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Abstract 

The relationship between Christian spirituality and psychological healing remains an important 

but contested area within counselling, pastoral theology, and mental health practice. This article 

develops a pneumatological framework for Christian counselling in Africa by bringing biblical 

theology, contemporary psychological knowledge, African understandings of personhood, and 

pastoral practice into constructive dialogue. It argues that Christian counselling need not choose 

between spiritual discernment and psychological competence. Instead, the Holy Spirit may be 

understood, within Christian theological interpretation, as the divine presence accompanying 

processes of conviction, meaning-making, emotional regulation, renewal, reconciliation, 

resilience, and moral formation. Particular attention is given to the African context, where 

personhood is commonly understood relationally and where spiritual, emotional, bodily, familial, 

and communal dimensions of life are often experienced as interconnected. Building upon these 

foundations, the article proposes the Faith–Pneuma Counselling Model (FPCM) as a five-

movement conceptual framework comprising illumination, confession and release, renewal of 

meaning, empowerment, and communion with mission. The model is not presented as a 

replacement for evidence-based psychological treatment, psychiatric care, or professional 

assessment. Rather, it is offered as a culturally responsive framework for integrating clients' 

Christian faith with ethically responsible counselling when such integration is desired by the client. 

The article further addresses clinical boundaries, spiritual assessment, cultural humility, 

supervision, referral, and the need for empirical validation. It concludes that the future of Christian 

counselling in Africa lies neither in the over-spiritualisation of psychological distress nor in the 

exclusion of faith from therapeutic care, but in a disciplined partnership between theological 

wisdom, psychological science, professional ethics, cultural understanding, and compassionate 

pastoral presence. 
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Introduction 

There are moments in counselling when a person's suffering refuses to remain within a single 

category. 

A grieving mother may speak of sorrow, but she may also speak of God. 

A man living with anxiety may describe racing thoughts, sleeplessness, and physical tension, but 

he may also ask whether God has abandoned him. 



A pastor experiencing burnout may understand his exhaustion psychologically, yet interpret his 

loss of purpose spiritually. 

A young woman struggling with trauma may need careful therapeutic intervention, while 

simultaneously longing to know whether her faith can survive what happened to her. 

Such experiences remind the counsellor that the human person is rarely encountered in fragments. 

People bring their thoughts, bodies, relationships, histories, cultures, beliefs, fears, hopes, moral 

convictions, and spiritual questions into the counselling room together. 

This is especially significant within African contexts. 

In Ghana and many other African societies, religion and spirituality remain influential ways 

through which people interpret suffering, illness, morality, family, misfortune, hope, and healing. 

Research on indigenous and faith healing in Ghana confirms that understandings of mental distress 

frequently incorporate physical, social, psychological, cultural, and spiritual explanations (Kpobi 

& Swartz, 2019). Such explanatory frameworks cannot simply be dismissed as peripheral if 

counselling is to remain culturally meaningful. 

At the same time, psychological science has contributed enormously to the understanding and 

treatment of trauma, anxiety, depression, relational dysfunction, grief, distorted cognition, 

behavioural patterns, and other forms of psychological distress. Christian counselling becomes 

impoverished when these contributions are rejected merely because they arose outside explicitly 

theological settings. 

The opposite problem also exists. Counselling may become culturally and spiritually incomplete 

when the client's deepest religious convictions are ignored. 

Research increasingly supports careful attention to religion and spirituality in psychotherapy. 

Captari et al. (2018), in a comprehensive meta-analysis of 97 studies involving 7,181 participants, 

found support for psychotherapy adapted to clients' religious and spiritual beliefs. More recently, 

Bouwhuis-van Keulen et al. (2024) reported that religiously and spiritually oriented treatments 

may offer additional benefit for strongly religious or spiritual clients, while also noting 

methodological limitations and the continuing need for rigorous research. 

The emerging question is therefore not whether psychology and spirituality must compete. 

The more useful question is: 

How can Christian faith be integrated into counselling in ways that are theologically 

meaningful, psychologically responsible, culturally sensitive, ethically sound, and centred 

upon the needs of the person seeking help? 

This article proposes a pneumatological response to that question. 



Its central argument is that Christian counselling in Africa can understand the Holy Spirit as 

theologically central to healing and transformation without treating spiritual intervention as a 

substitute for clinical competence. Such integration requires humility: theology may interpret the 

meaning of healing, while psychology studies observable processes and outcomes. Neither 

discipline needs to pretend to be the other. 

