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Abstract

Background: Evidence-based clinical practice is an inherent component of mental health professional practice in
developed countries. However, little is known about professional perspectives of evidence-based practice in mental
in developing countries such as Ghana. This paper describes the processes involved in the delivery of best practice
in Ghana. The paper reports on a realistic evaluation of mental health nurses and allied health professionals’ views
on the evidence-based therapeutic process in Ghana.

Methods: A purposive sample of 30 mental health professionals (MHPs) was recruited to participate in semi-
structured, in-depth interviews. Thematic analysis was used to analyse the data. A program theory of Context +
Mechanism = Outcome (CMO) configuration was developed from the analysis.

Results: The thematic analysis identified two contexts, mechanism and outcome configurations (themes): 1)
technical competency stimulates evidence-based mental health services, and 2) therapeutic relationship building
ensures effective interaction. The study demonstrates that contextual factors (technical competencies and
therapeutic relationship building) together with mechanisms (intentional and unintentional) help to promote
quality in mental health service provision. However, contextual factors such as a lack of sign language interpreters
yielded unintended outcomes including barriers to communication with providers for consumers with hearing
impairment and those from linguistic minority backgrounds.

Conclusion: Government stakeholders and policymakers should prioritise policies, periodic monitoring and
adequate financial incentives to support the mechanisms that promote technical competence in MHPs and the
building of therapeutic relationship.

Keywords: Therapeutic relationship, Technical competencies, Mental health professionals, Quality, Mental health
services, Ghana
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Background
Evidence-based practice (EBP) is a widespread expect-
ation in the delivery of mental health services [1, 2]. The
process informed by EBP is fundamental to psycho-
logical growth and relevant change in the lives of con-
sumers. Several theoretical and conceptual frameworks,
as well as principles, have been proposed to govern the
implementation of EBP, which encapsulates person-
centred, strength-based and people-first service
provision, and the active involvement of consumers in
decisions about treatment and recovery [1, 2]. The
process incorporates individual clinical expertise with
the best available evidence from systematic reviews, ran-
domised clinical trials, quasi-experimental, pre-post and
correlational designs, as well as continuous clinical edu-
cation and upskilling [1, 2].
Scholars have proposed several initiatives that could

enhance the evidence-based process in mental health
services [1, 2]. For example, Anthony and Mizock [1]
recommended that the process of EBP should encom-
pass a positive therapeutic relationship, goal-setting, ex-
pectations and hope, consumers being taught new skills,
self-awareness, as well as consumers feeling supported.
The therapeutic relationship, which constitutes a key
component of EBP, is a multi-faceted concept used to
describe a collaborative and transformative relationship
formed between Mental Health Professionals (MHPs)
and consumers and their family caregivers [1, 3, 4].
Specifically, Kornhaber, Walsh [5] described this rela-
tionship as caring, supportive and non-judgemental
behaviour, embedded in the process of delivering services.
Achieving this relationship is underpinned by several eth-
ical principles, including mutual trust, respect and dignity,
as well as the nurturing of hope [6, 7].
Several studies have suggested interrelated attributes for

characterising this therapeutic relationship [5, 8–10]. The
therapeutic relationship has largely been characterised as
building a rapport [8, 9], therapeutic listening and respond-
ing to consumers’ emotions [5]. The relationships are
mostly categorised into individual (consumer, family care-
givers and mental health professionals) and organisational
attributes (environmental attributes) [3, 11]. The individual
attributes align with factors in consumer and family care-
givers as well as MHP factors that enable or hinder the es-
tablishment of the therapeutic relationship. This might
include consumers’ insights, knowledge, humour and com-
munication challenges (verbal and non-verbal), and work
fatigue, skills, competency and attitudes of MHPs [3, 11,
12]. Conversely, the organisational attributes constitute fac-
tors influenced by the treatment setting or environment.
These attributes may include the philosophy of care (e.g.
paternalistic and medical model traditions, organisational
policies and practices, increasing workload, staff shortages
and a large number of patients [3, 11, 13, 14].

Research has highlighted that the therapeutic relation-
ship could have a positive effect on the quality of mental
health services [1, 8, 15]. For example, for consumers,
the therapeutic relationship promotes personal recovery,
increased satisfaction with services, quality of life, re-
duced symptoms and functionality [4, 15, 16]. Given
these significances, mental health stakeholders are in-
creasingly advocating for an evidence-based process to
enhance quality mental health services. Although some
studies have suggested the need to understand the
evidence-based process in mental health nursing, there
is little evidence to support the development of effective
therapeutic relationship building, particularly in clinical
practice. Research on therapeutic relationship building
has been limited to general health services, particularly
in developed countries, eg. Australia [8, 12] UK [17]
USA, and Germany) and Middle Eastern countries [3,
18], eg. Iran and Saudi Arabia).
In developing countries including Ghana, there is lim-

ited evidence on issues related to EBP, which is integral
to the recovery of consumers. Although there has been
increasing efforts to improve the living conditions of
consumers with mental illness and, thus has resulted in
increasing empirical studies on mental health services, to
date, the evidence has focused on weaknesses in the
health system [19], challenges in policy implementation,
enablers and barriers in accessing services [20], and
treatment pathways using conventional middle-range
theories [21, 22]. None of these studies has attempted to
understand the perspectives of MHPs regarding the
evidence-based therapeutic process. To address this gap,
a qualitative study, using realistic evaluation as part of a
concurrent mixed-methods approach, was undertaken to
explore mental health professional’s views on the
evidence-based therapeutic process in psychiatric facil-
ities in Ghana.

