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Abstract 
There is an urgent need for more intentional counseling and psychotherapy 
in Africa, with better documentation of the continent’s psychosocial needs 
followed by deliberately planned interventions. Despite this critical need, 
Africa is a resilient region that has survived famine, wars, and pandemics. Re-
silience does not negate the reality of historical and current traumas and the 
need to strengthen formal and informal modalities of counseling and psy-
chotherapy. Resilience is coupled with unexploited natural resources, rich 
human capital, traditions, values, and wisdom that bind people together. The 
purpose of this paper is to state that although the influence of Western psy-
chology and theory-based psychotherapy is slowly growing, effective practices 
need to be rooted in African value systems. Efforts are made in this paper to 
explore Africa’s mental health and psychosocial needs. We discuss the pres-
ence of preventive and healing cultural resources despite the prevalent dis-
connection of development initiatives with peoples’ mental health needs. Due 
to overemphasis on Western psychology, many current formal mental health 
training programs lack accuracy in assessment and intervention. Definitions, 
diagnoses, and therapeutic approaches encounter stigma that was mainly ab-
sent in traditional Africa. Here, “illness” was labeled and embraced as “dif-
ference,” followed by acceptance and support versus the current labeling of 
various conditions as “abnormal.” As much as DSM-5-TR claims universality, 
many Africans believe that global research to support the general application 
of current coding criteria is scanty. Similarly, psychometrics has been normed 
on Western, mainly white populations, with insufficient African standardiza-
tion. The global assumption is that diagnosis based on these clinical assess-
ments can be trusted as a basis for treatment. This paper will try to recom-
mend that evidence-based integration-focused assessment, counseling, and 
psychotherapy can take root in Africa by mainstreaming interventions into 
every level of society and embracing the World Health Organization’s 
Task-Shifting model.  
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1. Introduction 

One-third of the world’s disability is related to mental illness, resulting in 
enormous personal suffering and morbidity (Anderson et al., 2011) [1]. Africa is 
not spared. The continent has faced pandemics, wars, and famine over time, 
leaving behind a populace needing counseling and psychotherapy. However, just 
like in many low- and middle-income countries, where 75 to 95 percent of 
people with mental disorders are unable to access mental health services, Africa 
faces poor budgetary and human resource investment in mental health com-
pared to the massive need in the Continent (Ivbijaro, 2021) [2]. This author adds 
that there are factors that prolong mental health inequality locally and globally, 
calling for the support of civil societies to intervene and encouraging research 
that produces knowledge on identifying these factors and tackling the treatment 
gaps.  

For example, Cabo Delgado Province’s case in Mozambique, where internal 
wars have raged for many years. The extremely violent attacks on the population 
have left an estimated 1.3 million people needing urgent humanitarian assistance 
and protection (OCHA, 2021) [3]. The distress is alarming with the killings and 
destruction of villages, and concerns about this population’s mental health and 
psychosocial well-being are rising. This status has been complicated by the dis-
ruption of COVID-19 that affected the people and the economy. Does Mental 
Health Psychosocial Support Services (MHPSS) exist in such communities? 

Reading through the 2021 European Union Humanitarian Implementation 
Plan (HIP) covering Southern Africa and the Indian Ocean region (SAIO)— 
Angola, Botswana, Comoros Islands, Eswatini, Lesotho, Madagascar, Malawi, 
Mauritius, Mozambique, Namibia, Seychelles, South Africa, Zambia and Zim-
babwe (ECHO, 2021) [4], the comprehensive 20-page document does not men-
tion mental health and traumatic stress needs in these populations or any means 
of mitigating the same. The context discusses the traumatic incidents destabiliz-
ing people: political conflict, displacement, natural calamities, HIV and AIDS, 
refugees, El Nino floods, etc. Research indicates traumatic stress and many other 
mental health outcomes as the aftermath of disruptions of such immense pro-
portions (Lee et al., 2020) [5]. However, with a budget of EUR 44,500,000, there 
does not seem to be a mental health plan nor any funds set aside to engage in 
mental health research or consultation of mental health practitioners, especially 
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psychologists, in these regions. This omission is prevalent in humanitarian in-
terventions in Africa, and local partners funded by the same groups also leave 
out mental health as an immediate, pervasive need. If the European Union can-
not include mental health and trauma needs in a 2021 Humanitarian Imple-
mentation Plan, will African governments prioritize the need?  

