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Examining Staff Attitudes Toward Human Rights in 
Lithuanian Mental Health Care Facilities
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jurga mataitytė-diržienė, and jūratė charenkova

Abstract

This study explores the attitudes of mental health care professionals in Lithuania toward human rights 

principles, provisions, and standards as defined by the United Nations Convention on the Rights of 

Persons with Disabilities (CRPD) and their application in mental health care. Employing a mixed-

methods convergent design, the study integrates survey data (n = 390) with qualitative findings from 

six focus groups with professionals and service users (n = 36). The results reveal notable differences 

across professional roles, institutional settings, and experience levels. Medical psychologists consistently 
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Introduction

Across the world, people with mental health condi-
tions or psychosocial disabilities often face stigma, 
discrimination, and limitations on their political, 
civil, social, and economic rights.1 Fostering their 
human rights is essential to advancing overall 
well-being. Mental health care professionals have 
a key role in this process: They are responsible 
for ensuring that human rights principles guide 
mental health care interventions.2 In light of recent 
global crises affecting health, economic stability, 
and social justice, it is more important than ever to 
recognize and prioritize the rights of persons who 
use mental health care services.3

The United Nations Convention on the 
Rights of Persons with Disabilities (CRPD) has 
significantly reshaped the global understanding, 
implementation, and protection of the rights of 
people with psychosocial disabilities.4 Its core aim 
is to ensure that all individuals with mental health 
conditions and disabilities fully and equally enjoy 
their human rights and fundamental freedoms, 
while also promoting respect for their inherent 
dignity.5

Although human rights in mental health 
care have only recently begun to receive broad-
er recognition, their importance is increasingly 

acknowledged across the world.6 While human 
dignity is a foundational principle, research indi-
cates that it is not always safeguarded or promoted 
within mental health systems and services.7 The 
World Psychiatric Association has highlighted the 
protection of human rights in mental health care as 
one of its primary concerns.8

In the past decade, growing recognition of 
the rights of persons with mental health condi-
tions and psychosocial disabilities has brought 
traditional psychiatric practices under scrutiny.9 
A key point of contention within the human rights 
community is whether coercive interventions, such 
as involuntary hospitalization and treatment, can 
ever be considered compatible with human rights 
standards.10 Some mental health care professionals 
and advocates argue that such practices may be 
justified if they are necessary, proportionate, and 
implemented with strong legal safeguards.11 Others 
maintain that coercion is inherently a violation 
of human rights and can never be justified.12 This 
ongoing debate has led to a significant standstill 
in the human rights discourse, often referred to as 
the “Geneva impasse.”13 A relatively new direction 
in academic research on the promotion of human 
rights in mental health care may offer a way to 
resolve this impasse, which has dominated discus-
sions in the field in recent years.14

demonstrated more human rights-supportive attitudes, while nurse assistants and professionals in large 

inpatient facilities were more likely to endorse coercive practices and question the full implementation 

of rights in practice. Additionally, mid-career professionals and those working in smaller facilities 

expressed greater openness to reform and the practical utility of the CRPD. Qualitative findings further 

highlighted systemic barriers such as stigma, biomedical dominance, and resource constraints. These 

findings underscore the importance of targeted training, institutional reform, and sustained political 

will to align Lithuania’s mental health care services with international human rights standards. Further 

longitudinal research is warranted to examine how attitudes toward human rights in mental health care 

evolve, especially in response to policy changes, reforms, and targeted training initiatives.
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In the case of Lithuania, the government rat-
ified the CRPD and its Optional Protocol in 2010, 
prompting significant legal and systemic reforms, 
including updates to quality standards for services 
within the health care system. A clear political 
commitment to improving mental health care and 
protecting human rights is reflected in the 19th 
Government Program of 2024. These priorities are 
further embedded in national development strate-
gies, which outline specific targets to be achieved 
by 2030. Key goals include strengthening mental 
health literacy, combating stigma, improving 
primary-level mental health care, expanding and 
diversifying specialized outpatient services, and 
streamlining inpatient care. According to the Min-
istry of Health, these objectives are central to the 
ongoing reform of Lithuania’s health care sector.

Since 2021, Lithuania has been conducting 
human rights monitoring in mental health care 
facilities using the QualityRights methodology of 
the World Health Organization (WHO), which 
aims to support countries in reforming their health 
care systems to be more person-centered, recov-
ery-oriented, and respectful of human rights.15 The 
initiative aims to drive lasting change in attitudes 
and practices, empowering stakeholders to pro-
mote dignity, rights, and recovery for individuals 
with mental health conditions and disabilities.16 In 
2023, Lithuania’s Ministries of Health and Social 
Security and Labor adopted official guidelines for 
assessing, monitoring, and providing methodolog-
ical support to ensure that mental health and social 
care services meet human rights standards, demon-
strating a firm national commitment to improving 
both the quality of services and the protection of 
human rights.

