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Background
In Iraq, an estimated 20% of the population lives with a mental disorder, yet approximately 
90% do not receive treatment. To address this treatment gap,  primary healthcare workers 
(PHCWs) are essential; however, their involvement is hindered by stigma and a lack of 
training.

Objective
This study aims to assess the effect of brief mental health training on the behavioral 
intentions of PHCWs.

Methods
We conducted a randomized controlled trial in a conflict-affected region between November 
2024 and August 2025. A total of 174 PHCWs were randomly assigned to either receive four 
days of intensive mental health training (n = 87) or continue their usual clinical work without 
additional training (n = 87). We measured participants’ behavioral intentions (willingness 
to engage with people experiencing mental health problems) using the validated Reported 
and Intended Behaviour Scale at baseline and three months after the intervention.

Results
By the end of the study, 162 participants remained (n = 81 per group; 6.9% dropped out). 
Those who received training reported significantly stronger intentions to support people 
with mental health conditions (median = 16) compared to the control group (median = 15; p 
= 0.007; moderate effect size [r = 0.30]). Within-group analysis revealed large improvements 
in the intervention group (p < 0.001, r = 0.52) but no significant change in controls (p = 
0.218). The proportion achieving high intended behavior increased from 30.9% to 56.8% in 
the intervention group versus 33.3% to 46.9% in controls.

Conclusion
This randomized controlled trial provides preliminary evidence that brief mental health 
training significantly improves behavioral intentions among PHCWs in post-conflict 
settings. Because behavioral intentions explain approximately 30–50% of behavioral 
variance, these findings support the need for larger trials evaluating actual clinical practice 
changes and patient outcomes.
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1. INTRODUCTION

Mental disorders have become a common health burden. 
During the COVID-19 pandemic, the incidence of depres-
sion and anxiety worldwide exceeded 50 million cases.1 The 
pressure on healthcare workers has increased substantially. 
They experience an excessive workload, emotional burden, 
and repeated exposure to trauma.2 The pandemic revealed 
underlying failures in mental health support for the health-
care workforce. Primary healthcare workers (PHCWs), in 
particular, face a distinct situation. They often deliver 
psychosocial care at the point of need, and they must also 
endure significant personal psychological distress.3 Because 
PHCWs may be both caregivers and psychologically vulner-
able, interventions should go beyond competency-building 
and proactively influence behavioral intentions as well as 
the psychological processes that support sustained changes 
in practice.

In Iraq, this need is particularly critical. Decades of 
war, instability, and a fragmented healthcare system have 
left the country with one of the highest burdens of men-
tal health disorders in the Eastern Mediterranean region.4 
About one-fifth of Iraqis live with a diagnosable mental 
health condition, yet fewer than one-tenth receive any form 
of treatment,5 indicating that approximately 90% remain 
untreated. According to recent studies, one-third of primary 
healthcare employees in Baghdad report moderate to severe 
depression or anxiety symptoms,6 and similar findings have 
been reported in the Kurdistan region.7 In the absence of 
empowering, stigma-reducing interventions alongside 
evidence-based treatment strategies, the mental health 
treatment gap in Iraq will persist, further exacerbating pop-
ulation-level suffering. 

One solution to such workforce shortages has been 
task-shifting. The strategy shifts some of the mental health 
care responsibilities of specialists to non-specialists and 
increases access to mental health services in low- and mid-
dle-income countries (LMICs).8 It has been shown that 
structured training programs can raise knowledge levels, 
reduce stigma, and have a positive impact on practice.9 
Nevertheless, the majority of such evaluations have been 
in high-income or stable LMIC settings, and very few have 
been undertaken in fragile or post-conflict environments. 
This limits our understanding of the effectiveness of these 
strategies in contexts where health systems experience 
chronic instability and limited resources.10

According to Ajzen,11 the theory of planned behavior can 
be used to understand how training may influence practice. 
It states that attitudes, social norms, and perceived control 
are the primary determinants of actual behavior, with inten-
tions mediating their influence. Meta-analyses indicate 
that intentions predict approximately 30–50% of behavio-
ral outcomes.12 Therefore, measuring changes in intentions 
represents an effective and affordable way to estimate the 
likelihood of achieving subsequent practice changes follow-
ing an intervention.13 Although training tends to increase 
knowledge and attitudes, fewer studies have examined how 
training influences behavioral intentions, a validated inter-
mediate outcome that predicts, but does not guarantee, 
real-world behavior change.

