Building on fragile relationships and motivations, it was also necessary to mitigate the negative perception of the QR project and create a constructive and creative spirit in the change efforts. Education and
development seemed to be a more promising overall approach than control, especially in the long-term perspective. The online QR education provided by the MoH team helped to give some legitimacy to the topic of
human rights, but the half-hearted MoH stance and Covid limitations weakened its change potential. However, quality managers were not limited in their own internal change initiatives, and they could use whatever
strategies they saw fit in their specific circumstances. In the following examples, we proceed from easier
change efforts to more challenging ones.
Processes of change
Standard of living (part of Theme 1 of the QR toolkit) seemed easier to grasp. Unless rigid insensitivity is there, it is intuitive for medical staff to pursue improvements in living conditions for patients. However,
ward managers often seem to delegate responsibility for this issue to operations management. These are persons responsible for construction, repairs, and maintenance of buildings, not exerting pressure for improvements or not presenting their needs altogether. Operations have a hard time prioritizing between departments and both groups lack a benchmark for grasping the human rights issue with respect to patient groups
and medical services. QR offers a solution here. It provides a framework for assessing the living standard and
setting a benchmark for types of psychiatric wards based on patient needs, duration of hospitalization etc.
In Psychiatric Hospital Horní Beřkovice the MoH quality manager asked the nursing top management to
participate in a hospital wide QR Theme 1 ward audit aided by an external expert (member of the 2018 QR
audit team). The head nurses conducted mutual audits under expert supervision resulting in a complex rating
of all hospital wards on QR Theme 1 standard of living criteria. Operations managers also participated in the
audit and were provided with the results. These now serve as a guidance for decision making related to construction and repair planning, and also to building prioritization in the process of institutional care reductions related to nation-wide reform. Even when safety issues were raised, solutions often could be found, for
instance safety locks were installed on patient toilettes to improve comfort.
The daily regime and ward rules (also mostly in Theme 1 of the QR toolkit) was a much tougher challenge. The operation of a typical psychiatric ward is a source of many human rights limitations with considerable impact on the living conditions of patients. Though often unnecessary, the various rules and limitations
are strongly held in place by established processes and customs, reflected in documentation, and related to
staff skills. Operational blindness dulls the felt need for suggested changes. Change efforts in this area were
hard to sustain and tended to circle back to established practice.
Centre for Mental Health Care Development conducted a research study financed by MoH (Lukasová
et al. 2020) focused on mapping the regimen practices used in psychiatric wards. It found a surprising diversity in problematic topics like locking bedrooms and bathrooms, access to fresh air, use of mobile phones and
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devices, coffee and smoking regulations, visits of family etc. Describing the overall colourful picture including some good practices offered an opportunity to circumvent many sources of resistance. It also helped to
support the change initiatives with professional ethos.
In Psychiatric Hospital Horní Beřkovice a workshop was conducted with authors of this study, simply
discussing the good and bad practices in this area with head nurses and some voluntary psychiatrists. When
changes were implemented in some departments, the “spell was broken” and dissemination ensued. This
was particularly important with safety related issues such as unlocking bathrooms in acute departments for
longer periods during the day. A personal example of an acute department head nurse who “loosened” many
rules and regulations provided a strong impulse.
Seclusion and restraint (part of Theme 4 of the QR toolkit) was a particularly challenging, controversial, and highly safety-loaded subject. Inadequate acute department staffing, unsuitable department premises,
unavailable conflict management training – such factors were making the issue even more fragile and opposition to changes was resolute. Pervasiveness of the problem can be seen on the fact that MoH itself rather
chooses to overlook the issue. It issued an official guidance on restraint and seclusion in 2018. Though not
widely implemented in many respects, no pressure or follow up was visible. The “unrest injection” was considered a restrain only here and there, debriefing after restraint is still uncommon etc.
MoH online QR workshops raised awareness of the issue a little, but one could hardly expect this to
bridge the gap between human rights theory and established restraint practice. Also, Safewards toolbox was
translated into Czech during Covid by Centre for Mental Health Care Development, offering some practical
tools of conflict prevention and de-escalation. Though not actively promoted by the MoH, it was disseminated on its quality management platform providing a framework for addressing the QR Theme 4 tough
restraint benchmark. Practical Safewards implementation in acute departments was attempted by some, but it
showed to be surprisingly difficult and is only partially implemented in a few departments today.
In Psychiatric Hospital Horní Beřkovice the MoH quality manager (also hospital employee) was
granted management support to set up a continuous internal project focused on limiting the use of restraint
and seclusion. Head nurses of relevant wards formed a team meeting on a semi-regular basis. The meeting
agenda involved analysing monthly restraint and seclusion statistics, discussing reasons behind observed
changes, exploring the rightfulness of indications and opportunities in the nursing care. Safe- wards tools
were presented one by one, but not forced. The quality manager also ensured that all arising educational
opportunities are offered to the nurses. In 2019 for example, MoH together with WHO organized a deescalation training conducted by British trainers followed up by consulting on ward premises. Currently the
acute ward staff participates in a Norway funded project focused on conflict prevention and de-escalation
described below in more detail.
The strategy thus combined keeping continuous focus on the restraint and seclusion issue while providing opportunities for relevant education and development. Results are apparent in the statistics and visible
progress was achieved. In 2020 the number of restraints applied in the hospital dropped by 48% compared to
the previous year, time spent in restraint dropped by 36%. Number of seclusions dropped by 30% and time in
seclusion dropped by 16% over the same period. The decline continued during 2021 and recently stabilized
on much lower numbers. The use of pharmacological restraint is now recognized as a restraint method by
psychiatrists and appears in the restraint statistics.
Recent developments and opportunities
QualityRights audits conducted in Czech psychiatric hospitals highlighted the topic of quality requirements inherent in CRPD. The report (Winkler et al. 2020) brought a complex overview of the many
problematic aspects of care in these facilities. However, the audits were perceived as detached from clinical
reality by majority of hospital staff. External assessment is a powerful tool to provide an overview and global
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picture, but at the same time it may provoke resistance. Despite occasional local successes, a lot remains to be
done. The emotionally loaded media debate flaring up now and then in the Czech Republic together with a
more convincing stance of national healthcare authorities might provide a drive needed to further push the
issue.
Several targeted activities were conducted by the Ministry of Health in collaboration with the WHO
as a follow up to the QR audits (WHO 3-day training in de-escalation techniques, WHO online training on
rights-based mental health services). These activities were accepted much better by the medical staff of acute
wards. A new guideline on seclusion and restraint was elaborated in 2021 on the MoH quality management
platform and is now available to MoH for official distribution. It translates many restraints related issues into
guides and tools that should be perceived by most hospital staff as sensible and realistic. Since 2022 cage beds
are not mentioned in the law among restraint methods. It effectively means, that cage beds are not considered
to be legal, and their usage was stopped in all health facilities in the Czech Republic.
An in-depth qualitative study of using restraint measures in psychiatry was conducted in 2019 with
MoH support (Říčan et al., 2019). The findings stressed negative experiences of patients. Many of them felt
humiliated and traumatized. However, the research also highlighted the difficult situation of medical workers. They are often under-staffed, under pressure and with minimum external support, working according to
the traditions of the ward. Based on these findings we want to highlight the necessity of multiple training and
study visit opportunities to reduce conflicts on wards and the resulting need for restraint measures. We argue
that the supportive approach towards people who are directly (doctors, psychologists, nurses) and indirectly
(managers) involved in using seclusion and restraint measures can empower staff and be a powerful leverage
to change.
As an example of this approach, we shortly describe a project by Centre for Mental Health Care Development supported by Norwegian grants financial scheme.
The project titled "Education for improving human rights situation of people with mental health
issues" was submitted in cooperation with the Ministry of Health and is in line with the National Mental
Health Action Plan 2020 – 2030. There are 6 psychiatric wards engaged voluntarily and the project is conducted in partnership with the University of South-Eastern Norway. The aim of the project is to reduce the
frequency of restraint use by 6 % in participating wards. This will be achieved by provision of study visits
in Norway, training in de-escalation skills and training in Safe-wards interventions. Following the trainings
each facility will develop its own plan to reduce seclusion and restraint use. The idea is to strengthen the
supportive and safe environment, focus on conflict prevention and management in psychiatric wards and
create examples of good practice that would inspire other wards. The training program for de-escalation and
Safe-wards will be piloted with support from Denmark and after accreditation it will be available to medical
staff of acute wards elsewhere. Special support will also be provided to hospital managers to influence their
attitudes and strengthen their competence to support necessary changes to reduce the rate of seclusion and
restraint. This action is also an example of international cooperation on a highly important topic.
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Brief info about the Lithuanian context regarding health and welfare services and mental health services
specifically
The right of the individual to the highest attainable standard of physical and mental health is protected in the UN Convention on the rights of persons with disabilities (CRPD) Art. 25 obliges states the
need to take all necessary measures to ensure that a person’s disability situations do not prevent them from
achieving the best possible health. The state is committed to providing safe and high-quality human rights
services to those receiving treatment for mental health problems. This right is protected by the provisions of
Paragraph 1 of Article 53 of the Constitution of the Republic of Lithuania, which establishes that the state
takes care of people's health and guarantees medical assistance and services in case of illness. The law establishes the procedure for providing free medical assistance to citizens in state medical institutions.
Even though the health status of the Lithuanian people has improved over the past ten years, it remains well below most EU countries, and the difference between men and women is large. Health expenditure in Lithuania in 2019 is comparatively low, at just under EUR 1 900. It has grown slightly faster than
the EU average over the past years, but when measuring as a share of GDP, health spending in Lithuania
remained quite low, at 7.0 %, compared to the EU average of 9.9 % (OECD, 2021).
Yet, part of the health budget allocated to mental health is even decreasing from 5,1 percent in 2015
to 4,6 percent in 2019 in Lithuania. The country spends less for mental health care as a proportion of governments health expenditures then the OECD average 6,6 percent (OECD, 2021).
The updated Lithuanian Health Strategy for 2014–2025 seeks to make the Lithuanian residents
healthier and live longer, improve the residents’ health, and reduce health disparities by 2025. The four goals
of the Health Strategy are as follows: creation of a safer social environment, reduction of health disparities