Although some progress has been made 
globally, stigmatizing attitudes and human rights 
violations continue to occur within mental health 
care facilities.17 Across many countries, mental 
health care professionals face significant barriers 
to implementing practices grounded in human 
rights, often working within systems shaped by 
paternalistic values. For example, in Spain, mental 
health care professionals cite a lack of financial and 
human resources, limited social support, and the 

persistence of paternalistic and biomedical models 
as key obstacles to upholding service users’ human 
rights; they also identify stronger professional 
training as a potential pathway to address these is-
sues.18 Across South American countries, progress 
has been made in reducing coercive practices, but 
further improvements in service quality are still 
needed.19 Recognizing the role of human rights in 
supporting the well-being of both service users and 
professionals is essential for advancing these stan-
dards. In India, implementing new mental health 
legislation faces major hurdles due to underfunded 
services, insufficient social support, and a shortage 
of trained personnel; sustained political will is 
critical to improving care quality and protecting 
human rights.20

On a global scale, achieving human rights-
based mental health care requires much broader 
and ongoing commitment from health care pro-
viders, families, social stakeholders, policy makers, 
and the wider public.21 Emerging evidence suggests 
that professionals’ attitudes play a critical role 
in shaping everyday practices, including the use 
of coercion, respect for autonomy, and support 
for decision-making. Studies have shown that 
stigmatizing or paternalistic attitudes among 
mental health professionals are associated with 
the persistence of rights-restrictive practices, 
whereas more rights-oriented attitudes are linked 
to improved quality of care and recovery-oriented 
approaches.22 Studies have shown that personal 
attitudes and socially constructed norms strongly 
influence whether professionals intend to apply 
human rights principles and standards in their 
work.23 As a result, mental health care practitioners 
frequently encounter challenges when striving to 
uphold human rights in their day-to-day practice.24

In Lithuania, too, despite recent progress 
and initiatives, deeply entrenched stigmatizing 
attitudes continue to pose a major barrier to the 
effective realization of the rights of people with 
mental health conditions and psychosocial disabil-
ities. This issue is particularly evident in national 
assessments of the mental health care system.25 A 
study commissioned by the Mental Health Centre 
at the Lithuanian Institute of Hygiene found that 
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discriminatory and human rights-averse views 
are still widespread among the general public and 
mental health care professionals.26

Until the present study, no research in Lith-
uania had specifically examined mental health 
care professionals’ attitudes toward human rights 
principles or their implementation in practice. 
Our study addresses that gap by evaluating these 
professionals’ views on human rights in everyday 
service delivery. Lithuania’s mental health system 
is undergoing a transition from institutional to 
community-based care, reflecting broader dynam-
ics seen in Central and Eastern Europe. That said, 
rather than aiming for direct generalizability, the 
study contributes to the limited empirical evidence 
on how professionals’ attitudes are shaped by train-
ing, institutional culture, and reform processes, 
while offering context-sensitive insights to inform 
comparative research on the barriers and enabling 
conditions affecting human rights implementation.

The specific objectives of this paper are as 
follows: 

•	 to evaluate how mental health care professionals 
perceive the principles, provisions, and stan-
dards for ensuring human rights as defined by 
the CRPD, and how these are applied within 
mental health care services;

•	 to assess professionals’ attitudes toward potential 
reforms in mental health care services, wheth-
er organizational, managerial, or clinical, that 
would bring practices into greater alignment 
with the CRPD principles, provisions, and stan-
dards; and

•	 to explore the associations between, on the one 
hand, professionals’ attitudes toward human 
rights and service reforms and, on the other, 
their sociodemographic characteristics, as well 
as the organizational features of the facilities in 
which they work.

Methods

Study design
We utilized a convergent mixed-methods design.27 

The quantitative component involved a survey ad-
ministered online, by telephone, and in person by 
the market research company RAIT.28 It provided 
statistical insights into the prevalence and patterns 
of human rights implementation and professionals’ 
attitudes. The qualitative component was explor-
atory and grounded in an experiential framework.29 
It included six focus group discussions with men-
tal health care professionals and service users, as 
well as open-ended questions within the survey.30 
Including qualitative methods enabled a deeper 
investigation of participants’ attitudes and the un-
derlying reasons behind the quantitative findings.31 
They also captured subtle systemic and sociocul-
tural dynamics, as well as other human factors, that 
numbers alone may not reveal.32

This paper is part of a broader study titled 
“Protection of Human Rights in Mental Healthcare 
Facilities,” for which the research team developed a 
methodology based on the human rights standards 
outlined in the CRPD, along with relevant tools 
from the WHO QualityRights initiative.33

Survey 
Drawing on the CRPD and the methodological tools 
developed under the WHO QualityRights initiative, 
we developed a survey questionnaire consisting of 
30 closed-ended questions and two open-ended 
questions. Ten questions were dedicated to collect-
ing sociodemographic and workplace-related data; 
another 10 questions were formulated to evaluate 
participants’ knowledge of relevant human rights 
principles, provisions, and standards, as well as 
their relevance to mental health care; and a further 
10 questions were used to evaluate participants’ at-
titudes toward human rights and reforms in mental 
health care services. (Supplementary materials are 
available from the authors, including Supplementa-
ry Table 1 on the collected sociodemographic and 
workplace-related data, and Supplementary Tables 
2, 3, and 4 on the specific questions and attitudinal 
statements presented in the survey.) 

Additionally, the two open-ended questions in 
the survey asked participants, “What do you know 
about the CRPD, and what are its key principles, 
provisions, and standards relevant to providing 
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mental health care services?” and “What should be 
changed or improved first and without delay in the 
provision of mental health care services in Lithua-
nia to implement human rights?”

