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"Yes. Since we started screening with the PHQ-2, more women are coming to us about [gender-based] violence." 
We were at a health center in sub-Saharan Africa, and a senior health worker was responding to my question 
about gender-based violence at the antenatal clinic while discussing progress on integrating Patient Health 
Questionnaire-2 (PHQ-2) screening across the health center. She answered with energy, “More women are 
coming to us,” which instinctually led me to confirm with her, “You mean more than before?” 

This led to a deeper discussion about how stigmatizing gender-based violence is and how normalized 
it is as part of the culture, like an expectation as part of womanhood. We discussed existing protocols for 
how they manage this level of disclosure, and she pulled out a World Health Organization-adapted handbook 
on medico-legal care for sexual violence survivors that they have had since 2018. As we see in cultures and 
institutions all over the world, this standard procedural guidance and related laws and tools exist; yet, as she 
acknowledged, women hadn’t been coming forward due to real consequences: their marriages, their children, 
their safety, their lives. For instance, in the USA, homicide is a leading cause of death among pregnant women 
(Lawn & Koenen, 2022). This conundrum of “well-intended” protocols designed to protect and ensure justice-
centered care to those whose needs are the most systematically unmet tends to have a common patriarchal 
thread. Protocols tailored to genders are attempted to be implemented into institutions and societies with 
embedded gendered structural inequalities and power hierarchies (e.g., male dominance, female subjugation) 
of which in return can perpetuate more harm (e.g., victim blaming, normalizing of violence) (Javed & Chattu, 
2021), patriarchal forestalling (diffusing or neutralizing claims of violence) (Choudhry, 2026), or simply be an 
act of gatopardismo (creating policies yet never implementing them) (Worthen et al., 2025).

Indeed, in the global mental health and psychosocial care-related fields, dominant Western medical 
models and patriarchal structures often prioritize “expertise” and diagnostic problem-solving over human 
connection, reinforcing hierarchies that silence relational and collective knowledge (Jackman et al., 2026; 
Osborne, 2026; Rivera-Segarra et al., 2022). These hierarchies are deeply gendered, confining us within rigid 
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binaries that shape self-perceptions and influence which voices are valued (Betram, 2020). Such frameworks 
obscure essential social justice issues and questions of power, limiting our ability to respond with humility, 
collaboration, and empathy (Wong & Laird, 2023). 

Although the PHQ-2 is another standardized tool using diagnostic problem-solving, it is not a screener 
for gender-based violence. It involves two brief questions, on a Likert scale, that can support in identifying and 
referring people in need of mental health services: “Over the past 2 weeks, how often have you been bothered 
by any of the following problems: 1. Little interest or pleasure in doing things; 2. Feeling down, depressed or 
hopeless” (Kroenke et al., 2003). While the PHQ-2 is typically self-administered, in this context, health workers 
were trained on how to read and walk through the questions with the service user. Through our discussion, it 
became obvious that it was this brief but impactful exchange with the PHQ-2 screening process that supported 
health workers in applying skills like active listening and empathy (foundational competencies required for any 
mental health care delivery), ultimately creating a safe and trustworthy space for women to want to disclose 
harm—something the existing Gender-Based Violence (GBV) protocols, despite their intentions, had not been 
able to achieve. 

Foundational helping competencies, such as communication, rapport building, demonstrating empathy, 
and promoting hope for change, are the core, observable behaviors that build trustworthy relationships and 
strengthen emotional well-being (Pedersen et al., 2020). They are proven to make any helping interaction more 
supportive, effective, and safe, particularly in healthcare settings, and are universal across professions and 
cultures. Additionally, it’s evidenced that when using a competency-based approach to train health workers 
in these skills, as compared to traditional knowledge-based learning, harmful behaviors dropped by 68% in 
as little as three days, and health workers reported feeling more confident and excited in delivering person-
centered care (Pedersen et al., 2023). For example, weeks after the competency-based foundational training, 
one obstetrician in Peru described their confidence as now being able to openly raise the topic of suicide with 
their service users; and in return, the users opening up more including calling later in the evening, after the 
obstetrics appointment had ended. Additionally, the obstetrician had compared their increase in confidence 
and performance to the “little knowledge” they had gained previously on the topic during their residency 
training. 