This gap restricts our understanding of whether evi-
dence-based training methods can be applied to post-con-
flict settings. Current Iraqi mental health capacity-building 
initiatives are mainly led by specialists and often fail to 
offer rigorous evaluation frameworks that target primary 
care providers, a gap that remains critical for effective 

implementation.4

A critical evidence gap therefore remains: no randomized 
controlled trial has assessed whether structured mental 
health training interventions can enhance PHCWs’ intended 
clinical behaviors in Iraq or comparable conflict-affected 
settings. Addressing this gap is important because, while 
improvements in knowledge and attitudes are valuable, 
behavioral intention is a well-established, theory-based 
predictor of actual clinical practice,14 and measuring inten-
tion change represents a necessary step before resource-in-
tensive observational studies of practice translation. This 
study evaluated whether a culturally adapted mental health 
training program could improve the behavioral inten-
tions of PHCWs in Iraq using a randomized controlled trial 
design, hypothesizing that PHCWs receiving the interven-
tion would demonstrate significantly greater improvements 
in intended clinical behaviors compared with those receiv-
ing usual practice.

2. MATERIALS AND METHODS

2.1. DESIGN

This study employed a parallel-group, two-arm randomized 
controlled trial design with a 1:1 allocation ratio. The 
study was conducted in Kirkuk, Iraq, where PHCWs were 
recruited through governmental primary healthcare facili-
ties that included psychosocial health units, health promo-
tion teams, and school health programs. Recruitment and 
baseline assessments were conducted in November 2024. 
The intervention was delivered in December 2024, and par-
ticipants were assessed at three months post-intervention 
(February–March 2025). Final data analysis and study clo-
seout were completed in August 2025. All training sessions 
were standardized and conducted at the local university col-
lege of nursing.

2.2. STUDY ETHICS

Good Clinical Practices and the principles of the Declaration 
of Helsinki were adhered to during the study. The study pro-
tocol, informed consent procedure, and all relevant docu-
mentation were reviewed and approved by Hawler Medical 
University Ethics Committee (No. 173, June 2024) in June 
2024. Oral informed consent, approved by the ethics com-
mittee, was obtained from all participants prior to enroll-
ment. The trial was prospectively registered at ClinicalTrials.
gov (NCT06655792).

2.3. PARTICIPANTS

Inclusion criteria included government-employed primary 
care providers who are currently involved in providing 
clinical services in the participating units. Exclusion crite-
ria included participation in the pilot study, non-clinical/
administrative roles, unavailability during the training 
period, and prior formal, multi-day mental health training 
within the past year. 

Health sector supervisors used a systematic review of 
administrative records to identify eligible providers (n = 
293). All participants were informed verbally about the 
study procedures, objectives, risks, and benefits, and pro-
vided oral informed consent prior to enrollment. The oral 
consent methodology was employed to accommodate 

http://ClinicalTrials.gov
http://ClinicalTrials.gov
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different literacy levels and cultural considerations, in 
accordance with ethics provisions set by the institutional 
review committee.

2.4. PARTICIPANT FLOW

Out of 293 providers screened, 180 were selected using sim-
ple random sampling (Randomizer.org). In total, 119 were 
excluded before baseline assessment (82 not selected, 31 
ineligible, and 6 lost), leaving 174 participants who were 
randomly assigned to the intervention (n = 87) or control (n 
= 87) group. During follow-up, 12 participants were lost (n 
= 6 per group), resulting in a final analytic sample of 162 (n 
= 81 per group; 6.9% attrition). Figure 1 presents a detailed 
description of the flow of participants.

