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Competence is a key issue in contemporary pro-
fessional psychology training and practice 
(Hilton and Johnston, 2017; Nelson, 2007; 
Rodolfa et  al., 2013, 2014). It goes beyond 
mere completion of academic or training pro-
grammes to the assessment of one’s demonstra-
ble skills, attitudes, abilities and practices 
across the career span. Competency involves 

ensuring that educational programmes produce 
competent graduates and that only competent 
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professionals become licenced (Fouad et  al., 
2009). It further involves assurance that clients 
receive professional psychological services 
from competent practitioners (Forrest, 2010).

Professional incompetence may be exhibited 
when individuals lack adequate training, educa-
tion or experiences; are unable or unwilling to 
acquire professional standards and integrate 
them into professional behaviours; fail to 
respond to feedback; and do not continuously 
grow or make specific progress (Fouad et  al., 
2009; Rodolfa et  al., 2013). Individuals who 
lack self-awareness and exhibit prejudicial atti-
tudes, lack high levels of integrity and face per-
sonal problems, emotional reactions or distress 
as a result of substance abuse, mental health dif-
ficulties, personality disorders and cognitive 
challenges may show poor professional func-
tioning (Bemak et  al., 1999). These forms of 
incompetence can be detrimental to the welfare 
of clients who use psychological services 
(Kaslow et al., 2007). It can lead to loss of trust 
in the field by clients and the general public and 
to legal action against professional psycholo-
gists (Forrest, 2010). There is therefore the need 
to develop and share best practices for manage-
ment of these problems at various stages of pro-
fessional psychology development.

There are several benefits to be gained for 
assessing competence in professional psycho-
logical training and practice. Forrest (2010) 
states that assessing competence fosters learn-
ing for both students and trainers (e.g. educators 
and supervisors). Feedback from assessment of 
competence provides trainees the ability to 
track their progress in their practice over time. 
Trainers also benefit by evaluating their pro-
gress, and they can use the findings from such 
assessments to contribute to the re-structuring 
of curriculum and training programmes. Doing 
so ensures that training programmes produce 
competent professionals who can meet the 
growing demands for competent professionals 
by consumers seeking psychological services 
(Hilton and Johnston, 2017; Kaslow, 2004). 
Ultimately, studies on competence in profes-
sional psychology training and practice can be 
used to advance the field of psychology as it 

helps protect the public from incompetent 
professionals.

There is an established body of work on 
competence in professional psychology in 
North America and Europe. We have limited 
knowledge of the context of competence for 
practicing psychologists in African settings. In 
Ghana, there have been no systematic attempts 
to evaluate the training programmes that pro-
duce professional psychologists. Recent over-
views of the history and context of psychology 
in Ghana have offered preliminary evidence on 
the scope and challenges of building capacity in 
psychology teaching, research and practice (de-
Graft Aikins, 2018; de-Graft Aikins et al., 2014; 
Oppong Asante and Oppong, 2012; Oppong 
et  al., 2014). Two studies have examined cul-
tural challenges faced by Ghanaian psychother-
apists trained outside Africa (Owusu-Ansah and 
Donnir, 2016) and on ethical dilemmas faced by 
clinical psychologists (Oppong, 2014). Studies 
that explore competency issues in Ghana are 
needed to provide information on what psy-
chologists are doing in their professional capac-
ities and also to address some of the questions 
and misconceptions the general public have 
about the profession.

The aim of this study was to examine issues 
of competence in education and practice as 
experienced by psychologists in clinical set-
tings in Ghana. We explored two research ques-
tions: (1) To what extent does training received 
by professional psychologists equip them to be 
functionally and foundationally competent for 
clinical work in Ghana? and (2) How do prac-
ticing psychologists in Ghana maintain compe-
tence post graduate training?

Professional psychology 
training in Ghana

Psychology, as a discipline and profession, has a 
young but dynamic history in Ghana. Before the 
teaching of psychology at the university level  
in 1963, some professionals, in the fields of  
education and medicine, applied psychological 
knowledge to their practice (Danquah, 1987;  
de-Graft Aikins, 2018). Since 1967, when 
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psychology was established as an independent 
academic discipline at the University of Ghana, 
psychology has evolved steadily as a professional 
discipline (de-Graft Aikins et al., 2014; Oppong 
Asante and Oppong, 2012). Currently, major psy-
chology sub-fields in Ghana include industrial, 
clinical, social, developmental, educational, com-
munity, health and counselling. Psychology is 
taught at undergraduate level at the University of 
Ghana and at three other public and two private 
universities (de-Graft Aikins, 2018; de-Graft 
Aikins et al., 2014; Oppong et al., 2014). It is a 
popular undergraduate major at the University of 
Ghana, with the discipline alone taking just over 
10 per cent of the total student population annu-
ally in recent years (Mate-Kole, 2013). In private 
universities, psychology is offered as a standalone 
course as well as an adjunct course to degrees 
such as business (Oppong et al., 2014).