It is important to note that this “finding” of an alternative pathway to safe spaces for disclosure was 
not part of the standard progress reporting for the PHQ-2 screening, but came about from a leadership stance 
that opened the opportunity to say more. Through empathetic questioning, active listening, and collaborative 
problem-solving, we acknowledged and moved forward discussions that identified health care gaps otherwise 
overlooked during standard programmatic and systems-level monitoring and evaluation practice. 

We discussed various possibilities for how we might continue to protect this safe space while ensuring 
a more culturally responsive intervention is in place, one that can meet the user’s needs without creating 
fear or perpetuating more harm. We left on an open note, a few possible directions identified, and a shared 
understanding that the path forward would require navigating the same patriarchal systems around us as much 
as the problem itself. It is a persistent tension between knowing what is needed and having the structural 
permission to act on it. 

It continues to center the question, how can we (mental health and psychosocial care leaders, practitioners, 
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students, educators, researchers) center on treating every human as whole, and not less than, while working 
within systems that seem to reward numbness to dehumanizing, dismissive, and unsafe practices?   

In this paper, we do not attempt to solve the global systemic patriarchy or how to fully dismantle harmful 
power systems. We aim to put forth some suggested small but deliberate steps toward more equitable power 
sharing. Our suggestions focus on two well-researched areas: promoting more human-centered leadership 
in mental health and psychosocial care, and creating safe, reflective spaces for bringing your “whole self ” to 
practice and research. Below, we outline two practical suggestions toward that goal.

Suggestion: Train Leaders in Foundational Helping using an evidenced competency-based approach
It is well established that empathy, active listening, and emotional intelligence are core to effective 

leadership (Boyatzis, 2005; Goleman, 2004). It is also argued that the biggest barrier to effective leadership 
is that people reach positions of authority because of their technical expertise and problem-solving ability. 
Ultimately, this may result in them mistaking their expertise for leadership while lacking key leadership skills, 
such as adaptability and the ability to tolerate uncertainty, and giving the work back to the people “closest to the 
problem.” This barrier is something we see in global mental health and psychosocial care, wherein it is often a 
psychiatrist or clinically licensed professional who sits as the authoritative decision maker in the organization, 
and one that has been previously entangled in medical/clinical hierarchy via their training, which is more 
often than not Western-based. Such default-to-power systems encourage epistemic injustice in which non-
Western knowledge and practice are undervalued and neglected. There are two forms of epistemic injustice, 
according to Fricker (2007, p. 7): “testimonial injustice, where someone is wronged in their capacity as a giver 
of knowledge; and hermeneutical injustice, in which someone is wronged in their capacity as a subject of social 
understanding”. Failing to actively listen to local communities, or those closest to the problem and solution, 
actively bypasses and devalues local knowledge (Bhakuni & Abimbola, 2021). 

Like the obstetrician’s story earlier, where we see consistent gaps in foundational competencies due 
mainly to knowledge-based training and norm-based assessment, far too many leadership training programs 
focus on training and assessment of knowledge and concept rather than ensuring sustained practice using 
competency-based measurement and feedback to support true behavior change. 

One practical step towards human-centered leadership and away from default reproduction of epistemic 
injustice in global mental health and psychosocial care is implementing the competency-based EQUIP-FHS 
curriculum (World Health Organization & United Nations International Children’s Fund, 2025), tailored for 
a leadership context, to build the relational skills (communication, empathy, rapport building, explanatory 
models, promoting hope) that underpin safe and effective human interaction. The EQUIP-FHS training 
is modular and can be tailored according to organizational needs. Evidence shows it is applicable in non-
mental health intervention settings and cadres and indeed is recommended as a training for “all walks of life,” 
including “…local leaders, the Local Councils, the politicians” (Pedersen et al., 2023). Rather than making 
leaders into mental health practitioners, this training can first center on making empathy and communication 
the default in how they lead. With the competency-based approach, brief role play assessments can be 
conducted prior to training to establish a baseline of competencies and better tailor training to the needs of the 
organization’s leadership and staff. The competency assessments are non-normative, with each item acting as 
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its own individual measure, and use specific behavioral attributes to capture the multidimensional aspects of 
competency (knowledge, attitude, and skills). Additionally, the assessment tool was adapted, co-developed and 
tested among a consortium of partners delivering care across seven humanitarian, non-Western settings and 
originated from a tool that was developed and tested in Nepal (Kohrt et al., 2015; Kohrt et al., 2025). 