For the specific analysis presented in this pa-
per, we drew on the responses to 20 closed-ended 
questions, including 10 sociodemographic ques-
tions, and one open-ended question. These were 
the questions focused specifically on participants’ 
“attitudes” rather than their “knowledge.” 

We collected the data using three survey 
formats: 

•	 Online survey: Participants completed the 
questionnaire independently online. The survey 
was distributed through email invitations sent 
to health care institutions and representatives 
of target groups; links shared in professional 
social media groups; phone calls to health care 
institutions inviting participation; and snowball 
sampling. 

•	 Telephone survey: Participants were contacted 
directly and invited to answer the questionnaire 
over the phone. Trained interviewers read the 
survey questions aloud and recorded partici-
pants’ responses in real time. This format helped 
reach professionals who may not have had access 
to or who preferred not to use the online format.

•	 Self-administered paper-based survey: Par-
ticipants completed printed questionnaires 
independently. Paper surveys were delivered to 
staff representatives of several hospitals, who 
then distributed them to members of the target 
group.

Focus groups
The fifth and sixth authors conducted six focus 
group discussions (FGDs), each involving an 
average of six participants, for a total of 36 partic-
ipants. We used FGDs as a qualitative method to 
explore participants’ experiences, perceptions, and 
opinions in greater depth, allowing for a detailed 
examination of key themes and the underlying fac-
tors shaping them. 

Five FGDs were conducted online with mental 

health care service providers via Microsoft Teams 
platform. One FGD with service users was held in 
person in Vilnius. Although the primary focus of 
the study was on professionals’ attitudes, the in-
clusion of service users helped contextualize those 
attitudes by relating them to lived experiences 
of care and to the everyday realization of human 
rights within mental health services.

We used purposive sampling to select FGD 
participants, which helped ensure a diverse rep-
resentation of service providers across different 
institutions, professions, levels of care (inpatient 
and outpatient), and geographic regions. Profes-
sionals from Vilnius, Kaunas, Klaipėda, Alytus, 
Šiauliai, and Panevėžys took part. We recruited 
participants through email and telephone. The 
service user group included individuals with at 
least five years of experience using mental health 
services and who reported no recent deterioration 
in their mental health at the time of the study. 
(Participants’ sociodemographic information is 
summarized in Supplementary Table 5, available 
from the authors). 

The FGDs lasted approximately 90 minutes 
each and took place between October and Novem-
ber 2024. They were guided by a semi-structured 
protocol that included a set of guiding questions 
but allowed facilitators flexibility when participants 
introduced personally meaningful topics. In such 
cases, the conversation was allowed to flow natu-
rally before being gently steered back to the core 
discussion points. Throughout the sessions, the 
research team made conscious efforts to foster a 
psychologically safe and supportive environment. 
The facilitators acted as active listeners, using 
questions primarily to encourage reflection, clarify 
responses, and guide the dialogue, while prioritiz-
ing participants’ voices and experiences. 

All discussions were audio-recorded, tran-
scribed verbatim, and analyzed using reflexive 
thematic analysis. 

Quantitative data analysis
We analyzed the survey data to examine relation-
ships between participants’ attitudes toward mental 
health care practices and human rights, particular-
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ly in the context of Lithuania’s implementation of 
the CRPD. We assessed responses by gender, age, 
professional experience, workplace location, and 
institution type and size. Descriptive statistics in-
cluded absolute (n) and relative (%) frequencies for 
categorical variables. We tested bivariate associa-
tions using the chi-square or Fisher’s exact tests, as 
appropriate. Our main method was binary logistic 
regression, in which 10 attitudinal statements served 
as dependent variables and were dichotomized into 
agreement versus non-agreement. We included 
sociodemographic and workplace characteristics 
as independent variables and estimated odds ratios 
(Exp(b)). We applied a significance level of α = 0.05 
and conducted analyses using SPSS.

Qualitative data analysis
We conducted a reflexive thematic analysis of the 
qualitative survey data and focus groups using the 
MAXQDA software. The first author repeatedly re-
viewed the open-ended responses and transcripts, 
coded text segments, and organized them into 
themes using an inductive approach. We then 
formulated and reviewed the themes as a team, 
discussing and refining them in light of emerging 
patterns both within and across thematic categories.

Data integration strategy
In this mixed-methods study, we employed a 
convergent data integration strategy to ensure 
a comprehensive understanding of the research 
topic. We collected and analyzed quantitative and 
qualitative data separately but concurrently and 
brought together the findings during the interpre-
tation phase. This allowed us to compare, contrast, 
and complement statistical patterns with narrative 
insights, enriching the overall analysis. Integra-
tion took place at the level of interpretation and 
discussion, where themes emerging from FGDs 
and open-ended survey responses were used to 
contextualize and explain trends observed in the 
quantitative data. 

This strategy facilitated a more nuanced 
exploration of human rights implementation in 
mental health care facilities, ensuring that both 
measurable outcomes and the lived experiences of 

participants informed our conclusions.