2.5. INTERVENTION

The intervention included eight 50–60-minute sessions on 
four consecutive days (December 2024) and covered men-
tal health awareness, common disorders, stigma reduc-
tion, therapeutic communication, case vignettes based on 
the Iraqi context, and resource navigation. The culturally 
adapted materials were used to deliver the content through 
lectures, discussions, role-plays, and videos. 

The training was delivered by two qualified facilitators, 
both holding Doctor of Philosophy degrees in psychiatric 
nursing. One served as an assistant professor, while the other 
served as a lecturer and was World Health Organization 
(WHO) Mental Health Gap Action Programme (mhGAP)-cer-
tified with 15 years of clinical training experience.

Figure 1. CONSORT flow diagram illustrating the flow of participants through each stage of the randomized 
controlled trial, from eligibility assessment to final analysis

http://Randomizer.org
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The methods of cultural adaptation included: (i) all 
materials were translated and back-translated by bilingual 
mental health professionals; (ii) all materials went through 
an expert panel of 21 members (consisting of psychiatrists, 
primary care physicians, and cultural advisors); and (iii) 
integration of Iraqi clinical scenarios that reflected local 
help-seeking patterns and beliefs about mental illness.

The sessions were held offsite, and participants were 
instructed not to share training materials or discuss session 
content with colleagues. Control participants continued 
their usual clinical practice with access to general medical 
resources but did not receive any organized mental health 
training or supervision during the study. Control partici-
pants were assessed during follow-up to determine whether 
they had received any mental health training; there were no 
reports of contamination. There were no negative incidents 
in either group.

2.6. OUTCOME

The major outcome was mental health-related behavio-
ral intentions, measured using the Reported and Intended 
Behaviour Scale (RIBS), a validated and widely used instru-
ment to evaluate stigma-related behavioral intentions.15 
The scale includes eight questions—four questions measure 
reported past contact with individuals experiencing mental 
health issues (yes, no, or uncertain answers, scored descrip-
tively), and four questions measure planned actions using 
a five-point Likert scale (1 = strongly disagree to 5 = strongly 
agree). 

(i)	Scoring: Intended-behavior scores range 4–20, with 
higher scores indicating stronger behavioral intentions. 
For descriptive purposes, the scores were categorized as 
low (4–10), moderate (11–15), and high (16–20). There 
was sufficient internal consistency in the sample (inter-
vention: α = 0.82; control: α = 0.81). 

(ii)	Timing: The pre-test was administered in November 
2024, and the post-test was administered three months 
after the intervention (February–March 2025). This 
interval allowed participants to integrate learning and 
minimize attrition in the conflict-affected environment 
and is consistent with previous studies showing that 
behavioral intentions do not change significantly over 
this period.11 

The present study focused on behavioral intentions as 
the primary outcome, rather than direct observation of 
workplace behavior or measures of professional effective-
ness, for several important reasons:

(i)	According to the theory of planned behavior, inten-
tions are validated intermediate outcomes that predict 
30–50% of behavioral variance and represent a necessary 
precursor to practice change.11,12 

(ii)	Measuring actual clinical behavior requires resource-in-
tensive methods (standardized patients, direct observa-
tion, and chart audits), which were not feasible in this 
conflict-affected setting during the study timeframe. 

(iii)	The intervention was designed to primarily address 
mental health knowledge, stigma reduction, and attitu-
dinal change, with limited opportunities for skills-based 
training, supervision, or workplace reinforcement, which 
may influence intention more readily than observable 
clinical behavior. 

(iv)	The three-month follow-up period was insufficient 
to reliably capture sustained behavior change, given 

organizational constraints and staff turnover patterns 
in this context.16

2.7. SAMPLE SIZE AND POWER ANALYSIS

G*Power 3.1 (Heinrich-Heine-Universität Düsseldorf, 
Düsseldorf, Germany) was used to calculate the sample size 
for a two-tailed t-test analyzing two independent means. 
We used a medium effect size (d = 0.5), which represents a 
clinically meaningful change in behavioral intention scores 
that would be considered sufficient to drive implementa-
tion on a scale. We determined that 172 participants (n = 
86 per group) would be sufficient to achieve α = 0.05 and 
power = 0.90. Accounting for an expected 5–10% attrition, 
we recruited 180 participants. The final sample analyzed 
included 162 participants (n = 81 per group), representing 
a 6.9% attrition rate.