We suggest starting with select modules from the FHS curriculum, including non-verbal and verbal 
communication, rapport building, empathy, exploring and normalizing feelings, and eliciting feedback. For 
organizations operating in humanitarian and conflict-affected settings, we recommend building upon or 
coupling this foundational competency-based training with frameworks like IGLOO (Individual, Group, Leader, 
Organization, Overarching context), which offers a structured action guide to protecting and responding to 
humanitarians’ mental health and distress (Aldamman et al., 2026). 

Suggestion: Establish peer mentorship and reflective practice: intersectional safe spaces to bring the 

“whole self.”
Skills alone do not transform systems. In line with the principles that drive this publication of the World 

Association for Psychosocial Rehabilitation (WAPR), which is to identify epistemic wrongs and create space 
for alternative models, we argue that this transformation must begin with how we see ourselves in relation to 
others. As global and mental health professionals, we must continuously examine how our positionality and 
self-perception affect our interactions with the communities we engage with. As such, we suggest intentionally 
creating peer mentoring spaces that foster reflection on our whole selves and our intersecting identities, and in 
which our foundational competencies can be practiced, tested, and deepened with others navigating the same 
complexities. These professionally focused, peer-mentorship and reflexivity spaces should not be reactive but 
proactive, starting at the student level and continuing throughout one’s career.  

Research has found that traditional mentor-mentee relationships, particularly those formed in 
academic settings, are “more likely to fail” between people of different genders and ethnicities due to power 
imbalances, exploitation, and harassment (Ocobock et al., 2022). It is exactly the intersection of seniority of 
experience and holding a minority identity where the gap is the widest, leaving cis white older heterosexual men 
disproportionately occupying positions of mentorship power, and 70% of graduate students from historically 
excluded groups dropping out of academia (Ocobock et al., 2022). A recent preprint identifies supervisory 
behavior as a major and modifiable determinant of early career researcher wellbeing and retention, with harm 
being most associated with poor communication, lack of empathy, and micromanagement (Simón Martínez-
Goñi, 2026). In the global [mental] health academic and professional context, this traditional mentor-mentee 
dynamic is compounded by colonial legacies, where mentorship flows predominantly from “Global North” to 
“Global South”, and where the dominant model “builds capacity” rather than strengthens and nurtures what 
already exists (Bain et al., 2023). 

Building on existing calls for decolonized frameworks (Bain et al., 2023), diversified mentor networks 
(Ocobock et al., 2022), and peer facilitation models that reduce power differentials (Lavdas et al., 2025; Sherman 
et al., 2023), we propose a peer mentorship space that offers what hierarchical relationships cannot: mutual 
exchange, shared identity, and freedom from gatekeeping. Where in a traditional mentorship, “success” and 
boundaries may be tied or measured by a specific output (e.g., a promotion, a publication, a successful grant, 
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completion of a PhD), we suggest that peer mentorship helps balance this perception or identity of success. 

The peer mentorship space is one ideally grounded in reflexivity that actively bolsters voices of those 
holding intersecting identities (navigating trauma, queerness, chronic illness, racialization, and professional 
ambition simultaneously), and creates a space where peers can advocate for one another, encourage and support 
navigation of traditional mentorship relationships, and support the bringing of the “whole self ” into research 
and practice. Thus, a “meaningful” peer mentorship, as contrasted to traditional “success outcomes,” might be 
the one that will help you claim your space in the workplace or career you are in, or switch to another more 
suited for your growing capabilities, and that facilitates your further growth. It is the space that might help 
you make critical decisions that may not always align with the “linear development” of traditional mentorship 
models. Table 1 offers some suggested, practical steps to approach peer mentorship and reflexivity spaces.

Table 1. Steps for establishing peer mentorship and promoting reflexive spaces.
Alongside any traditional hierarchical mentorship 
relationship, practitioners identify a third party, at 
least one peer mentor

Identify and establish a regular peer mentorship 
with someone who can offer a balancing perspective 
and support decision-making, and who not only 
complements but challenges your perspectives while 
prioritizing space for your identity to be expressed.

Before entering any mentorship relationship, 
practitioners pause to ask reflective questions.

For example, ask:
- What are my asks in this relationship?
- What can I bring to the relationship?
- Is this person the right match for what I need?
- What are my boundaries (professionally, personally) 
and how will I communicate them?

