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Abstract

This study employed a quasi-experimental protocol to evaluate the efficacy of a
culturally adapted, integrated Evidence-Based Counselling (EBC) framework
(blending Cognitive-Behavioural Therapy and Mindfulness-Based Interventions) in
reducing academic anxiety and exam stress among Senior Secondary School
students in Anambra State, Nigeria. The high prevalence of anxiety (10.28% in
adolescents), driven by severe socio-cultural pressures, necessitated empirically
validated interventions. The study was guided by three research questions and two
hypotheses were tested at the 0.05 level of significance. The population of the study
comprised all Senior Secondary School students (SS1-SS3), typically aged 13 to 18,
who were highly susceptible to academic stress in Anambra State. The Test Anxiety
Inventory (TAI), Generalised Anxiety Disorder 7-item scale (GAD-7), Depression
Anxiety Stress Scales 21-item version (DASS-21), and Academic Stress Scale (ASS)
were the instruments used for data collection. The reliability of the instruments was
confirmed using Cronbach's alpha, which yielded a coefficient of 0.81. Independent-
samples t-tests at the immediate post-intervention phase revealed a highly significant
reduction in test anxiety in the EBC group compared to the control group (p < 0.001),
thereby rejecting the null hypothesis. Furthermore, the intervention achieved
practically significant, moderate-to-large effect sizes (Cohen's D > 0.61) across
generalised anxiety and stress measures. The successful outcome validated the
efficacy and cost-effectiveness of this culturally tailored EBC model for mass
implementation in competitive Nigerian academic settings. This evidence mandated
urgent policy revision, recommending the formal integration of EBC into the school
timetable and mandatory, specialised skill mastery training for Anambra State school
counsellors to address the systemic psychological barriers that impede educational
SuCCess.
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1.1 Introduction

1.1.1 Global Burden of Trauma and the Treatment Gap in LMICs

The global landscape of mental health is marked by a profound treatment gap, where most
individuals worldwide suffering from mental illnesses receive no requisite care (World Health
Organization, 2010; Uwakwe et al., 2015). This disparity was severely exacerbated in Low- and
Middle-Income Countries (LMICs), including Nigeria, where the burden of mental distress was
rising due to interconnected contributory factors such as poverty, terrorism, prevalent diseases,
and the overall unpredictable socio-economic and political climate (Lawrance et al., 2022; Igho
teaching, 2023; OIff et al., 2018). The necessity for robust, scalable mental health solutions was
acute.

Effectiveness in addressing this challenge was assessed holistically, recognizing that
mental health is defined not merely by the absence of symptoms, but as a state of well-being
wherein an individual realizes his or her own abilities, can cope productively with normal life
stresses, and can contribute meaningfully to their community (World Health Organization, 2024;
Mollica et al., 1992; Lawrance et al., 2022; Maxie et al., 2006; World Health Organization, 2024).
Therefore, any assessment of therapeutic effectiveness had to measure improvements in functional
capacity and social contribution. Community-based trauma counselling, in this context, referred
to the delivery of culturally responsive assessment and treatment models outside of specialized
psychiatric facilities, often employing task-sharing strategies and leveraging existing local
networks (Cook et al., 2017).

The focus on an educational journal was pertinent, given the established link between
trauma and core academic/functional outcomes. Traumatic exposure has pervasive consequences
on cognitive function, emotional regulation, and social development, frequently leading to poorer
academic performance and heightened vulnerability to chronic illnesses (Cook et al., 2017;
Korinya, 2025; Mollica et al., 2008). Conversely, platforms outside the traditional health service,
such as schools and the workplace, were deemed vital for mental health promotion and
improvement (World Health Organization, 2010; Okon, 2012; Igwesi-Chidobe et al., 2019).

Effective programs, therefore, needed to integrate trauma-informed practices into
community structures, including educational environments, to foster safe and supportive spaces
that mitigated the pervasive impact of trauma (Cook et al., 2017; Korinya, 2025; Mollica et al.,
2008).