Research team and reflexivity
The authors of this study contribute a diverse range 
of personal and professional expertise spanning 
the fields of human rights, mental health, disabil-
ity, public health, health care service evaluation, 
academic scholarship, and civic activism. Several 
of us have been directly involved in advancing the 
rights of persons with mental health conditions and 
psychosocial disabilities in Lithuania, including 
through work on deinstitutionalization, monitor-
ing human rights conditions in mental health and 
social care institutions, and advocacy related to 
the implementation of the CRPD. This multidisci-
plinary background is a key asset, consistent with 
the principles and values of qualitative research, 
which acknowledge and harness researchers’ sub-
jectivity as an integral part of the research process. 
Rather than aiming for neutrality, we acknowledge 
that our perspectives shape how data are collected, 
interpreted, and understood.34

The study is therefore informed by a shared 
commitment to a human rights-based and re-
covery-oriented approach to mental health care, 
taking a critical stance toward practices that re-
strict autonomy, such as involuntary treatment, 
institutionalization, and limits on legal capacity. 
These normative commitments shaped how we 
interpreted concepts such as risk, care, and pro-
tection and may have influenced the analysis, 
particularly when examining practices normalized 
within psychiatric systems. At the same time, our 
experience within and alongside mental health 
services fostered awareness of the structural, legal, 
and ethical constraints faced by professionals. This 
dual positioning—both critical of and engaged 
with these systems—enabled the examination of 
tensions between human rights standards and ev-
eryday clinical practice without reducing them to 
individual attitudes alone.

We actively practiced reflexivity throughout 
the research process. We engaged in ongoing dis-
cussions to examine how our values, assumptions, 
and professional positions shaped data collection, 
coding, and interpretation. Particular attention 
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was given to moments where participants’ per-
spectives diverged from our own, ensuring that 
these views were presented accurately even when 
they did not fully align with a human rights-based 
analytical framework. This approach balanced a 
critical human rights lens with methodological 
rigor, transparency, and respect for the field’s 
complexity.

Research ethics
All research participants provided their informed 
consent to participate. All personal information 
and any data shared by participants in the survey 
or during the focus groups were treated as strictly 
confidential and were accessible only to members 
of the research team involved in data collection and 
analysis. 

To protect participants’ privacy, we do not 
use the real names of individuals, locations, or 
institutions in this paper or any other publications 
arising from the study. When describing partici-
pants, we provide only general sociodemographic 
information.

Ethical approval for the study was obtained 
from the Ethics Committee for Research Compli-
ance of the Institute of Sociology and Social Work 
and the Institute of Educational Sciences, Faculty 
of Philosophy, Vilnius University (Protocol No. 
(1.13E)250000-KT-162, September 25, 2024).

Results

Quantitative results
A total of 390 mental health care professionals 
participated in the survey, including psychiatrists, 
medical psychologists, social workers, nurses and 
nurse assistants working in the mental health 
care sector. Of these, 89 participants completed 
paper-based questionnaires, 84 participated via 
telephone interviews, and 217 filled out the online 
survey.

Figure 1 shows the general distribution of 
attitudinal statements and their evaluation by pro-
fessional group.

Statistically significant results reveal that 
medical psychologists show the lowest agreement 

with stigmatizing or coercive practices, such as 
the belief that people with psychosocial disabilities 
are dangerous (Exp(b) = 0.116, p < 0.0001) or that 
involuntary treatment and restraints are necessary 
(Exp(b) = 0.107, p < 0.0001). Psychiatrists and social 
workers also demonstrate lower agreement with 
stigmatizing views in some cases. In contrast, nurs-
es (Exp(b) = 2.225, p = 0.019) and nurse assistants 
(Exp(b) = 4.719, p = 0.005) are more likely to agree 
with statements endorsing coercive measures, such 
as the use of physical or mechanical restraints.

Professionals working in public psychiatric 
inpatient settings are more likely to support coer-
cive measures and hold stigmatizing views (Exp(b) 
= 2.877, p = 0.001). In contrast, those based in 
public mental health centers tend to disagree with 
such statements (Exp(b) = 0.353, p = 0.001). Staff 
in institutions with more than 200 beds are more 
likely to perceive persons with mental health con-
ditions as dangerous (Exp(b) = 6.274, p < 0.001) and 
see physical or mechanical restraints as necessary 
(Exp(b) = 3.221, p < 0.001). Further, professionals 
in institutions with more than 200 beds (Exp(b) = 
2.524, p = 0.016) and those in institutions with more 
than 200 employees (Exp(b) = 2.929, p = 0.012) are 
more likely to support restrictions on people’s legal 
capacity.

Those with 6–10 years of professional experi-
ence are significantly less likely to agree with the 
need for involuntary hospitalization (Exp(b) = 
0.224, p = 0.001). Professionals aged 26–35 are less 
likely to believe that the ratification of the CRPD 
has no practical significance (Exp(b) = 0.318, p = 
0.036). Professionals from larger facilities are more 
likely to agree with statements suggesting a limited 
impact of the CRPD (Exp(b) = 2.524, p = 0.016) and 
the need for coercive measures (Exp(b) = 3.221, p < 
0.001).