Professional training in psychology begins 
at the postgraduate level. Graduate-level train-
ing, however, does not reflect the national 
undergraduate trends. University of Ghana 
offers graduate training at the masters’ and doc-
toral levels. Besides the University of Ghana, 
two other public universities – University of 
Cape Coast and University of Education, 
Winneba – offer postgraduate programme in 
Guidance and Counselling. Two private univer-
sities – Methodist University College and 
Regent University College – offer masters 
training in Guidance and Counselling and 
Human Development, respectively.

Professional psychologists (especially clini-
cal psychologists) in Ghana contribute to health 
service delivery. The Ghana Mental Health Act, 
Act 846, was introduced in 2012 (de-Graft Aikins, 
2018). This Act allowed clinical psychologists to 
be employed by the Ghana Health Service under 
the Ministry of Health to provide mental health 
services to clients in teaching at regional and 
district hospitals (de-Graft Aikins, 2018). 
Clinical psychologists hired by both public and 
private hospitals engage in clinical practices 
such as assessment, diagnoses and providing psy-
chotherapy. Very limited research has been done 
to examine how the training the professionals 
receive equips them for their clinical practice. 

Three recent reviews of the history of profes-
sional psychology in Ghana highlighted the chal-
lenge of low numbers of practicing psychologists 
and the lack of culturally appropriate models of 
practice (de-Graft Aikins, 2018; de-Graft Aikins 
et al., 2014; Oppong et al., 2014).

Issues of professional competence in psychol-
ogy have not received much attention in Ghana. 
Oppong (2014) investigated ethical dilemmas 
experienced by twenty clinical psychologists in 
Ghana. The research participants shared a num-
ber of dilemmas related to competence such as 
lack of training opportunities and cultural compe-
tence. They were concerned about their lack of 
in-depth knowledge and skills in handling diffi-
cult clinical cases. The lack of continuous train-
ing was perceived as a significant impediment for 
competence. For example, Oppong’s (2014) 
study participants reported that their training was 
biased towards the application of western theo-
ries and instruments, which were culturally insen-
sitive and affected competence in practice. The 
professionals also noted that the lack of a cultur-
ally specific code of ethics for Ghanaian psychol-
ogists further undermined the integrity of their 
practice. Owusu-Ansah and Donnir (2016) pre-
sented case studies that emphasised some of the 
challenges faced by Ghanaian psychotherapists 
practicing in Ghana. The studies revealed that 
psychologists who receive training in European 
and North American cultural contexts were chal-
lenged when clients used spiritual beliefs to 
explain their illness experience. Spiritual causal 
theories of chronic physical and mental illness 
have been associated with healer shopping from 
traditional healers, pastors and traditional shrine 
priests (de-Graft Aikins, 2005, 2015; Opare-
Henaku and Utsey, 2017). Psychotherapists 
whose training excluded the cultural nuances of 
illness attributions and practices in Ghanaian and 
African contexts had difficulty in providing cul-
turally appropriate client-centred care.

The limited number of studies suggests that 
practicing psychologists in Ghana (whether 
trained in or outside Ghana) face different chal-
lenges that can influence competence and prac-
tice. The lack of information on professional 
psychological practice in Ghana hampers 
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effective training, research and practice. It also 
excludes the Ghanaian experience from the 
important global discourse on professional com-
petence in psychology. As a profession that is 
steadily gaining legitimation in Ghanaian society, 
it is imperative to investigate whether profes-
sional training and skills acquired by professional 
psychologists make them competent to provide 
needed services to clients. This study addresses 
the gap in the literature by exploring the impact of 
training on competencies among practicing psy-
chologists. The study also seeks to illuminate the 
problems professional psychologists face in 
delivering their services in different Ghanaian 
settings. Findings can be useful for training insti-
tutions, the Ghana Psychology Council (the body 
responsible for licencing professional practice of 
psychologists in Ghana) and the Ghana 
Psychological Association. Furthermore, the 
study will contribute to the global discourse on 
competencies in professional psychology.