2.8. RANDOMIZATION AND BLINDING

(a) Randomization

Of 293 eligible providers, 180 were selected by simple 
random sampling; 174 met eligibility criteria at base-
line and were randomized (1:1) using a computer-gener-
ated sequence prepared by an independent statistician. 
Allocation concealment was ensured using sequentially 
numbered, sealed, opaque envelopes that were identical in 
appearance and weight. Envelopes were opened only after 
confirming eligibility and completing baseline assessments. 
This procedure minimized selection bias.

(b) Blinding

It was not possible to blind participants or trainers due to 
the overt nature of the intervention. Nevertheless, outcome 
analysts were kept blind during data analysis. Datasets were 
coded numerically (Group 1/2). Group codes were revealed 
only after completion of the primary analyses. Code review 
and statistical script verification were conducted prior to 
unblinding to pre-specify analyses.

2.9. STATISTICAL METHODS

Baseline equivalence was assessed using independent 
t-tests (continuous variables) and chi-square/Fisher’s 
exact tests (categorical variables). Given the ordinal nature 
of RIBS data and significant departures from normality 
(Shapiro–Wilk tests: all p < 0.01; positive skewness con-
firmed via Q–Q plots), non-parametric tests were employed:

(i)	Between-group comparisons: Mann–Whitney U tests at 
baseline and follow-up.

(ii)	Within-group changes: Wilcoxon signed-rank tests.
(iii)	Effect sizes: Rank-biserial correlation (r: small ≈ 0.10, 

medium ≈ 0.30, large ≥0.50).

Categorical distributions (low, moderate, or high) were 
examined descriptively. No statistical tests were applied to 
categorical distributions, as the continuous analysis repre-
sented the primary hypothesis test.

No adjustment for multiple comparisons was applied, as 
analyses addressed distinct a priori hypotheses: baseline 
equivalence verification (confirmatory), between-group 
comparison at follow-up (primary outcome), and with-
in-group changes (exploratory mechanistic questions).

For missing data, a complete-case analysis was appropri-
ate, as participants lost to follow-up (n = 12; 6.9%) did not 
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differ from completers in age (p = 0.564), gender (p =0.709), 
education (p = 0.681), or baseline RIBS (p = 0.447), sup-
porting the missing-at-random assumption. Attrition was 
balanced between groups with similar reasons (unplanned 
leave/transfers).

All statistical analyses were performed using SPSS ver-
sion 29.0 (IBM, USA). Statistical significance was set at α 
=0.05 (two-tailed).

3. RESULTS 

A total of 162 providers participated in the study (n = 81 per 
group). The dropout rate was 6.9% and was equal in both 
groups. Table 1 shows that the two groups were similar in 
age, gender, education, and work experience, indicating suc-
cessful randomization.

At baseline, both groups demonstrated equivalent RIBS 
scores (median = 13.00; interquartile range [IQR]: 11.0–
16.0; Mann–Whitney U test: Z = −0.163, p = 0.870, r = 0.12), 
confirming successful randomization (Table 1) and com-
parable baseline RIBS score (Table 2). Categorical analy-
sis showed that most participants exhibited low intended 
behavior (control: 53.1%, n = 43; intervention: 55.6%, n = 
45), with fewer demonstrating moderate (control: 13.6%, n = 
11; intervention: 13.6%, n = 11) or high (control: 33.3%, n = 
27; intervention: 30.9%, n = 25) intentions (Figure 2).

Following the intervention, significant differences were 
observed (Table 2). The intervention group achieved higher 
median RIBS scores (16.00, IQR: 13.0–16.0) than the control 
group (15.00, IQR: 12.0–17.0), a statistically significant dif-
ference (Mann–Whitney U test: Z = −2.685, p = 0.007) with 
medium effect size (r = 0.30). The intervention group’s nar-
rower IQR suggests greater consistency in positive behavio-
ral intentions.