Middle-range theories supporting evidence-based
therapeutic processes
Several theories have been proposed to inform EBP in
health service delivery, which applies to mental health.
Examples of these middle-range theories include the
Donabedian theory of quality of care [16] and Hildegard
Peplau’s middle-range theory of interpersonal relation-
ships [23–25].
The process component of the Donabedian middle-

range theory describes EBP as the actual treatment stage
and is comprised of consumer-based interpersonal rela-
tionships and the technical skills of the mental health
professionals. According to the Donabedian theory,
consumer-based interpersonal relationships highlight the
therapeutic relationship between consumers and pro-
viders. The technical skills describe clinicians’ knowledge
about appropriate interventions and best practices, as
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well as their ability to accurately assess consumer prob-
lems [16].
Hildegard Peplau’s middle-range theory states that

consumer-based interpersonal relationships must go
through three phases, including orientation, working
(identification and exploitation) and termination (reso-
lution) [23, 25]. The therapeutic interaction between
consumers and service providers is central in each of the
three phases. For example, at the orientation phase, pro-
viders meet consumers and gain essential information.
Service providers make assessments about consumers
through a collaborative and interdisciplinary plan of care
at the working phase, to determine the best evidence-
based interventions. Finally, service providers create dis-
charge plans, which include symptom management and
recovery planning at the termination phase [24, 25].

Methods
Study setting
The study was conducted between June 2019 and No-
vember 2019 at three psychiatric facilities in Ghana.
Two of the facilities are specialised psychiatric hospitals,
while the third was a unit within a general hospital. The
two psychiatric facilities are located in the Greater Accra
region and the psychiatric unit is located at the Komfo
Anokye Teaching Hospital in the Ashanti region. All
three facilities operated based on a shared goal and focus
of treatment.

Research design and approach (phase 1 – initial theory
and assumption)
This paper focuses on the qualitative component of a
larger, concurrent mixed-method study design, which
draws on the principles of realist evaluation to explore
mental health professionals’ perspectives on evidence-
based processes in the provision of mental health ser-
vices. This qualitative component explores the subjective
views of mental health professionals in the process of
delivering mental health services. In particular, the quali-
tative data was used as secondary to the quantitative ob-
jective measure of the outcome of mental health
services. It enabled the researchers to interact with men-
tal health professionals and to listen to their subjective
experiences in the process of providing services to con-
sumers. It also helps to generate a rich and in-depth ex-
ploration of the therapeutic process in mental health
service delivery [26]. The naturalistic, holistic view of
qualitative methods is relevant to better understand the
therapeutic process, rather than simply the quantitative
measure of outcome. Specifically, the realistic evaluation
cycle was conceptualised into phases and started with
initial theory development [27, 28]. Data were captured
through semi-structured interviews, surveys, and a re-
view of the literature. The literature review [19, 21],

concepts [16, 26] and quantitative components [29, 30]
informing this realistic evaluation have previously been
published. The realistic evaluation provides a unique
perspective on services and is grounded in theory [27,
31]. The central tenet of this realist methodology is that
the services may work differently in different contexts
[28, 32].
This study offers ways to address what works (or not),

when, why, for whom and under what circumstances to
promote evidence-based therapeutic interaction in ser-
vice provision [33, 34]. The therapeutic processes in
mental health services have traditionally been tested and
evaluated through middle-range theory (e.g. Donabedian
theory or Hildegard Peplau’s theory). However, such the-
ories do not offer ways to identify contextual factors, nor
mechanisms that could promote the therapeutic inter-
action between consumers and providers. This realistic
evaluation involves the development and refinement of a
program theory, which is explained according to Pawson
and Tilley’s (1997) formula: Context + Mechanism =
Outcome.
The Donabedian middle-range theory and Hildegard

Peplau’s theory on interpersonal relations were used to
explain the therapeutic processes of providing mental
health services [35].. The qualitative data were empiric-
ally tested to develop a final program theory that ex-
plains contextual factors and mechanisms that enhance
the evidence-based therapeutic processes in delivering
mental health services (Tables 2 and 3). The experiences
of MHPs based on their therapeutic interactions with
consumers were used to refine the program theory. The
next step involved developing the underlying assump-
tions, to articulate the program theory [27, 31, 36].

Data collection (phase 2 – recruitment and fieldwork)
Qualitative methods including field notes and in-depth
interviews were used to collect data from MHPs. The
clinical coordinators in each psychiatric facility facili-
tated the recruitment of participants. The researchers
reviewed the list of MHPs in each of the selected facil-
ities and selected those who met the eligibility criteria.
MHPs were included if they had worked for at least
three years in the respective psychiatric facility and pro-
vided daily routine mental health services. Based on the
inclusion criteria, we invited 38 MHPs through email,
face-to-face or telephone call. The invitation contained a
letter of introduction, participant information sheets,
and consent forms. Similarly, the head of each psychi-
atric facility sent a memo detailing the research and ad-
vertised it on the notice boards in each department. A
total of 30 MHPs agreed and were purposively recruited
to participate in an in-depth interview. The data were
collected until saturation, when no new information
emerged.
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The interviews were conducted using a structured
interview guide (Additional file 1) and captured informa-
tion on contextual factors and mechanisms that could
improve therapeutic processes in mental health services.
The interview guide was developed using relevant infor-
mation according to the Donabedian middle-range the-
ory [16] and Papau theory on interpersonal relations.
Specifically, the content of the interview guide covered
questions on the evidence-based therapeutic process in
providing mental health services. For example, the ques-
tions focused on the technical skills of providers, the
training and professional development plan and
consumer-based interpersonal relationships [23–25]. In
particular, the questions also covered clinicians’ know-
ledge of appropriate interventions and best practices, as
well as their ability to accurately assess the problems of
consumers [16].
In the interview sessions, MHPs were briefed about the

research objectives, procedures and the consent process.
The right of participants to safeguard their anonymity and
integrity was respected. Each MHP was informed of the
study’s aims, methods, and consent to participation, po-
tential risk/benefits and privacy/confidentiality. The
MHPs signed an informed consent form prior to partici-
pation. The lead author conducted the interviews and
therefore read the questions and recorded (with permis-
sion) responses, using an audio recorder. The interviewer
has several years of experience in conducting qualitative
interviews, particularly in the health facility setting. Al-
though the interviewer understands the mental health sys-
tems, thus based on previous research, he did not have
any work, social and emotional links with the participants.
The interviewer also monitored all the interview process,
including gestures and memos. We assigned unique iden-
tifiers to the audio recordings, to maintain the confidenti-
ality of the participants. All interviews were conducted in
English, which is the primary language of conversation in
formal settings in Ghana. The interviews were conducted
at the psychiatric facilities, in the clinical staff common
rooms, privately and separately; that is, no interview was
witnessed by a clinical coordinator or service provider.
Each interview took approximately 45 to 60min.