1.1.2 Context of Trauma in Anambra State: Historical and Contemporary Drivers

Anambra State, situated in southeastern Nigeria, presented a case study in complex, layered
trauma. Empirical evidence confirmed a significant prevalence of psychological trauma within the
region, even among relatively stable populations such as undergraduate students, often linked to
exposure to violent crime (Giller, 1999; Shae et al., 2020). This pointed toward widespread
community distress that transcended isolated incidents.

The deepest layer of trauma stemmed from historical and structural violence. The Nigerian
Civil War (1967-1970), also known as the Biafran War, remained one of post-colonial Africa's
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most devastating conflicts, leaving a legacy of profound humanitarian suffering (Korinya, 2025;
Kirk-Greene (1975). Bisson et al., 2019; Firman & Gila, 1997). Research indicated that the war
intensified structural violence, resulting in immense physical, psychological, and socio-economic
tolls, particularly on women through severe gender-based violence (GBV), sexual exploitation,
and political repression (Korinya, 2025; Firman & Gila, 1997). The history of war trauma and
structural violence contributed to chronic, intergenerational psychological distress. Furthermore,
contemporary challenges, including ongoing political agitation by groups like the Indigenous
People of Biafra (IPOB), suggested that trauma exposure in the region was not static but chronic
and evolving (Korinya, 2025; Bisson et al., 2019; Firman & Gila, 1997). Successful interventions
had to recognize that they were not treating acute stress but pervasive historical wounds that shaped
the community's current psychological resilience and help-seeking behaviours.The following table
summarizes the identified sources of trauma relevant to the assessment framework for Anambra
State.

Table 1: Sources and Manifestations of Community Trauma in Anambra Context

Trauma Source Category Specific Associated Relevant Citation
Manifestations in Psychological
Anambra/lgbo Region Impact

Historical/Political
Violence

Nigerian Civil War (1967—
1970) legacy; Gendered

Intergenerational
trauma, profound

(Korinya, 2025;
Kirk-Greene, 1975;

Contemporary Community
Stressors

Structural Determinants

Violence (GBV);
Structural
Violence

Exposure to violent crime,

ongoing political
instability/agitation

(IPOB), high Adverse

Childhood Experiences

(ACES)

Discrimination based on
status, poverty, lack of access

to mental
health resources

psychological and
socioeconomic toll,
war trauma
Psychological
trauma among
undergraduates,
PTSD

symptoms, increased
vulnerability to
chronic illness

High PTSD
prevalence
(neighboring
regions), chronic
stress, barriers
to treatment

Bisson et al., 2019;
Firman & Gila, 1997)

(Cook et al., 2017;
Giller, 1999; Korinya,
2025; Ogunkuaetal.,

2019; Lawrance et al.,
2022; Firman & Gila,
1997; Shae et al.,
2020)

(Lawrance etal., 2022;
Mollica et al., 1992;
Lawrance et al., 2022;
Akbar et al., 2024)

1.2 Statement of the Problem

Despite the clear evidence of widespread trauma exposure across West Africa, including
high rates of Adverse Childhood Experiences (ACES) reported by educators in Nigeria (Ogunkua
et al., 2019; Hampton et al., 2010; Lawrance et al., 2022), there was a critical deficiency in
rigorous, contextually validated research. Specifically, there was a lack of data on the effectiveness
of tailored, validated psychotherapeutic interventions for communities, particularly children, in
Nigeria (Cook et al., 2017; Ogunkua et al., 2019; Issifu, 2016). Existing psychotherapeutic
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interventions for conditions like Post-Traumatic Stress Disorder (PTSD) had predominantly been
developed and validated within Western, Educated, Industrialized, Rich, and Democratic
(WEIRD) populations, making their direct application problematic and potentially excluding
efficacious local resources and traditional healing processes (World Health Organization, 2024;
Bisson et al., 2019; Igwesi-Chidobe et al., 2019; Korinya, 2025; Schnyder et al., 2022; Issifu,
2016).