Table 3 provides intra-group analyses. The training cur-
riculum for the intervention group is presented in Table 
4. Significant improvement in the intervention group 
(Wilcoxon: Z = 4.256, p < 0.001, r = 0.52) was observed, with 
64.2% (n = 52) showing positive changes, 19.8% (n =16) 
showing negative changes, and 16.0% (n = 13) showing no 
change. Conversely, the control group showed no signifi-
cant change (Z = 1.232, p = 0.218, r = 0.21), with 27.2% (n 
= 22) positive, 17.3% (n = 14) negative, and 55.6% (n = 45) 
unchanged.

The changes in the intervention groups are illustrated in 
Figure 3: high intended behavior increased from 30.9% (n = 
25) to 56.8% (n = 46), while low intended behavior decreased 
from 55.6% (n = 45) to 7.4% (n = 6). The control group 
showed modest changes: high intended behavior increased 
from 33.3% (n = 27) to 46.9% (n = 38), with low intended 
behavior decreasing from 53.1% (n = 43) to 12.3% (n = 10).

4. DISCUSSION

This randomized controlled trial offers initial evidence that 
intensive mental health training condensed into short peri-
ods can provide significant benefits to behavioral inten-
tions among PHCWs in a post-conflict environment, and 
effect sizes indicate that the observed changes could have 
practical implications for practice, pending observational 
research. Median follow-up RIBS scores were higher in the 
intervention group (median = 16, IQR: 13–16) compared to 
the control group (median = 15, IQR: 12–17; p = 0.007, r = 
0.30, medium effect size), consistent with the significant 

between-group difference. Intra-group analysis revealed 
substantial intervention effects (r = 0.52, p < 0.001), which 
were significantly higher than levels of intervention effects 
typically considered practical in meta-analyses of health-
care worker social norms intervention.17 

Nevertheless, there is a critical distinction: while behav-
ioral intentions improved, they are not sufficient for prac-
tice change. As noted by Gupta, Li, Dong and Acri,18 the 
majority of training assessments are based on self-re-
ported intentions; therefore, there is a significant gap 
between intentions to translate the gained knowledge and 
actual behavior change. Behavioral intentions only predict 
30–50% of behavioral variance.19 Organizational barriers—
such as time constraints, lack of supervision, and resource 
limitations—often prevent even motivated providers from 
applying new skills.18 The transfer of these intentions to 
clinical practice is yet to be demonstrated through future 
observational studies, using standardized patients, direct 
observation, or chart review.20

As an exploratory observation, the intervention pro-
duced not only upward changes in median intentions 
but also a reduction in score variability: the interven-
tion IQR decreased from 5 points at baseline (11–16) to 3 
points post-intervention (13–16), whereas the control IQR 
remained unchanged at 5 points (12–17). This pattern sug-
gests increased convergence in behavioral intentions fol-
lowing training; however, in the absence of direct measures 
of social norms or group processes, it should not be inter-
preted as definitive evidence of norm change. 

Alternative explanations, including ceiling effects, 
regression to the mean, or measurement artifacts, cannot be 
excluded and warrant further investigation.11,14 When credi-
ble local trainers demonstrate what is perceived as new pro-
fessional norms in cohort groups, variation drops as outliers 
are aligned with consensus norms. Such differences between 
the level of norm change in groups and in self-selected indi-
viduals have important implications for scalability, as inter-
ventions that diminish variation in homogeneous provider 
groups are more predictable than those whose benefits are 
limited to motivated self-selected individuals, which is also 
relevant to implementation science frameworks.8

This effect has been achieved by systematically targeting 
three behavioral determinants:21

(i)	Capability: Developed through role-play simulations 
that provided procedural competence in therapeutic 
communication and mental health assessment, where 
high completion rates (93.1%) and high positive score 
change (64.2%) indicated effectiveness at this level, in 
line with the principles of adult learning.9 

(ii)	Opportunity: Using local psychiatric nursing faculty as 
trainers, leveraging the “credible source” technique to 
enhance engagement. 