Within this framework, counselling becomes a meeting place of faith and evidence, Spirit and 

psyche, individual and community, suffering and meaning, competence and compassion. 

From Fragmentation to Whole-Person Care 

One of the persistent tensions in Christian counselling has been the tendency to separate what 

human beings actually experience as intertwined. 

Some approaches spiritualise virtually every problem. Depression becomes insufficient faith. 

Trauma becomes demonic oppression. Anxiety becomes failure to trust God. Medication becomes 

evidence of spiritual weakness. 

Other approaches move to the opposite extreme. Religious belief is treated as irrelevant, immature, 

or extraneous to psychological treatment even when it occupies a central place in the client's 

worldview. 

Both approaches can produce fragmentation. 

The first may overlook serious psychiatric or psychological conditions. 

The second may overlook the client's sources of meaning, identity, community, hope, and moral 

orientation. 

Research on religion, spirituality, and mental health demonstrates why such reductionism should 

be avoided. Lucchetti et al. (2021) found that religiousness and spirituality can be associated with 

beneficial outcomes in some areas of mental health, but the relationship is neither uniform nor 

automatically positive. Positive religious coping may support well-being and resilience, whereas 

negative religious coping—including perceptions of divine punishment, abandonment, or 

spiritually reinforced guilt—may intensify psychological distress. 

Religion, then, can become medicine or wound. 

The pastoral counsellor must know the difference. 

A spiritually integrated approach should therefore never begin with the assumption that more 

religion is necessarily therapeutic. Instead, the counsellor asks how the person's faith is 

functioning. 

Is faith giving hope? 



Is it producing terror? 

Does prayer create comfort or compulsive guilt? 

Does the congregation provide belonging or humiliation? 

Does the person's understanding of God encourage resilience, or is it reinforcing self-

condemnation? 

These are legitimate clinical and pastoral questions. 

Christian counselling at its best is not the insertion of religious language into ordinary 

psychotherapy. It is the careful exploration of how faith, meaning, morality, relationship, suffering, 

and psychological functioning interact within a particular person's life. 

Pneumatology and the Christian Understanding of Healing 

Christian pneumatology concerns the person and work of the Holy Spirit. 

Within Scripture, the Spirit is associated with life, truth, comfort, transformation, holiness, 

wisdom, empowerment, community, and hope. Jesus refers to the Spirit as the Paraklētos—the 

Advocate, Helper, or Comforter who comes alongside believers (John 14:16, 26). Paul associates 

the Spirit with transformed character (Gal. 5:22–23), renewal (Rom. 8), and the continuing 

formation of believers into the likeness of Christ (2 Cor. 3:18). 

These theological themes provide a rich vocabulary for Christian counselling. 

Yet academic caution is necessary. 

Theological language and psychological language operate differently. 

When a Christian says, "The Holy Spirit comforted me," this is a theological and experiential 

claim. 

When a psychologist describes a measurable reduction in anxiety, increased emotional regulation, 

cognitive restructuring, or behavioural improvement, this is a psychological claim. 

The two interpretations may coexist without being collapsed into one another. 

A scholarly pneumatological counselling model therefore does not claim that clinical research can 

directly measure the activity of the Holy Spirit. Rather, it proposes that Christian clients and 

counsellors may interpret particular experiences of insight, consolation, moral conviction, 

forgiveness, renewed meaning, courage, and relational restoration within a theological framework 

of the Spirit's presence. 

This distinction protects both faith and science. 



The Holy Spirit need not be reduced to a psychological mechanism. 

Psychological mechanisms need not be labelled supernatural merely because they occur within 

Christian counselling. 

Faith interprets. 

Psychology examines. 

Pastoral counselling accompanies. 

The Human Psyche Under Grace 

The word psyche refers broadly to the inner domain of thought, emotion, motivation, memory, 

identity, and subjective experience. 

Christian theological anthropology adds another dimension. Human beings are not merely 

cognitive organisms but persons created for relationship—with God, others, the created world, and 

themselves. 

This relational understanding resonates significantly with African conceptions of personhood. 

Within many African philosophical and cultural traditions, personhood is fundamentally 

communal. The familiar formulation associated with African relational thought—often 

summarised as I am because we are—captures the conviction that identity develops within 

networks of kinship, community, obligation, memory, spirituality, and belonging. 

Such a worldview offers counselling an important corrective to hyper-individualism. 