Data analysis (phase 3 – analysis and configuration of
CMO)
The data from field notes and in-depth interviews were
analysed using thematic analysis, conducted according to
Braun and Clarke [37] approach to categorising and con-
necting data, to develop a realist theory (Tables 2 and 3).
This process involved transcribing, reading, familiarising
with the data, generating initial codes, searching for themes,
reviewing themes, and rigorous interpretation of data.
An independent transcriber transcribed the 30 de-

identified audio recordings into an MS Word document.

The interviewer listened to the audio recordings and
reviewed the transcripts and field notes. The transcribed
data was then entered into NVivo 12 for analysis. The lead
author, working closely with all co-authors, performed the
coding process. As recommended by Saldaña [38], initial
coding were conducted to develop inductive codes. The au-
thors revised the initial codes to better understand which
ones to include in new inductive codes. The authors then
performed focused coding, thus successive coding, of all the
remaining data to identify additional codes. In the focused
coding, the most significant initial codes were used as
provisional categories for checking across all the tran-
scribed data. The focused coding continued until saturation
was reached – no new ideas emerged from successive
coding.
The analysis identified a total of 49 inductive codes. The

codes were categorised into two major themes that ex-
plain the evidence-based therapeutic process in mental
health service delivery (Table 2). For example, theme 1
“technical competency stimulates evidence-based mental
health services” consist of 19 inductive codes, whilst theme
2 “therapeutic alliance-building ensure effective inter-
action” consist of 29 inductive codes (Tables 2 and 3).
Memos were written throughout the coding process to

record emerging conceptual links and observations from
the data. The identified codes were then used to develop
the context, mechanism and outcome (CMO domain) cat-
egories. The context describes the policy background and
mental health systems as well as the organisational setting
where the services are being delivered [27, 39]. Also, the
mechanism describes what makes the services work. They
refer to the intentional and unintentional approaches and
strategies that are implemented to improve the thera-
peutic process in mental health service delivery [27, 39].
The outcome in our realistic evaluation refers to the
intended or unintended changes that are achieved in the
lives of consumers as a result of the efforts by the thera-
peutic process [27, 39]. The first CMO configuration
(theme one) and second CMO (theme two) consist of all
codes that explain contextual factors, and mechanisms
that could enhance the outcome of mental health services
(Tables 2 and 3). A visual model was developed to estab-
lish the patterns of CMO across codes and cases. As illus-
trated in Table 2, the patterns denoted the causal
pathways, and thus the contextual elements that could
trigger or influence mechanisms, to produce mental health
service outcomes. The most prominent quotes and words
from MHPs that were relevant to each of the context,
mechanism and outcome are used to support the findings.

Results
Background information
Table 1 provides demographic data from MHPs. The
average age was 36.4 years and more than half of MHPs
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(17/30; 56.67%) were female. Most MHPs (20/30;
66.67%) were married, while 30% were single. A third of
the MHPs were registered mental health nurses, while
23.33% were psychiatrists. The highest level of education
was a postgraduate degree (e.g. MPH, MSc, MPhil and
MBChB), and the average professional experience was
36 years.

CMO configurations from the analysis
The thematic analysis identified two contexts, mechan-
ism and outcome configurations (themes) as per the
program theory (Tables 2 and 3). The findings are pre-
sented according to these contexts, mechanism and

outcome, and are supported with relevant verbatim
quotes from the transcribed data.

CMO configuration 1: technical competency stimulates
evidence-based therapeutic process in mental health
services
This context, mechanism and outcome configuration de-
scribe the effects of technical competency on the
evidenced-based therapeutic process in mental health
services. This context, mechanism and outcome was
configured using 19 inductive codes emerging from the
analysis. Most MHPs reported that they had received
specialist training, practical skills, certified licensing as