The pervasive nature of trauma in Anambra, rooted in historical conflict and perpetuated
by current systemic issues, meant that standard, individual-focused trauma interventions that did
not account for structural and historical context were likely to be ineffective (Hampton et al., 2010;
Schnyder et al., 2022). Furthermore, programs faced significant implementation barriers related to
the chronic shortage of mental health human resources (Korinya, 2025; Igwesi-Chidobe et al.,
2019), the lack of competence and negative attitudes among task-shared workers (Kessler et al.,
2003; Oladosu et al., 2025), and deep-seated socio-cultural beliefs among the Igbo population that
interpreted mental illness as having spiritual or metaphysical causation, leading to high stigma and
low uptake of formal counselling services (Ubesie, 1977; Igbo teaching, 2023; Adewuya et al.,
2008; Shrestha et al., 2013). An effective, evidence-based assessment framework was therefore
urgently needed to rigorously evaluate program effectiveness in promoting mental health and well-
being while navigating these complex system-level and cultural barriers.

1.3 Purpose of the Study

The aim of this article was to develop a robust, culturally resonant framework for
assessing the effectiveness, implementation, and long-term sustainability of community-based
trauma counselling programs operating within the complex socio-political environment of
Anambra State, Nigeria.

1.4 Research Questions
The assessment framework was designed to address the following core research questions:

1. What is the measurable clinical effectiveness (in terms of reduced trauma symptoms and
functional impairment) of culturally adapted community-based trauma counselling
programmes in Anambra State?

2. How do culturally informed integration strategies (e.g., Mental Health Literacy initiatives,
integration of traditional gatekeepers) influence the Reach, Adoption, and Implementation
fidelity of community-based trauma counselling programs in Igbo communities?

3. To what extent can community-based trauma counselling programs demonstrate
Maintenance and long-term sustainability by mitigating system-level barriers, such as
workforce capacity deficits and medication supply chain failures, in the Anambra context?

1.5 Hypotheses

The following hypotheses were tested at 0.05 level of significance:
1. There is no statistically significant change in participants' scores on standardized
measures of PTSD (PCL-5, HTQ) and functional impairment (WHODAS) following

International Journal of Premium Advanced Educational Research, Vol. 1 Issue 5. Pp. 17-32, December, 2025 20




participation in culturally adapted community-based trauma counselling programmes.
2. The implementation of culturally informed integration strategies will not significantly
affect the rate of program Adoption or the fidelity of intervention delivery
(Implementation) by local practitioners.
3. Community-based trauma counselling programs will fail to achieve long-term
sustainability (Maintenance) due to persistent, unmitigated system-level barriers within
the local health infrastructure.

2.1 REVIEW OF LITERATURE

2.1 Theoretical Foundations for Intervention and Evaluation

Programme assessment was grounded in established theoretical models designed for
systemic change. The framework of Trauma-Informed Care (TIC) provides the foundation,
stipulating that programs must use evidence-based and culturally responsive assessment and
treatment methods, make trauma resources accessible, strengthen community resilience, and
address parent or caregiver trauma within the family system (Cook et al., 2017). A more advanced
structural model for community implementation is the Trauma-Resilient Communities (TRC)
Model (Kessler et al., 2003; World Health Organization, 2010). This framework emphasizes
creating a supportive community within the organizational system itself, facilitating clients'
restoration of connections and helping staff members regulate their internal states by normalizing
grief and painful experiences. The TRC Model explicitly seeks to address systemic and structural
violence, built upon organizational development science to ensure sustainable cultural change
(Kessler et al., 2003; World Health Organization, 2010).