Cube model of competency: a 
conceptual framework

The study was guided by the three-dimensional 
cube model of core competencies developed by 
Rodolfa et  al. (2005). Rodolfa and colleagues 
conceptualise competency as having knowl-
edge or skills in a field and also being qualified, 
capable and able to understand and take action 
in an appropriate and effective manner. As 
Epstein and Hundert (2002) note, competence 
is the ‘habitual and judicious use of communi-
cation, knowledge, technical skills, clinical rea-
soning, emotions, values and reflection in 
everyday practice for the benefit of the individ-
ual and community being served’ (p.226). 
Competencies integrate different elements, 
including discrete knowledge, skills and atti-
tudes; certain domains of competency are 
emphasised to reflect the integrated knowledge, 
skills and attitude that are used in the profes-
sional practice of psychology (Kaslow, 2004).

Rodolfa et  al. (2005) describe competency 
development in professional psychology by pro-
viding two domains of professional competency: 
foundational and functional competency. The 
foundational competency domains conceptualise 

what professional psychologists do, including 
reflective practice–self-assessment, scientific 
knowledge–methods, relationships, ethical–legal 
standards–policy, individual–cultural diversity 
and interdisciplinary systems. These domains of 
competency prepare professionals for acquiring 
functional competency. Functional competency 
focuses on the skills and knowledge, which are 
vital in performing one’s role as a psychologist. It 
includes assessment and diagnoses of cases,  
intervention, consultation, research–evaluation, 
supervision and teaching, and management and 
administration. These characterise the everyday 
function of professional psychologists. The model 
is useful across the stages of professional develop-
ment, including doctoral education, postdoctoral 
training and continuing competency. For the pur-
pose of this study, we focused on the stage of con-
tinuing competency since the participants in the 
study were practicing psychologists who had 
completed their graduate training. Furthermore, 
we synthesised ideas from Rodolfa et al. (2005), 
Fouad et al. (2009) and Pope and Vasquez (2007), 
and thematised foundational competency under 
four areas: intellectual, emotional, professional 
and cultural competencies. Table 1 presents a 
summary of the two domains as well as the key 
components assessed in this study.

Methods

The study was conducted as part of a 2016 
course project in an MPhil Clinical Psychology 
Ethics class at the University of Ghana. In addi-
tion to examining the aims of the study outlined 
earlier, the overarching objective of this course 
project was to build students’ capacity in devel-
oping, conducting, analysing and reporting on 
issues pertaining to professional ethics and 
competence in clinical practice in Ghana.

Research design

The study was conducted using qualitative meth-
odology. Qualitative methodology offers the 
opportunity for deep and nuanced exploration of 
issues under investigation, especially when tar-
get issues are underexplored (Brannen, 2005; 
Denzin and Lincoln, 2011).
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We used individual semi-structured interviews, 
as we were interested in individual professional 
experiences. The interview format facilitates one-
on-one interaction and the nuanced examination of 
subjective issues. This approach therefore allowed 
participants the opportunity to present and explain 
their professional experience and management of 
competent practice at length, in their own way and 
in private.

The interview guide.  The semi-structured inter-
view guide was informed by Rodolfa et  al.’s 
(2005) model, as described in the previous sec-
tion and summarised in Table 1.

The guide covered three main domains: (1) 
stages of professional development, (2) founda-
tional competency and (3) functional compe-
tency. The professional development domain 
focused on continuing competency of the prac-
ticing psychologists after graduate training. The 
foundational competency domain focused on 
the two key areas outlined in Table 1: reflective 
practice and individual–cultural diversity aware-
ness and sensitivity. Here we explored four 
competencies – intellectual, emotional, profes-
sional and cultural. The functional competency 
domain assessed issues relating to assessment, 
diagnosis, intervention, consultations and man-
aging clinical practice. Table 2 contains sample 
questions covered in the interview guide.

Participants

Participants were practicing psychologists who 
provide psychotherapy services in health settings 

in Ghana. They had been in active clinical prac-
tice for at least one year in Ghana. Sixteen prac-
titioners were conveniently selected and 
interviewed. Table 2 shows the socio-demo-
graphic characteristics of the practitioners who 
took part in the study. There were equal numbers 
of male and female respondents. The respond-
ents were aged between 29 and 69 years, with the 
majority within the 30- to 39-year age range. 
Years of practice ranged between 1 and 20 years: 
almost half of the respondents had been practic-
ing between 1 and 5 years, six respondents had 
practised between 6 and 10 years. Majority of the 
respondents (11) had master’s degrees. Two par-
ticipants had a doctorate degree and three others 
were pursuing their doctoral studies at the time 
of the study.