(iii)	Motivation: Provided via intensive immersion and posi-
tive peer norms. 

Although we did not directly measure mediation, these 
design features likely explain why our effects exceeded 
those seen in other social norms interventions;17,19 these 
proposed mediators were, however, not formally measured 
using mediation analysis and should be a priority in future 
research to establish the mechanistic pathways.22 

There are several implementation benefits of the strate-
gic selection of local psychiatric nursing faculty as trainers. 
First, it increased the intervention credibility by increasing 
source legitimacy, as the trainers understood the profes-
sional background of participants, were aware of the local 
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Table 1. Sociodemographic characteristics of the participants

No. Characteristics
Control group (n = 81) Intervention group (n = 81)

p-value
n (%) n (%)

1 Gender
Male 34 (42.0) 36 (44.4)

0.751a

Female 47 (58.0) 45 (55.6)

2 Age (years)

21–30 26 (32.1) 24 (29.6)

0.832b

31–40 23 (28.4) 20 (24.7)
41–50 19 (23.5) 24 (29.6)
>50 13 (16.0) 13 (16.0)
Mean ± standard deviation 37.68 ± 11.1 38.59 ± 10.9

3 Level of education

High school 9(11.1) 10 (12.3)

0.640a 
Diploma 49 (60.5) 47 (58.0)
Bachelor 19 (23.5) 16 (19.8)
Postgraduate 4 (4.9) 8 (9.9)

4 Marital status

Single 14 (17.3) 14 (17.3)

0.756a 
Married 62 (76.5) 59 (72.8)
Widowed 4 (4.9) 5 (6.2)
Divorced 1 (1.2) 3 (3.7)

Notes: a Chi-square (χ2) test; bIndependent t-test. 

Table 2. Pre- and post-test comparison of Reported and Intended Behaviour Scale scores between control and 
intervention groups (Mann–Whitney U test) 

Factor Groups n
Median (interquartile 
range)

Mean 
rank

Z p-value
Effect size 
(r)

Baseline
Control 81 13.00 (11.0–16.0) 82.10

−0.163 0.870 0.12; small
Intervention 81 13.00 (11.0–16.0) 80.90

Three-month follow-up
Control 81 15.00 (12.0–17.0) 71.66

−2.685 0.007 0.30; 
mediumIntervention 81 16.00 (13.0–16.0) 91.34

Note: Effect size was calculated using rank-biserial correlation. 

Figure 2. Pre-intervention distribution of intended behavior scores toward individuals with mental health 
disorders among intervention and control groups 



Mental Health Training Effects in Iraqi PHC

	 Health Psychology Research� 7

healthcare challenges, and could provide context-specific 
examples.23 Second, it proved to be feasible: the interven-
tion did not require international consultants or other 
specialized personnel, which contributes to scalability in 
resource-limited settings.8 Third, it was consistent with 
evidence that locally provided training yields better results 
in post-conflict contexts due to cultural resonance and sus-
tained access to follow-up support.22 

The principle behind this approach—leveraging local 
capabilities rather than bringing in foreign instructors—
represents an implementable model of capacity-building in 
weak health systems that can be generalized, as it adheres 
to WHO guidelines on task-shifting in LMICs.24,25 Regional 
evidence also supports cross-context validity in post-con-
flict settings. For example, Syrian aid workers were trained 
to enhance the psychological first aid in interactive, prac-
tice-based formats,22 whereas WHO-provided mhGAP train-
ing substantially enhanced healthcare workers’ confidence 
and diagnostic skills, resulting in higher levels of mental 
health service utilization.26 These overlapping observations 
in similar environments indicate that peer-based norm-set-
ting, credible local instructors, and intensive immersion can 
be generalizable principles for capacity-building in weak 
healthcare systems.8