and social exclusion; creation of a health-friendly physical working and living environment; shaping healthy
lifestyle and its culture; achievement of a quality and effective health care, focused on the needs of the residents.
The Ministry of Health is responsible for formulating health policy and regulations; monitoring
population health; licensing providers and health professionals; governing the NHIF; and managing the
network of subordinated institutions, including some providers.
The Lithuanian health system is organised around a single payer – the National Health Insurance
Fund (NHIF) – which purchases services on behalf of the insured population and aims to cover all residents. In 2020, 99 % of the population were covered by compulsory health insurance (OECD, 2021). People
who are employed and self-employed, as well as some other groups (such as farmers, artists, and small business owners) make mandatory contributions. The non-working population is insured by the state.
In 2019, only 46 % of the Lithuanian population reported being in good health – the lowest rate in the EU.
Very high suicide rates, usage of alcohol and other psychoactive substances reflect aspects of poor mental
health among the Lithuanian population. Mental and morbidity behavioural disorders constitute 11.2 percent population (313,664 persons).
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According to the WHO Global health estimates (2019) 11,7 percent of population with mental and morbidity behavioural disorders affecting DALYs (disability- adjusted life years) due to the disability. In 2019, the
Mental Health Act (Law on Mental health care, 2019) was amended to improve regulation of mental health
care provision. The changes sought to improve access to mental health services at the community and primary care levels. The law establishes a comprehensive (team-based) model for providing personal mental health
care services, a priority of non-medical treatment and offering closer assistance without disrupting a person’s
daily routine.
The implementation of the Lithuanian mental health care reform included reducing the number of
inpatient psychiatric beds and establishing municipal mental health centres. In 2021, in Lithuania there were
107 municipal mental health centres employing expert teams: psychiatrists, children’s and adolescent psychiatrists, medical psychologists, social workers and mental health nurses. Providing mental health outpatient
assistance on the primary level enables to make mental health assistance more easily available to the residents
and improves its quality.
According to information from the Ministry of Health, funding from the State Health Insurance Fund
(2019) was divided as following: 52,2 mln. (68%) Euro for inpatient treatment in the hospitals, 7,1 mln Euro
for outpatient mental health services and 17,9 mln Euro for primary mental health care services. More than
50% of all specialized services (excluding primary care) are inpatient services. It demonstrates the imbalance
of available services and does not correspond human rights-based approach to mental health, which is based
on community services.
The new Mental Health Care Law seeks to strengthen the protection of human rights through increased transparency and objectivity in the process of involuntary hospitalization of people with mental and
behavioural disorders. The Description of Involuntary Hospitalization and Involuntary Treatment of Patients with Mental and Behavioural Disorders is detailing the procedures for involuntary hospitalization and
involuntary treatment, and the conditions under which involuntary hospitalization or involuntary treatment
is possible, patient information and consent procedures, and other relevant aspects. The Description specifies
the procedures and forms to be used for involuntary hospitalization and involuntary treatment and establishes the procedure for monitoring. Unfortunately, aligning the new provisions of the Mental Health Care Law
with the existing provisions in the Civil Code (Civil Code, 2016), involuntary hospitalization and/or involuntary treatment has been even expanded. The envisaged criteria for involuntary hospitalization of a person
are determined as real threat to his or her health or life, or the health or life of other persons, or significant
damage to the property. Such extension of involuntary hospitalization and treatment is not in line with the
provisions of the CRPD.
The system of residential care institutions in Lithuania is an organized, large, and powerful system,
that has been formed during the Soviet times and still functions despite criticism for human rights violations
and irrational use of financial resources. Currently this is the main form of care for persons with intellectual
and/or psychosocial disabilities who are in need of a long-term care (Genienė, Šumskienė, 2016).
According to the data from the Department of Supervision of Social Services under the Ministry of Social
Security and Labour, in total there are 196 facilities providing social care services in Lithuania (2021), taking
care of 13 300 elderly persons and persons with disabilities Whereas specifically for persons with disabilities
long-term social care services were provided in 31 state facilities accommodating more than 6 000 residents
at the beginning of 2020 (Ministry of Social affairs and Labour 2021). On average, social care institutions in
Lithuania host from 100 to 400 residents, and, as a result, are far from home type services.
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The issue of deinstitutionalisation
1
Deinstitutionalisation processes started still in 2014, yet had been slow in Lithuania. Nevertheless, there are
some concerns that too little attention and financing is directed towards the creation of actual independent
living schemes. In Lithuania community-based accommodation services for people with mental health problems are extremely limited and primarily consist of group home placements that are available for a fraction of
those using residential care. With a plan in progress to build 50 group living homes around the country (10
people living in one setting with the help of staff), which is considered a large proportion in comparison with
community-based services promoting independent living, which is promoted and supported by CRPD.
Even for these structures, there were numerous acts of resistance from local communities manifested, which
indicates lack of systemic preparedness for deinstitutionalisation process and proper tackling stigma and
discrimination in the society.
Monitoring of human rights of persons with disabilities in Lithuania
After ratification of the CRPD in 2010, Lithuania has been obliged to strengthen its institutional
mechanisms for monitoring of the rights of persons with disabilities. With regards to monitoring of the
implementation of human rights of people with disabilities, non-governmental organisations have always
been the most active in continues assessments and monitoring being performed, including in social care
institutions and/or psychiatric institutions2. Human rights monitoring in social care homes and psychiatric
hospitals is performed also by Seimas ombudsmen office which since 2014 has function of National preventive mechanism assigned to them by law in the framework of the Optional Protocol to the United Nations
Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment by Seimas
Ombudsmen Institution3. In performing this function, the Seimas ombudsmen regularly visit various places
of deprivation of liberty. Such monitoring, with regular visits to places of detention and the presentation of
recommendations is effective means of preventing human rights abuses and is an excellent way of improving
the conditions of detention.
But due to large number of detention places in Lithuania (about 450), the attention to psychiatric
hospitals and social care homes might be limited, especially during the period of lockdown, when closeness
of such institutions is even greater.
On July 1, 2019, following the entry into force of the amendments to the Law on Equal Opportunities,
the Commission for the Monitoring on the Rights of Persons with Disabilities was established4 under the Office of the Equal Opportunities Ombudsperson was established aiming at monitoring the implementation of
the CRPD.
In 2016, the UN Committee on the Rights of Persons with Disabilities (hereinafter – the Committee)
provided recommendations to Lithuania with regards proper implementation of the Convention. Committee recommended “to improve monitoring and inspection of social care homes and psychiatric institutions
to prevent violence against and abuse of residents with disabilities”; “ensure that persons deprived of liberty
have access to independent complaint mechanisms”; “collect disaggregated data and designate independent authorities to monitor services and facilities” to properly implement art. 16 (Freedom from exploitation,
violence and abuse) of CRPD.
1 National Deinstitutionalisation project website https://www.pertvarka.lt/
2 2003-2006 year European Commission project “Prevention of torture. Support and rehabilitation for persons in closed type institutions (prisons, police, psychiatric hospitals and social care institutions) in Latvia, Estonia, Lithuania and Kaliningrad region”, Report
„Human rights in mental health care in Baltic States“, Vilnius, 2006 m.; 2007-2010 year European Commission funded project “Institutional treatment, Human rights and Care assessment” (ITHACA); Rights of persons with disabilities. Human rights implementation
overview in Lithuania in 2007, 2008 and 2009-2010, 2011-2012, 2013-2014 reports, prepared by Human rights monitoring institute.
3 Seimas Ombudsman office website https://www.lrski.lt/veiklos-sritys/nacionaline-kankinimu-prevencija-nkp/
4 Commission for the Monitoring on the Rights of Persons with Disabilities https://lygybe.lt/lt/naujienos/kontroliere-subure-pirmajazmoniu-su-negalia-teisiu-stebesenos-komisija/1127
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To ensure the proper implementation of art. 19 ( Living independently and being included in the community) of CRPD the Committee recommended to “adopt an adequately funded strategy for deinstitutionalization ensuring a range of community-based services for the social inclusion of persons with disabilities,
[…] including their right to live independently in the community; […] eliminate excessive waiting time for
receiving support services by investing in developing new services and rendering existing services accessible
and inclusive and ensure that persons with disabilities have access to sufficient financial resources for independent living and improved access to accessible services in the community”(Unites Nations Committee on
the Rights of Persons with Disabilities, 2016). Yet, the number of persons with disabilities in long-term care
institutions are not decreasing and there is a constant waiting list for referral to social care homes. According to data of January 30, 2019 in total 428 people were waiting in line to enter care institutions (Grigaitė,
Jurevičiūtė, 2019). A significant part of people with disabilities living in institutional care are relatively selfsufficient and could live in community with necessary support. Meanwhile the community services as alternative to inpatient care are underdeveloped in terms of both availability, supply, and quality. In the absence
of functioning network of community-based care services, an individual with limited independence and no
sufficient services usually has no choice but to stay in an inpatient care facility. (Pūras, Šumskienė at al, 2013).
All the above-mentioned situation highlight the need for constant independent monitoring of mental health care institutions and human rights of persons receiving services there as they continue to be the
monopoly of provision of long-term care for persons with disabilities in Lithuania. Since "some of the worst
human rights violations and discrimination experienced by people with mental disabilities, intellectual disabilities, and substance abuse problems is in health-care settings. … quality of care in both inpatient and
outpatient facilities is poor or even harmful and can actively hinder recovery. The treatment provided is often
intended to keep people and their conditions ‘under control’ rather than to enhance their autonomy and improve their quality of life" (World Health Organization, 2012).
WHO QualityRights toolkit
WHO QualityRights toolkit was developed based on the United Nations Convention on the Rights of
Persons with Disabilities (CRPD) as the basis for human rights standards that must be respected, protected
and fulfilled in facilities.
Disability organisations5 were active with regards to implementation of the CRPD, as well as with development, piloting and using the WHO QualityRights toolkit from the very beginning. Lithuanian national
expert team was organised6 for participating in the WHO project for adults with psychosocial and intellectual disabilities living in institutions in the European Region7. It was active since 2017, when QualityRights
assessments were conducted in 75 facilities across 24 WHO Member States and also Kosovo. A report was
published following this project: Mental health, human rights and standards of care. Assessment of the quality of institutional care for adults with psychosocial and intellectual disabilities in the WHO European Region
(World Health Organisation, 2018).