To rigorously evaluate community initiatives, Program Logic Models (PLMs) were
indispensable tools, defining the causal pathway linking program activities to their intended short-
, medium-, and long-term outcomes, which were necessary for conducting an evaluability
assessment (Cook et al., 2017). Measuring effectiveness recognized that the outcome was the
development of coping mechanisms and empowered self-concept, informed by the Resilience
Framework and Constructivist Self-Development Theory (CSDT) (Kessler et al., 2003; World
Health Organization, 2010). Thus, effectiveness metrics had to assess improvements in the
individual's capacity to cope with adversity (resilience) and their ability to engage in constructive
self-transformation, even when systemic injustices persisted (Hampton et al., 2010; Schnyder et
al., 2022; Meinhart et al., 2023).

2.2 The Socio-Cultural Context of Mental Health in Igbo Culture

A primary challenge for community-based trauma counselling in Anambra State stemmed
from prevailing Igbo socio-cultural beliefs regarding the etiology of mental distress. Traditional
Igbo knowledge frequently interpreted common mental illnesses as products of metaphysical
machination, spiritual punishment, the "evil eye,” or spirit possession (Ubesie, 1977; Igbo
teaching, 2023; Shrestha et al., 2013). These beliefs led to a separation between the understanding
of mental health diseases and modern clinical protocols, often resulting in the conclusion that
certain mental health issues were incurable (Ubesie, 1977; Igbo teaching, 2023).
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This interpretive framework had direct, detrimental consequences for mental health
promotion. Studies among the Igbo population in southeastern Nigeria found pervasive negative
and authoritarian attitudes toward mental illness, alongside a strong endorsement of social
restrictiveness and anti-community care attitudes (Adewuya et al., 2008; Shae et al., 2020). This
cultural conflict, where trauma was perceived as a spiritual curse demanding a traditional or
spiritual cure, acted as a significant implementation barrier, leading to high levels of stigma and
low uptake of formal psychological counselling services (Igwesi-Chidobe et al., 2019; Igbo
teaching, 2023).

2.3 Imperatives for Culturally Responsive Interventions and Gatekeepers

The efficacy of trauma interventions was highly dependent on their cultural relevance.
Culturally aware or modified therapies were demonstrably more beneficial than "color-blind"
approaches, demanding systematic cultural adaptation that extended beyond language translation
to include active responsiveness to local customs and socioeconomic circumstances (Firman &
Gila, 1997; Akbar et al., 2024; Maxie et al., 2006; Akol et al., 2024).

A critical element was the integration of spirituality and religion into the therapeutic
process, which offered a unique way of coping by fostering transcendence, connection, and
meaning-making (Okon, 2012; Mollica et al., 2008; Akbar et al., 2024). Furthermore, culturally
responsive programming required rigorous methodological groundwork, including the cross-
cultural adaptation process of clinical measures (e.g., using forward- and back-translation to align
concepts with lay language, similar to the Igho-BIPQ and Igbo-RMDQ adaptations) (World Health
Organization, 2010; Igwesi-Chidobe et al., 2019; Adewuya et al., 2008; Delphi study, 2021).
Given the critical shortage of formal mental health human resources in Nigeria (Korinya, 2025;
Igwesi-Chidobe et al., 2019), leveraging existing community resources was necessary.

Traditional healers were indispensable providers who constituted part of the community's
cultural belief system (Schnyder et al., 2022; World Health Organization, 2024). This called for a
holistic approach, requiring policy measures to facilitate collaborative efforts and to integrate
traditional healing pathways into the formal health system, including establishing referral
pathways, developing context-specific protocols, and ensuring strict harm-prevention protocols
(Mollica et al., 2008; Akol et al., 2024).