Table 1 Background information of MHPs

ID Health Facility Profession Qualification Age Gender Marital
status

Experience

001 Facility 1 Mental health nurse Diploma in Nursing 52 Male Married 24

002 Facility 3 Occupational Therapist BSc Occupational Therapist 26 Male Single 3

003 Facility 3 Mental Health Nurse BSc Mental Health Nursing 34 Female Married 11

004 Facility 3 Clinical Psychologist MPhil Clinical Psychologist 35 Male Married 8

005 Facility 3 Psychiatrist MBChB. MWACP 29 Male Single 3

006 Facility 3 Psychiatrist MBChB. MWACP 33 Male Married 5

007 Facility 3 Psychiatrist MBChB. MWACP 33 Male Single 4

008 Facility 3 Lay Art Therapist MPhil Art Education 29 Female Married 3

009 Facility 3 Clinical Psychologist MPhil Clinical Psychologist 53 Male Married 10

010 Facility 2 Occupational Therapist BSc Occupational Therapist 28 Male Single 3

012 Facility 2 Community Mental Health Nurse Diploma in CMHN 29 Female Single 7

011 Facility 2 Occupational Therapist BSc Occupational Therapist 25 Female Single 3

013 Facility 2 Registered Mental Health Nurse Diploma in Nursing 35 Female Married 12

014 Facility 2 Community Mental Health Nurse BSc Community Psychiatric Nurse 36 Female Married 11

015 Facility 2 Community Mental Health Officer Diploma in CMHO 34 Male Married 9

016 Facility 2 Registered Mental Health Nurse Bed. Health Sciences 35 Female Married 18

017 Facility 2 Registered Mental Health Nurse BSc Nursing 35 Female Married 9

018 Facility 2 Clinical Psychologist MPhil Psychology 50 Female Married 3

019 Facility 2 Physician Assistant (Psychiatrist) BSc Clinical Psychiatry 56 Male Married 11

020 Facility 2 Registered Mental Health Nurse BSc Mental Health Nursing 37 Female Separated 8

021 Facility 2 Registered Mental Health Nurse Bed. Health Science 35 Male Married 10

022 Facility 1 Registered Mental Health Nurse BSc General Nursing 41 Female Married 12

023 Facility 1 Psychiatrist MBChB. MWACP 35 Female Married 6

024 Facility 1 Social Worker BA, Post-graduate, MSc Development
Economics

40 Male Married 12

025 Facility 1 Registered Mental Health Nurse Dip. RMN, BSc Nursing 35 Female Single 11

026 Facility 1 Registered Mental Health Nurse MPH Public, BSc Psychology, Diploma
Nursing

39 Female Married 16

027 Facility 1 Clinical Psychologist MPhil Psychology 30 Female Married 3

028 Facility 1 Resident Trained Psychiatrist MBChB 29 Female Single 4

029 Facility 1 Resident in Psychiatrist MBChB 36 Female Single 3

030 Facility 1 Resident MBChB, MPH 48 Male Married 12

Min/Max; Mean (25/53; 36.4)
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well as being regulated, monitored and supervised. The
MHPs perceived that they had insights on the theories,
concepts and practical skills in providing mental health
services. Most participants expressed that their clinical
competencies were achieved through mechanisms such
as continuous learning, in-service training, professional
development, multidisciplinary team involvement and
clinical and academic training sessions (tutorials, presen-
tations and discussions). Most participants confirmed
that they received in-service training opportunities every
quarter (e.g. at least 2 to 4 times a year). Some partici-
pants mentioned that as part of the professional devel-
opment plan, the psychiatric facilities annually requested
the training needs of every staff member. Several clinical
and academic training sessions (tutorials, presentations
and discussions) were organised in the psychiatric facil-
ities for specific days to update MHPs on specific issues.
The participants explained:

Yes, almost every morning here we have our morn-
ing tutorials or meetings where we have discussions
on various topics and we more or less teach each
other, we have CPDs where we have lecturers from

this country and sometimes from outside the coun-
try also coming to update us on relevant informa-
tion so we always make sure that we update
ourselves with relevant information and current in-
formation (Participant 7; psychiatrist; Facility 3).

Three MHPs (occupational therapist, psychiatrist and
clinical psychologist) elucidated that the various profes-
sional associations for prescribers and allied health ser-
vices organised training and academic sessions for
MHPs to renew their certification and licence:

As part of our allied health association every year
you have to go for professional development pro-
grams and accumulate a minimum of 12 points to
be able to renew your registration with the council;
yes so for that one throughout the year we go for
continuous professional development programs to
add on to our knowledge’ (Participant 10; Occupa-
tional therapist; Facility 2).

The contextual factors related to technical competencies
and the unintended and intended mechanisms adopted

Table 2 CMO from the configuration

CMO from the configuration Context +Mechanism = Outcome

CMO configuration one (theme one): Technical competency
stimulates evidence-based mental health services

MHPs have received specialist training, practical skills, certified license as well as
being regulated, monitored and supervised (Context). This is achieved through
continuous learning, in-service training, professional development plan, multi-
disciplinary team, clinical and academic training sessions (tutorials, presentations and
discussions) (Mechanisms). These are helping to deliver quality mental health ser-
vices, by reducing hospitalization days for consumers, improved MHPs knowledge
and skills on current treatment methods, providing effective and efficient services to
consumers, consumers to built confidence and trust in the care (Outcome) This not-
withstanding, MHPs needed in-service training (aggression and conflict manage-
ment, training in using psychological tools and test, customer care, health
promotion, communication skills, infection prevention, operating ECT as well as deal-
ing with difficult family caregivers), inadequate MHPs in clinical and allied health spe-
cialties (child and adolescent, forensics, geriatric psychiatry, addiction substance as
well as social work and psychological services), adhering to western protocols and
clinical judgement with on-going deliberation regarding the need to get a local
protocol (Mechanisms)

CMO configuration two (theme two): Therapeutic relationship
building ensure effective interaction

MHPs build the therapeutic relationship in psychoeducation, consultation, diagnosis,
as well as family therapy session (Context). This was built through consumers
involved in the care plan, considering consumers educational background,
philosophical approach to admission (eg. voluntarily or involuntarily) dignity and
respect, making consumers aware of the choices, building rapport, ethical principles
(eg. respecting consumers privacy/confidentiality, dignity, preferences, informed
consent, comfort, religion, gender, age, belief systems), need to stop wearing
providers uniforms (Mechanisms) and this help equip consumers in management of
the condition, enhance consumers’ knowledge and understanding, successful
compliance with medications, consumers participating actively in the care plan (if
educated), consumers feeling accepted, having hope and expectations, adhere to
medications, making the service participatory, MHPs avoid being physically attacked
or injured by angered consumers, promoting the quality of mental health services,
help to avoid distinguishing consumers and providers on duty. (Outcome). This
notwithstanding, MHPs have limited knowledge in sign language/no designated
sign language interpreter to support communication, and using family caregivers,
teachers or instructors or health professionals from other units to provide sign
language support (Mechanisms) professional-consumers communication barriers
(Outcome)
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Table 3 CMO from the configuration
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by the psychiatric facilities influenced the outcomes of
mental health services. For example, some MHPs re-
ported that clinical competence, in-service training and
professional experience mostly helped them to deliver
quality mental health services to consumers. Three
RMHNs also mentioned that their clinical competence
and working within the multidisciplinary team helped
consumers to build confidence and trust in the care pro-
vided, which in turn led to reducing in-patient bed days:

If the nurse is knowledgeable in how to ensure that
the client gets well, he/she puts the knowledge into
practice so that eventually the client doesn’t spend
so much time on the ward because spending so
much time on the ward means you are paying more,
so that if there is the need for a progress report and
maybe talking to a prescriber to ensure that the
right thing is done it helps the nurse and it also
helps the client in the long run. (Participant 21;
RMHN; Facility 2).

If you can communicate well with your clients and
your clients have confidence in you it will help them
to come back for treatment whenever the need
arises and it will also help the client to trust you be-
cause they know that you know what you are about.
(Participant 16; RMHN; Facility 2).