5 Association “Lithuanian disability forum”, NGO “Mental health perspectives”, etc.
6 Nijolė Goštautaitė Midttun, Ugnė Grigaitė, Dovilė Juodkaitė and Karilė Levickaitė
7 At the request of Member States, the WHO Regional Office for Europe undertook an assessment of current practices and shortcomings in institutions that provide long-term care for adults with psychosocial and intellectual disabilities. In phase 1, all Member States
in the European Region were invited by the Regional Director to complete a survey of institutions that provide long-term care for adults
with psychosocial and intellectual disabilities. The survey was administered in the 31 participating countries and Kosovo. In this phase
2 of the project, the quality of care and protection of human rights in selected institutions in over 20 countries in the WHO European
Region were rated with the WHO QualityRights toolkit.
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Quality Rights in Lithuania
As part of the WHO project three social care homes were selected in Lithuania for assessment in
2017/2018. The selection of social care homes was based on the number of residents (the largest social care
home was included), the territorial (big city, or suburban territory), state owned or municipal level social care
home.
Main results of the monitoring of social care homes in Lithuania reveal that there is lack of knowledge
and understanding of mental health and human rights protection among the administration and staff of facilities. There is a lack of ways to personalise care and recovery, and lack of rehabilitation (and even employment) activities in most of the evaluated institutions. There is also lack of legal assistance or representation
for persons living in long-term care institutions. Due to the lack of alternative services in the community,
there is quite big number of persons in institutions that could be living in community with relevant support.
After the assessment of three social care homes general recommendations were presented to the Ministry
of Social security and labour, as well as targeted recommendations were discussed with all three social care
homes. General recommendations revealing overall situation of evaluated institutions, highlight that staff
training and exchange of good practice are needed, especially in the areas of human rights, recovery, and
independent living.
There this a need for additional social services for people with mental disabilities to emerge for better
integration in the community, including cooperation with municipal social services. Increased efforts to help
service users understand their rights, to help contact legal services whenever they want and without censorship.
Isolation and restraint must not be used, personnel must be trained in appropriate de-escalation techniques
and procedures. More attention needs to be paid to professional and employment activities, especially given
the large number of people working informally.
Phase 3 of the project was foreseen for introducing quality improvement measures within the evaluated institutions. In 2018/2019 with the support of national expert team members targeted trainings and
development of plans for implementation of recommendations provided were introduced in two social care
homes in Lithuania.
After the participation within WHO Regional office project, national experts were very active in promoting the WHO QualityRights toolkit to be used on national level for monitoring of institutions for persons
with intellectual and mental disabilities. NGO representative experts were actively suggesting both for Ministry of Social security and labour and Ministry of Health care to include the specific measures for promoting human rights approach in social care and mental health care systems, supporting deinstitutionalisation
process and mental health care reforms.
By the current leadership of Ministry of Health care national experts8 were invited to conduct the
assessment of two psychiatric hospitals in 2021. The full assessment procedure following the QualityRights
toolkit principals and stages was performed, conclusions and recommendations presented to all the stakeholders. In 2022 the continuation of the monitoring exercise and assessment of Lithuanian psychiatric institutions is planned further, as well as planning of quality improvement measures within the evaluated institutions.