Moreover, results show that medical psychol-
ogists consistently express more rights-oriented 
views. They are significantly less likely to agree 
with statements suggesting that patient choices are 
not essential for quality care (Exp(b) = 0.195, p = 
0.003), that human rights are already well protected 
in Lithuania (Exp(b) = 0.427, p = 0.008), or that full 
human rights protection in practice is impossible 
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(Exp(b) = 0.438, p = 0.007). On the contrary, nurse 
assistants show higher agreement with more skepti-
cal or system-supportive statements across multiple 
areas, including the perceived impossibility of fully 
ensuring human rights (Exp(b) = 3.158, p < 0.000) 
and believing that it is not necessary to take into ac-
count each patient’s wishes and choices in order to 
provide quality mental health care services (Exp(b) 
= 4.689, p < 0.000).

Qualitative results
Some survey participants (n = 228) provided their 
opinions on what should be changed or improved 

in the provision of mental health care services in 
Lithuania to implement human rights. Our analy-
sis of their answers in conjunction with the results 
of the six focus groups revealed five main themes: 

•	 From control to respect: shifting professional 
mindsets

•	 From knowledge gaps to empowered practice

•	 Broadening the spectrum of services

•	 Caring for the caregivers: addressing staff needs 
and rights 

Figure 1. Distribution of participants who responded “agree” or “more agree than disagree” to specific attitudinal state-
ments, by profession (n = 390)



u. grigaitė, g. šumskas, e. šumskienė, k. levickaitė, j. mataitytė-diržienė, and j. charenkova / 
general papers, 125-139

  J U N E  2 0 2 6    V O L U M E  2 8    N U M B E R  1   Health and Human Rights 133

•	 Systemic misalignment between policy ideals 
and everyday realities

Themes. 
•	 From control to respect: shifting professional 

mindsets

The first theme captures a critically needed trans-
formation identified by both professionals and 
service users in the study. Rather than merely 
describing attitudes, this theme reveals how these 
attitudes are actively constructed and negotiated 
within institutional cultures. Many professionals 
acknowledged the need to move away from pater-
nalistic attitudes and toward a human rights-based 
approach in mental health care. This includes re-
thinking the culture of care, reducing stigma, and 
promoting respect in everyday interactions with 
patients and colleagues alike. Participants high-
lighted the limited autonomy often experienced 
by service users, calling for greater involvement in 
care planning, supported decision-making, and the 
recognition of their preferences. These accounts il-
lustrate a tension between normative commitments 
to human rights and the persistence of routinized 
practices that limit autonomy. 

Service users, in turn, pointed to persistent 
gaps in the system, such as professionals’ lack of 
competence in communicating legal rights. The 
quality of care, as perceived by service users, varies 
significantly between facilities, with some settings 
demonstrating exemplary communication and 
shared decision-making. This variability under-
scores the uneven translation of human rights 
principles into practice across different institution-
al contexts. 

Many service users also underscored the 
importance of generational change in the med-
ical workforce, expressing hope that younger 
professionals would bring more progressive 
attitudes. Practices such as physical restraint in 
hospitals were described with fear and disapproval, 
further reinforcing the demand for humane, em-
powering, and rights-based approaches.

•	 From knowledge gaps to empowered practice

The second theme highlights a persistent discon-
nect between human rights principles and their 
practical application in mental health care, rooted 
in the fragmented education of professionals. This 
theme extends beyond identifying knowledge 
gaps by demonstrating how limited or informal 
knowledge translates into inconsistent and some-
times contradictory practices. While professionals 
across disciplines acknowledged the importance of 
human rights, many lacked a clear understanding 
of the CRPD, with most learning about it only 
through informal channels, occasional training, or 
workplace audits. 

Psychiatrists, psychologists, and nursing staff 
frequently operate without explicit reference to the 
CRPD, often relying on ethical intuition rather than 
structured knowledge. This reliance on individual 
judgment contributes to variability in practice and 
reflects the absence of a shared, system-wide hu-
man rights framework. As a result, rights such as 
informed consent, privacy, freedom from coercion, 
and access to appropriate care are not consistently 
upheld. 

Professionals strongly emphasized the 
need for targeted, ongoing education for all staff, 
especially for older professionals and nursing 
personnel, as well as the need to embed the CRPD 
into institutional policies, job regulations, and ac-
ademic curricula. Despite these challenges, some 
professionals (particularly social workers and 
nurses) demonstrated proactive engagement by 
independently organizing training and promoting 
awareness. These examples highlight the presence 
of agency and bottom-up efforts for change, even 
within structurally constrained environments. 

•	 Broadening the spectrum of services

The third theme reflects a strong call from both 
professionals and service users for more diverse, 
accessible, and person-centered mental health 
care services. It illuminates how current service 
limitations directly shape experiences of exclusion, 
dependency, and restricted choice. Profession-
als emphasized the need to expand day hospital 
options, outpatient services, and continuous ser-
vices (particularly in underserved regions) and 
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to strengthen interdisciplinary, team-based care 
models. 

There was a shared emphasis on increasing the 
availability of nonmedical interventions, such as 
psychotherapy and social support, especially for in-
dividuals for whom medication is not appropriate. 

Service users expressed a desire for more ho-
listic and recovery-oriented services, highlighting 
the value of emotional support, non-pharmacolog-
ical treatments, and therapeutic options that foster 
inclusion, autonomy, and dignity. 