Despite the failure to prioritize mental health and trauma services in Africa, a 
continuum of care exists—from traditional prevention, training, and counseling 
practices to current western-education-informed mental health practices. Gen-
erally, counseling is an interactive growth-learning process where an individual 
acquires, either individually or within a group, skills on how to deal with life’s 
problems and challenges. Through counseling, the helper expresses care and 
concern toward the individual in need, helps them to identify and clarify their 
challenges, and grows skills towards making informed choices and solving per-
sonal or interpersonal problems (Shayo, 2011) [6]. Psychotherapy is a treatment 
process by psychologists or psychotherapists to help people deal with psycho-
logical issues, such as depression, anxiety, and posttraumatic stress disorder 
(Cook et al., 2017) [7]. In today’s society, most mental health services, counsel-
ing, and psychotherapy are driven by Western humanitarian models that are 
more problem-oriented than prevention-focused. As aforementioned, formal 
counseling and psychology in Africa are not funded or legislated, and few coun-
tries have Mental Health Policies. 

2. Method 

This paper is set to explore factors that contribute to resilience in Africa. After 
many years of tribal wars, slavery, colonialism, famine, armed conflict, AIDS, the 
Covid-19 pandemic, and so on, the Continent remains healthy and thriving, 
with a capacity to spring back from adversity, creatively recover and resist de-
struction (Maguire & Hagan, 2007) [8]. Researchers define social resilience as a 
social entity—or community’s capacity to bounce back or respond positively to 
adversity through resistance, recovery, and creativity. Beyond the individual, so-
ciety and culture impact resilience (Armitage et al., 2012) [9]. 

3. Africa’s Prevention and Life Coaching 

Various studies indicate that, in traditional Africa, counseling focuses more on 
prevention and coaching than intervention and problem-solving. In many com-
munities, laid-down behavior patterns are taught, and adherence is communi-
cated through parenting, socialization, and the various stages of maturation. This 
meant that the focus on counseling was not problem-oriented but aimed at 
growth and teaching for life. Through rites of passage, roles and behavioral ex-
pectations were clarified and validated, with dissent punished, sometimes with 
ostracization. Counseling then was not so much about solving mental and beha-
vioral problems but teaching ways of life from the individual to the family and the 
community. Such teaching was through the people’s wisdom, communicated 
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through proverbs, folk tales, traditional songs, poetry, and dance. For example, 
training parents in responsible child-rearing to avoid child abuse and neglect was 
tied up in tradition, primarily through child naming (Mwiti & Dueck, 2006) [10].  

Life was viewed as cyclic—from the unborn to the dead and back to the un-
born. Among my tribe, the Meru of Mt. Kenya region of Kenya, every child is 
named after a family member, alive or dead. The firstborn son is consistently 
named after the father’s father; if female, she is the father’s mother. To this day, 
the baby naming ceremony is a grand occasion where the born adult invites 
peers to come and give a fitting name to the baby based on the older adult’s per-
sonal qualities and virtues. This ceremony reminds the parents, especially the 
baby’s mother—the child’s direct caregiver, that in nurturing the baby, she is, by 
extension, rearing the adult after whom the baby is named. To this extent, the 
adult child’s peers and the baby’s namesake would be watching the family to 
confirm that the child was growing up as expected. If there was consistent neg-
lect, punishment would be meted out to the mother by a group of women, all 
agemates, to the aggrieved party.  

Once, women received news that a baby boy crawled into an open fire and got 
burnt. The baby’s mother was known to be notoriously negligent in child care. 
The wife of the baby’s namesake arrived at the specific home before dawn along 
with her peers, bearing branches of stinging nettle. They called out to the baby’s 
mother: “Come out and explain where you were when our husband got burnt. 
Come, we need to teach you a life lesson.” No one could interfere, not even her 
husband or neighbors when screams of anguish filled the air as the women beat 
the baby’s mother with branches of stinging nettle. This would be a lasting 
counseling session, an example to many against child abuse and neglect. 