Almost half (n = 7) of the practitioners prac-
tised in only public institutions, three practised 
in only private institutions and six practised in 
both public and private institutions. All the 
practitioners practised in urban areas. Majority 
of the practitioners (n = 12) were practicing 
full-time and four practised on part-time  
basis. All the 16 participants were clinical 
psychologists but some indicating additional 
training in other sub-fields of psychology 
such as counselling (1), neuropsychology (1), 
sports psychology (1) and psychometrics (1). 
In terms of theoretical orientation, majority  
of the practitioners (n = 12) stated that they 
used cognitive-behavioural therapy (CBT), 
one practitioner described himself as a ‘learn-
ing theorist’ and the remaining three drew on 
eclectic approaches.

Table 1.  Key components for continuing competence (based on Rodolfa et al., 2005).

Domains Key components for the continuing competence stage

Foundational 1. Reflective practice: (a) Practice within the boundaries of competencies; (b) Commitment 
to lifelong learning; (c) Engagement with scholarship; (d) Critical thinking; (e) Commitment 
to the development of the profession;
2. Individual–cultural diversity awareness and sensitivity: how practicing psychologists 
address issues relating to working with diverse individuals, groups and communities 
considering the cultural contexts they practice in.
Two components further categorised under intellectual, emotional, professional and 
cultural competencies.

Functional (1) Assessment, (2) Diagnosis, (3) Intervention, (4) Consultations, (5) Managing clinical 
practice
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Process and ethical consideration

All the interviews were conducted at a location 
of choosing by the practitioners and interviews 
lasted between 30 and 60 minutes. Interviews 
were conducted in the English Language and 
were audiotaped with respondents’ permission. 
Ethical approval of the study was obtained from 
the ethical review board of the College of 
Humanities, University of Ghana, under an 
existing project by the second author. The study 
aims were explained to respondents before 
written consent was obtained. Interviews were 
recorded with respondents’ permission.

Data analysis

The interviews were audiotaped and transcribed 
verbatim, and then the data were analysed using 
thematic analysis (Attride-Stirling, 2001; Braun 
and Clarke, 2006). Coding and analysis were 
done manually and involved reading and initial 
coding of the 16 transcripts; grouping codes to 
minor themes and then major themes; grouping 
into emergent themes.

Coding was done deductively and induc-
tively. Deductive codes were derived from key 
elements of the three-dimensional cube model of 
competence (Table 1) and insights from existing 

Ghanaian studies (Oppong, 2014; Owusu-Ansah 
and Donnir, 2016). For example, existing 
Ghanaian studies highlighted the following chal-
lenges to professional competence: lack of in-
depth knowledge, clinical skills, continuous 
training and culturally specific instruments and 
code of ethics for Ghanaian psychologists.

Inductive codes were identified after an 
exhaustive list of deductive codes had been 
identified: these referred to new ideas and narra-
tives on competence emerging from the specific 
contexts of the study interviews. For example, 
struggles with faith and professional expecta-
tions. The coding frame was developed through 
an iterative process of individual and sub-group 
coding and multiple team discussions.

The second stage of analysis was interpre-
tive and involved developing a synthesis 
between codes, themes, appropriate quotes, 
existing empirical data, study objectives and the 
conceptual framework. At this stage, areas of 
consensus, conflict or absence across respond-
ent narratives were identified.

The analysis was conducted by all researchers. 
Coding was done by a group of 10 MPhil stu-
dents and 2 PhD students, under the supervision 
of the first and second authors. A five-stage itera-
tive analysis process developed for this study is 
presented in Appendix 1. This context-specific 

Table 2.  Sample guiding questions.

To what extent did your training equip you for:
Diagnosis
Psychological assessment
Case management
Teaching
Research
To what extent do your skills and experiences inform your clinical decisions? What efforts do you make 
to maintain:
Intellectual competence
Emotional competence
Cultural competence
Professional competence
How do the following influence your practice:
Your virtues/morals
Your personal beliefs/cultural values
Your clients’ values
Your relationship with clients
What informs your decision to decline services?
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approach was developed to train the MPhil stu-
dents who were new to qualitative research and 
analysis.