A person's distress may be located within the individual, but it may also be sustained or alleviated 

by relationships. 

The depressed individual belongs to a family. 

The traumatised person belongs to a community. 

The grieving mother belongs to a network of relationships. 

The unemployed father may interpret his distress partly through his inability to fulfil culturally 

meaningful responsibilities. 

The adolescent struggling with identity may also be navigating family expectations, church 

teaching, peer relationships, and community reputation. 

Healing therefore cannot always be imagined as an isolated individual becoming independently 

self-sufficient. 



In many African settings, wholeness includes restored belonging. 

African Spirituality and Mental Health 

African counselling must take spiritual explanatory models seriously without accepting every 

spiritual explanation uncritically. 

Kpobi and Swartz (2019) observe that indigenous and faith-based understandings of mental illness 

remain significant in Ghana and that many people utilise traditional and religious healing systems. 

This reflects not ignorance alone, but complex questions of accessibility, cultural credibility, 

spiritual worldview, trust, cost, family influence, and shared understandings of illness. 

The appropriate response from professional counselling is therefore neither contempt nor uncritical 

endorsement. 

It is cultural humility. 

Hook et al. (2013) describe cultural humility as an interpersonal stance marked by openness, 

respect, and the absence of superiority toward another person's cultural experience. This principle 

is particularly important when counselling occurs across different understandings of spirituality, 

healing, family, morality, and distress. 

The African Christian counsellor must therefore learn to listen before interpreting. 

When a client says, "My spirit is heavy," the counsellor should not immediately translate this into 

either "You have depression" or "You are spiritually oppressed." 

The phrase deserves exploration. 

What does heavy mean? 

When did it begin? 

How does the person sleep? 

Is appetite affected? 

Is there hopelessness? 

Have thoughts of death appeared? 

What meaning does the client attach to the experience? 

What has the church said? 

What has the family said? 



Has a medical assessment been completed? 

What does the person believe God is doing—or not doing? 

Such questions respect both culture and clinical responsibility. 

Avoiding the Over-Spiritualisation of Psychological Distress 

One of the most important safeguards in pneumatological counselling is the refusal to interpret 

every psychological problem as a spiritual problem. 

Faith communities may sometimes attribute depression, psychosis, epilepsy, trauma symptoms, 

addiction, suicidal thinking, or severe anxiety primarily to curses, demons, ancestral activity, or 

insufficient spirituality. 

Such interpretations can delay appropriate treatment. 

Conversely, mental health professionals who dismiss spiritual concerns without exploration may 

alienate clients and weaken the therapeutic alliance. 

The responsible position is discernment rather than reduction. 

A client experiencing hallucinations, for example, requires competent psychiatric assessment even 

if the hallucinations are interpreted religiously. 

A person expressing suicidal ideation requires immediate risk assessment and appropriate 

intervention, not simply prayer. 

A trauma survivor may benefit from prayer and Scripture if desired, but still require trauma-

informed psychological treatment. 

A person with bipolar disorder may have profound spiritual experiences, yet the presence of 

spirituality does not remove the need for clinical assessment and, where indicated, psychiatric care. 

Faith and treatment need not be adversaries. 

Prayer can accompany medication. 

Pastoral care can accompany psychotherapy. 

Spiritual direction can accompany psychiatric treatment. 

The church does not lose faith by referring. 

Sometimes referral is an expression of faithfulness. 



Psychology and Pneumatology in Constructive Dialogue 

The original Faith–Pneuma framework places the Holy Spirit in dialogue with several 

psychological traditions. For publication, these relationships are best understood as conceptual 

parallels rather than equivalences. 

Cognitive-Behavioural Therapy and Renewal of Meaning 

Cognitive-behavioural therapy emphasises the relationship among cognition, emotion, and 

behaviour. Distorted or unhelpful patterns of thinking can contribute to emotional distress and 

maladaptive behaviour. 

Christian theology also places considerable emphasis upon thought and interpretation. Romans 

12:2 speaks of transformation through the renewal of the mind. 

The similarity should not be overstated. Paul was not anticipating modern CBT, nor should biblical 

texts be treated as clinical manuals. 

Yet a constructive dialogue is possible. 

A Christian client whose automatic thought is, I am worthless because I failed, may benefit from 

standard cognitive examination of evidence, alternative interpretations, behavioural experiments, 

and emotional processing. If faith is important to that client, Christian beliefs about grace, dignity, 

creaturely limitation, and identity may provide additional resources for reinterpreting failure. 