Among the Meru, traditional parenting modalities face erosion from moder-
nization and Western education. Counseling and training young people for life 
have mainly been abdicated to schools or formal religious training, with little 
realization that schools are significant in academics. Some churches are leading 
integrated adolescent rites of passage programs incorporating parents into 
church-initiated programs (Mwiti, 2005) [11]. This, at least, is closing some di-
vide. However, along with such programs, the direct role of parenting training 
and counseling cannot be delegated. Mwiti (2016) [12] argues that, whereas tra-
ditional Meru societies socialized young people through the Gaaru—the training 
abode of men, counseling and training their sons from childhood to manhood; 
then the Kiuru—the mentoring and guidance of girls by mothers and their peers 
to womanhood, the Gaaru is currently empty while the Kiuru stands. Men seem 
to have abdicated the boy training and counseling responsibility.  

Young men, knit together in age sets and peer accountability, are now targets 
for substance abuse, relationship problems, and lack of direction due to poor so-
cialization and a poor sense of identity. The result for many of these young men 
is role confusion (Chen et al., 2007) [13]. Role confusion has been linked with 
emotional dysregulation, hopelessness, low motivation, and marital conflict. 
Vulliez-Coady et al. (2016) [14]. Underline that if role expectations are not clari-
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fied through maturation, boundaries are often crossed, creating misunderstand-
ing and conflict. African psychology emphasizes that an individual systematical-
ly matures through rites of passage, where boundaries are clarified and role ex-
pectations elucidated and reinforced.  

For example, a man has three developmental stages among the Maasai of 
Kenya: childhood, middle warriorhood, and senior warriorhood. The Meru of 
Kenya had six developmental stages (Mwiti, 2014) [15]. During each stage, con-
tinuous training would be provided and required values reinforced through folk 
tales and proverbs or wise sayings. Sitting around the crackling fire in the even-
ing, children would be treated to folk tales of the tribe’s heroes or narratives of 
what happened to anyone who disregarded the wisdom of the fathers. The end 
of each developmental phase was marked with ceremonies depending on the age 
of the graduating set. Graduating in locations ensured that one’s nthuki or age 
group would serve as accountability partners throughout one’s lifetime. No one 
was supposed to bring shame to the age set. Graduating from adolescence to 
adulthood is a colorful ceremony that marks the culmination of training and 
coaching young men and women for life. After this rite, childish behaviors are 
supposed to remain behind as the whole graduating age group adopts a name for 
themselves and appoints each other as accountability partners as they mature 
into the next age group. Training from boys to men and girls to women is part of 
counseling and mentoring in Africa. 

African wisdom guided individuals through life stages with clearly defined 
roles and responsibilities. Premarital counseling was provided for those who 
reached marriage age. Marriage counseling was made available for struggling 
couples, backed by social support and spiritual practices. Counseling through 
parenting was present to ensure that parents fulfilled the tribal group expecta-
tions with success for their children. Elders counseled and mentored younger 
leaders with reminders that integrity was non-negotiable. Holistic counseling in-
cluded care for the environment so that wet beds were protected and trees would 
not be felled carelessly. For anyone with emotional disturbance, there would be 
encouragement, spiritual help, and herbal treatment if symptoms persisted. 
Chronic mental illness was dismissed as a curse or a difference to be tolerated 
and managed. The same care was given to the differently abled without labeling 
them “the disabled”. 

Ceremonies, taboos, and rituals strengthened adherence to holistic counsel 
and wisdom. For example, pestilence or drought was a spiritual message from 
God. Spiritual leaders would call the community to examine their lives and see if 
they had erred by mistreating the helpless or forgetting to observe some practic-
es. Such observances would be followed by sacrifice and repentance with the be-
lief that the calamity would be reversed. During periods of drought, at the end of 
such rituals, rain fell. Such stories of holism with God’s presence with his people 
persist. Today, some of this curriculum remains, and even where absent, expec-
tations of values related to one’s age still group abide by. The attrition of know-
ledge due to oral literature mandates African psychologists to recall, research, 
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write, and integrate these modalities into today’s academia and practice. 

3.1. African Preventive Counseling 

In traditional Africa, community cohesion and value systems provided resilience 
and cushioned the mentally different from neglect. Acceptance of personality 
and behavioral diversity made it easy for families and communities to care for 
one another. Besides approval, the common practice when dealing with mental 
health struggles was to blame external forces such as witchcraft or the gods for 
the condition. However, today, with the unraveling of community bonds 
through urbanization and the universality of value systems, more vulnerable in-
dividuals need more protection of communal cohesion, a reality that challenges 
Africans to build alternative communities. 