Findings

The results section provides a description of the 
practitioners’ perspectives regarding their train-
ing and practice on the functional competency 
and foundational competency, and under each 
theme, supporting quotes are presented. 
Respondents are identified by respondents’ 
numbers (R1–R16), as shown in Table 3.

Functional competency

Functional competency focused on training 
adequacy in diagnosis, assessment, clinical 
decision making, case management, research 
and teaching.

Evaluation of training adequacy for diagnosis.  The 
practitioners’ assessment of their competence 
for diagnosis was mixed: while a little over half 
(n = 9) indicated that the training was adequate, 
others (n = 7) said that their training was not 
adequate. The latter group judged that their 

training only partially equipped them for com-
petent diagnosis.

… the training in terms of diagnosis was very 
extensive. It has equipped me very well to be able 
to do some diagnosis. [R1]

As for the training, I will say not really because 
when you start practice, you find that you struggle 
with diagnosis in the early stages. It is after you 
have practice for a while that you become good at 
it. [R13]

I will say my training gave me the skills [that] are 
needed to start but I will say uhm ah I don’t know 
whether to say not enough. [R12]

Evaluation of training adequacy for assess-
ment.  Some of the practitioners (n = 6) stated 
that the training equipped them for assessment. 
In the illustrative quote below, respondents 
stated that training was enough. One respondent 
expressed similar views on diagnosis and 
assessment.

For diagnosing mental disorders I think to a large 
extent, I mean the training is good or has been 
very good. [R5]

Table 3.  Profiles of respondents.

Respondent Sex Age 
range

Years of 
practice

Educational level Institution 
of practice

Nature of 
engagement

Practice 
setting

R1 F 30–39 1–5 MPhil Private Part-time Urban
R2 F 30–39 6–10 PhD candidate Public Full-time Urban
R3 F 40–49 6–10 MPhil Both Full-time Urban
R4 F 40–49 11–15 PhD Public Full-time Urban
R5 F 30–39 1–5 PhD Public Full-time Urban
R6 F 50–59 6–10 MPhil Public Full-time Urban
R7 M 30–39 6–10 MPhil Public Full-time Urban
R8 M 40–49 1–5 PhD candidate Both Part-time Urban
R9 M 30–39 1–5 MPhil Private Full-time Urban
R10 F 30–39 6–10 PhD candidate Private Full-time Urban
R11 M 30–39 1–5 PhD Public Full-time Urban
R12 M 30–39 1–5 MPhil Public Part-time Urban
R13 M 50–59 15–20 MPhil Public Full-time Urban
R14 M 30–39 6–10 MPhil Private Full-time Urban
R15 M <30 1–5 MPhil Public Full-time Urban
R16 F 40–49 1–5 MPhil Private Part-time Urban
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Well, yes I will say it was enough because you have 
to eh engage in your practicum for virtually one 
year covering about 600 credit hours, supervised, 
aha, so … that will make you competent enough to 
be able to handle patients even on your own. [R7]

However, more than half of the practitioners 
(n = 9) evaluated their competency for assess-
ment as ‘limited’ [R9].

Assessment was most limited; there are a lot of 
assessments tools that we never saw. We only 
heard about them. [R9]

I think it’s ok but it depends on you personally 
because I learnt some of the assessment during the 
course of practices and not during training because 
the training was more of academic focus so in terms 
of training in assessment more has to do with the 
practice. [R15]

Evaluation of skills adequacy for clinical deci-
sions.  Five respondents indicated that the skills 
acquired during training informed their clinical 
decisions.

… the skills you acquire from training is a lot for 
you to be able to understand patients well, be able 
to diagnose, formulate your treatment approach 
and be able to effectively treat patients. [R7]

Yea, mostly I fall on my skills what I have leant 
over the years and how I handled issues over the 
years I fall on that in most of the cases is only a 
few situation that maybe some of the cases are 
spontaneous but to the large extend. [R15]

Ten respondents indicated that their clinical 
decision making depended on their skills as 
well as other evolving factors, including client 
and situational dynamics.

It still depends on other factors, for instance the 
client or the condition. Even sometimes it depends 
on you the practitioner. So the skills alone mostly 
are not enough. You have to take other factors 
into consideration. [R11]

Hmm … sometimes, for example you are given a 
case that has to do with a couple and you can clearly 
tell that one person is wrong but it becomes very 

difficult for you to decide how best to handle it. So 
sometimes even your skills are not able to help [R3]

Evaluation of training adequacy for case manage-
ment.  The majority of respondents (n = 13) eval-
uated their training for case management 
positively.