The therapeutic movement is therefore not: 

"Replace CBT with Scripture." 

It is: 

"Allow psychological skill and the client's theological resources to work together appropriately." 

Captari et al. (2018) found that such accommodation of clients' religious and spiritual beliefs can 

be therapeutically meaningful when handled competently. 

Psychodynamic Insight and Truthfulness 

Psychodynamic traditions draw attention to unconscious processes, early relational experiences, 

defences, attachment wounds, and unresolved conflicts. 

Christian spirituality likewise values truthfulness about the inner life. 

Confession, lament, self-examination, repentance, forgiveness, and reconciliation all require 

willingness to encounter aspects of oneself that may have been avoided. 



Yet confession should never become forced disclosure. 

Nor should every unresolved psychological conflict be moralised as sin. 

A woman who struggles with intimacy after childhood abuse does not need to be told that her fear 

is rebellion. 

A man who developed emotional defences under an abusive parent may need careful exploration 

of trauma before discussions of forgiveness become pastorally appropriate. 

Here pneumatological counselling must be gentle. 

Truth without safety can wound. 

Truth carried by compassion can heal. 

Existential Therapy, Meaning, and Hope 

Existential approaches attend to meaning, freedom, finitude, responsibility, isolation, and 

suffering. 

These concerns sit naturally beside Christian pastoral theology. 

People often come to counselling asking questions that no diagnostic category can answer: 

Why did this happen to me? 

Who am I now that my marriage has ended? 

What is the purpose of my life after retirement? 

How do I live after losing my child? 

Where is God in this suffering? 

The counsellor cannot manufacture meaning. 

Neither should religious clichés be used to silence grief. 

A bereaved person rarely needs to be told immediately that "everything happens for a reason." 

Sometimes the most faithful intervention is presence. 

Christian hope is not denial of suffering. It is a way of carrying suffering without allowing pain to 

become the final definition of life. 



The Faith–Pneuma Counselling Model 

Building upon this theological, psychological, and African contextual foundation, this article 

proposes the Faith–Pneuma Counselling Model (FPCM). 

The model is conceptual rather than empirically validated. It should therefore be regarded as a 

developing framework requiring systematic evaluation. 

Its five movements are illumination, confession and release, renewal of meaning, 

empowerment, and communion with mission. 

These are not rigid stages through which every client must pass sequentially. They describe broad 

therapeutic and spiritual movements that may overlap, recur, or remain unnecessary depending 

upon the client's presenting concerns, beliefs, goals, and clinical condition. 

Movement One: Illumination 

Illumination concerns awareness. 

Psychologically, this may include identifying emotions, behavioural patterns, distorted cognitions, 

relational wounds, defence mechanisms, unmet needs, or contextual stressors. 

Pastorally, the Christian client may interpret such awareness as conviction, discernment, or 

spiritual illumination. 

The counsellor's task is not to announce what the Spirit has allegedly revealed about the client. 

Such certainty creates dangerous power dynamics. 

Instead, the counsellor facilitates discovery through careful questions, empathic listening, 

reflection, assessment, and, when the client desires it, prayer. 

The posture is: 

"Let us understand what is happening." 

Not: 

"God has told me what is wrong with you." 

This distinction is ethically crucial. 

Movement Two: Confession and Release 

Once painful realities become visible, the client may need a safe place to articulate them. 



This movement may involve grief, lament, disclosure, emotional expression, acknowledgement of 

wrongdoing, forgiveness work, or release of long-held shame. 

The term confession should be used carefully. 

Not every painful disclosure is confession of sin. 

Sometimes the person is confessing sorrow. 

Sometimes fear. 

Sometimes betrayal. 

Sometimes anger at God. 

Sometimes something done to them rather than something done by them. 

Pastoral counselling should therefore protect people from false guilt. 

Where genuine moral responsibility exists, confession can become a pathway toward 

accountability, forgiveness, restitution, and change. 

Where trauma exists, the work is not repentance for having been wounded. 

It is healing. 

Movement Three: Renewal of Meaning 

Healing requires more than emotional release. 

People need new ways of understanding themselves and their stories. 

Renewal therefore concerns cognitive restructuring, narrative reconstruction, theological 

reflection, self-compassion, values clarification, identity development, and renewed interpretation. 

A client may move from: 

"I failed, therefore I am a failure" 

to: 

"I experienced failure, but my life is larger than this event." 