A Transiting Continent 
As the continent transits into more westernization and a tendency towards indi-
viduality, many people are convinced that African indigenous psychology mod-
els should be documented and integrated into university psychology modules. 
These can provide integration to identify and preserve the values and practices 
for resilience and inform counseling and psychotherapy with evidence-based 
models.  

While examining the traditional roots of wellness in Africa, it is clear that 
psychology and psychotherapy in Africa need to be contextualized because Afri-
ca has always had its way of understanding and managing human behavior. 
While Western psychology was written, the African version was oral. For exam-
ple, scholarly developmental psychopathology is based on the norms of matura-
tion, evaluating divergence, and mandating treatment to revert to standard be-
havior for anyone born without a disability. Norms of development are assessed 
by growth across stages of development. With the coming of Western education 
and Western psychology, Africa faces the problem of assumptions. To identify 
pathology, western-oriented psychology assumes that Erikson’s eight Stages of 
Psychosocial Development are global and can be utilized by mental health pro-
viders when diagnosing and treating any patient facing complex adjustments or 
turning points in life. Indeed, there is an argument that an individual can under-
stand themselves better by evaluating personal progress against Erikson’s under-
standing of development from early life (Orenstein & Lewis, 2020) [16]. Malone 
et al. (2016) [17] argue that such assessment yields awareness of cognitive, ex-
ecutive, and emotional functioning into late life. The authors add that such con-
ceptualization of psychopathology informs treatment planning, psychotherapy, 
and prognosis. However, it would be presumptuous to assume that societies like 
the Maasai of Kenya, with three developmental stages, can have Erikson’s un-
derstanding of developmental pathology superimposed upon their community. 
This is psychological colonialism. 

Western colonialism sought to impose paternal authoritarian thought through 
curriculum, disregarding indigenous training and teaching systems. African 
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psychology should be contextualized through dialogue and integration with the 
shared evolution of evidence-based psychotherapies to create Afro-centric 
counseling and psychotherapy. Psychotherapy in Africa should be perceived as 
something other than alien. Africa-sensitive psychology will interrogate 
DSM-5-TR into various community definitions of psychopathology and healing 
modalities. The same interrogation needs to be applied to psychometrics—to 
encourage empirical evidence in validating and standardizing clinical assess-
ments using African populations and their languages, metaphors, clichés, and 
pearls of wisdom. 

4. Results 
4.1. Psychology and Mental Health in Africa—Status and  

Interventions 

More and more universities offer psychology training, but mainly with curricu-
lum influence, textbooks, research, and psychotherapies from the West, mostly 
the USA and Europe. This is primarily because many African countries still do 
not have government-sponsored mental health regulatory bodies. For example, 
in Kenya, we still do not have a Board of Psychology to regulate the practice, ac-
credit training institutions, and inform training content. Therefore, the quality 
of clinical psychology and counseling psychology in the university curriculum is 
managed by the Commission for University Education, which uses panels of 
psychology professors and practitioners to moderate proposed psychology sylla-
bi for all new psychology programs. This, at least, has helped to standardize the 
quality of programs. Without a Board, professional psychology bodies license 
their members and ensure that a Code of Ethics is followed with regular Super-
vision and mandatory Continuing Education. The problem is that punishing de-
faulters is not easy because, beyond exclusion, litigation for any offender is not 
possible. After all, societies have no legal mandate. 

For many years and following the medical model, African education has em-
phasized mental illness rather than mental health. This is because the control of 
the university mental health curriculum emphasizes psychiatry versus psycholo-
gy. The distinction between psychology and psychiatry has not been made very 
well, and many psychiatrists do not refer clients for psychotherapy. Psycho-
pharmacology is chosen above counseling and psychotherapy, leading to more 
stigma and labeling of anyone struggling with emotional challenges and rela-
tional conflict. Psychoeducation is increasing slowly, educating people that 
mental health challenges are typical and that psychotherapy should be the first 
option before medication. In such situations, diagnosis is necessary. However, 
another challenge is the lack of doctoral-level psychologists trained in psycho-
metrics and assessment instruments validated and standardized in Africa. This 
vacuum encourages the persistence of the medical model in diagnosis, leading to 
more people on psychotropics than necessary. Many more lack the help they 
need to break free from emotional and relational deficits that encourage various 
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conditions—anxiety, depression, marital conflict, relationship breakdowns, and 
substance abuse as individuals self-medicate when helplessness takes control. 