I think that the practicum really helped in the case 
management because when you have sessions 
with your clinical supervisor we have case 
presentations how you go about cases I think it 
helps. It prepares you to handle or manage cases 
that can even be weird. [R13]

Yeah … I will say the training helps you to 
manage cases very effectively. [R5]

However, three respondents believed that 
their training did not equip them adequately 
when it comes to case management.

It was also not adequate because there are times 
that we needed questions to what you are 
looking at but we don’t get it immediately it will 
take you days and sometimes weeks to get 
someone to help you understand and manage a 
case. [R9]

… so for the training, well, I will say that it did 
equip us to some degree because it gave us the 
basis but there are still more to be added so we 
can manage cases well. [R12]

Evaluation of training adequacy for research.  The 
majority of respondents (n = 14) stated that they 
received adequate training for research.

Yes, the research was also an integral part of my 
training [ok] in which you have to pass eheheh 
research thesis [yes] aha before you will be able to 
graduate, apart from that you have several 
assignments based on research which you have to 
complete. [R7]

Yes, when it comes to research, I think I got above 
average skills to do research. [R9]

Evaluation of training adequacy for teaching.  For 
more than half of the practitioners (n = 10), their 
training equipped them for teaching.
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In fact the training has broadened my knowledge 
in the subject area, so I can confidently teach the 
subject even at the university level. [R11]

I will say to some extent because since the model 
that we use is a scientist practitioner model so it 
helps you to practice, teach and research. [R15]

However, four practitioners stated that their 
teaching skills were not developed during their 
clinical training but rather from non-clinical 
activities, such as being a graduate assistant.

… not specifically but we helped to teach, those 
of us who have had the opportunity to be taken on 
as eh graduate assistants, we had the opportunity 
to teach students several subjects. [R7]

Foundational competency

Four areas of foundational competency were 
explored: intellectual, emotional, cultural and 
professional. We also explored challenges faced 
by the practitioners.

Intellectual competence.  Respondents indicated 
that they maintained competence mainly 
through attendance of conferences and semi-
nars (n = 13), consultation (n = 11), reading arti-
cles and journals (n = 11), short courses (n = 9) 
and further advanced education (n = 4).

Anytime I get to know that there is a conference 
or a seminar on psychology I try to attend to 
update my knowledge. [R7]
I also consult experienced and senior 
psychologists, both in Ghana and abroad for 
guidance and advice. [R11]

I read a lot of articles on specific things so for 
instance if I have a case of premature ejaculation 
I try to use an article that was or maybe a case 
study that was used to treat it. [R9]

… currently I am even upgrading myself, so I 
am doing my doctorate degree in the field. [R12]

Emotional competence.  Practitioners used emo-
tional detachment (n = 9), humour (n = 8), 

consultation (n = 8) and self-understanding 
(n = 6) to maintain emotional competence in 
their practice.

… it’s my job why should I be affected by it, I 
have gone past that, sometimes its touching, 
imagine if you are crying and they are also crying 
it doesn’t make sense. [R5]

… I also have people who are in the field who I 
talk to so I find a way to also … you know … an 
outlet sort of to … sometimes let out some of my 
own challenges. I’ve made the effort to speak to 
another person who can help me deal with my 
issues before I try to get in there. [R1]

I also make sure that or try to understand myself 
as a person as a human being … in yes 
understanding my emotions so that they don’t 
impair or get in the way in my treatment of 
clients. [R7]

Well, for myself I am a person an individual who 
sees humour in a lot of things, I don’t take life too 
seriously. [R4]

Professional competence.  This was maintained 
through professional membership (n = 14); 
engaging in ethical practice (n = 5) and consul-
tation (n = 5).

I join professional bodies like the Ghana 
Psychological Association to ensure I always 
have information concerning practice in Ghana. 
[R10]
There are ethical standards that guide our practice 
so I work according to those standards because 
for me, that is what makes you credible. [R1]

As I said earlier that when I need help, I fall on 
them. If I think it is within my colleagues capacity, 
I just call on them. I call anybody at all. [R3]

Cultural competence.  Practitioners mainly men-
tioned having cultural knowledge (n = 14) on 
family and social life and understanding differ-
ences in religious values.