These perspectives demonstrate that the re-
alization of human rights is closely linked to the 
availability and diversity of services rather than 
solely to individual professional attitudes. Partic-
ipants also emphasized the value of drawing on 
international promising practices, such as mobile 
crisis teams that provide home-based support to 
the entire family, thereby reducing the need for 
hospitalization and preserving the individual’s 
social environment. 

•	 Caring for the caregivers: Addressing staff needs 
and rights

This theme highlights the significant challeng-
es faced by mental health care professionals in 
safeguarding both patient rights and their own 
well-being. The findings demonstrate that pro-
fessionals’ attitudes and practices cannot be 
understood in isolation from the conditions under 
which they work. 

Participants across professions reported 
overwhelming workloads, low pay, high burnout 
risk, unclear professional boundaries, and a lack of 
systemic support. Psychiatrists described the mor-
al and professional dilemmas arising from being 
tasked with both therapeutic and legal responsi-
bilities, such as participating in court proceedings 
related to forced treatment or legal capacity, under-
mining their trust-based relationship with patients. 

Psychologists and social workers saw them-
selves as advocates and intermediaries for service 
users, often compensating for systemic gaps in 
rights protection, yet felt limited in their power 
to influence decisions or systemic reforms. Social 
workers emphasized their role in promoting human 

rights and social inclusion but noted increasing 
marginalization within interdisciplinary teams. 
Nurses, who spend the most time with patients, 
offer vital emotional and practical support, yet 
their role is often undervalued in discussions about 
rights-based care. 

•	 Systemic misalignment between policy ideals 
and everyday realities

Participants identified a broad spectrum of sys-
temic gaps that hinder the effective realization of 
human rights principles within mental health care 
services. This theme synthesizes how structural 
factors mediate the relationship between formal 
commitments to human rights and their practical 
implementation. 

Despite policy advances and formal frame-
works inspired by the CRPD, everyday practice 
remains fragmented and inconsistent across insti-
tutions and professionals. Key systemic challenges 
include chronic shortages of human and financial 
resources, lengthy waiting times, uneven region-
al service accessibility, insufficient intersectoral 
collaboration, data management issues, and confi-
dentiality concerns. 

While some psychiatrists noted regulatory 
changes and human rights audits as steps forward, 
many felt that these did not translate into palpable 
improvements in patient care. Psychologists and 
social workers similarly acknowledged growing 
awareness and training on mental health and hu-
man rights, while noting that practical application 
on the frontline often falls short, with lingering 
stigma and discriminatory attitudes affecting 
treatment decisions. Nurses observed positive 
shifts in privacy, communication, and patient-cen-
tered approaches, although these were seen as 
unevenly implemented. Participants also pointed 
to structural barriers, such as a lack of physical 
and informational accessibility and the complex 
dilemmas around legal capacity, where rights such 
as voting are retained symbolically while broader 
autonomy is restricted. 

Taken together, these findings demonstrate 
that gaps in human rights implementation are not 
solely due to individual attitudes but are deeply 



u. grigaitė, g. šumskas, e. šumskienė, k. levickaitė, j. mataitytė-diržienė, and j. charenkova / 
general papers, 125-139

  J U N E  2 0 2 6    V O L U M E  2 8    N U M B E R  1   Health and Human Rights 135

Theme Selected quotes from the survey (n = 228) Selected quotes from focus groups (n = 36)

1) From control 
to respect: shifting 
professional mindsets

“There is a severe lack of respect toward patients. Many 
pointless restrictions that limit people’s choices.” (nursing 
assistant, psychiatric inpatient facility in the public 
sector) 
“The entire culture needs to change: one where mobbing, 
indifference, and abuse of power are the norm and part of 
everyday life. Staff cannot treat patients better than they 
treat themselves or each other.” (psychiatrist, psychiatric 
inpatient facility in the public sector)

“The first thing is the attitude toward the person: Do I see 
a person, or do I see the disability first?” (social worker, 
FG 5) 
“Those old doctors from Soviet times have already 
stepped back from the hospital—young people have taken 
over, with new attitudes, new methods, and everything’s 
become easier.” (service user, FG 1)

2) From knowledge gaps 
to empowered practice

“It is necessary to improve the qualifications of medical 
staff, provide education in the field of human rights, and 
raise the minimum requirements for employees working 
with patients.” (psychiatrist, psychiatric inpatient facility 
in the public sector) 
“There is a need to organize more communication skills 
training for staff.” (medical psychologist, psychiatric 
inpatient facility in the public sector)

“In all the places I’ve worked, I don’t think I’ve ever 
come across a situation where we really had in-depth 
discussions about ethics or human rights issues.” (medical 
psychologist, FG 4) 
“I would say that … all that information … remains at—
and I’ll put it quite bluntly—the level of higher-qualified 
professionals. But as we move down the hierarchy, we 
often encounter particular communication issues, for 
example, some basic, rather coarse remarks that could 
definitely be avoided.” (medical psychologist, FG 1)