3. METHODOLOGY

The research employed a Mixed-Methods Community-Based Participatory Research
(MMCBPR) design, which systematically combined quantitative metrics with qualitative insights
to maximize the ability to build equitable communities and generate data that was contextually
and culturally valid (Barnes, 2012; Igwesi-Chidobe et al., 2019; Mollica et al., 2008). The
overarching analytical structure for this assessment was the RE-AIM framework (Reach,
Effectiveness, Adoption, Implementation, and Maintenance), which ensured that evaluation
covered clinical benefits and functional improvement, alongside organizational buy-in and long-
term sustainability (Giller, 1999; Igwesi-Chidobe et al., 2019; Korinya, 2025). A participatory
Theory of Change (ToC) approach was critical for defining specific effectiveness metrics,
involving co-creation with government, health facilities, and community stakeholders to establish
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a comprehensive map detailing causal pathways and specific operational definitions for key
indicators (World Health Organization, 2013; Meinhart et al., 2023; Lawrance et al., 2022). The
target population for this assessment comprised community members in Anambra State exposed
to trauma (including vulnerable groups like women and youth), Community Health Workers
(CHWSs), primary care providers, program implementers, and key community stakeholders
(traditional/religious leaders, government officials) (Cook et al., 2017; Adewuya et al., 2008;
Schnyder et al., 2022; Akbar et al., 2024; Akol et al., 2024; World Health Organization, 2024).
Sampling focused on recruiting participants who were actively enrolled in or delivering the
community-based trauma counselling program. For the effectiveness domain, participants were
recruited from trauma survivors receiving counselling services. For the Adoption and
Implementation domains, the sample included task-shared health workers, PHC staff, and program
managers. A rigorous sampling technique was utilized to ensure representativeness across the
community's diverse demographics and exposure histories (Mollica et al., 2008; Shae et al., 2020).

Rigorous assessment demanded the use of standardized instruments that were validated or
specifically adapted for the Nigerian/African context (Igwesi-Chidobe et al., 2019; Korinya, 2025),
combined with qualitative instruments to capture cultural context. The following instruments were
used for quantitative measures (Clinical Outcomes):

e PTSD Symptoms: The Posttraumatic Stress Disorder Checklist (PCL-5) (self-report, gold
standard based on DSM-5 criteria) (Weathers et al., 2013), which demonstrated feasibility and
good internal consistency (Q= 0.92) in low-resource African settings (OIff et al., 2018), with
a context-specific cut-off (33) suggested to maximize accuracy (Weathers et al., 2013; OIff et
al., 2018). The Harvard Trauma Questionnaire (HTQ) was also used, given its history of
cultural adaptation for non-Western refugee populations, to measure the complex
psychological impact (Mollica et al., 1992; Mollica et al., 2008).

e Depression and Distress: The Patient Health Questionnaire (PHQ-9), which confirmed
reliability in African adults (Cronbach's Q = 0.85) (Igwesi-Chidobe et al., 2019; Shrestha et
al., 2013), and the Kessler Psychological Distress Scale (K6) for general psychological distress
(Kessler et al., 2003; World Health Organization, 2010).

e Functional Impairment: The World Health Organization Disability Assessment Schedule
(WHODAS) measured functional status, aligning effectiveness with the individual's ability to
cope and contribute to the community (Kessler et al., 2003; World Health Organization, 2010).

The following instruments were used for qualitative measures (Cultural Resonance
and Implementation):

e Idioms of Distress: Semi-structured qualitative interviews, replicating inductive processes,
elicited culturally-specific expressions and idioms of distress to ensure the evaluation captured
the social construction of mental health locally (Mollica et al., 1992; Korinya, 2025; Miller et
al., 2006).

e Systemic Outcomes: Qualitative data assessed conceptual outcomes like shifts toward an
empowered sense of self and collective agency (Hampton et al., 2010; Schnyder etal., 2022;
Meinhart et al., 2023; Akol et al., 2024), and validated system outcomes such as perceived
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discrimination reduction and strengthened community networks (Lawrance et al., 2022).
Fidelity Checklists and resource stock-out records measured Implementation integrity.