4.2. Mental Health Policies in Africa 

African nations need mental health policies, national mental health plans, guide-
lines, and budgeting for mental health services and interventions. According to a 
global 2014 WHO Mental Atlas Survey, 24% of countries reported that they did 
not have or have not implemented mental health policies. This percentage rose 
to 46% for Africa (Sankoh et al., 2018) [18]. The authors add that between 2000 
and 2015, Africa’s population grew by 49%, and the number of years lost to dis-
ability due to mental and substance use disorders increased by 52%. The same 
report confirms this scarcity of mental health services by stating that the propor-
tion of Africans who receive treatment for mental health problems is defi-
cient—at 14 per 100,000, while the global annual rate of visits to mental health 
outpatient facilities is 1051 per every 100,000 people. In addition, the dearth of 
research reflects the weakness of mental health services on the continent and 
that many African governments [as well as humanitarian groups] disregard this 
need.  

This neglect is reflected in the reality that many African governments do not 
recognize the need to create systems for the practice and protection of counsel-
ing and psychotherapy. For example, since the onset of the COVID-19 pandem-
ic, WHO has advised that mental wellness should take precedence in interven-
tion planning and that all countries should have COVID-19 mental health strat-
egies and plans. WHO also called for the care of medics on the Covid-19 front 
lines. However, nations like Kenya went through 2020 without any mental health 
plan (Jaguga & Kwobah, 2020) [19]. And then released one in early 2021 (MOH, 
2021) [20]. However, the strategy has been critiqued for lack of a preventive ap-
proach and poor multidisciplinary sensitivity as recommended by WHO. 

4.3. Community-Based, Indigenously-Sensitive Counseling and  
Psychotherapy in Africa 

Many development initiatives for Africa do not include counseling and psycho-
therapy in their programs. The emphasis is on education, health, agriculture, 
governance, and so on, with few initiatives including mental health and trauma 
recovery. This reality has remained the same, although many know that factors 
such as AIDS, wars, the refugee situation, and poverty contribute to the heavy 
burden of mental illness. Besides Western individual and miniature models of 
counseling and psychotherapy, WHO has recommended that where there are 
few professional mental health helpers, especially during mass crises like 
COVID-19, nations should adopt task-shifting. In this model, multidisciplinary 
teams work together to provide need-based counseling services (WHO, 2008 
[21], Mwiti, 2017 [22], Mwiti, 2021 [23]). Besides increasing the efficiency of 
mental health services, task-shifting reduces the prevalence of severe mental 
health problems through psychoeducation and the multiplication of gras-
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sroots-based lay counselors, especially during wars and pandemics. Orkin et al. 
(2021) [24] add that task shifting fills the economic gap between the need and 
supply of essential mental health services.  

Task shifting has limitations. Competition between individuals serving at var-
ious levels of care can create ego clashes and overpass limit levels of responsibil-
ity beyond their level of training (Okyere et al., 2017) [25]. Each care group must 
recognize its limits and practice the mutual referral system, such as counselors, 
psychologists, case workers, psychiatrists, mental health practitioners, and reli-
gious leaders. Empowering partnerships and recognizing the power of synergy 
decreases ego-based competition. Malpractice, omissions, and compassion fati-
gue have been reported in task shifting. Continuous professional supervision, 
retraining in professional ethics, and continued education enhance confidence, 
emphasize self-care, and prevent compassion fatigue. There is weak evidence 
regarding task shifting’s efficacy. However, even as the evaluation of service im-
pact continues, WHO believes this deficiency should not be an excuse for the 
non-implementation of this urgently needed program (Saraceno, 2004) [26]. 