8 At the request of Member States, the WHO Regional Office for Europe undertook an assessment of current practices and shortcomings in institutions that provide long-term care for adults with psychosocial and intellectual disabilities. In phase 1, all Member States
in the European Region were invited by the Regional Director to complete a survey of institutions that provide long-term care for adults
with psychosocial and intellectual disabilities. The survey was administered in the 31 participating countries and Kosovo. In this phase
2 of the project, the quality of care and protection of human rights in selected institutions in over 20 countries in the WHO European
Region were rated with the WHO QualityRights toolkit.
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To conclude, there is a political will to strengthen human rights-based approach within mental health
care services in Lithuania. For the upcoming years (till 2030), there are systemic solutions proposed to be
implemented, that include: Recovery paradigm implementation; strengthening of person-centered and
follow-up care services; testing and implementation of quality assessment tools; assessment of human rights
principles and methodological assistance to institutions; Psychological adaptation and systematization of
assessment tools. WHO QualityRights assessment toolkit is proposed to be used for evaluation of quality of
mental health services and human rights standards in Lithuania in mental health institutions.
human rights faced a considerable backlash.
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QualityRights and the Brazilian psychiatric reform: common ground
The violation of rights of people with psychosocial, intellectual, and cognitive disabilities is a reality and discrimination, stigma and violence take place in various places, including in mental health services
(Drew, 2011). In response to this situation, in 2012 the WHO QualityRights Initiative was launched to
“unite and empower people to improve the quality of care in mental health and related services and to promote the rights of people with psychosocial, intellectual and cognitive disabilities” (World Health Organization) In line with the United Nations Convention on the Rights of Persons with Disabilities (CRPD), this
initiative is working to provide “practical solutions to promote inclusion, legal capacity, and non-coercive
approaches in mental health” (Funk & Bold, 2020, p.69)
This starting point – the refusal of any kind of violence against people with mental health problems,
as well as the affirmation of their rights of citizenship – is shared by the Brazilian psychiatric reform process, which beginning dates from the end of the 1970s with mental health workers denouncing the terrible
psychiatric hospital practices and conditions. After the National Constitution promulgation in 1988, within
the scope of the Unified Health System (named Sistema Único de Saúde – SUS), the implementation of the
Brazilian mental health policy & services as a State Policy began.
Brazilian mental health policy has as key features being rights-based, orientated to deinstitutionalization and to paradigm shift, having the right to freedom as its cornerstone. It is sustained by legislation,
technical & administrative norms and by a civil society movement for psychiatric reform, the luta antimanicomial, crucial in pushing up the human rights agenda (Brasil et al., 2005). Focused on people with mental
problems, psychosocial disabilities and people with problems and needs associated with alcohol and drug
abuse, this policy aims to provide continuous and comprehensive care and practices through the mental
health care network, named Rede de Atenção Psicossocial (RAPS). This means a life course community
approach, developing person-centred actions and meeting individual and collective needs of a community
through a diverse range of community-based services, strategies and programs. Throughout the years, the
mental health policy became increasingly sophisticated to meet peoples’ needs and rights.
It can be said that human rights are inherent to the Brazilian psychiatric reform paradigm. Therefore, the proposal of WHO QualityRights Initiative finds a common ground with it.
QualityRights in Brazil: what has been done
1)Improving the quality of people’s rights with the WHO QualityRights toolkit: assessing and improving
quality and human rights in mental health and social care facilities
From the comprehension of the necessity of mental health network quality consolidation, which “is
linked immediately to conditions to respect, promote and protect human and civil rights” and “the quality

37

June 2022 - WAPR E-Bulletin

WAPR BULLETIN Nº 48								
of relationships” (Brasil et al., 2015, p. 214), the National Coordination of Mental Health, Alcohol and other
Drugs of the Ministry of Health translated to Portuguese the WHO QualityRights toolkit (Brasil et al., 2016).
Its implementation proposal was discussed in Brazil on various occasions, such as the regional meeting of users of mental health services in the Americas in 2013, the QualityRights Cultural Adaptation Workshop and
the Collegiate of Mental Health Coordinators, both in 2014; in all these opportunities, the proposal received
an “excellent reception from managers, professionals and RAPS’ users” (Assis et al., 2014, p. 115). At the time,
the aim was to implement the WHO QualityRights toolkit at all Health Care Networks' services of 100% of
the municipalities above 200,000 inhabitants, and to promote capacity building of associations and mental
health movements on the QualityRights proposals all over the country (Assis et al., 2014).
However, these and other institutional projects were interrupted due to changes in the national
mental health policy after democracy was shaken in 2016. Since then, there is no register of using the WHO
QualityRights toolkit at management-level. Nevertheless, there are studies (Pitta et al., 2015; Soares, 2016;
Braga, 2018; Moll et al., 2021) and reports (Conselho Federal de Psicologia et al., 2020) that address the
WHO QualityRights toolkit, and there is knowledge of materials that inform its use to evaluate services
(Guerrero et al., 2019; Ministério Público do Estado do Rio de Janeiro, 2020).
Considering the ones that inform the evaluation of mental health services using the WHO QualityRights tool kit, Guerrero et al. (2019) report that, in qualitative research with the purpose of identifying the
main strategies and actions to promote protagonism and exercise of rights, two Centros de Atenção Psicossocial (CAPS) for adults were evaluated. The results revealed that CAPSs present initiatives to strengthen users’
participation on own personal care pathway and on the service and develop actions to defend their rights; the
development of work and income generation actions as a guarantee of basic rights was also identified (Guerrero et al., 2019).
In a legal document from Rio de Janeiro Public Prosecution Office requesting the closure of a psychiatric hospital entrance door, it is informed that a psychiatric hospital was evaluated with the WHO QualityRights toolkit and the results stress the institution did not meet minimum quality standards, nor the legal
and normative parameters of Brazilian mental health policy (Ministério Público do Estado do Rio de Janeiro,
2020). The evaluation observed “a true violation of the right to come and go of such citizens, who are restricted to the confinement of the hospital environment and subject to daily survival conditions full of all kinds
of deprivation and degradation” (Ministério Público do Estado do Rio de Janeiro, 2020, p. 21). Worth mentioning that, with support of this legal action, a process of closing this psychiatric hospital, conducted by the
Mental Health Coordination of the State of Rio de Janeiro, began. The State of Rio de Janeiro implemented
four new Serviços Residenciais Terapêuticos (SRT), which are independent living facilities for people who
once had a long length of stay in a psychiatric hospital, and a fifth was renovated; measures were taken to
strengthen the community mental health network in eight municipalities. With these changes along with actions for family reintegration, all previously hospitalized people returned to a life in the community and this
psychiatric hospital was permanently closed in January 2021(Ministério Público do Estado do Rio de Janeiro,
2021).
Finally, a last assessment with the WHO QualityRights toolkit – not mentioned before – refers to the
evaluation of a CAPS described in the WHO Guidance on community mental health services (World Health
Organization, 2021), presented below.
2)Brazilian network and services featured in the WHO Guidance on community mental health services: promoting person-centred and rights-based approaches
Among the twenty-two mental health services and three service networks from different countries
described in the document as examples of good practices because guided by people's needs and guaranteeing
their rights, are CAPS, which are community-based mental health centres, and the Brazilian mental health