Another may move from: 

"God is punishing me because I am depressed" 



to: 

"My depression is a condition that deserves care, and my faith can accompany me through it." 

Another may move from: 

"My trauma destroyed everything" 

to: 

"My trauma changed me, but it does not possess the final word over my identity." 

For Christian clients, Scripture, prayer, theological reflection, worship, and spiritual community 

may become important resources within this re-authoring process. 

Such resources should be employed collaboratively rather than imposed. 

Movement Four: Empowerment 

Insight without action eventually becomes incomplete. 

Empowerment concerns restored agency. 

It asks: 

What can the person now do differently? 

Which boundary must be established? 

Which conversation must occur? 

Which behaviour needs changing? 

What coping skill requires practice? 

What support system should be strengthened? 

What professional referral is necessary? 

Which spiritual discipline might sustain growth? 

Behavioural activation, problem-solving, communication skills, emotional regulation strategies, 

relapse planning, assertiveness, and goal setting may all belong here. 

Theologically, Christian clients may understand renewed agency as participation in grace—the 

conviction that divine help does not abolish responsible action but strengthens it. 



Movement Five: Communion and Mission 

The final movement is integration. 

African relational anthropology is particularly important here. 

Healing should not automatically end in isolated independence. The question becomes whether the 

person can re-enter healthy relationship with self, God, family, community, vocation, and society. 

The Christian understanding of wholeness is fundamentally relational. 

A person who has been comforted may eventually comfort another. 

Someone who has recovered from grief may become a compassionate presence to another 

bereaved family. 

A recovering addict may later support others in recovery. 

A wounded pastor may develop healthier ministry practices. 

A survivor may discover purpose without being forced to turn trauma into public testimony. 

Mission, however, must never become an obligation placed prematurely upon wounded people. 

A person does not owe the church a ministry simply because they have suffered. 

Mission emerges freely when healing begins to overflow into meaningful participation in life. 

The Counsellor's Posture 

No model is safer than the character and competence of the person using it. 

Spiritually integrated counselling therefore requires more than prayerfulness. 

It requires professional discipline. 

The Faith–Pneuma counsellor should embody at least six dispositions. 

Empathic Presence 

People should be heard before they are interpreted. 

Pastoral counselling is weakened when Scripture is offered before suffering has been understood. 

Sometimes the first ministry of the counsellor is simply to remain. 



Spiritual Humility 

The counsellor must resist claiming privileged access to God's private explanation of another 

person's suffering. 

Statements such as "God told me that your depression is caused by..." can undermine client agency 

and may produce spiritual dependency. 

Spiritual discernment should be offered humbly, tentatively, and collaboratively. 

Clinical Competence 

The counsellor must know psychopathology, assessment, trauma, counselling theory, ethics, risk 

management, and appropriate referral procedures. 

Prayer is not an alternative to competence. 

Cultural Humility 

African cultures are diverse. 

There is no single "African psyche." 

Ghana itself contains multiple ethnicities, languages, family systems, denominations, educational 

backgrounds, socioeconomic realities, and spiritual traditions. 

Culture should therefore be explored rather than assumed. 

Respect for Client Autonomy 

Spiritual interventions should reflect the client's beliefs and preferences. 

A Christian counsellor may have deep personal convictions while still asking: 

"Would prayer be helpful to you at this point?" 

Consent does not weaken spirituality. 

It honours the person. 

Ethical Accountability 

Faith-based counselling requires the same seriousness concerning confidentiality, boundaries, 

documentation, dual relationships, sexual ethics, competence, safeguarding, and referral as other 

professional counselling. 



Spiritual authority should never become protection from accountability. 

Prayer Within Counselling 

Prayer is one of the most natural resources within Christian pastoral care, but it should not be used 

carelessly. 

Prayer can provide comfort, hope, gratitude, lament, moral reflection, belonging, and a sense of 

divine presence. 

But prayer can also become harmful if used to avoid painful psychological work. 

"Let us pray about it" should not mean: 

"Let us avoid talking about it." 

Prayer is particularly appropriate when: 

• it is congruent with the client's beliefs; 

• the client welcomes it; 

• it serves the therapeutic purpose; 

• it does not replace necessary clinical intervention; 

• it is not used to manipulate decisions; and 

• the counsellor remains within professional competence. 

Prayer should deepen therapy, not interrupt it. 