5. Case Study 

Application of Task Shifting. 
Community-based task shifting prevents stigma, discrimination, and human 

rights violations related to mental disorders. It can create a safe place for psy-
choeducation and healing conversations. This was the experience of Oasis Africa 
as we trained and mobilized over 1000 lay trauma counselors to work in all parts 
of Rwanda soon after the 1994 genocide (Mwiti, 2021) [23]. Tasked with essen-
tial skills to identify levels of need, we encouraged the counselors to create a re-
ferral list of clergy, professional counselors, and doctors to whom they could re-
fer anyone in the community who indicated complicated grief reactions and 
critical mental and behavioral health conditions. Besides running community 
discussion and Bible Study groups on critical areas of functioning, for example, 
anger, grief, traumatic stress, forgiveness, and mutual care, they used our book, 
Crisis and Trauma Counselling (Oasis Africa, 1994) [27] which was translated 
into their language—Kinya-Rwanda, to train other helpers and send a message 
of healing and reconciliation through community meetings, radio, and televi-
sion. Pastors used our sermon outline booklets—Kairos for Rwanda, to preach 
messages of healing and restoration from their pulpits. 

Oasis Africa’s task-shifting created a Ripple Effect that spread through the 
grieving nation. Another decisive outcome of this three-year program was a 
wave of reconciliation throughout the country through the discussion and Bible 
Study Groups, where, after training a multi-ethnic group of leaders, we would 
assign them into groups to meet once a week over the next ten weeks. At the end 
of the ten assigned group studies, many clusters continued to meet—creating 
their agenda. Some started visiting one another. Others built homes for any 
among them whose houses had been destroyed during the genocide. Still, others 
started income generation activities—growing passion fruit, marketing the pro-
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duce together, or keeping chickens and goats. Meeting together over the weeks, 
Hutus and Tutsis began talking and working together—a decisive outcome of 
community-based task-shifting.  

Realizing the paucity of counselors in Africa, Oasis Africa was already prac-
ticing the Ripple Effect model through the Annual Inter-Africa Lay Counselors 
training we started in 1990. In the program, 40 Christian leaders, selected by 
their constituencies-churches, hospitals, non-governmental organizations, edu-
cational institutions, and hospitals, would gather in Nairobi for three weeks- 
equivalent to 120 contact hours, training in Basic Skills in Christian Counseling. 
Over ten years, 400 lay counselors representing 16 countries led community 
psychoeducation and lay counseling training of grassroots helpers in their na-
tions. Countries covered included Kenya, Uganda, Tanzania, Rwanda, Burundi, 
Ethiopia, Zambia, Zimbabwe, Malawi, Cote d’Ivoire, Cameroon, Ghana, Nigeria, 
United Kingdom, USA, and India. Participants were already professionals in 
their countries of origin but volunteered their time in various church ministries 
or worked as hospital chaplains and counselors. The outcomes of this program, 
funded mainly by Tear Fund, UK, gave Oasis Africa the courage to train Lay 
Trauma Counselors for the 1994 Rwanda genocide, the 1998 Nairobi USA Em-
bassy bombing, and the 2001 India Gujarat earthquake. 

Oasis Africa used task-shifting in other community disaster interventions: the 
Nairobi USA Embassy bombing in 1998, where we trained 150 counselors, psy-
chologists, and psychological clinics to serve over 2000 survivors. We also en-
gaged psychiatrists, hospitals, community groups, mosques, and churches on a 
need basis. We repeated this model after the Nairobi Westgate Mall Terror At-
tack of September 21, 2013, where 71 people were killed, approximately 200 were 
injured, and over 2500 were affected. Dr. Gladys Mwiti once again led the inter-
vention. The multidisciplinary team of 400 volunteers received training in Psy-
chological First Aid (Wang et al., 2021) [28]. Practicing psychologists received 
the equipment in Skills for Psychological Recovery (Berkowitz et al., 2010) [29] 
and Trauma-Focused Cognitive Behavioral Therapy (Kliethermes et al., 2017) 
[30] for those needing the package. We reminded the trainees of the need for 
contextualization, cultural sensitivity, and religious integration for all these 
packages. Over the next six months, these individuals offered services in a care-
fully choreographed plan guided by a leadership team, receiving ongoing super-
vision and retraining in self-care to avoid burnout.  