38

June 2022 - WAPR E-Bulletin

WAPR BULLETIN Nº 48								
network itself.
As for principle, all CAPS use a rights-centred and people-centred approach, have an open-door
policy, work with the territory and are substitutive to psychiatric hospital practices & logic. In CAPS, care is
based on one’s own Projeto Terapêutico Singular (PTS), which is a person-centred plan written by the mental
health service user and the users’ 'reference practitioner' – who is a designated team member most familiar
with the users’ personal history, needs and wishes.
To exemplify a human-rights oriented practices held on CAPS, the document describes the CAPS
Brasilândia, a 24h/7days service that serves a population of 430,000 people as is focused on adults with mental health conditions (World Health Organization, 2021). The CAPS Brasilândia has as key features: a) not
referring individuals to psychiatric hospitals in any situation; b) having working groups to drive the service
counting with users’ participation; c) checking the local emergency health service bed map daily to monitor
if anyone has been taken to the emergency due to mental health reason and, in case it happened, the centre
look to have the individual discharged and care is provided at community-level; d) having a ‘vulnerability rating’ of needs complexity level to look after individual situations and define care-presence intensity; e) having
a framework designed to follow up of specific challenging and crisis situations, mapping out users' needs to
define personal care actions (World Health Organization & Brazil, 2021).
The CAPS Brasilândia was evaluated in 2020 using the WHO QualityRights toolkit through observation and review of service documents; results presented are based on observation and document analysis.
Additionally, within the perspective of listening to the users’ and staff ’s point of view about the centre, interviews were conducted with four users and four professionals, addressing WHO QualityRights toolkit themes
(World Health Organization & Brazil, 2021).
The assessment revealed the service has “practices consistent with an approach to the protection and
promotion of human rights”, even though “in all five themes evaluated, improvements in quality criteria
and standards can be made” (World Health Organization & Brazil, 2021, p. 2). The CAPS Brasilândia has a
home-like atmosphere, service users are supported in their needs, have voice in the service's practices and
community inclusion is promoted. Regarding prevention of violence, there were no reports of violent or even
disrespectful incidents. The service engages with the community and support users on accessing rights. Two
service users interviewed resumed what this CAPS is:
"CAPS is a place where we have affection, medicine, food, and support. If I happen to have an
outbreak and stay in a hospital, at the same time they will know and they will bring me here, close
to my friends. They won't let me stay there. Here we go for a walk, we do activities. People get here
and recover faster because they are treated with humanity" (World Health Organization & Brazil,
2021, p. 30).
The WHO Guidance on community mental health service also exemplifies the RAPS for its defence,
promotion and guarantee of rights. Brazilian mental health services network main guidelines are providing “rights-driven quality services”, “person-centered and needs-focused care and actions” and “promotion
of people's autonomy, social inclusion and participation, rights of citizenship and freedom” (World Health
Organization, 2021, p. 31).
To present how mental health network woks at the municipality level, the Campinas’ network design
and practices was described; with a population of approximately 1.2 million people, some key features of
Campinas’s mental health network are: being entirely community-based, having a range of services designed
to provide day and night care even during crisis and complex situations, having closed all psychiatric hospital
beds, and not referring people to psychiatric hospitals in any situation (World Health Organization, 2021).
In research published in 2018, it was found that 95% of Campinas’ CAPS users reported not having had any
psychiatric hospitalization after attending Campinas’ CAPS; 73% reported seeking CAPS during crisis and
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0% reported seeking a psychiatric hospital (Onocko-Campos et al., 2018).
3)WHO QualityRights Initiative core principles: alignment with the Brazilian mental health policy and services
WHO QualityRights Initiative points out that the development of mental health services aligned
with the rights of people with psychosocial disabilities “depends on a number of key human rights principles
in the mental health care context, namely, respect for legal capacity, non-coercive practices, participation,
community inclusion and the recovery approach” (World Health Organization, 2021, p. 06). Considering the
WHO QualityRights Initiative principles, it can be said that the Brazilian mental health policy, network and
services comprehend them as follows:
- Respect for legal capacity:
The respect for legal capacity is the start point of mental health policy & services through the recognition of the rights of citizenship of people with mental health conditions. Services support and encourage individuals to make decisions, to positively take risks and to work on their personal life projects;
peoples’ points of view are legitimated and valued.
- Ending coercive practice:
To break out with violent practices, including denying freedom, is also at the core of Brazilian mental health policy. Community-based services practices looks for dialogical practices, negotiating and
mediating relationships in daily life at the community-level. Practices are orientated to transform
social relations and to redistribute power, which are the baseline to avoid coercive actions. Also, to
open dialogues, to deal with conflicts and to transform the service itself, a strategic practice in CAPS
is holding assembles.
- Community inclusion:
By mapping and activating community-territory resources, that goes from intersectoral projects on
education and work to neighbourhood relations and community leisure initiatives, mental health services seek to open opportunities for people to be included in everyday day life and to enjoy rights. The
idea of “territory”, beyond geographical location, comprehends the action of recognizing the dynamic,
values, and culture of a community, engaging with them. This is understood as key to create real conditions for enhancing social cohesion.
- Recovery approach
Every individual has one person-centred plan, the PTS, which may share some elements with the
recovery approach, but it has a different foundation and perspective; therefore, it cannot be said the
recovery approach is part of Brazilian mental health network’ practices. The PTS is focused on one’s
personal history, needs and plans, also involving network support and resources available within the
community-territory context, aiming the rights of citizenship promotion, including the right to care;
care provision and rights promotion are necessarily intertwined in all strategies designed and developed within the scope of community social relations. Planning and developing a PTS involves assuring care, as well as expanding autonomy and social participation through changing power imbalance
in social relationships, guaranteeing peoples’ exercise of rights. Frequently, the perspective of rehabilitation as citizenship is integrated within services practices, being reflected on one’s PTS.
- Participation
Enhancing participation of people with mental health problems is a goal from the service to the management level. CAPS users participate on their own PTS and collective issues are debated in assemblies. At health services in general, under the SUS, a consultation group for taking high-level public
policy decisions is established and counts with service users’ participation. At the network level of a
municipality or region, mental health forums are held. At management level, participation of people
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with mental health problems is key to debate and propose mental health public policy and guidelines
at the municipal, regional, and national mental health conferences held from time to time in Brazil.
Besides all these, services’ practices aim to redistribute power and to transform social relations in daily
real-life contexts, meaning that peoples’ social participation is strengthened at the community level,
which is crucial for rights to be lived in everyday life. Finally, beyond institutional structures, people
actively participate in the civil society movement luta antimanicomial.
What is next?
Despite significant advances in Brazil mental health policy & services, important challenges to promote and guarantee human rights of people with mental health problems endure. Barriers goes beyond
services and practices, going from the social inequity and racist and misogynistic structural relationships to
the present political setbacks and dismantling of general health and mental health policies. These setbacks
include mischaracterization of primary health care organization, reduction of funding for community-based
services, growing investment in total institutions for people with problems related to drug abuse, and reintroduction of psychiatric hospitals as part of the mental health policy (Cruz et al., 2020).
Hence, maintaining and advancing the human rights agenda is related to resisting these setbacks, as
well as formulating strategies to address country's structural problems. Surely, many and varied are the actions necessary for this. At the present time, all of them, aiming to ensure a dignified life for all, involve one
and the same: the defence of democracy – action to be carried out by different actors and levels, including
the community-based mental health services themselves since the quality of services and of people's rights is
related to the quality of democratic relationships within these services.
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Abstract
To assess the quality of mental health services and human rights condition in the Kabul Mental
Health Hospital (KMHH) and provide recommendations for development of an improvement plan and to
update and revise the National Mental Health Policy, Strategy and Plan.
The assessment was conducted in January 2015 in the KMHH and the Burn Ward of Isteqlal Tertiary
Hospital by a multidisciplinary team using WHO Quality Rights Tool Kit. Before the assessment, Institutional Review Board approval and informed consent from each interviewee were obtained. Interviews were
conducted with 16 service users, 17 hospital staffs and 7 family members in addition to documents review
and observation of inpatient units of KMHH plus interpersonal interactions between hospital staff and service users. The assessment committee reviewed the documentation and observed the Burn Ward of Isteqlal
Tertiary hospital in order to measure and compare parity between the two facilities. After the assessment, all
committee members gathered and synchronized all findings into a final report.
There were some serious gaps on service provision level and respecting human rights of service users
and their family members. A series of policies, guidelines and procedures related to patients’ human rights
were absent. Inadequate treatment environment and standard of living, poor quality of care and services,
violations of the right to exercise legal capacity and personal liberty, being chemically and physically (e.g.
chain) restrained, being exposed to verbal, physical and emotional abuse, and emphasis on institutional
treatment were all extensive human rights violation that service users were experiencing in KMHH.
The available services for mental health service users are questionable due to mistrust and lack of
awareness about rights of people with disabilities and need to be positively changed. Existing Mental Health
Act has a large number of disparities with the CRPD and requires revision and adaptation in accordance to
CRPD.
Key words: Quality Rights Tool Kit, Kabul Mental Health Hospital, CRPD, Human rights, Mental Health
Act
Introduction
Mental well-being makes up an integral part of an individual’s capacity to lead a fulfilling life, including the ability to form relationships, study and work or pursue leisure interests, as well as to make dayto-day decisions and choices. Disturbances to an individual’s mental well-being, which can come about as
a result of complex interaction between biological, social and psychological factors, lead not only to diminished functioning for affected persons but also broader losses at the household and societal level.
People with mental disabilities and substance abuse problems are exposed to poor-quality of care
and violations of their human rights throughout the world.
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The growing number of people with mental disabilities in the world has further contributed to a level
of attention paid to quality and human rights conditions in both outpatient and inpatient facilities, which has
never been greater. Persons with disabilities need both de jure human rights protection and de facto human
rights practices.
Unfortunately, most of the worst human rights violations and discriminations are experienced by persons with mental and/or intellectual disabilities in health care facilities especially in mental health in-patient
care facilities. They are receiving treatment without informed consent and in many cases receiving treatment
against their wishes. Therefore, assessment of mental health facilities can help us to identify problems existing in routine care practices and to develop effective plan for ensuring that the services are of good quality,
respectful of human rights, responsive to the users’ requirements and promote users’ autonomy and dignity.
In another hand, the results of an assessment of quality and human rights can ensure future policies, planning and legislative reform to respect and promote human rights.
In August 2006 the General Assembly of UN adopted the first UN convention enshrining the rights
of persons with disabilities through the Convention on the Rights of Persons with Disabilities (CRPD). The
CRPD is the first human rights convention of the 21st century and the first legally binding instrument with
comprehensive rights and protections for individuals with disabilities including those with mental and intellectual disabilities.
Based on the CRPD the World Health Organization has developed Quality Rights Tool Kit- a tool to
assess quality and human rights in mental health and social care facilities and to unite and empower people
to improve the quality of care and promote human rights in mental health facilities and social care homes.
This tool kit covers five specific human rights themes including: the rights to adequate standards of living and
social protection, the rights to the enjoyment of the highest attainable standard of physical and mental health,
the right to exercise legal capacity and personal liberty, freedom from torture, cruel, inhuman or degrading
treatment, punishment and exploitation, violence and abuse and finally the rights to live independently and
be included in the community.
The main interest focus of the present study is to discover the perceptions of service users, family
members and staff on the impact of quality health services and respect of human rights on service users'
treatment and recovery.
Methodology
A descriptive cross-sectional design through which information is collected at a specific point of time
by performing interview with clients, review of health facility documentation and observation of the facility.
The target group in this study was composed of three categories: service users, family members and hospital staff (male and female) of Kabul Mental Health Hospital. All interviewees were selected randomly by the
assessment committee and not the facility. Based on the information obtained from Kabul Mental Health
Hospital, in average 45-50 beds were occupied by service users on monthly basis.
According to the Quality Rights Tool Kit, the formula for determining sample size for interviews is as follows:
- If only six service users are receiving services from a facility, all of them should be interviewed
(100%).
- If there are 16 service users, eight should be interviewed (50%) at a minimum.
- If there are 40 service users or more, at least 12 should be interviewed (approximately 30%).
- The number of interviews to be conducted with family members can be determined by halving the
number of interviews planned with service users.
- The numbers of staff can be selected on the basis of the same proportions used for service users.
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Only in-bed mental health service users including voluntarily and involuntarily admitted and stable
adult males and females with different diagnoses, age and length of stay, staff of Kabul Mental Health Hospital and relatives/family members, those who visited service users admitted in the course of the month that
the study was conducted, were included in interview.
Service users with acute episodes of mental disorders whom do not have decision making capacity or
insight, patients from OPD unit, age group below 14 years old (because the hospital is not admitting service
users below 14 years of age) and family members of mental health OPD service users were excluded from
interview process.
The Quality Rights Toolkit assessment conducted in Kabul Mental Health Hospital through 40 interviews with hospital staff, service users and family members, in addition to observation and reviewing of
hospital documents and physical structure. Also, it includes findings from observation and document review
of compared health facility (Burn Ward of Isteqlal Tertiary Hospital). The assessment was conducted in January 2015 in both facilities by a multidisciplinary team of 10 people composed of the author, two psychiatrists,
two lawyers, two clinical psychologists, one psychologist, a sociologist, a public mental health practitioner
and one recovered previous service user of Kabul Mental Health Hospital. At the beginning, there was one
family member in the training of assessment committee but unfortunately, he didn’t join during the assessment process. Before the assessment, we obtained IRB (Institutional Review Board) approval and through
an official letter from MoPH authorities to the directors of both hospitals, we got the permission to conduct
the assessment in both facilities. Also, before the interviews we received informed consent from each interviewee. Through this assessment we completed 40 interviews with 16 service users, 17 hospital staffs and 7
family members using WHO Quality Rights Toolkit interview tool. The assessment team also conducted the
documents review and observation of in-patient units of Kabul Mental Health Hospital plus interpersonal
interactions between hospital staff and service users using WHO Quality Rights Toolkit documentation and
observation tool. The assessment committee reviewed the documentation and observed Burn ward of Isteqlal
Tertiary hospital in order to measure and compare parity between the two facilities. After the assessment, all
committee members gathered and synchronized all findings into a final report using WHO Quality Rights
Facility-Based Assessment Report.
Results
The following table represents the results of scoring of each theme (based on interviews, review of documents, and observation) which was conducted in Kabul Mental Health Hospital and Burn Ward of Isteqlal
Tertiary Hospital. These results came out after tough discussions and consensus between the assessment team
members:
Brief overview of the findings for each theme
Themes
Rating
Kabul Mental Health Hospital
Theme 1: The right to an adequate Achievement initiated (A/I)
standard of living (Article 28 of
the CRPD)
Theme 2: The right to enjoyment Achievement initiated (A/I)
of the highest attainable standard
of physical and mental health (Article 25 of the CRPD)
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Burn Ward of Isteqlal Hospital
Achievement initiated (A/I)
Achievement initiated (A/I)
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Brief overview of the findings for each theme
Theme 3: The right to exercise
Not initiated
legal capacity and the right to
(N/I)
personal liberty and security of
person (Articles 12 and 14 of the
CRPD)
Theme 4: Freedom from torture or Achievement initiated
cruel, inhuman or degrading treat- (A/I)
ment or punishment and from
exploitation, violence and abuse
(Articles 15 and 16 of the CRPD)
Theme 5: The right to live indeNot initiated
pendently and be included in the (N/I)
community (Article 19 of the
CRPD)