Scripture as a Therapeutic Resource 

Scripture can function as a powerful source of identity, consolation, moral formation, hope, 

meaning, and cognitive reframing for Christian clients. 

Yet biblical texts can also be used destructively. 

A grieving person may be silenced by verses offered too quickly. 

An abused spouse may be pressured to remain unsafe through distorted interpretations of 

submission or forgiveness. 

A depressed person may be told that sadness proves insufficient faith. 

A traumatised individual may be burdened by theological explanations that intensify shame. 

The responsible counsellor therefore uses Scripture pastorally, contextually, and collaboratively. 

The question is not merely: 



"Which verse applies?" 

It is: 

"How is this client hearing this verse at this moment?" 

The Word should not become a weapon in the hands of the helper. 

Community as a Healing Resource 

One of the strongest contributions African Christianity can make to global counselling is the 

recovery of community. 

Modern psychotherapy has often been organised around the individual consulting privately with 

the therapist. Confidential individual care remains indispensable. 

Yet the human person also heals through relationships. 

Family support, congregational belonging, friendships, small groups, mentoring relationships, 

music, worship, storytelling, communal mourning, shared meals, and practical acts of care can all 

contribute to resilience. 

The original manuscript captures this beautifully in its emphasis on communal healing: the person 

is not restored merely through private insight but through reconnection with people capable of 

carrying burdens together. 

This should not romanticise community. 

Families can abuse. 

Churches can shame. 

Communities can stigmatise mental illness. 

Religious leaders can misuse power. 

Community becomes therapeutic only when it is safe. 

The counsellor must therefore ask not merely whether the client has a church or family, but 

whether those relationships are actually supportive. 

Spirituality Can Heal—and Harm 

One of the most important developments in contemporary research is the recognition that religion 

and spirituality have a dual potential. 



Weber and Pargament (2014) observed that religion and spirituality may support mental health 

through coping, social support, positive beliefs, meaning, and community, while also contributing 

to distress through negative beliefs, conflict, spiritual struggles, or maladaptive coping. 

Lucchetti et al. (2021) reached a similarly nuanced conclusion. 

This is important for pneumatological counselling. 

A Christian framework must be capable of recognising religious injury. 

A client may have been traumatised by a pastor. 

Another may have been told that mental illness was caused by demons. 

Another may have been publicly humiliated during deliverance. 

Another may fear God as perpetually angry. 

Another may experience obsessive religious guilt. 

Another may have been financially exploited by a religious leader. 

In such cases, the counsellor's task is not to increase religious intensity. 

It is to help the client distinguish life-giving faith from spiritually harmful interpretations and 

practices. 

Sometimes healing includes recovering faith. 

Sometimes it includes lamenting what religious people have done. 

Psychosis, Spiritual Experience, and Discernment 

One area requiring particular competence is the distinction between culturally sanctioned spiritual 

experience and psychopathology. 

Religious language by itself does not indicate mental illness. 

Prayer, visions understood within a faith tradition, spiritual impressions, dreams, prophecy, and 

experiences of divine presence may be normative within particular communities. 

At the same time, psychotic illness may also contain religious themes. 

Lucchetti et al. (2021) note that religious delusions can occur within psychotic disorders and may 

be associated with poorer clinical outcomes, while ordinary nonpsychotic religious belief can 

function supportively. 



Assessment should therefore focus upon clinical features rather than whether an experience sounds 

spiritual. 

Questions include: 

Does the person show impaired reality testing? 

Is functioning deteriorating? 

Are there hallucinations commanding self-harm or violence? 

Is speech disorganised? 

Are beliefs idiosyncratic even within the person's religious community? 

Are sleep, judgement, self-care, or safety severely compromised? 

Is there substance use or a medical condition? 

Such cases require competent mental health assessment. 

The Spirit should never be invoked as a reason not to refer. 

Ethical Boundaries of Spiritually Integrated Counselling 

A journal-ready pneumatological counselling model must articulate what it will not do. 

It should not: 

• replace psychiatric care with prayer; 

• interpret all illness as spiritual attack; 

• force spiritual practices on unwilling clients; 

• claim supernatural certainty about the causes of a client's condition; 

• discourage prescribed medication without appropriate medical consultation; 

• use confidential disclosures as sermon material; 

• employ deliverance practices that humiliate, restrain, frighten, or physically harm clients; 

• encourage dependency upon the spiritual authority of the counsellor; 

• substitute church discipline for clinical risk management; or 

• practise beyond professional competence. 