Further, some MHPs (e.g. clinical psychologist, occupa-
tional therapist and RMHN) related that the in-service
training had improved their knowledge and skills on
current treatment methods, and subsequently enabled
them to provide effective and efficient services to
consumers:

It informs us of current trends in treatment, it in-
forms in current trends in diagnosis and identifying
psychopathologies and then also basically making our
treatments as straightforward and as precise as pos-
sible. (Participant 4; Clinical psychologist; Facility 3).

Although participants believed themselves to have ad-
equate clinical competence, they suggested several train-
ing needs that could further equip them with skills and
practice to enable the provision of quality mental health
services. For example, most participants suggested that
they needed training in aggression and conflict manage-
ment, in using psychological tools and tests, infection
prevention, operating ECT, dealing with difficult family
caregivers and health promotion, as well as customer
care and communication skills:

We interact with these patients and we get patients
becoming aggressive, so training in aggression,

conflict management, training in the various therap-
ies that we have and the current therapist that are
being used elsewhere … we also need training in
customer care, communication skills … training in
even conflict management among staff, not just
about the patient we care for but among the staff.
(Participant 26; RMHN; Facility 1).

Moreover, participants described some challenges that
could compromise their competence and the use of
evidence-based treatment, including inadequate clin-
ical and allied health specialties in child and adoles-
cent mental health, forensics, geriatric psychiatry,
addiction, substance abuse, social work and psycho-
logical services:

It would be good for us to have specific training in
the different branches of psychiatry, further training
in the different branches of psychiatry like forensic
psychiatry, geriatric psychiatry, child and adolescent,
addiction because we are more or less general psy-
chiatrists so it would be good if we got like further
training in these areas to make us even more effi-
cient. (Participant 7; psychiatrist; Facility 3).

Yes, for the subspecialties, child, we need psychia-
trists, we need forensics, we need substance addition
subspecialists so all those things we are specialists
providing the care but it could be better if we had
people who have fellowship training such specialty
skills but that’s our vision that in the next 5 years
we are hoping to develop all those subspecialty
trainings to get some of us to train in those fields as
well. (Participant 6; psychiatrist; Facility 3).

… training is in general adult psychiatry so when it
comes to such specialty services like child and ado-
lescent forensics we have the general training. Our
best-trained subspecialists are myself and my col-
league who recently joined me. I have a masters in
child and adolescent mental health which is not a
clinical fellowship but at least some focused training
in child and adolescent mental health and that’s
about the best we have, everybody else here has
general adult psychiatry so the geriatric service we
are rendering, the forensic course reports are all
based on general adult psychiatry knowledge that
we have so in that sense we are probably not as
resourced-rich as western countries. (Participant 6;
Psychiatrist; Facility 6).

Some MHPs also added that while there was no local
protocol to inform EBP, they adhered to international
standards in the clinical practice. Some MHPs further
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recommended that there is an ongoing deliberation re-
garding the need to get a local protocol:

We adapt international standards slightly but we
most of the time comply with international standards
and if we have to make a few adjustments concerning
local protocols cost usually has a role to play but
most of the time international standards evidence-
based medicine that is what we roll with and we keep
modifying our treatment protocols as and when we
need to. (Participant 7; Psychiatrist; Facility 3).

CMO configuration 2: therapeutic relationship building
ensures effective interaction
This context, mechanism and outcome configuration de-
scribes the influence of therapeutic relationship building
on effective interaction between consumers and MHPs.
This context, mechanism and outcome was configured
using 29 inductive codes emerging from the analysis. As
per the context of the program theory, most participants
stated that they built therapeutic relationships through
psychoeducation, consultation, diagnosis and family
therapy sessions. The MHPs recounted that they in-
volved consumers in the care plan, built rapport with
them and ensured their dignity and respect. The analysis
revealed that the involvement of consumers in the care
plan was dependant on their educational background
and the nature of admission (e.g. voluntarily or involun-
tarily). The MHPs believed that consumers who were
educated or admitted voluntarily mostly knew about the
condition and treatment options, and therefore, partici-
pated actively in the care plan:

… patients especially the more educated patients
like to have interaction, like to be involved in the
decision making on the treatment … by all means
go online to be involved in the decision with the
side effects profile, we weigh the options. (Partici-
pant 30; psychiatrist; Facility 1).

We don’t only involve patient or clients but we in-
volve clients and their relatives to understand the
condition the patient is going through … before the
admission, we make this known to them … while
the patient is going through the treatment, we make
the relatives understand what the patient is going
through so that even the management of the patient
in our facility, they should also be able to better
manage the patient after discharge. (Participant 24;
Social worker; Facility 1)

… with the voluntary, because they have insight,
they admit that they are mentally ill and they need
help for coming here. So most voluntary cases are

difficult when you are giving them their medicine
because they understand that they have to take it.
(Participant 22; RMHN; Facility 1).

In contrast, some MHPs (e.g. psychiatrist and RMHN)
suggested that consumers with little or no education, in-
cluding those admitted involuntarily, participated less in
the care plan. This notwithstanding, some MHPs said
that irrespective of the background of consumers, they
made several attempts to involve them as much as pos-
sible, as a fundamental human right to make them aware
of their choices:

Having said all that as a fundamental human right I
try to make sure that the patient is involved and is
aware of the choices and makes the choices them-
selves to the best of their educational and you know
socioeconomic background. (Participant 6; psych-
iatrist; Facility 3).

… we interview them to know why they are being
admitted – whether it is voluntary or involuntary.
Did they come by their own or they were forced. So
if there were brought here involuntary then we ex-
plain to them why because some of the allegations
are threatening. For example, there is an allegation
that the consumer is threatening to kill someone
and he's saying that he will commit suicide … That
is involuntary admission. So we explain to them
why they have come to this place and why there is
the need to seek the services. (Participant 22;
RMHN; Facility 1).