Achievement initiated (A/I)

Not initiated
(N/I)

Not initiated
(N/I)

Discussion
The assessment conducted at Kabul Mental Health Hospital showed that there were some serious gaps
both on service provision level as well as respecting human rights of service users and their family members.
In this facility, mostly human rights violation and discrimination against mental health service users are accepted as a common practice, which could be due to mistrust and lack of awareness about rights of people
with disabilities. A series of policies, guidelines and procedures related to patients’ human rights are absent.
On the other hand, inadequate treatment environment and standard of living for mentally disabled people, poor quality of care and services for mental health service users, experiencing violations of the right to
exercise legal capacity and personal liberty, being chemically (by medications) and physically (Chain, leather
belts and even wristbands) restrained, being exposed to verbal, physical and emotional abuse, and increased
emphasis on institutional treatment rather than assisting users to develop their abilities in order to recover
and re-integrate into the community are all extensive human rights violation that service users are experiencing in Kabul Mental Health Hospital.
Assessment also revealed that hospitalized individuals in Kabul Mental Health Hospital did not
receive the same standards of health care and respect for their rights as compared to individuals being hospitalized in Burn Ward of Isteqlal Tertiary Hospital. To overcome existing challenges, there is a serious need for
both Kabul Mental Health Hospital and MoPH to start taking fundamental steps toward improving quality
of care which incorporates human rights principles, protecting people’s inherent dignity and changing classic
behavior of healthcare providers.
Conclusions and Recommendations
Afghanistan is among those countries that ratified the Convention on the Rights of Persons with Disabilities (CRPD) on September 2013 and is committed to its implementation. It means that all national laws
related to disabilities will be revised in accordance to CRPD and assure patients’ rights based on international
conventions and treaties. Current assessment revealed that available services for mental health service users
are questionable due to mistrust and lack of awareness about rights of people with disabilities and need to be
positively changed. Additionally, existing mental health act which was developed on 1987 has significant disparities with CRPD on the rights of mental health service users and quality of services and requires revision
and adaptation in accordance to CRPD. Also through this assessment in Kabul Mental Health Hospital, it
has unmasked human rights violation and discrimination against mental health service users as an accepted
practice.
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Lack of an adequate treatment environment and standard of living for mentally ill people, not standardized
and poor quality of services for mental health service users, experiencing violations of the right to exercise
legal capacity and personnel liberty, being chemically (by medications) and physically (Chaining) restrained,
being exposed to verbal, physical and mental abuse and more emphasized on institutional services rather
than helping them to develop their abilities in order to recover and re-integrate into the community, all of
them are extensive human rights violation and discriminations that mental health service users have being
experiencing in Kabul Mental Health Hospital.
The suggestions and recommendations were made separately for Kabul Mental Health Hospital and
MoPH in order to improve the condition. Firstly, a series of suggestions and recommendations are given to
Kabul Mental Health Hospital in order to bring fundamental changes at management and administration
level and processes. Also, based on findings of this assessment, they have to develop a practical operational
plan and activities in order to improve quality of service and promote human rights in the facility. Although
specific suggestions based on each theme, standards and criteria are proposed to Kabul Mental Health Hospital, the general recommendation is that mental health hospital should pay more attention and be more
focused on management procedures, staff capacity building, coordination with relevant and related sectors,
efficient service provision and effective monitoring in order to ensure quality improvement and promotion
in human rights. Secondly, some suggestions and recommendations are addressed to MoPH as the policymaker in order to bring changes and modifications to their laws, policies and strategies in light of CRPD.
Certainly, a series of necessary actions such as changes and revisions in the laws, policies and strategies are
needed in order to assure higher quality of health services and promotion of human rights of people with
mental disabilities but revision of policies and legislations alone cannot bring changes to the issue of the real
life; therefore, it should be practically implemented.
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Introduction
In this issue of recent research, I highlight two papers on quality rights. The first paper is a literature
review by Artin Mahdanian and colleagues on the
current global situation of human rights in mental
health care. The second paper is an essay by Michelle
Funk and Natalie Drew Bold about their perspective
on the WHO`s Quality Rights Initiative.
Towards the end of this issue, you will be able to
read the interview I had with my dear colleague Dr.
Linda Nesse. She is a psychologist and has a Ph.D.
in Public Health Science. Her Ph.D. project is entitled “Recovery among residents with co-occurring
substance use and mental health problems: The role
of core issues in supported housing and the community context.” She answered some questions about
her Ph.D. and the three published papers included in
her thesis. A fourth paper is about to be published.
Human rights in mental healthcare: A review of
current global situation. (2022). Artin A. Mahdanian, Marc Laporta, Nathalie Drew Bold, Michelle
Funk & Dainus Puras
Background
Internationally, human rights have been emphasized
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in mental health service delivery (e.g., The UN Convention on the Rights of Persons with Disabilities
and the WHO Quality Rights Initiative). In this literature review, the authors acknowledge the complex
and bidirectional nature of the relationship between
mental health and human rights. They highlight how
human rights violations can negatively impact mental health while protecting human rights can buttress
or improve mental health outcomes. Furthermore,
how having a mental health condition can place an
individual at risk for human rights abuses and rights
violations. With the interface between mental health
services, human rights issues, and health outcomes
in mind, the authors wanted to gain an overview of
the current contemporary human rights situation
in mental health services delivery worldwide and
reviewed scientific literature.
Method
The authors wanted to identify articles that addressed human rights issues in mental health care
services. They used the following search engines:
Embase, MEDLINE via PubMed, and PsycINFO.
The authors limited the search to articles published
since Jan 2008, after The UN Convention on the
Rights of Persons with Disabilities came into power.
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The authors used the following keywords: “huthe Quality Rights initiative provides practical soluman rights” or “rights-based approach” or “Qualtions to promote inclusion, legal capacity, and nonity Rights” or “CRPD” or “rights,” AND “Mental
coercive approaches to mental health. The authors
Health” or “psychiatry” or “psychiatric .” They placed address, amongst other things: the importance of
no language restrictions. The literature search result- fostering dialogue and actions toward the impleed in 608 articles, and after the elimination process,
mentation of the CRPD. The need to strengthen
26 articles focusing on human rights-related reports knowledge and capacity on rights and recovery.
and tools were included in the review.
Furthermore, the authors highlight the necessity of
promoting community-based and recovery-oriented
Findings and conclusions
mental health and related services. The authors end
The authors concluded that: “despite improvements
the essay with the following conclusions:
in mental health service delivery in the past decade, • Mental health systems worldwide are far from
there is still substantial reporting of the continuing
reaching the obligations set out in international huprominence of stigmatizing attitudes, and human
man rights conventions, particularly regarding the
rights violations and abuses in mental health setting. CRPD.
”They highlight the need for a comprehensive model • Practical solutions, resources, and tools available
in mental health that integrates human rights into
through the WHO Quality Rights initiative have
existing services and approaches. Furthermore, how demonstrated that change is possible and can lead
the human rights perspective requires efforts from
to better outcomes for people using services, professociety, particularly policymakers, to actively prosionals, policymakers, and communities.
mote necessary conditions for all citizens to realize
• More documented evidence of good outcomes is
their rights.
needed to motivate other countries to embark on
similar reform efforts. It is also crucial for ensuring
Reference
better research investment around the implementaArtin A. Mahdanian, Marc Laporta, Nathalie Drew
tion of the CRPD.
Bold, Michelle Funk & Dainus Puras. (2022). Human rights in mental healthcare: A review of current
global situation, International Review of Psychiatry,
DOI: 10.1080/09540261.2022.2027348
WHO`s Quality Rights Initiative: Transforming
Services and Promoting Rights in Mental health.
(2020). Michelle Funk and Natalie Drew Bold.
The World Health Organization’s Quality Rights
initiative uses a multi-component framework and
strategies to promote mental health systems, services, and practices that prioritize respect for human
rights, in line with the United Nations Convention
on the Rights of Persons with Disabilities (CRPD).
In this perspective essay, the authors describe how
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satisfaction with housing, and recovery (Nesse et al.,
Recovery and Citizenship with Dr. Linda Nesse
2020). This means that participants who were more
(interview)
satisfied with their housing, also reported a higher
degree of self-reported recovery, while participants
who were less satisfied experienced recovery to a
lower degree. We also found positive associations
between different dimensions of citizenship, such as
connectedness with others, and recovery (Nesse et
al., 2021b). This indicates that participants who felt
that they could access and exercise different dimensions of their citizenship, experienced a higher deLinda Nesse (Photo: Håkon
gree of recovery, while participants who experienced
Sparre / NMBU).
more restricted access to citizenship, also experienced a lower degree of recovery. In particular, we
What are the reasons for this study?
found that social dimensions of citizenship (Nesse
The focus of my PhD project was self-reported reet al., 2021a), such as caring for others and commucovery and citizenship among residents in supported
nity participation, played a role in the relationship
housing. In this research, recovery was understood
between everyday activities and recovery (Nesse et
as a subjective process of seeking and finding meanal., 2021b). The results of this research are imporing and purpose in everyday life (Anthony, 1993;
tant because they highlight significance of housing
Deegan, 1988). This for instance includes confidence
and citizenship for recovery. If we want to promote
and hope, and relationships with others (Corrigan et
recovery, the provision of good housing conditions
al., 1999). Citizenship was understood as a sense of
and staff support is key. To promote recovery, we
belonging experienced for instance through access
must also facilitate opportunities to participate or
to rights and resources, but also through having
engage in the local community.
responsibilities and different social roles (Rowe et
al., 2012). Related to citizenship, experiencing conNow what?
nectedness with others, and having opportunities to
It is crucial that we continue to emphasize the role
participate in the community, is crucial (Rowe et al.,
of citizenship, both in relation to recovery and in its
2012).
own right, in further research and in practice.
A main aim of the research was to explore the
relevance of core issues in supported housing, such
as perceived staff support and sense of home, and
issues related to citizenship, such as rights and
community participation, for recovery. We sought
to address this aim through a cross-sectional study
with residents from different supported housing sites
as participants (Nesse et al., 2020; Nesse et al., 2021a;
Nesse et al., 2021b).
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WAPR NEWS
AROUND
THE
GLOBE
A personal narrative from the WAPR world congress in Abu Dhabi
Irene Angelskår. Norway (eneri.angelskaar@gmail.com)
The story starts
I am employed as a
peer support worker at
a low threshold community mental health
center in Bergen,
Norway. My position
enables me to convey
hope and compassion
to people who have
a variety of mental health and social challenges. I
work from a place of authenticity, without a personal
agenda, while trying to keep sensitive to people’s
feelings, perception, and interests. User experience
is in my opinion, not turned into experience competence by itself. It needs to be worked and reflected on
and discussed by others. Learning through partnerships with fellow human beings is essential as well
as guidance from more experienced peer support
workers
At a network meeting for peer support workers in
Bergen in May 2021, I gave a presentation about
the opportunities and challenges in contexts where
both personal and formal experiences are sources of
knowledge and skills. The presentation was meant
to highlight the need for special guidance for peer
supporters, guidance for the peer’s own sake, and for
the sake of the whole working place. Working as a
peer comes with great responsibility. A major question is: how can we make a new profession that don’t
have any formal education, helpful and safe? My
statement in this presentation was that peer support-
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ers need specific supervision and training, designed,
and created from peer support workers with training
and experience, both in supervision and in working
as a peer. Individual experiences provide a unique
resource. However, peer support workers need
guidance and supervision in how to use their lived
experience as a resource. With supervision, the peer
support worker can be helped to better integrate
their own history and their unique experiences. It is
also important that the peer support workers doesn’t
bring any personal agenda into their work, and
have respect for other people’s choices, hopes and
plans. Following this presentation, I was invited to a
partnership aiming at developing a course, designed
for employers who considered to hire peer support
workers. As well known there are a lot of concerns
related to peer support in mental health services. To
make a long story short, this course program was
submitted to recent WAPR world congress and was
accepted there.
Congress preparations
Through the collaboration with Anne Turipd, the
co-author in the submission and a professional, I
learned what co-production actually means. Together we did this in practice. Everything in the presentation was discussed and clarified before it was
written down. I learned a lot from this work, and
even gained a new personal understanding of the
concept of ‘recovery’. I had previously learned that
recovery is related to substance abuse, as something
you could get when staying abstinent from drugs.
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sively well-represented with a variety of presentaTherefore, recovery was lost with a drug relapse.
tions. As a standard there were four parallel sessions
Anyway, on the 4th of December, I left my husband
running simultaneously which we had to choose
and children behind, and set off for Abu Dhabi,
from.
ready to give a congress- presentation. This was my
first visit both to this country and to an international
So, who was I, the peer support worker, at the WAPR
congress, as a speaker.
conference in Abu Dhabi? Looking back on it now,
Prior to the start of the congress, we had taken 3
I would say that I was there initially as an observer,
days off, and our fellow traveler from Norway, Audun, proved to be a professional traveler and a mod- then as a critic, and finally as a participant - in that
order. Here are some of my impressions and reflecern guy. He downloaded the necessary apps on his
phone and visited the main sights. For me and Anne tion.
Turid, on the other hand, the urge to be up and
I remember Zandy- who was the person responabout did not come as naturally. We looked for the
sible for organizing a lot of the practicalities at the
beach, where
congress. She was the always hopeful and smiling.
we spent most
Constantly running back and forth between four
of the time on
halls where lectures and presentations were running
our sun beds.
in parallel. Anne Turid and Audun, my fellow travelers, tend to be loyal to their ideas and participated
Lived experiin everything about peer support workers. I was
ences at the
somewhat more unstructured and chose to join in a
congress
variety of workshops and symposia.
After the official opening
of the congress, I had selected some presentations of key interest in
advance and particularly those about user involvethe presentament and peer support work. It made impression
tions started.
First off, inevi- that peer support workers and user involvement is
tably, there was so central and valued all around the world. Also, the
concept of Recovery, its roots, and consequences
a presentation
as well as the current human rights situation. At
about facts
the conference I had the impression that everyone’s
around the
Covid epidem- main goal was to reduce stigma and discrimination
through joint efforts and actions.
ic, and how it
has affected our lives and health. To make one short
summarize; Covid, all the restrictions, the social and One talk that made an impression on me was about
emotional isolation, the fear, the uncertainty, and the self-harm and suicide. As usual during presentations about suicide, it was specified how crucial it
lock down, have had several and prefund negative
is to ask the person about suicidal thoughts. But
effect on people’s mental health all over the world.
I know that new research from many parts of the
world has shown that the majority who die because
The program at the conference was rich in theoretiof suicide deny they have had suicidal thoughts,
cal, cultural, and practice and experience-based
even when asked directly by health professionals in
themes. Due to the pandemic, this was a hybrid
the days and weeks and months before they commit
conference with around 4700 people participated
suicide (study from UNSW, Sydney). Clearly suicide
digitally, and about 800 people were present in Abu
Dhabi, most of whom were from neighboring coun- can rarely be prevented by asking if the person has
tries. Norway, as being a small country, was impres- suicidal thoughts. Nevertheless, during this lecture I
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able to experience my body’s power, in making the
learned that people who self-harm also make up the
actions that I was longing for.
majority of those who end up committing suicide.
All those who participated in the study on self-harm
reported childhood abuse. The person who gave this A presentation from a pharmaceutical company,
presentation summed up this "random" finding quite about anti-depressant, really woke up my inner
critical part. This part inside me had dislikes about
logically when he stated that the treatment systems
should invest in resources to detect and prevent chil- everything in this presentation. Unfortunately, this
critical part inside myself started coloring everything
dren from being abused to prevent future suicides.
about the conference at this point. Ludicrous doctors,
From dr. Natalia Gomez presentation, we learned
researchers, psychiatrists, peer supporters and socithat trauma is not the event itself, but what happens
in isolation within the person. If children do not have ety. In this state of judging, everyone and everything
seemed stupid, I started thinking about Dr. Gabor
safe and supportive careers, and therefore feel they
Mate teachings in compassionate inquiry, a worldmust keep the abuse secret, dissociation and separation of psychological processes may be the only solu- wide program. For therapist that I do attend.
tion for further functioning. Divergent psychological He says:
"We tend to believe that normality equals health. Yet
processes can lead to a division of the personality.
what is the norm in the Western world? Mental illness
This is seen as an underlying psychological mechanism in trauma disorders. Her talk about art therapy is on an unstoppable rise. Some 45% of Europeans suffer high blood pressure, and nearly 70% of Americans
made me inspired to engage in more art activity’s
take at least one prescription drug. Illness and trauma
together with ours service users, back home.
are defining how we live". (Gabor Mate. The myth of
normal, 2022).
I believe that most of mental and physical distress
that were talked about in at the congress may have
Professionals seem to have an issue with decisiontheir roots in dysfunctional stress regulation. Theremaking, especially when it comes to the discussion
fore, I am hoping that all therapists, whether it is
about whether the patients should be able to decide
mental or physical distress, examine the patient’s
if they want antipsychotic medication or not. My
underlying causes. I hope that they ask their patient;
experiences with psychosis, is that the psychosis can
what they are going through or what kinds of chaltransform all of my thoughts and beliefs. First by
lenges they are facing or have faced in their life.
making me feel special, before it gives me paranoid
The National Institute for the clinical Application of
anxiety. Under these conditions, I may have some
Behavioral Medicine with PhD Pat Ogden, explains
problems in making a healthy choice for myself, in a
and encourage to: “Treat every symptom as having a
purpose, not as a problem. There’s intelligence in any way, it would be my psychosis that made the choice
symptom. Every symptom has a purpose”. For me Pat about medication, and not me. However, this will of
course nor be the situation for everyone. I am also
Ogden’s statements gives perfect meaning. I know
thinking about some people I know, who struggle
that I have had flashbacks, turned up like psychosis.
In this psychotic state I have fight with my hallucina- with drug problems. In many situations, they don’t
tions, I think that my body and mind created the psy- receive the support and medication they need and
chosis, so I could do the action, that I could not do in want. We also have comprehensive experiences with
supported decision making that is not well known
real life. In real life I was in a frees state, but thanks
internationally. I missed themes about shared and
to the psychosis my body did complete the action it
supported decision making at the congress.
wanted to do and was longing for. For me this was
a heavy, but priceless way to work with my body’s unOne presentation was about lived experiences of psyfinish business. There was a lot of intelligence in this
chosis. A speaker with medical background talked
symptom, but from the outside it probably looked
about what it was like for her to be hospitalized with
like a meaningless psychosis. I am happy that I was