These boundaries do not make the model less Christian. 

They make its Christian compassion more credible. 

Training and Supervision 



If the Faith–Pneuma Counselling Model is to become more than a pastoral philosophy, training 

must be rigorous. 

The original framework appropriately proposes the integration of theological formation, 

psychological theory, ethics, psychopathology, African worldviews, research methods, and 

supervised practice. 

A strong training curriculum should include: 

1. biblical and theological anthropology; 

2. pneumatology and pastoral theology; 

3. counselling theories and skills; 

4. psychopathology and diagnostic literacy; 

5. trauma-informed practice; 

6. suicide and self-harm assessment; 

7. ethics and professional boundaries; 

8. spiritual assessment; 

9. cultural humility; 

10. African mental-health systems and explanatory models; 

11. referral and interdisciplinary collaboration; and 

12. research methods and outcome evaluation. 

Supervision is equally essential. 

The manuscript proposes both clinical and spiritual supervision. That distinction is useful, 

provided the roles remain clear. 

Clinical supervision should evaluate competence, technique, ethics, documentation, case 

formulation, risk, treatment planning, and referral. 

Spiritual formation or mentoring may address the counsellor's prayer life, humility, vocation, 

character, theological reflection, and use of spiritual authority. 

Neither should replace the other. 

A spiritually mature counsellor can still be clinically incompetent. 

A technically skilled counsellor can still misuse power. 

Healthy formation requires both character and competence. 

Empirical Status of the Faith–Pneuma Counselling Model 

An important scholarly distinction must be made. 

The Faith–Pneuma Counselling Model is currently a conceptual integrative framework. 



It should not yet be described as an empirically validated treatment. 

That would require systematic investigation. 

Research could examine: 

• feasibility and acceptability among Christian clients; 

• client preferences concerning prayer and Scripture in therapy; 

• changes in depression, anxiety, trauma symptoms, coping, and relational functioning; 

• religious and spiritual well-being; 

• therapeutic alliance; 

• client experiences of cultural relevance; 

• comparison with established evidence-based treatments; 

• possible adverse effects; 

• differences across denominations and cultural groups; and 

• counsellor competence and fidelity to the model. 

Mixed-methods research would be particularly valuable. 

Quantitative measures could examine symptoms and functioning, while qualitative interviews 

could explore how clients understand spiritual meaning, identity, community, and perceived divine 

presence. 

The model should also be tested outside the institution from which it originated. 

Independent replication would strengthen credibility. 

The manuscript itself recognises this need by calling for empirical validation, cross-cultural study, 

outcome measurement, supervision, and research into spiritually integrated interventions. That 

emphasis should remain central to its future development. 

Implications for Christian Counselling in Africa 

Several implications emerge from this framework. 

First, African Christian counselling should resist the false choice between theology and 

psychology. 

Faith does not require ignorance of mental health science. 

Science does not require hostility toward faith. 

Second, Christian counsellors should become bilingual in the languages of spirituality and 

psychology. 

They should understand prayer and panic attacks. 



They should understand Scripture and suicidality. 

They should understand spiritual warfare language and trauma. 

They should understand forgiveness and boundaries. 

They should understand hope and psychopathology. 

Third, churches require referral networks. 

Pastors should know competent counsellors, psychologists, psychiatrists, physicians, social 

workers, and safeguarding professionals. 

Fourth, mental health professionals working in highly religious contexts should develop greater 

spiritual literacy. 

If faith is central to the client, ignoring it may mean ignoring part of the client. 

Fifth, African counselling scholarship should develop indigenous frameworks without 

romanticising indigenous culture or rejecting global psychological science. 

The goal is not to replace one monopoly with another. 

The goal is dialogue. 

Discussion 

The Faith–Pneuma Counselling Model contributes to an expanding field of spiritually integrated 

psychotherapy by making pneumatology explicit within a culturally African Christian framework. 

Its distinctive contribution lies in four areas. 

First, it takes the Holy Spirit seriously as a theological category rather than using generic 

spirituality. 

Second, it places psychological processes within a Christian narrative of personhood, grace, 

relationship, transformation, and hope. 

Third, it takes African relational and spiritual worldviews seriously rather than assuming that 

counselling models developed elsewhere are culturally neutral. 

Fourth, it insists that spiritual sensitivity must coexist with clinical competence. 