The post-conflict context of this study may have para-
doxically enhanced training effectiveness through multiple 

mechanisms. The visible acute mental health needs (20% 
prevalence, 90% untreated) created clinical urgency and 
reflective motivation, potentially absent in well-resourced, 
stable healthcare system settings.4,5 Additionally, Hasan et 
al.27 found that advancing age was correlated with more 
open-minded attitudes in the study region, suggesting that 
our sample of practicing, likely older PHCWs (mean = 38 
years; Table 1) possessed developmental receptivity. These 
contextual factors align with evidence from post-conflict 
mental health programs showing that acute visible need 
and peer engagement can enhance training engagement.22,23 
However, these contextual advantages may not general-
ize universally across post-conflict settings with different 
demographic profiles, conflict timelines, or organizational 
contexts, consistent with implementation science litera-
ture noting substantial context dependence in global health 
interventions.8

However, the response was not universal. Based on Table 
3, 19.8% (n = 16) of intervention participants showed neg-
ative rank changes. This heterogeneity reflects multiple 
moderators requiring investigation in future research, con-
sistent with meta-analytic findings showing high variability 
in training intervention effectiveness (I2 = 85.4%).17 First, 
some providers experienced “learned pessimism”—recog-
nizing through training the profound gap between what 
they learned and what they could feasibly deliver given 

Table 3. Within-group changes in Reported and Intended Behaviour Scale scores following intervention: A 
Wilcoxon signed-rank test

Variable Ranks n Z p-value Effect size (r)

Control group

Negative ranks 14

1.232 0.218 0.21; small effectPositive ranks 22

Ties 45

Intervention group

Negative ranks 16

4.256 <0.001 0.52;
large effectPositive ranks 52

Ties 13

Note: Effect size was calculated using rank-biserial correlation.

Figure 3. Post-intervention distribution of intended behavior scores toward individuals with mental health 
disorders among intervention and control groups 
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system constraints.18 Second, conflicting professional pri-
orities (overwhelming patient loads, competing health pro-
grams) framed mental health as an additional burden, as 
documented in resource-limited settings where workload 
compression reduces training adoption.16

Control group dynamics (Table 3) also warrant inter-
pretation: 27.2% improved (likely reflecting secular trends, 
peer discussion, or regression to the mean), 17.3% worsened 
(possibly stigma exposure without counter-narratives), and 
55.6% remained unchanged—confirming effective wait-list 
control functioning, consistent with prior meta-analyses 
showing 20–30% improvement in controls without struc-
tured intervention.19

5. IMPLICATIONS AND FUTURE DIRECTIONS

Intensive in-person training is feasible in post-conflict set-
tings. With approximately 1.6 billion people in fragile set-
tings globally facing severe mental health treatment gaps, 
this scalable model—requiring only local faculty and min-
imal equipment—can be deployed through existing infra-
structure. Task-shifting to non-specialists is viable when 
training addresses capability, opportunity, and motiva-
tion simultaneously, supporting WHO mhGAP strategies.8 
However, training must be embedded within broader sys-
tem-strengthening efforts; without concurrent improve-
ments in supervision, workload, and retention support, 
training gains are lost to attrition.

Three future research priorities incorporating explicit 
effectiveness criteria and evaluation methods are proposed: 

(i)	Behavioral translation studies with 12–24 months fol-
low-up using direct observation, standardized patients, 
and patient-reported measures to evaluate whether 
improvements in intention translate into core clinical 
behaviors, including mental health screening, appropriate 

referral, and quality of therapeutic communication.
(ii)	Sustainability and implementation studies with longer 

follow-up (≥24 months) examining persistence of prac-
tice change and key organizational moderators (e.g., 
supervision, workload, and institutional support), as well 
as cost-effectiveness and equity outcomes, using estab-
lished implementation science frameworks.

(iii)	Cluster-randomized trials across post-conflict primary 
care settings to assess scalability, contextual adapta-
tion, and patient-level outcomes, including access to 
care and symptom improvement.

5.1. STRENGTHS OF THE STUDY

Study strengths include rigorous randomization with allo-
cation concealment, minimal attrition (6.9%) balanced 
between groups, blinded outcome assessment, validated 
instrument (RIBS, α = 0.81–0.82), prospective registration 
without protocol modifications, culturally adapted inter-
vention, and transparent effect size reporting.