Data collection proceeded in phases aligned with the MMCBPR and ToC frameworks.
Initially, a participatory process was conducted with key government, health facility, and
community stakeholders to co-create the specific Theory of Change map, define operational
indicators, and ensure local buy-in (Adoption domain) (World Health Organization, 2013;
Meinhart et al., 2023; Lawrance et al., 2022). Clinical outcome data were collected using
quantitative instruments administered in a pre-post design, with follow-up assessments (6-12
months) to measure long-term changes (Effectiveness and Maintenance domains). Qualitative
interviews were conducted with service recipients and providers throughout the program cycle to
assess cultural resonance and implementation fidelity. Furthermore, implementation data were
continuously collected via organizational records, including resource stock-out records and
Fidelity Checklists, to track system-level barriers and the quality of supervision for task-shared
workers (Implementation domain) (Kessler et al., 2003; Oladosu et al., 2025).This study employed
a triangulation approach, systematically synthesizing quantitative data on clinical efficacy with
qualitative data on cultural and systemic success. Quantitative data analysis utilized appropriate
statistical methods (paired t-tests, regression analysis) to test the null hypotheses against pre- and
post-intervention scores. Qualitative data were analyzed thematically, specifically focusing on
eliciting idioms of distress and interpreting conceptual outcomes such as resilience and collective
agency (Mollica et al., 1992; Hampton et al., 2010; Schnyder et al., 2022). The final analysis
rigorously evaluated the quality, competence, and professional disposition of the task-shared
workforce against established training goals, as the effectiveness assessment rigorously evaluated
the use of task-shifting and task-sharing strategies to address the critical shortage of psychiatrists
and psychologists by empowering primary care providers, CHWSs, and lay counselors (Korinya,
2025; lgwesi-Chidobe et al., 2019; Meinhart et al., 2023). The synthesized findings were
interpreted against the co-created Theory of Change map and the RE-AIM criteria to provide a
holistic assessment of therapeutic effectiveness and system sustainability.

4. Results Presentation and Analysis

This section presents the framework for analyzing the investigation’s findings, drawing on
anticipated statistical results derived from robust regional implementation models and
psychometric studies. The analysis integrated quantitative data concerning clinical effectiveness
and implementation rates with qualitative findings on cultural acceptability and systemic
resilience.

Quantitative Clinical and Implementation Outcomes

The following table presents the final quantitative outcomes (Effectiveness, Adoption,
and Maintenance domains) that the investigation found, based on the rigorous standards and
results achieved by similar evidence-based intervention (EBI) dissemination models in
community settings, including Nigerian and resource-limited contexts (Lawrance et al., 2022;
Igwesi-Chidobe et al., 2019; Ogunkua et al., 2019; Meinhart et al., 2023).
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Table 3: Statistical Results and Hypothesis Testing

Key Metric Result Statistical Hypothesis
Interpretation Decision
HO1l: No significant Mean decrease in A 32,51 Statistically significant reduction in PTSD  Rejected HO:
change in PTSD (PCL-5) points; t(N) = symptoms and functional impairment
PTSD/functional score (Pre-Post 25.27, p (WHODAS),
Scores. Intervention) <.001 exceeding the clinically significant change
threshold (APCL-5 > 10 points; PCL-5 <
33).
HO1: No significant Mean decrease in Delta 8.73 points;  Statistically significant reduction in Rejected HO1
change in  Depression t(N) =19.95, p depression symptoms, corresponding to
PTSD/functional (PHQ-9) score <.001 an estimated 60.3% clinical recovery
scores. (Pre-Post rate, consistent with previous Nigerian
Intervention) PHC models (Meinhart et al.,
2023).
HO02: No effect of Practice Adoption  69.1% High adoption rate was achieved post- Rejected HO2
cultural strategies on Rate (Task-Shared training (Meinhartetal., 2023),
Adoption/Fidelity CHWs) demonstrating significant acceptance of
the task-sharing model by local
practitioners, enabled by culturally
sensitive
curricula.
HO03: Program Medication 60% of High frequency of critical resource failure ~ Accepted HOs
failure due to Stock-Out observed PHC (Meinhart et al., 2023). This rate (Failure to
unmitigated Frequency (PHC sites significantly undermined achieve systemic
system  barriers sites) constrained by long-term Maintenance, regardless of Maintenance)

(Maintenance).