The contemporary research literature supports the broader premise that religion and spirituality 

may be integrated beneficially into psychotherapy when such integration matches client 

commitments. Captari et al. (2018) found that religiously and spiritually adapted psychotherapy 



can be effective, while Bouwhuis-van Keulen et al. (2024) reported promising comparative 

outcomes among religious and spiritual clients. 

Yet these findings do not validate every religious intervention. 

Nor do they validate the FPCM automatically. 

That distinction matters. 

The model's theological claims belong to Christian belief and interpretation. 

Its clinical claims require research. 

Holding those domains together without confusing them is not weakness. 

It is scholarly maturity. 

Toward a Classic Pastoral Vision of the Counselling Room 

Beyond models, techniques, and research lies the person who suffers. 

Pastoral counselling begins there. 

A woman enters carrying grief that has become too heavy to carry privately. 

A father comes ashamed that unemployment has changed the way he sees himself. 

A young person arrives afraid that family members will not understand. 

A minister sits quietly because the one who has encouraged everyone else has finally exhausted 

his own strength. 

In such moments the counsellor does not meet a disorder first. 

The counsellor meets a person. 

Diagnosis may be necessary. 

Assessment may be necessary. 

Medication may be necessary. 

Prayer may be welcomed. 

Scripture may become precious. 



Silence may become sacred. 

But none of these should cause us to forget the person. 

Christian counselling is most faithful when truth and tenderness remain together. 

The counsellor neither rushes to spiritualise the wound nor strips the wound of spiritual meaning. 

We listen. 

We assess. 

We discern. 

We pray when invited. 

We use the best psychological knowledge available. 

We refer when necessary. 

We protect confidentiality. 

We respect human dignity. 

And we refuse to pretend that possessing a counselling title gives us mastery over another person's 

soul. 

The Christian counsellor walks beside. 

The rest belongs to grace. 

Limitations and Future Directions 

This article is conceptual and theological rather than empirical. The counselling illustrations 

underlying the model arise from pastoral and professional experience and should not be interpreted 

as controlled evidence of treatment efficacy. 

The framework also speaks primarily from a Christian perspective and should not be imposed upon 

clients who do not share that worldview. 

Furthermore, the term African covers enormous cultural, linguistic, theological, and social 

diversity. No single model can adequately represent the mental-health experiences of an entire 

continent. 

Future scholarship should therefore test, refine, critique, and contextualise the framework across 

different African societies and Christian traditions. 



Research should also investigate possible harms. 

A genuinely ethical faith-integrated model must be willing to discover not only where it helps but 

where it may fail. 

Conclusion 

The future of Christian counselling in Africa should not be built upon a war between the Spirit and 

psychology. 

That war is unnecessary. 

Psychological science can teach us much about cognition, trauma, attachment, behaviour, emotion, 

psychopathology, relationships, and resilience. 

African cultures can remind us that persons are relational, embodied, communal, and meaning-

making beings. 

Christian theology can offer a language of creation, dignity, sin, grace, reconciliation, hope, 

transformation, community, and the Holy Spirit. 

When these streams are brought together responsibly, counselling becomes neither merely clinical 

nor merely devotional. 

It becomes whole-person care. 

The Faith–Pneuma Counselling Model offers one way of conceptualising that integration through 

illumination, release, renewed meaning, empowerment, and communion. 

Its future, however, depends upon humility. 

It must remain open to research. 

It must respect professional ethics. 

It must learn from psychological science. 

It must protect clients from spiritual misuse. 

It must distinguish theological conviction from empirically demonstrated outcome. 

And it must remember that the counsellor is never the Holy Spirit. 

The counsellor is a servant. 

Perhaps that is where the deepest wisdom lies. 



When a hurting person enters the counselling room, we do not have to choose between competent 

hands and prayerful hearts. 

We need both. 

We need minds trained to recognise suffering. 

We need ears disciplined enough to listen. 

We need ethical boundaries strong enough to protect the vulnerable. 

We need cultural humility to understand worlds different from our own. 

And, within Christian counselling, we need the humility to acknowledge mystery—the conviction 

that even after theories have spoken and techniques have done their work, human healing remains 

more than a procedure. 

For the Christian counsellor, that mystery is encountered in the gentle ministry of the Spirit: not 

as a replacement for responsible care, but as the sacred horizon within which care, truth, 

relationship, courage, meaning, and hope may be received. 

In that space, psychology need not lose its science. 

Theology need not surrender its faith. 

Africa need not abandon its cultural voice. 

And the wounded person need not be divided in order to be helped. 
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