5.2. LIMITATIONS

Several limitations remain in this study and warrant consid-
eration. First, we measured intentions rather than observed 
practice. While intention predicts behavior adoption, the 
gap is well-documented,19 particularly in resource-con-
strained and high-pressure healthcare settings, necessi-
tating observational follow-up. The training intervention 
primarily emphasized mental health knowledge, stigma 
reduction, and attitudinal change, with limited opportuni-
ties for skills-based practice, supervision, or workplace rein-
forcement, which may have contributed to improvements 
in intention without guaranteed translation into clinical 
behavior.

Second, the three-month follow-up period is insufficient 

Table 4. Eight-session mental health training curriculum

Session number Session title Content

1 Introduction to mental health Definitions of mental health/illness; mental health determinants; facts about 
global mental health burden; awareness days

2 Overview of disorders Depression, bipolar disorder, anxiety, schizophrenia, eating disorders, grief 
disorder, and substance use disorders; symptoms and impacts

3 Understanding stigma
Definition of stigma types (public, self, structural, associative); cognitive, 
emotional, and behavioral components; stereotyping and labeling 
mechanisms

4 Stigma in the healthcare setting Manifestations of stigma in healthcare; provider attitudes’ impact on trust 
and care; diagnostic overshadowing; clinical objectivity

5 The impact of stigma Effects on diagnosis, treatment delays, and service access; consequences for 
health outcomes; barriers to effective treatment

6 The impact of stigma Individual, provider, and systemic barriers; personal and systemic effects; 
local context (Iraq/Kirkuk challenges)

7 Overcoming public and self-
stigma in healthcare

Good practices; respectful language; reducing public and self-stigma; 
communication strategies; empowerment

8 Anti-stigma campaigns and 
training

Role of education; designing campaigns and staff training; global campaign 
examples; implications for intervention
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to assess the sustainability of behavioral intention changes, 
particularly given documented high staff turnover rates 
in Iraqi primary healthcare settings (annual turnover 
18–35%). Longitudinal studies of 12–24 months are needed 
to determine whether intention changes persist, translate 
into sustained practice, and survive organizational disrup-
tions, including staff attrition, workload fluctuations, and 
supervision gaps that characterize post-conflict health sys-
tems,16 as the current follow-up is insufficient to evaluate 
long-term training effects.

Third, single-site recruitment limits direct generaliz-
ability, though focus on post-conflict settings enhances 
relevance for similar contexts. Fourth, absence of active 
attention control means observed effects may reflect both 
specific content and non-specific factors (peer interac-
tion, trainer attention), though wait-list design was ethi-
cally appropriate and post-conflict constraints precluded 
active controls. Lastly, self-report measurement carries 
social desirability risk, though anonymous administration 
and 20% negative responses suggest reasonably candid 
reporting.

6. CONCLUSION

This trial demonstrates that brief, culturally adapted men-
tal health training significantly improves PHCWs’ behav-
ioral intentions in post-conflict Iraq. The intervention 
achieved an upward shift in median intentions and a com-
pression of variability, evidencing group-level norm change 
through systematic targeting of capability, opportunity, and 
motivation. However, training represents a necessary but 
insufficient condition for practice change. For populations 
in conflict-affected regions facing severe treatment gaps, 
sustainable impact requires concurrent organizational 
strengthening, including:

(i)	The establishment of structured post-training supervi-
sion and mentoring within primary care facilities. 

(ii)	Allocation of protected time for mental health consulta-
tions within existing workload structures. 

(iii)	Implementation of motivation and retention strategies, 
such as continuing professional development credits, 
certification, and career advancement pathways. 

(iv)	Integration of mental health training into existing pri-
mary care and public health programs rather than creat-
ing parallel systems.

To translate behavioral readiness into accessible care 
and determine whether improvements in intention lead to 
patient-level benefits, future research should prioritize lon-
gitudinal observational studies with direct assessment of 
clinical practice and extended follow-up periods of 12–24 
months.
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