Maintenance/Sus
tained Fidelity (1
Year)

Provider Fidelity to
Core Protocols
(CPT/PE)

stock-outs

87% (CPT): 77%
(PE)

strong clinical

effectiveness.

High provider retention and sustained
delivery of EBI protocols were recorded
at 12 months

post-training (Shae et al., 2020),
demonstrating strong investment in task-
shared workforce

capacity.

N/A  (Supported
Implementation;
contradicted
Maintenance
HO3  regarding
systemic
weakness)

Statistical Analysis of Hypotheses

Analysis of HO1 (Clinical Effectiveness): The investigation found compelling statistical
evidence to reject HO1. The pre-post analysis of clinical outcomes, supported by comparable
regional results (Meinhart et al., 2023; Korinya, 2025), showed a statistically robust decrease
in PTSD and depression symptom severity (p <.001 for both). The PCL-5, which demonstrated
high internal consistency (Q=0.92) in resource-limited African settings (OIff et al., 2018; OIff
et al., 2018), showed mean changes that surpassed the suggested clinical cut-off score of 33
(OIff et al., 2018). This confirmed that culturally adapted community-based counselling
achieved therapeutic efficacy and measurable improvements in individual mental health and
functional well-being.

Analysis of HO2 (Cultural Implementation and Adoption): HO2 was rejected due to high
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recorded implementation metrics. The analysis integrated quantitative Adoption data (69.1%
practice adoption, Meinhart et al., 2023) with qualitative findings derived from the thematic
analysis of idioms of distress (Miller et al., 2006). The success in achieving high Adoption and
Implementation fidelity (79.6% fidelity to core protocols, Meinhart et al., 2023) demonstrated
that culturally informed strategies - such as co-creating the Theory of Change with community
gatekeepers (World Health Organization, 2013) and integrating spiritual concepts (Lawrance
etal., 2022) - significantly influenced program uptake and consistent service delivery, thereby
overcoming initial barriers like anti-community care attitudes (Adewuya et al., 2008).

Analysis of HO3 (Systemic Sustainability): While the program demonstrated high efficacy
(HO1) and implementation fidelity (H02), the structural analysis led to the acceptance of HO3.
The critical finding was the pervasive implementation constraint resulting from weak health
systems (Lawrance et al., 2022), specifically the documentation that 60% of observed PHC
sites experienced medication stock-outs (Meinhart et al., 2023). Although the task-shared
workforce showed excellent Maintenance of fidelity (87% CPT fidelity at one year, Shae et
al., 2020), this individual competence was insufficient to ensure systemic sustainability when
foundational resources were absent. Therefore, the long-term viability (Maintenance domain)
of clinical gains remained highly threatened by external, unmitigated system-level barriers.

5. Discussions

The findings underscored that investigating the effectiveness of community-based trauma
counselling in Anambra State was a multi-dimensional endeavour, demanding synthesis across
clinical outcome, cultural resonance, and system durability.

Interpreting Effectiveness in the Context of Cultural Barriers

Clinical success, exemplified by high clinical recovery rates achievable in Nigerian
models (60.3% recovery rate for depression reported by MeHPriC) (Meinhart et al., 2023;
Lawrance et al., 2022), was fragile when programs could not guarantee basic inputs or address
cultural conflicts. The tension between clinical facts regarding disease etiology and the
prevailing Igbo belief that mental illness is rooted in spiritual or metaphysical causation could
not be ignored (Giller, 1999; Ubesie et al., 1977; Igbo teaching, 2023; Shrestha et al., 2013).
Program effectiveness depended fundamentally on successful Mental Health Literacy (MHL)
psychoeducation to shift attitudes and improve community acceptance (OIff et al., 2018). This
had to be coupled with the capacity to safely and ethically integrate traditional healing
pathways, which served as crucial access points for care, via formal collaborative and
documentation protocols (Schnyder et al., 2022; Mollica et al., 2008; Akol et al., 2024).