The analysis highlighted that therapeutic relationship is
established through several mechanisms, according to
the program theory. For example, some participants
emphasised that the therapeutic relationship naturally
starts by building rapport with the consumer and family
caregivers; in particular, getting to know their condition
while instilling hope and realistic expectations. Most
participants found that the therapeutic relationship was
realised through recognition of several ethical principles,
which included respect for consumers’ privacy/confiden-
tiality, dignity, preferences, comfort and seeking in-
formed consent, as well as consumers’ backgrounds,
including religion, gender, age, belief systems and cul-
ture. For example, some MHPs (e.g. RMHN) expressed
that they ensured these ethical principles were upheld,
to build the therapeutic relationship, to avoid being
physically attacked or injured by angered consumers and
to promote the quality of mental health services:

… every patient needs equal treatment, every patient
has an equal right, you know with the condition
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they have a perception already, some hallucinate
and some have a delusion, so if you discriminate
and stigmatise and align with what the patient is
thinking, it may cause the patient to become aggres-
sive towards you the service provider. There is some
time that we have a shortage of staff, so if the pa-
tient feels that you discriminate against him based
on religious or cultural identity, they can attack you
when you are alone in the ward. (Participant 26;
psychiatrist; Facility 1).

A clinical psychologist with three years’ experience de-
scribed that consumers having a Muslim background
placed significance on the superiority of men over fe-
males. Therefore, MHPs could consider such cultural
and religious perceptions when providing services to
these consumers:
The participant described this issue as follows:

“ … a woman in a Muslim society does not have
much recognition … Its cultural specifics, women
are second to the man. So when a Muslim has a
psychological condition and they walk into the con-
sulting room and see a woman, their bias is certain.
It depends on you the therapist to be competent
enough to be able to overlook the fact that you are
being looked down up based on your gender. That
is very important, if not, you will not be able to give
your best because you may already have a percep-
tion that he’s already looking down upon you. (Par-
ticipant 27; Clinical Psychologist; Facility 1).

So when the client comes and he is not conversant
with females you can approach your colleague to
come and then talk to the client based on what the
client believes in, so you are not here to undermine
any religion, no we are to give our best of care so
that is what we do. (Participant 13; RMHN; Facility
2).

As per the program theory, the contextual factors of
evidence-based therapeutic process, together with the
mechanisms, helped to achieve some positive effects on
the outcomes of mental health services. For example,
most MHPs expressed that the therapeutic relationship,
as well as involvement in the consumer care plan, was
relevant to promoting the quality of mental health ser-
vices provided, particularly respecting consumers’ funda-
mental human rights and dignity, and helping
consumers to be aware of their rights and choices. The
MHPs said that the involvement of consumers and fam-
ily caregivers helped to equip them to manage the condi-
tion, especially when discharged from psychiatric
facilities. In particular, this involvement could enhance

consumers’ knowledge and understanding as well as suc-
cessful compliance with medications.
Further, three MHPs (clinical psychologist, occupa-

tional therapist, art therapist) also noted that the thera-
peutic relationship is very important to help consumers
feel accepted, adhere to their prescribed medications,
and involve them in the service:

Yes so therapeutic relationships start with rapport
building, first getting to know the condition then
you know how to approach the condition, so before
you approach a patient you should know a little
about what is going on, then you know the ap-
proach you are going to use in handling or engaging
the patient and the family so you build rapport, let
them be an integral part of the whole care you just
don’t impose things on them because they also have
a say in what is going on so that together we all can
plan and give however it comes. (Participant 2; Oc-
cupational therapist; Facility 3).

Two MHPs further expressed that several recommenda-
tions had been made regarding the need to stop the
wearing of uniforms as mandatory among providers, to
avoid distinguishing consumers and providers on duty.
The MHPs expressed this as follows:

Some are even advocating that we shouldn’t wear
uniform in nursing so that they will see that there is
equality … you enter the ward and see that I am in
mufti and you are also in mufti, you will see that
these are the patient or the service providers … we
are all equal. So when you come and we are doing
recreational therapy, it is not just the patient who is
dancing or singing … you realise that all the nurses
are equally doing so. (Participant 26; RMHN; Facil-
ity 1).

Despite the increasing measures to build therapeutic alli-
ances, the analysis demonstrated a contextual challenge
related to barriers in consumer–provider communica-
tion, particularly for consumers with hearing impair-
ments and those from linguistic minority backgrounds.
Professional–consumer communication barriers were
exacerbated by MPHs’ limited knowledge of sign lan-
guage when communicating with consumers with hear-
ing impairments. Most MHPs noted that while they did
not know sign language, there was no designated sign
language interpreter to support communication chal-
lenges for consumers with hearing impairments:

With people with disability, it is a difficulty that we
are becoming more and more aware of … we do not
necessarily have an insider translator for people
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who come and use sign language. (Participant 5;
Psychiatrist; Facility 3).

No [no knowledge in sign language] so far we only
have one patient that has a problem like that, that is
how to sign but she even comes with her daughter
who interprets for us so we don’t have to. (Partici-
pant 21; RMHN; Facility 1).

These people are naturally by their disabilities not
able to access facilities like this. Especially when it
comes to psychological services, being deaf and
dumb and living in a society where the majority of
the people do not accept such population makes it
inaccessible. (Participant 27; Clinical Psychology;
Facility 1)

Six MHPs narrated that, despite these challenges, they
were able to use translators, mostly family caregivers
and teachers or instructors, to provide sign language
support. Participants occasionally relied on health pro-
fessionals from other units who knew about basic sign-
ing to provide such support:

Sign language, for now, I think we have one person
on the ward that understands sign language, so
when the need arises we call that person to leave
his/her unit and come and help here. (Participant
16; RMHN; Facility 2)

I am not trained in sign language I could do a few
basic sign language but then not entirely everything
but as I said I also don’t work alone I work with
other professionals so if I would need to and get
some kind of communication barrier or something
then I have to rely on the other professionals. (Par-
ticipant 8; Lay Art Therapist; Facility 3)

The analysis suggests that participants’ inability to pro-
vide adequate sign language interpretation for con-
sumers with hearing impairments affected the quality of
mental health services provided to such consumers.
Also, an RMHN added that there are sometimes
professional-consumer communication barriers, particu-
larly for those who cannot communicate in the same
language with the providers. The providers sometimes
resort to help from other professionals who could com-
municate effectively in their language, as exemplified in
the quote below:

Even sometimes language is a barrier … people
come and depending on the staff they meet if they

cannot speak their language, then it becomes a bar-
rier. So most of the time, you have to find a col-
league who can understand so that that person will
do the interpretation. Even in the consulting room,
we call someone to do the interpretation when the
need arises. (Participant 26; RMHN; Facility 1)

Discussion
This paper has answered the research question by identi-
fying two context, mechanism and outcome (CMO) con-
figurations that explain the evidence-based therapeutic
process in mental health services. This CMO configur-
ation includes that 1) technical competency stimulates
evidence-based therapeutic process in mental health ser-
vices, and 2) therapeutic alliance-building ensures effect-
ive interaction. The context-mechanism-outcome
configurations identified from this analysis can facilitate
the transferability of insights to other settings and
context.