This initial reflection functions as a kind of relational 
contract, one that protects against the drift toward 
identity or personality-based feedback that occurs when 
boundaries are absent and power goes unexamined. 
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Table 1. Steps for establishing peer mentorship and promoting reflexive spaces.
Learn and practice empathy and ways to navigate 
“empathy blockers,” similar to those in the FHS 
Attitudes towards Helping module: Could Help, 
Should Help, Ready to Help

In cases where there is a problem or issue, you may 
not have the competency, expertise, or time to help 
with as a peer mentor or traditional mentor:
- Collaborate and brainstorm on what you can 
realistically achieve with them.
- Remember that empathetic listening, rather than 
problem solving, can be what is most useful in the 
moment.
- Have resources in place that could support, e.g., 
other people to connect them with, or training or 
reading materials to refer to. 

Be careful not to over-identify or take all responsibility 
in the relationship, or for solving problems. 

Practice identifying your own emotions throughout 
the relationship, consider a mentorship journal where 
emotions can be jotted down, prior or after a meeting, 
half-way through the year, or otherwise. 

Incorporate and practice your other foundational 
competencies to promote a balanced relationship

For example, ask and answer the following:
- What is the best way to communicate on a regular 
basis? (e.g., email, in person)
- How often will we communicate, and can we be 
flexible in that “schedule”? (e.g., every six weeks, 
but checking in ahead of time in case the need to 
reschedule)
- How often will feedback be incorporated? 
- How do I want to receive feedback, and how will I 
structure my feedback when I provide it? 
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Table 1. Steps for establishing peer mentorship and promoting reflexive spaces.
As the relationships in the network develop, continue 
grounding in your reality.

Check in with yourself. Consider answering the 
following reflective questions:
- Is the feedback I am receiving focused on my 
professional development, or has it moved into my 
personal identity and character?
- Do I feel comfortable providing feedback on this 
topic, in this area? If not, how will I communicate 
this?
- Do I feel seen as a whole person, or is my identity 
being treated as noise?
- Is it time to reconsider roles in the relationship, or 
time to move on?

Similarly, consider and write down questions and 
discussion areas that you bring to promote these 
reflections within your mentorship relationships, 
re-balance power, and activate your foundational 
competencies.

For examples, ask questions or discuss areas such as: 
- How do you see our relationship?
- What works best for you?
- Is that something you feel comfortable sharing with 
me?

Conclusion
	 Olga Runciman (2025), inspired by Judith Herman, asked whether peer support workers’ lived experi-
ence can “shape meaningful change” in mental health systems. She cautioned that working within them risks 
becoming complicit in the erasure of witnessing and truth recognition, which are the very conditions needed 
to repair the violations of power of which hierarchical medical systems tend to blur and produce. It brings us 
back to the earlier question: how can we center on treating every human as whole, and not less than, while 
working within systems that seem to reward numbness to dehumanizing, dismissive, and unsafe practices? 
The two suggestions offered here, training leaders in foundational competencies and establishing peer men-
torship spaces grounded in reflexivity, are mutually reinforcing components. The first suggests changing 
what leaders default to, and the second suggests changing what becomes possible when those around them 
feel they have somewhere to stand. Both are responses to structural realities that many global mental health 
and psychosocial care professionals work within: protocols exist, knowledge exists, and yet something in the 
architecture of our institutions keeps silencing what people need to say most. 
We argue that peer mentorship grounded in reflexivity and leadership shaped by foundational helping com-
petences (listening, empathy) are not solutions, but they offer a form of resistance to mistaking technical, 
medical expertise as leadership, silence for safety, or the existence of a protocol for the existence of care. In a 
world where neutrality is not an option (Hollander, 1989) these small deliberate steps are also acts of “ethical 
non-neutrality”, protecting one another from erasure and writing our whole selves in.
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	 We are ending this joint editorial through a spoken word summary of one of our own peer mentor-
ship meetings over the past years:
The places we are.
How do you breathe in a space where patriarchy takes away your rights?
How can you be authentic in a place where it’s punished and not rewarded. “Be happy with
us “just being ok”.” Consider this an adequate award.
Is it my place that I don’t claim, or is it the space you take away?
Is it my place in the country that I happened to be born? Am I not in my place?
I do very few things and that’s why. I must do more.
How do you feel about black, or white. Choose, feel free at the same time. And don’t forget
to smile.
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