6. Proposed Levels of Task Shifting 

Mwiti (2021) [23] argues that task-shifting should be offered at four levels, ac-
cording to expertise, after completing the initial Preparatory Phase. The tasks of 
preparation include: a) Determination of the need for the intervention; b) Set-
ting up a multidisciplinary Intervention Coordination Team (ICT) that identi-
fies policies needed to support the program; c) Writing the Psychosocial Support 
Plan; d) Identifying players; e) Preparing training materials; f) Setting up the 
leadership team-trainers, location for service provision, g) Other loca-
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tion-specific tasks that meet the requirements of the intervention. The ICT team 
creates data on available community service providers—hospitals, medical and 
mental health clinics, rehabilitation and rescue centers, and children’s homes. 
The team also determines training modalities, areas of service, requirements for 
supervision, Continued Education, and program monitoring and evaluation. 

Mapping needs and available human resources, followed by plans and budg-
ets, anticipated gaps, and ways to manage them. For example, although the Oasis 
Africa Rwanda trauma healing program was funded, the local Church that 
hosted this national program decided that to get as many people trained as 
possible, apart from the training venue and hosting for the week-long program, 
there would be no pay for participants or their transportation. The sending 
churches and organizations undertook this cost as part of their contribution, 
commitment, and program ownership. The trauma lay counselors volunteered 
their time and brought food to share during their local training seminars. 

The multi-level Training Phase follows the Preparatory Phase to standardize 
program delivery. Here, selected individuals at each level are identified and 
trained to train others and to carry out psychosocial interventions at their level 
of expertise. Program Evaluators are prepared to monitor and evaluate the out-
puts.  

Level One includes Lay Counsellors—adults willing to serve by encouraging 
others and linking them with services. These individuals should do outside psy-
chosocial support in other primary helping professions, e.g., as teachers, nurses, 
clergy, sociologists, etc. These, along with the different levels of care, receive 
training in Psychological First Aid (PFA, Wang et al., 2021) [28] to standardize 
service provision. Using the PFA guidelines, the Counselor creates healing net-
works by normalizing trauma responses and then providing tips for recovery. 
The survivor is connected with needed resources, such as help tracing loved ones 
and friends. Grief reactions are managed with exceptional care for those indi-
cating complicated reactions or suicidal ideation. Through PFA, basic need-based 
information is gathered with developmental, cultural, and spiritual sensitivity and 
provides what the client needs to hasten recovery and re-orientation. 

Essential qualities for all levels of care include communication skills, listening 
skills, patience, confidence, respect, confidentiality, a non-judgmental attitude, 
and the ability to instill hope. In addition to PFA, Level One receives training in 
counseling micro-skills: active listening, rapport building, creating trust, com-
municating respect, attending, immediacy, use of silence, reflecting and paraph-
rasing, and questions to clarify and summarize. Clergy learns and teaches theo-
logical perspectives of suffering, loss and bereavement, healing, social support, 
maintaining hope in suffering, caregiving, and sustaining care. 

Level Two involves training Program Coordinators and lay people in the 
mental health profession, but have the gift of program coordination and people 
mobilization. They should also be exposed to ethical practices and the protection 
of privacy. Level Two manages registration desks, maintains a service data bank, 
links the program to relief amenities, and manages the booking process for pro-
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fessional referrals. For all teams, trainers emphasize record keeping, reporting, 
self-care, limit setting, the need to maintain regular supervision, and maintain-
ing an active referral system. 

Level Three includes standardization of service provision by Professional 
Practitioners—Master and Doctoral levels in Clinical Psychology, Counselling 
Psychology, Marriage & Family Therapists, and Clinical Social Workers. These 
are reminded to offer evidence-based, culturally-sensitive psychotherapies and 
to exercise religious integration, mindful of client needs. All sign up and receive 
training in specific packages, for example, Skills for Psychological Recovery 
(SPR) and Trauma-Focused Cognitive-Behavioral Therapy (TF-CBT). Besides 
receiving clients needing advanced services, this team manages referrals. It 
maintains Supervision for self and others, organized on a staircase model with 
each individual stretching their hand to be helped by someone above them and 
the other hand reaching down to help those on lower rungs. Level Three provid-
ers are reminded: a) to observe their Code of Ethics, b) the role of cultural and 
religious sensitivity with the integration of faith and practice where possible, c) 
to practice self-care, d) the process of receiving referrals from Levels One, and 
Two, and e) to offer organized supervision throughout the whole program, in-
cluding peer supervision.  