CMO configuration two (theme one): technical
competency stimulates evidence-based therapeutic
process in mental health services
EBP in mental health services has been identified as fun-
damental to psychological growth and change [1, 2]. Ac-
cording to Donabedian middle-range theory on quality
of care, the central tenet to evidence-based treatment is
building the technical competency of MHPs [16]. An-
thony, Ellison [2] have also concluded that the technical
competency of MHPs could support consumers’ goal-
setting and skills development. As a contextual factor in
the current program theory, MHPs were perceived to
have technical competencies, aligned with their specialist
training, practical skills, certification, as well as with the
regulatory bodies that monitored and supervised their
services. The technical competency of MHPs was specif-
ically achieved through continuous learning, in-service
training and professional development planning, as well
as being part of a multidisciplinary team. The program
theory further suggests that these technical competen-
cies could promote quality mental health services, par-
ticularly improved knowledge and skills on current
treatment methods, ability to provide effective and effi-
cient services, and enhancing consumers’ confidence and
trust in the care. In particular, we identified that MHPs
needed training in specific skills to improve their tech-
nical competence, in particular to provide holistic men-
tal health services to consumers. For example,
participants expressed the desire to gain skills in aggres-
sion and conflict management, psychological tools, cus-
tomer care, health promotion, communication skills,
infection prevention and dealing with difficult family
caregivers. Although MHPs could obtain these skills as
part of their professional training, refresher training in
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these areas is important as part of continuing efforts to
provide holistic and integrated mental health services.
The findings of this study confirm previous studies in

developed (eg. UK) [13, 17] and developing countries,
which have recommended that in-service training and
professional development plan are significant attributes
for promoting the therapeutic relationship. For example
Bee, Brooks [17] reported in the UK that the relational
skills of professionals are the core facilitator of involving
consumers in the care, though there appear some defi-
ciencies in conventional staff training programs. More
so, past studies have concluded that MHPs need to de-
velop specific skills that promote the recovery journey of
consumers [2, 16, 40, 41]. For example, Anthony, Ellison
[2] recommended that MHPs providing mental health
services and rehabilitation counselling be encouraged to
gain skills in goal-setting as well as various therapies that
could promote recovery of consumers. Such MHPs are
encouraged to gain technical competencies in recovery
based interventions, including integrated services (e.g.
illness management, mindfulness-based interventions,
music-creation therapy and active leisure or recreational
activities), vocational rehabilitation [40, 42, 43], as well
as narrative photovoice and art-making services [44–46].
Given this, the study recommends that government
stakeholders should prioritise policy commitment and fi-
nancial incentives that promote in-service skills develop-
ment for MHPs, particularly in areas that promote
evidence-based therapeutic processes.

CMO configuration two (theme two): therapeutic
relationship building ensures effective interaction
Contemporary care philosophies have widely advocated
for consumer empowerment, contrary to the longstand-
ing socio-medical constructs of mental health services
[1, 2, 11]. Therapeutic relationship building constitutes
measures used to strengthen such empowerment and in-
volvement. Such a relationship could promote collabor-
ation between MHPs and consumers and their family
caregivers [1, 2, 47]. The study’s findings indicate that
MHPs build therapeutic relationships with consumers
and family caregivers through psychoeducation, consult-
ation, diagnosis and family therapy sessions. These
therapeutic relationships were used to involve con-
sumers in care planning and in promoting adherence to
ethical principles (e.g. respecting consumers’ privacy/
confidentiality, dignity, preferences, informed consent
and comfort, as well as, religious, gender, age and belief
systems). Consistent with previous findings [4, 6, 15],
the program theory demonstrated that the therapeutic
alliance equipped consumers in illness management; for
example, in adhering to medications. The therapeutic al-
liances were also relevant in promoting the personal re-
covery for consumers; thus, improving their knowledge

and understanding, creating a sense of acceptance, hope
and expectation, as well as active participation in mental
health services. In similar findings from Canada, Thi-
beault [4] reported that a strategic approach such as be-
ing mindful was used by professionals to achieve
therapeutic connection, and this helped consumers to
demonstrate openness to engagement, willingness to
share uncomfortable experiences, and visions of the
future.
Therapeutic relationship building appears to be a rele-

vant platform to promote the meaningful involvement of
consumers in care planning. However, several factors
could hinder or enable such therapeutic relationship
building. Consistent with previous studies [3, 11, 12],
our findings identified several individual as well as or-
ganisational factors that influenced therapeutic relation-
ship building between consumers and MHPs. For
example, individual factors such as consumers’ educa-
tional background affected the therapeutic relationship.
In particular, consumers with little or no education as
well as those from linguistic minority backgrounds were
not adequately involved in the care plan, indicating a
weak therapeutic relationship. Specifically, the findings
confirm a previous study, which concludes that several
consumer-related factors impeded the therapeutic rela-
tionship in psychiatric wards in southern Iran [3]. In
previous findings, limited knowledge of consumers con-
cerning their condition was a key factor that hindered
effective therapeutic relationship with MHPs [3].
Moreover, the organisational factors that affected the