3) Broadening the 
spectrum of services

“I see the importance of offering as many different 
interventions as possible, because not everyone 
needs/benefits from/is suited to medication and/or 
psychological counseling. I believe there should be more 
group-based, artistic, physical, social, and occupational 
services. So that people have somewhere to go/something 
to do after being discharged from the hospital following a 
severe relapse.” (medical psychologist, community mental 
health center in the private sector) 
“There is a need to strengthen outpatient health and 
social support through real action. Especially for patients 
who are alone or rejected by their families: after inpatient 
treatment, they are left ‘hanging’ between a poor and 
a tolerable mental state.” (nurse, psychiatric inpatient 
facility in the public sector) 

“It was written into the government’s program that there 
would be mobile teams that would come to people’s 
homes. So, the knowledge is there, it’s in the program, 
but who’s going to implement it … In this case, I would 
really hope that one day this would be at least partially 
implemented in Lithuania.” (service user, FG 7)

4) Caring for the 
caregivers: addressing 
staff needs and rights

“Pay more attention to the experiences, needs, and 
expectations of professionals working in mental health 
centers. The workloads are heavy.” (social worker, 
community mental health center in the public sector) 
“Improve working conditions, workload, and salaries 
for staff. Burnt-out and exhausted professionals provide 
lower-quality services.” (psychiatrist, psychiatric inpatient 
facility in the public sector)

“And all these roles [as a psychiatrist], at certain points of 
contact, contradict one another. And then the interaction 
with the patient, the patient’s willingness to accept help, 
to recover, is automatically severely affected … because, 
well, you can’t be both good and bad at the same time.” 
(psychiatrist, FG 4)

5) Systemic 
misalignment between 
policy ideals and 
everyday realities

“There is a shortage of professionals, which is due to 
low salaries.” (medical psychologist, community mental 
health center in the public sector) 
“[There is a need for] more professionals who would 
agree to go and work in the regions.” (social worker, day 
hospital in the public sector) 
“[There is a need for] interagency cooperation among all 
professionals.” (medical psychologist, community mental 
health center in the public sector)

“[The facility] has received all kinds of complaints about 
physical inaccessibility in general … and for about 10 
years there has been no response … It’s politely said 
[to the patients] that if it doesn’t suit you, you can go 
somewhere else.” (medical psychologist, FG 4) 
“Professionals are overworked and sometimes don’t do 
certain things or deliberately avoid making diagnoses 
because it would mean more paperwork, more workload.” 
(medical psychologist, FG 1) 
“… if a psychiatrist asks me what’s written in the law, then 
clearly something’s not right with the system.” (service 
user, FG 7)

Table 1. Selected quotes from the survey (n = 228) and focus groups (n = 36)
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embedded in systemic, organizational, and poli-
cy-level misalignments. Table 1 presents selected 
quotes illustrating each of the five themes.

Discussion

This mixed-methods study aimed to explore and 
assess the attitudes of mental health care profes-
sionals in Lithuania toward human rights defined 
in the CRPD and their application in mental health 
care settings. This is the first empirical study in the 
country to examine how professional, institution-
al, and sociodemographic factors influence these 
attitudes. Importantly, the integration of quali-
tative and quantitative findings allows for a more 
comprehensive understanding of not only what at-
titudes are held but also how they are constructed, 
negotiated, affected, and enacted within everyday 
practice contexts.

The study shows that profession is one of the 
strongest predictors of mental health care profes-
sionals’ attitudes toward patients’ human rights. 
Medical psychologists show the lowest agreement 
with stigmatizing or coercive practices, such as 
beliefs that people with psychosocial disabilities 
are dangerous or that involuntary treatment and 
restraints are necessary. Psychiatrists and social 
workers also demonstrate lower agreement with 
stigmatizing views in some cases. In contrast, nurs-
es and nurse assistants are more likely to endorse 
coercive measures, including the need for physical 
or mechanical restraints.

These results are consistent with other studies, 
where mental health care professionals with psy-
chological or social work training have often shown 
more rights-aligned attitudes, likely reflecting their 
training in person-centered and recovery-ori-
ented approaches.35 Conversely, nurses are more 
likely than other professionals to support coercive 
practices, possibly due to their frontline roles in 
enforcing such measures and feelings of unsafety.36 
In line with global trends, this underscores the 
need for targeted, specialized rights-based train-
ing, including de-escalation techniques, across 
professions in both academic curricula and con-
tinuous professional development.37 The qualitative 

findings support this division: Professionals and 
service users emphasize ending paternalistic prac-
tices, fostering supported decision-making, and 
recognizing physical restraints as harmful, while 
pointing to an urgent need for humane, rights-
based approaches. Beyond reinforcing quantitative 
patterns, these insights show how professional 
roles are embedded in everyday moral reasoning, 
highlighting tensions between care, control, and 
responsibility that sustain coercive practices and 
demonstrating that attitudes are actively negotiated 
within institutional and relational contexts.