Level Four includes overall organizational coordinators who offer program 
administration, engage community leaders to support the intervention, and link 
the program with other resources, such as food banks, medical clinics, hospitals, 
schools, and policymakers. Level Four coordinators also organize outreach ser-
vices where harmonized teams are needed in the media, schools, hospitals, and 
the wider community.  

After training, the ICT can place Levels Two and Three helpers in service 
groups according to the needs to be addressed—marriage, family, youth, trauma, 
loss and bereavement, environmental stewardship and care, and parenting, each 
headed by a Level Three practitioner to guide the intervention, monitor referrals 
and provide Team Supervision. Level Three works in close collaboration with 
Level Four for program coordination. Level Two can also engage in psychoedu-
cation and group discussions with active referral to the Level Three team so that 
each group works within its limits. Program Evaluators already identified in the 
Preparatory Phase carry out surveys, monitor and evaluate outcomes on the in-
tervention’s progress, write reports, and share regular reports on the interven-
tion’s progress at the regular ICT meetings. 

Over the years, task shifting at Oasis Africa has introduced many people all 
over Africa to the need for community-based mental health and psychosocial 
support services. Today, several Ph.D. and PsyD psychologists in our region are 
second-career practitioners who began with Oasis Africa lay counselor train-
ing—a decisive outcome of task shifting. 

7. Recommendations 

Moving into the future, if humanitarian groups in Africa care for the wellness of 
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the continent, mental health should become a priority on the agenda. The 
budget should no longer be selectively focused on HIV and AIDS prevention 
and AIDS orphans’ education, health, and nutrition without budgeting for ro-
bust interventions in the mental wellness of these populations. Money raised for 
refugee settlements should include research on trauma and resilience-building 
programs. Hospitals can offer medical support integrated with psychological 
testing and counseling programs because we cannot divorce physical illness from 
behavioural and stress-related factors. The standard medical model needs to be 
replaced with interdisciplinary modes of care. 

There is an urgent need for government mental health policies and mental 
health plans to offer regulation and accreditation to guide university training 
curriculums to train professionals in counseling and psychology (Mwiti & James, 
2012) [31]. The authors recommend integrating Western psychology, indigen-
ous psychologies, and religious practices informed by the values, beliefs, and 
cultural healing modalities of the populations served. Similarly, humanitarian 
interventions should adopt a bottom-up approach, where the needs and wisdom 
of the people inform plans. Time has passed for cut-and-paste paternalistic pro-
grams and short-term solutions to endemic historical traumatic stress. Aid dol-
lars without mental health interventions become blind programming and create 
a game without end (Hansen & Ainsworth, 2013) [32] and an error in social 
typing (Watzlawick et al., 1974) [33]. Such approaches deny solutions that could 
end problems and create piecemeal resolutions, contributing to more compli-
cated, endless predicaments. Recurrent suffering is a desired state for some do-
nors to justify their presence, denying populations freedom to seek sustainable 
solutions to their problems. 

8. Conclusion 

Africa is a continent in between. Fast disappearing is the drumbeat of peaceful 
villages save for ethnic strife that would often be stifled with understanding and 
elder conflict resolution. African communities lie between age-old wisdom 
pearls quickly replaced by postmodern behaviours, global languages, short lives, 
and complicated mental health challenges [34]. Parenting and mentoring spelled 
out by tribal systems are being challenged by school learning and the global cul-
ture of the Internet. More and more global wars are being fought on African soil 
as rich nations fight to control the wealth of Africa. It is well-known that bloody, 
trauma-ridden tribal conflicts in places like DR Congo and Sierra Leon have 
nothing to do with warring people groups but that warlords seek to control the 
diamond and cobalt-ridden national reserves on behalf of international smug-
gling rings, leaving behind communities torn with conflict.  

A humbling fact is that Africa existed long before the Western nations scram-
bled for the Continent, and Africa will continue to survive long into the future. 
In crowded slums and villages, without running water and no social distancing, 
and unable to afford the COVID-19 vaccines, Africa has survived COVID-19 
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(Chitungo et al., 2020) [35]. This resilience needs research, affirmation, and in-
clusion into the Continent’s mental health healing modalities. Such can seed 
proper transformational counseling and psychotherapy models that Africa can 
share with other nations. 
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