building of a therapeutic relationship between con-
sumers and MHPs were the philosophical approach to
care and lack of sign language interpreters (nurse–con-
sumer communication barrier). Consistent with previous
findings [14, 17], the philosophical approach to practices,
such as paternalistic and medical model traditions,
which promote involuntary admission of consumers, was
identified as a key hindrance to consumer participation
in care planning, leading to a limited therapeutic rela-
tionship. For example, Bee, Brooks [17] concluded that
while the technical skills of MHPs could promote con-
sumer involvement, the philosophical tensions between
consumers and professional accountability could impede
therapeutic alliance-building in the UK secondary care
mental health services.
Also, as per the program theory, contextual factors

such as the lack of sign language interpreters in the
mental health systems created barriers in provider–con-
sumer communication, particularly for consumers with
hearing impairments. The lack of sign language inter-
preters in providing communication support for con-
sumers with hearing impairments could affect the
quality of mental health services provided to them. This
finding confirms previous studies, which have identified
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communication as a main contextual factor that could
enable or hinder therapeutic relationship building [3, 6,
8, 12]. For example, Belcher and Jones [8] have sug-
gested that provider–consumer communication involves
a two-way process; thus listening to consumers prob-
lems, have a social conversation and further explaining
to them any procedures to be undertaken. Providing ad-
equate and effective verbal and non-verbal communica-
tion is an important part of the provider–consumer
interaction. This position consumers to be equal part-
ners and further help them to achieve wellness [6]. In
addition, Haydon, van der Reit [12] have concluded that
while provider–consumer communication is vital to pro-
moting person-centred care, the use of humour in the
therapeutic relationship should not go unrecognised.
Some studies have also recommended that MHPs should
consider humour as a useful tool in the therapeutic rela-
tionship [6, 13]. Given this, stakeholders are encouraged
to enforce and monitor policies and regulations that
support adequate provision of sign language interpreters
in all levels of mental health service provision.

Limitations
Several limitations need to be acknowledged. First, the
study was limited to responses from purposively selected
MHPs in three psychiatric facilities, without the perspec-
tives of mental health policy planners from government
ministries or from family caregivers. Despite this, the re-
searchers have enhanced the trustworthiness of data col-
lection and documentation according to the seven
criteria of Pawson and Tilley [39], which are transpar-
ency, accuracy, purposivity, utility, propriety, accessibility
and specificity. The methodology informing this context,
mechanism and outcome configuration was collabora-
tively developed by experts in mixed-methods research.
The research team first developed, confirmed and dis-
cussed the methodology before implementing it. More-
over, the thematic analysis process was subjected to
coding by consensus, member checking and a series of
debriefing sessions. The findings have been compared
with those of the international literature on quality men-
tal health services.

Conclusion
This study sought to use a realistic evaluation to explore
the evidence-based therapeutic process in mental health
services, from the perspective of MHPs. As per the pro-
gram theory, contextual factors such as the technical
competencies of MHPs stimulated the evidence-based
therapeutic process in mental health services. For ex-
ample, MHPs perceived that they had technical compe-
tencies, attained through mechanisms such as
continuous learning, in-service training, professional de-
velopment planning and the multidisciplinary team

environment, as well as through clinical and academic
training sessions. As per the program theory, these con-
textual factors and mechanisms were relevant to achiev-
ing outcomes such as mental health service quality
through reduced hospitalisation days, improved know-
ledge and skills in MHPs on current treatment methods,
as well as building the confidence level of consumers.
Contextually, the MHPs established therapeutic relation-
ship through psychoeducation, consultation, diagnosis
and family therapy sessions. These therapeutic alliance
were built through mechanisms such as involvement of
consumers in the care plan, considering consumers’ in-
dividual factors (e.g. education background), philosophy
of mental health services (e.g. voluntarily or involuntarily
nature of admission), building rapport and adhering to
high ethical principles (e.g. dignity and respect, choices,
respecting consumers privacy/confidentiality, dignity,
preferences, informed consent, comfort as well as religious,
gender, age and belief systems). As per the program theory,
these contextual factors and mechanisms helped to equip
consumers in management of their conditions; enhanced
consumers’ knowledge and understanding, compliance with
medications, active participation in the care plan, feeling ac-
cepted, having hope and expectations, and making the ser-
vice participatory. Despite these factors, there was a barrier
to consumer–provider communication, particularly for
consumers with hearing impairments and those from lin-
guistic minority backgrounds. This contextual challenge re-
sulted in communication barriers for this category of
consumers.

Implications for mental health policy and practice
The study’s findings have identified some contextual fac-
tors and mechanisms that could enhance the evidence-
based therapeutic process in mental health service deliv-
ery. The findings are relevant to informing policy, men-
tal health nursing practices and the education of MHPs
and students. As per the program theory, we recom-
mend that government stakeholders and policymakers
should prioritise the current mechanisms used to pro-
mote technical competencies for MHPs. For example,
policies, periodic monitoring and adequate financial in-
centives should be provided to support continuing in-
service training as well as professional development
planning for MHPs. Health service planners and admin-
istrators are encouraged to prioritise ongoing clinical
and academic training sessions as well as collaborative
and multidisciplinary teamwork. Such measures could
enhance the technical competencies of mental health
professionals and subsequently improve the therapeutic
process in the services. As per the program theory, the
current mechanisms used to promote therapeutic rela-
tionships between mental health professionals and con-
sumers and their family caregivers should be promoted
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and monitored periodically to ensure effective consumer
involvement and participation in the care plan. In par-
ticular, mental health professionals should be encour-
aged to adhere to the existing ethical principles as well
as promote a consumer-centred or strength-based ap-
proach to therapeutic relationship building. These prin-
ciples should be integrated into the routine practice to
ensure that consumers are involved at all stages of the
service delivery. Such integration could help mental
health professionals to adhere to treatment guidelines.
These mechanisms could also help consumers to adhere
to treatment and medication, and further promote their
clinical and personal recovery journey.
Moreover, based on the contextual challenges – for

example, consumer–provider communication barriers –
government stakeholders and health services planners
are encouraged to prioritise legislation that supports the
provision of sign language interpreters to support con-
sumers with hearing impairments. Finally, the identified
program theory enhancing the evidence-based thera-
peutic process should be prioritised in educational pro-
grams for mental health professionals and students.
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