Generational differences are also evident, with 
younger professionals less likely to believe that rat-
ification of the CRPD has no practical significance, 
indicating greater sensitivity to international 
human rights commitments. This is contrary to 
some former studies, where older staff expressed 
lower support for coercive practices.38 In the pres-
ent study, service users expressed optimism about 
generational change in the workforce, linking it to 
more progressive attitudes and greater awareness 
of service users’ rights. Some findings may suggest 
that educational curricula are evolving to better 
incorporate human rights discourse, although this 
may also reflect broader societal changes in dis-
ability and inclusion. The qualitative data further 
deepen this insight, illustrating how generational 
shifts are experienced in practice through differ-
ences in communication styles, openness to shared 
decision-making, and willingness to question es-
tablished hierarchies. This suggests that potential 
changes in attitudes are intertwined with broader 
cultural and systemic transformations rather than 
solely individual-level factors.39

The impact of years of professional experience 
revealed a nuanced pattern. Professionals with 
16–20 years of experience demonstrated greater 
support for involuntary treatment and physical re-
straint, whereas those with 6–10 years of experience 
were less likely to endorse the need for involuntary 
hospitalization and other coercive measures. These 
findings are echoed in the qualitative data, where 
professionals spoke of heavy workloads, ethical 
dilemmas, and unclear professional boundaries, 
which may contribute to greater tolerance of co-



u. grigaitė, g. šumskas, e. šumskienė, k. levickaitė, j. mataitytė-diržienė, and j. charenkova / 
general papers, 125-139

  J U N E  2 0 2 6    V O L U M E  2 8    N U M B E R  1   Health and Human Rights 137

ercive or expedient practices under the systemic 
pressure. The divergence observed in this study 
may reflect the influence of institutional culture, 
professional burnout, or changes in the policy en-
vironment over time.40 Importantly, the qualitative 
findings illuminate the mechanisms underlying 
this pattern, showing how prolonged exposure to 
resource constraints and risk-management pres-
sures can normalize coercive practices over time, 
not as a result of individual attitudes alone but as 
an adaptation to structural conditions.

Institutional context, including facility type 
and size, also shapes attitudes. In this study, profes-
sionals in public psychiatric inpatient settings were 
more likely to endorse coercive and stigmatizing 
views, while those in public mental health centers 
expressed more rights-supportive perspectives. 
This aligns with international findings showing 
that inpatient settings tend to foster more custodial 
attitudes, partly due to environmental stressors, 
high patient acuity, and risk-management pres-
sures.41 The qualitative data in this study provide 
critical insight into how these environments shape 
practice, with participants describing institutional 
routines, staffing shortages, and safety concerns 
that constrain the implementation of rights-based 
approaches, even when professionals express sup-
port for them.

Notably, staff in large institutions (i.e., those 
with more than 200 beds or employees) were more 
likely to simultaneously endorse both perceived 
legal protections and coercive measures, revealing 
a potentially contradictory stance. The qualitative 
data echoed this contradiction, with participants 
acknowledging a gap between legal frameworks 
and daily practices, shaped by fragmented services, 
regional disparities, and limited intersectoral 
coordination. This ambivalence has also been re-
ported in other post-institutional reform contexts 
in Central and Eastern Europe, where human rights 
commitments coexist with long-standing institu-
tional cultures and resource limitations.42 Taken 
together, the qualitative and quantitative findings of 
this study suggest that this apparent contradiction 
reflects not only an attitudinal inconsistency but a 
systemic dissonance between policy-level commit-

ments and practice-level realities. This underscores 
the importance of addressing structural conditions 
alongside professional attitudes.

Conclusion

In Lithuania, professionals’ attitudes toward 
human rights in mental health care vary mean-
ingfully across professional roles, workplace sizes, 
and levels of experience. Medical psychologists and 
professionals in smaller institutions tend to support 
more rights-based approaches, while nurse assis-
tants and those in larger facilities are more likely to 
endorse the current system or see limitations in the 
potential of human rights implementation. 

These findings underscore the complex in-
terplay between professional identity, institutional 
environment, and individual attitudes toward hu-
man rights in mental health care. They highlight 
the need for targeted interventions, such as pro-
fessional training, institutional reform, and policy 
advocacy, to promote a stronger alignment with 
the principles of the CRPD. Future research should 
explore how specific institutional dynamics and 
professional development pathways influence the 
adoption of rights-based practices in mental health 
systems in different geographical and cultural envi-
ronments. Moreover, further longitudinal research 
is warranted to examine how attitudes toward hu-
man rights in mental health care evolve, especially 
in response to policy changes, systemic reforms, 
and targeted training interventions.

Strengths and limitations

This is the first empirical study in Lithuania to 
examine mental health care professionals’ atti-
tudes toward human rights principles enshrined 
in the CRPD, addressing a key gap in national and 
regional research. The convergent mixed-methods 
approach enabled a comprehensive understanding 
by integrating quantitative data with qualitative 
insights from focus groups. Including both profes-
sionals and service users enriched interpretation, 
while the inclusion of a broad range of profession-
als across different institution types and regions 
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enhanced the relevance of the findings. Ground-
ing the research in international human rights 
frameworks, particularly the CRPD and the WHO 
QualityRights initiative, further strengthened its 
conceptual and ethical foundation.

Despite the strengths, the study also has some 
limitations. Some professional groups or institu-
tional types may be over- or under-represented. 
Moreover, all data were self-reported and may 
therefore have been influenced by social desirability 
bias, especially on sensitive topics such as coercion 
and stigma. In addition, the quantitative data were 
gathered using different formats (telephone, on-
line, and self-administered paper questionnaires), 
which may have introduced interviewer effects or 
mode-related variations in how openly participants 
responded. Finally, some subsamples in the analy-
sis were small, which may have affected the stability 
of statistical estimates in the logistic regression 
models.
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