I am always conscious of the cultural differences, 
people’s perspective of things so I do not judge 
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them wrongly when they are undertaking or they 
are behaving in specific ways because of their 
culture. [R7]

I know Ghana that some places that they practice 
polygamy so I will want to be sure whether he is 
practicing polygamy so that I will know the line 
to tow if am in session instead of condemning. 
[R9]

… religion is one area that you are expected not to 
be brought into therapy. So I never initiate religion 
or initiate a religious discourse. [R4]

Challenges

Respondents indicated several challenges they 
faced in their practice, including conflicting 
religious values (between clients and psycholo-
gists), interference from religious authorities, 
financial and emotional stress, lack of clarity 
regarding the role(s) of psychologists and lim-
ited facilities and resources like consulting 
rooms and assessment tools. The practitioners 
explained that these challenges affected their 
practice in diverse ways. For instance, conflict-
ing religious values affected judgement and 
professional decisions in ways that did not 
address clients’ needs.

I know for a fact that being a Christian affects 
some of the judgments I do. So it might affect me 
and I am aware, so I try to take myself away from 
it. [R12]
Then we have interferences and influences from 
religious, a person’s own personal beliefs and 
stuff like that … And I have had instances where 
I think people from other domains try to sabotage. 
[R5]

When you take for instance gayism, me, I am a 
Christian [yes] and I don’t believe in that you see. 
So when somebody comes to me and says he is a 
gay, I know that is abnormal so we have to treat 
that before we can treat any other problem the 
person is having. If the person is not willing to deal 
with his gayism, then he is not ready for help. [R6]

… in some instances personal values comes into 
play for instance if somebody comes to tell you 

he is cheating on his wife that if he go out to cheat 
on the wife he doesn’t get erection he gets 
premature ejaculation but for his wife it is ok, you 
can’t treat such a person because you know 
morally it’s not good so you decline. [R15]

Discussion

We used the three-dimensional cube model of 
core competencies developed by Rodolfa et al. 
(2005) as a framework to explore competencies 
of professional psychologists in active practice 
in Ghana. The results suggested mixed experi-
ences on functional competency relating to 
diagnosis, assessment, clinical decision mak-
ing, case management, research and teaching. 
Training equipped the practitioners for research; 
moderately for teaching; and less so for clinical 
practice. Participants reported feeling prepared 
for case management but less so for clinical 
decision making. They did not feel their gradu-
ate training equipped them for diagnosis and 
assessment. This finding is similar to Oppong’s 
(2014) study in which participants expressed 
concerns about the lack of depth of knowledge 
and skills in handling selected clinical cases. In 
order to maintain functional competencies, 
practitioners drew on self-taught strategies 
which lay outside formal structures of training 
and support.

Foundational competency was weak. The 
majority of practitioners had limited knowledge 
of the four key areas we examined. To maintain 
intellectual competence, the practitioners relied 
mainly on conference attendance; some con-
sulted local experts and journals and a minority 
pursued short courses and higher degrees. 
Emotional competence was underdeveloped. 
Pope and Vasquez (2007) define emotional 
competence as knowing oneself and include 
self-knowledge, self-acceptance and self-moni-
toring as part of the process. Few practitioners 
engaged in self-exploration and the majority 
used emotional detachment as a professional 
technique.

Practitioners also had a limited view of cul-
tural competence; defining it as remaining 
knowledgeable of the cultural influences in the 
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practice context. Cultural competence involves 
having awareness of and sensitivity towards 
people from diverse cultural backgrounds 
(Rodolfa et  al., 2005). Participants’ definition 
focused on being knowledgeable of cultural 
influences in the practice context. Yet, they 
appeared particularly insensitive to the complex 
dynamics of religious faith and sexual orienta-
tion. One participant stated that religion was not 
to be brought to therapy; another was unwilling 
to provide therapy to gay clients if they were 
not willing to ‘treat’ issues with their sexual ori-
entation. Broader material and structural chal-
lenges compounded the limitations in 
foundational competency. These multi-level 
challenges are issues of continuous focus in 
western psychological practice but have been 
downplayed in African settings (e.g. Daniel 
et al., 2004).

Professional psychology training and 
research

The findings highlight the need for professional 
psychology training in Ghana to start focusing on 
practitioners’ personal growth. The limited knowl-
edge on emotional and cultural competencies calls 
for new structures in clinical training and supervi-
sion that can lay the foundation for reflective prac-
tice. The professional psychologists in this study 
worked from a model reminiscent of the tradi-
tional doctor–patient relationship. Important con-
temporary issues such as religion and sexual 
orientation were a source of professional discom-
fort for some and therefore do not welcome in 
therapy. However, contemporary contexts in 
Ghana and other African countries create dynamic 
sociocultural environments for subjective, inter-
subjective and group experience (Adams and 
Dzokoto, 2003; de-Graft Aikins, 2012, 2018). 
These complexities must be examined in psycho-
logical practice in Ghana. It is, therefore, impor-
tant that psychologists are trained to incorporate 
the complex social constructions of clients’ prob-
lems into clinical concepts and interventions 
(Hoshmand, 2003; Pillay et al., 2013).