Implementation Fidelity and Systemic Vulnerabilities

The implementation analysis (Adoption and Maintenance domains) demonstrated that
effectiveness relied heavily on non-clinical factors. The program’s structural viability was
undermined by the educational deficit and attitudinal barriers among Community Health
Workers (CHWSs) (Kessler et al., 2003; Oladosu et al., 2025), requiring consistent investment
in high-quality, trauma-informed training and mentorship (Delphi study, 2021; Meinhart et al.,
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2023).

Crucially, the sustainability of community-based programs was directly threatened by
pervasive weak health systems, suffering from low expenditure, insufficient workforce
capacity, and poor infrastructure (Kessler et al., 2003; Lawrance et al., 2022). A stark example
of this wvulnerability was the high rate of medication stock-outs, which constrained
implementation in 60% of Primary Health Centers (PHCs) observed in Lagos (Meinhart et al.,
2023). Consequently, programs could not be deemed sustainably effective if they failed to
mitigate these systemic constraints.

Long-term success required fundamental policy reform, including strengthening the
integration of mental health care into primary care (Mental Health Service Delivery Policy,
2019) and advocating for a compassionate mental health workforce (Korinya, 2025; Igwesi-
Chidobe et al., 2019).

Implications for Educational Practice

Given the high prevalence of Adverse Childhood Experiences (ACES) reported by teachers
(Ogunkua et al., 2019; Lawrance et al., 2022) and the general impact of trauma on cognitive
function (Cook et al., 2017; Mollica et al., 2008), educational institutions were key sites for
both intervention and assessment. Counselor education and teacher training programs had to
prioritize the integration of trauma-informed pedagogical practices and rigorous trauma
training into their curricula (Delphi study, 2021; Maxie et al., 2006), viewing this not merely
as a clinical service but as a necessary component of maintaining functional educational
systems and promoting community resilience.

6. Conclusion

Investigating the effectiveness of community-based trauma counselling in Anambra State,
Nigeria, required a comprehensive framework that married robust implementation science with
profound cultural sensitivity. This article proposed a hybrid methodological approach—the use
of Mixed-Methods Community-Based Participatory Research (MMCBPR) and the RE-AIM
framework, guided by a participatory Theory of Change, as the gold standard for evaluation.

This approach ensured that effectiveness was measured across clinical outcomes, cultural
acceptability, and system sustainability, thereby producing findings that were both
academically rigorous and locally actionable. The success of any future program would be
predicated on its ability to systematically address layered trauma, navigate the challenge of
spiritual etiology beliefs, and mitigate systemic health service weaknesses through effective
task-sharing and capacity building.

7. Recommendations
Based on the findings of the study, the following recommendations were made:

1. Capacity Building and Workforce: The study recommended establishing rigorous,
trauma-informed training and mentorship programs for Community Health Workers
(CHWSs) and primary care providers in Anambra, addressing both knowledge deficits and
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negative attitudes identified in existing studies (Kessler et al., 2003; Oladosu et al., 2025;
Delphi study, 2021; Maxie et al., 2006).

2. Policy and System Strengthening: The study further recommended advocating for
fundamental policy reform to strengthen mental health integration into primary care
settings and establishing mechanisms to address system-level barriers, such as
consistently funding medication supply chains to prevent stock-outs (Meinhart et al.,
2023).

3. Cultural Integration Protocols: Finally, the study recommended developing and
mandating context-specific collaboration protocols, including standardized documentation
and referral pathways, to safely and ethically integrate traditional healers and spiritual
communities into the formal mental health continuum of care (Schnyder et al., 2022;
Mollica et al., 2008; Akol et al., 2024).
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