55

June 2022 - WAPR E-Bulletin

WAPR BULLETIN Nº 48								
simply ‘be’. Honestly though, how many of us have
psychosis. She complained about being met and unallowed ourselves simply to exist together, with difderstood only in the context of her diagnostic label,
ferent people, in different settings, while at the same
even though she was a mother, daughter, doctor and
time giving ourselves space to explore, how it we
more. This was her main subject - seeing the whole
feel inside? What does your body want to do in this
person, not just as the diagnostic label. I was imsituation? Howe do your mind make perception and
pressed by her clarity on the subject, but I could not
recognize my own experience with psychosis, in what meaning of yourself, the people around you? Who do
she said. My psychosis has never limited itself to any you become in this precent moment?
one specific area, but mixed and affected all thoughts,
I started to wonder why I was having all these varyfeelings, and actions. Psychoses, from my perspective, can change all consciousness to new dimensions ing at the conference. I was extremely grateful to be
of self-perception, reality, and reflection. I wondered there. At the same time, a part of me just could not
avoid those internal reflections and critical thoughts
how the same diagnostic label could be so differwhen I listen to presentations
ent from one person to another. Maybe she was just
experiencing psychosis in one part of herself, but that
So, while I am at the conference in Abu Dhabi, I
she had the skills to put this part in the background
when she needed to function “normally”? Maybe she admit I am multitasking a bit. I am also attending an
knows how to isolates the psychosis from her life as a online conference about embodiment. There a womprofessional, lecturer, mother and daughter? There is an is giving a talk that has helped me move on from
some of all my criticism. She talks about how we try
clearly a lot I don’t know.
to be good enough in every possible way, but that it
Personally, I was emotionally touched by the presen- never feels good enough, and thus we keep on trying
to be even better. She continues by stating that it is
tation from Amalie Skram's house in Bergen. This is

a creative club house for people with lived experiences of various mental health issues. Amalie Skram`s
house presented a film where employees and service
users where singing, drawing, and working together.
I believe this way of working, creating, exploring and
just being together as equal people, is the best way to
work. Just to allow us to interact with each other, and
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better for us to just accept that we are simply not as
good as we would like to be. She encourages those of
us listening to let go of the inner pressure of always
trying to be better. Accept that we never will win the
eternal pursuit of getting better. With calming words,
she asks us to say out loud we are not good enough,
and to really breathe it in and give those words space.
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sibilities, like hope, do change over time).
I do as she says. I breathe in a breath of insignificance and uselessness, and with that my body starts
While writing this I smile, as I know how proud I am
to quiver. Breathe out lightly, “I'm not good enough
of this collaboration between myself and Anne Turid.
and will never be”. After this realization I somehow
It is also great to hear that several of the ideas we did
became more relaxed and less self-critical and less
critical to others. I felt more open to listening to what promote are also included in the presentations of
others. The advantages of co-production - between
people had to say.
professionals and those with lived experience was
highlighted by many. Yet I think our presentation
Several talks were about the need for joint action
was the only one, who had co-production in the core
and co-production between professionals and those
of the planning process as well as the actual presentawith lived experience. This way of working is a way
tion. I had no previous experience with this kind of
to improve the quality in the services, because those
partnership, now I cannot talk it up enough.
two fields of expertise can cover more of the service
user’s needs. The importance to work alongside with
Back home
and not in front of the patient, was also explained
and, the importance of giving the persons power over Back home in Bergen. I feel very lucky for the experience of this many- facetted journey. I am grateful
their own life, decisions and treatment. This can be
done by shifting the professional role from authority for all I have learned. It also feels good that I met the
part in me who never will find me good enough.
to coach. Focusing on core significance of hope and
Many thanks to the WAPR organization both nationoptimism. (personally, I wish we could replace the
ally and internationally for the opportunity and for
word “hope”, with the word “possibilities” Because
the experiences.
hope is in a way something passive and often seems
vague, but possibility is something active, something
you can do, se and find present in this moment. PosXIV World Congress of World Association For Psychosocial Rehabilitation (WAPR)
Theme “Mental health, rights, equity, recovery and social inclusion in testing times”
Event summary
Medhat Elsabbahy, WAPR Liaison to UN and its Agencies
medhatelsabbahy@gmail.com
Dear Colleagues and Friends,
On behalf of the WAPR Executive Board, Board Members, Advisory Board, Scientific and Organizing Committees, we wish to extend our sincere thanks and appreciation to all our guest speakers and participants
from all over the world who have contributed to the great success of “14th World Congress of World Association For Psychosocial Rehabilitation (WAPR) and 7th Abu Dhabi International Mental Health Conference”
that was held hybrid on 9th -11th December 2021 during this difficult and unprecedented times in our beautiful city Abu Dhabi. The theme of this year’s congress was “Mental health, rights, equity, recovery and social
inclusion in testing times” which was apt as the pandemic has engulfed the whole world at different time lines
and with varied severities, countries across the globe
have gone for lockdowns ranging from partial to complete.
The 14th World Congress of World Association For Psychosocial Rehabilitation (WAPR) and 7th Abu Dhabi
International Mental Health Conference convened more than 5000 international experts (attending physi-
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cally and virtually) from various spheres of Mental Health Professionals. We were Psychiatrists, Psychologists, Occupational Therapists, Social Workers, Social Educators, Public Health, Service Users and Family
Members, as well as government & community sectors leaders, who opened dialogues, build connections,
increased knowledge, exchanged experiences and best practices, in order to be in a better position deliver a
concerted stance on mental health recovery.
The Scientific program included 4 tracks and presented three thematic fields, on Prevention & Promotion
in Mental Health; Treatment & Rehabilitation in Mental Health Care; and Human Rights in Mental Health.
Keynote speeches delivered by experts and executives and followed by panel discussions, Symposia and
workshops. Outstanding expertise and vast experience in the field discussed the latest advances and offered
reliable scientific updates to motivate and inspire professionals to make change and provide the best possible outcome for those living with mental health conditions in order to improve their quality of life, enhance
person-oriented care and support the community and advance the profession to develop and excel.
The congress allowed ample opportunities for participants to networks, collaborate and share ideas to enhance the quality and safety practices for mental care provided globally.
We are grateful to our guest speakers for the time and efforts you took to share your knowledge and expertise
with our attendees. Please accept our sincere appreciation for the outstanding presentations you made at our
congress. Your insights and interaction gave a great weight to the success of the congress. The great number
of distinguished speakers (more than 200) whose work had been well recognized confirms the importance
of this meeting and more importantly, it is further evidence of the considerable momentum of building up
regional and international cooperation.
The WAPR congress has created new connections and strengthened existing ties within the Psychiatric Rehabilitation and Mental Health community as we came together to identify and reflect on the challenges faced
by our field and develop innovative solutions that we hope you will each take back and implement in your
practice.
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Our heartiest gratitude goes to the WAPR, Abu Dhabi Department of Culture and Tourism, Convention and
Exhibition Bureau, Abu Dhabi Health Care Services Company (SEHA) and the Behavioural Sciencess Pavillion, SKMC and all the other supporting organizations for your gracious support, without you, this congress
would not have been possible.
We thank all members of the executive committee, scientific committee, organizing committee and advisory
board who have been demanding with the content and ensured the richness of the scientific program, your
commitment has been rewarded with positive feedback from the delegates and the speakers of the congress.
We deeply appreciate the support from our trusted sponsors, your contributions have made this congress a
reality. We thank MENA Conference for your professionalism and for making the congress a great success.
Most of all, we would like to thank each delegate for enriching the congress with your presence. We hope this
meeting was of great benefit to you all, we also hope and trust that you enjoyed the three-days of insightful
program. We are glade that 14th WAPR Congress remarkably set a unique platform to share ideas, experiences, keep updated with the innovative new trends and expand one’s knowledge in this important field. It is
our great honor to have delivered a quality educational program. We thank you once again and look forward
to seeing you in person at our next year’s Mental Health Conference in Abu Dhabi. For a more comprehensive report see www.wapr.org