The findings strongly suggest the need to 
examine the ideologies as well as the models 

which inform professional psychology training 
in Ghana. Such an examination will reveal the 
importance of expanding the scope of training to 
encompass a psychology that looks at psycho-
logical practice both as a science and a cultural 
practice (Campbell and Murray, 2004; Hilton 
and Johnston, 2017; Hoshmand, 1996, 2003; 
Marks, 1996). This requires that training helps 
prospective psychologists to be reflective about 
how evolving local knowledge and situations 
might be important in their professional prac-
tice. One way to do this is to introduce cultural 
studies and critical psychology into training that 
allows students to evaluate psychology practice 
beyond mainstream scientific criteria (Adams 
and Dzokoto, 2003; de-Graft Aikins, 2018; de-
Graft Aikins and Marks, 2007; Grobler et  al., 
2006; Hoshmand, 2003). The curriculum can be 
broadened to include contemporary studies in 
the social sciences and humanities in Ghana, as 
well as creative methodologies and students 
should be mentored to cultivate and nurture a 
culture of reflective practice. Another is to 
broaden the scope of psychology by engaging in 
research that is culturally and socially meaning-
ful, embedded in historical understanding – for 
instance, exploring the socio-ecological roots of 
the psychological needs and problems of 
Ghanaians and developing context-specific 
interventions. Failure to reorient training and 
practice to the social realities of clients will 
restrict the services psychologists offer, leading 
to the provision of unsophisticated and even 
unethical practice.

Preventing a crisis of competence

Continuing competence is an ethical and pro-
fessional obligation (Hilton and Johnston, 
2017; Pope and Vasquez, 2007). The social and 
psychological challenges identified by respond-
ents – for example, tensions between religious 
faith and demands of professional practice, 
emotional management, stresses of handling 
unusual cases without evolving guidelines – 
could inform material for continuous education. 
Presently, continuing competence is not offi-
cially monitored or regulated. As a result, 
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practicing psychologists in Ghana do not 
receive context-specific continuous training 
that addresses their current needs as well as 
keep them ethically competent for practice. If 
the current trend in training and practice contin-
ues, we anticipate there will be a crisis of com-
petence. Psychologists will not be able to meet 
the contemporary needs of Ghanaians. The 
social realities that Ghanaians face are complex 
and multifaceted and include poverty, family 
disintegration, physical and mental health dis-
orders associated with modernity and ageing 
and conflicts of faith. The complex roots of 
these problems require open-minded and 
nuanced professional diagnosis, assessment and 
care. To be relevant in a changing world, pro-
fessional psychology practice in Ghana should 
embed scientific psychological knowledge 
within evolving local knowledge and sociocul-
tural contexts.

The study had two limitations. First, we 
explored the views of only 16 practitioners 
based in Accra. Second, we relied on retrospec-
tive responses to assess training. Currently, 
there are almost 300 psychologists registered 
with the Ghana Psychology Council, who work 
across the country. The majority (255) are clini-
cal and counselling psychologists. We reached 
meaning saturation on themes reported in previ-
ous studies (e.g. the lack of formal support for 
continuous training). However, we did not 
reach meaning saturation on emerging themes 
relating to foundational competence: the lack of 
reflective practice, poor understanding of cul-
ture and diversity and tensions between per-
sonal faith and the demands of professional 
practice. Future studies can explore these issues 
with a larger cohort of participants, segmented 
across the country. Furthermore, it will be 
important to conduct assessment of training 
during and immediately after training, to set the 
benchmarks for continuous assessment over the 
careers of practitioners.

Conclusion

The study shows that professional psycho- 
logy training in Ghana does not fully equip 

psychologists with basic competencies needed 
for ethical practice. Even though the field is still 
young in Ghana, relative to other countries, issues 
relating to maintaining emotional, intellectual 
and professional competencies are central, and 
non-negotiable, aspects of professional practice. 
This study contributes to existing research on 
continuous competence in professional psychol-
ogy in Ghana and to the global discourse on con-
tinuous competence in psychology.
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Appendix 1

A five–stage iterative analysis process developed for the study.