International Conference Announcement
The foundation Human Rights in Mental Health
- FGIP is organizing an important conference on
human rights in mental health, titled “Revisiting
Mental Health Care”, which will take place in the
Palace of the Grand Dukes in Vilnius on September
8-10, 2022.
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Find more information here:
https://www.rethinkingmnh.org/
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How management systems can improve the quality of services in psychiatric rehabilitation centers: The example of OMID FARDA center
Dr Mitra Khalafbeigi, WAPR Iran representative
Deputy Regional VP of the Eastern Mediterranean (ot_mitra@yahoo.com)

Introduction:
Quality management systems have been
used since the late twentieth century as well-known
models to validate ability in providing products/
services, clarification and justice in organizations.
These models, that the most famous of which is "the
ISO 9001 Quality Management System (QMS): 2015
Review", are based on two infrastructures: "Principles
of Quality Management" and "PDCA1 Continuous
Improvement Cycle".
The principles of quality management include
7 steps: "customer focus", "leadership", "engagement of people", "process approach", "improvement",
"evidence-based decision making" and "relationship
management" (Figure 1).
The PDCA cycle consists of four stages:
"Plan", "Do", "Check" and "Action" (Figure 2). The
standard of "ISO 9001:2015 " covers the 7 steps of
QMS principles and ultimately proceeds the cycle
of continuous improvement. This standard can be
established in all organizations regardless of their size
and type of activities (including products or services), so it can be used well in rehabilitation centers.

1
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As a practical example, the application of this system
in "OMID FARDA (OF) Psychosocial Rehabilitation
Center" is presented. OF center is a comprehensive
psychosocial rehabilitation center that has been operating since 2006 for people with severe mental illness
(SMI). It provides both inpatient and outpatient services. Staff members consist of psychiatrist, doctor,
psychologist, social worker, nurse, occupational therapist and various other professionals such as painter,
musician, poet, drama therapist, sport trainer and so
on. The ultimate goal of services is reintegration of
the client to the family and community.
For establishing the quality management system in
OF center must consider 6 following stages:
1. Understanding the ISO 9001:2015, through selfstudy and consultation with professionals.
2. Run an internal gap analysis to identify areas in
which operations fall short of ISO requirements and
where improvements must be made before proceeding to formal certification steps.

PDCA: Plan-D0-Check-Act
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3. Documentation, which is the detailed formalizapharmacy and laboratory, gym salon, library, retion of processes, procedures and on-going plans
search department, outpatient setting, kitchen, resfor improvement, particularly where gaps have been
taurant, laundry,
identified.
-Providing the necessary human resources,
4. Start implementation, where the entire organiza-Establishment of software and hardware intion, along with top management and personnel are
frastructures and modifying them to the needs of the
trained in the standards and procedures and learns to center, includes: computer network, office automafully implement them.
tion software for documenting all correspondence of
5. Conduct an internal audit, which is a self-examithe center, staff traffic software, and hospital informanation to prepare for the external audit.
tion management system (HIS) software,
6. Receive a formal audit and certification, in two
•Determining strengths and weaknesses within the
stages, from a registrar.
center, also opportunities and threats from outside,
• Recognizing the needs and expectations of all
Then, OF center has covered the above stages
stakeholders, including clients and their families, the
through a project started in October 2020 by doing
Welfare Organization, the Ministry of Health, the
the following details:
staff of the center, the board of directors and chari• Holding a 16 hours training course on familiarity
ties,
with the requirements and documentation of ISO
• Identifying the processes and activities in order to
9001 standard for all staff,
achieve the short-term and long-term goals of the
• Development vision and mission,
center (according to Figure 3),
• Providing the necessary resources for effective and
• Organizing rehabiltation team under the manageoptimal rehabilitation and mental health services in
ment of a psychiatrist and accompanied by psycholothe center:
gists, social workers and occupational therapists and
2
-Construction of the building of the center
leading the treatment and rehabilitation process as an
according to the latest valid and recognized standintgrated team and weekly monitoring of the recovards in the world (Design Guide for Mental Health
ery process using the PDCA cycle (Figure 4),
facilities by DVA: Department of Veterans affairs:
• Identifying risks and opportunities and taking ap2014) including several sections such as men and
propriate measures to reduce risks and strengthen
women inpatient wards, administrative section,
the opportunities,

2
The construction of the building had started years ago
and at the same time with the establishment of the system, it was
completed.
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of clients and their families and adjusting the center's programs based on
their needs,
• Mutual cooperation with social organizations such as engineers involved
in the construction of the center,
• Reducing repetitive tasks,
• Inspiring systemic and process
thinking in all employees and aligning
them with the goals of the center,
• Continuous improvement of processes using monitoring tools and
monthly management meetings to review problems and make suggestions,
• Develop work instructions for all departments such
• Documenting the organizational knowledge of the
as reception, treatment ward, daily center,
center and the possibility of transferring experiences
• Creating sufficient records of all stages of the serto future employees as well as other similar centers
vices with the ability to be traced to various factors
such as time of execution, the person performing and and,
• Prevention
the characteristics of clients,
of failure
• Survey of clients and their families regarding satisof cooling,
faction with OMID FARDA's services,
heating and
• Periodic evaluation of clients' performance by
designing a form for this purpose and conducting an water supply
systems,
evaluation period.
firefighting
and other
installation
systems with
periodic
control and
implementation of PM system.
conclusion:
It can be said that the use of management systems
in a psychosocial rehabilitation center, if the system
is coordinated with current activities, can not only
make the management of the center more capable
toward advancing its goals, but also brings more
satisfaction for customers (clients and their families).
This standard can create a context in which both
higher quality of services and cooperation with the
other social organizations are available.
Advantages of establishing a quality system:
• Creating an integrated and codified system in all
departments and thus reducing dependence on staff
changes,
• Reducing the preoccupation and mental concern of
management in handling and organizing daily affairs
and freeing up their time in dealing with management affairs
• Finding information about the opinions and views
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"Wish Peace in Mind" Photo exhibition on mental health in Greece (17/06-31/07)
The photo exhibition takes place in
Nostos Festival at the Stavros Niarchos
Foundation Cultural Center, funded by
the Stavros Niarchos Foundation. An
extract from the press release follows:
"Wish Peace in Mind by Theodore
Nikolaou is a multifaceted view into
the world of mental health. Through
nine visual chapters, including the
photographer’s own personal experience, the artist helps us get to know
those who we might see as “other”—
through images which, reflection
reveals, could ultimately represent any
Exhibition title. Written on a wall at the Psychiatric Hospital in Attica.
of us.
(c) Theodore Nikolaou
photography, the definitions of “art” and “reporting,”
For the last five years, Theodore Nikolaou has been
who their ultimate agent is, and whether there can
systematically visiting psychiatric hospitals and debe an unbiased representation of the world of mental
partments all over Greece, investigating a fragmented health, with subjects themselves as its authors. [...]
public mental health system, recording the contradictions, the personal dead ends, the stigmatization,
The title of the exhibition comes from a wall in the
and the social exclusion that it generates. But he does Attica Psychiatric Hospital, on which a patient had
not stop there; he is not only interested in darkness.
written the phrase Wish Peace in Mind.
His work also includes life after institutionalization, a
life of light, in community reintegration and psycho- Theodore Nikolaou is a photographer and a journalsocial rehabilitation programs. There, he meets peoist, born in Chalkis, Greece.[...]"
ple who work, fall in love, travel, and hold hope for
the future. The photographer hands them the camera Source: https://www.snfnostos.org/en/2022/176/epiand integrates their own perspective into his work,
noos-eirini-wish-peace-in-mind/
while also contemplating the democratic nature of

Woman hiding her face. Psychiatric Hospital of Attica.
(c) Theodore Nikolaou

63

June 2022 - WAPR E-Bulletin

WAPR BULLETIN Nº 48								

JUNE 2022

USEFUL LINKS
In this section we offer links important for our field. If you have suggestions for websites and links, please
mail the Editor: marit.borg@usn.no
Check the dedicated website on WHO QualityRights where you can find news, resources, training opportunities and other useful information on the project: https://qualityrights.org/
Toolkit and information about policy and implementation of human rights and recovery perspective can be
found in:
https://www.who.int/publications/i/item/9789241548410
Convention on the Rights of Persons with Disabilities:
http://www.un.org/disabilities/default.asp?id=150
Implementing Recovery through Organisational Change:
http://www.imroc.org/
Yale Program for Recovery and Community Health:
http://www.yale.edu/PRCH/
Movement for Global Mental Health
http://www.globalmentalhealth.org/
The Gulbenkian Global Mental Health Platform
http://www.gulbenkianmhplatform.com/
The Mental Health Innovation Network (MHIN)
http://www.mhinnovation.net/
Mental health publications can be downloaded from the links below or ordered from the WHO bookshop:
The WHO Mental Health Gap Action Programme (mhGAP):
http://www.who.int/mental_health/mhgap/en/
The WHO Mental health action plan 2013 – 2020:
http://www.who.int/mental_health/publications/action_plan/en/
WHO QualityRights Project:
https://www.who.int/mental_health/policy/quality_rights/en/
WHO MiNDBank (online databases of good practices worldwide):
http://www.mindbank.info/
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