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Abstract 
Background/Objective: The identification of trauma and posttraumatic stress disorder and its treatment is 
critically important in contemporary society. This preliminary research aimed to investigate the effect that 
rational-emotive behavior therapy (REBT) had on trauma-specific beliefs.  
Method: This study used a randomized controlled trial design. The study participants were 182 undergraduate 
students. A self-report questionnaire which measures trauma-specific irrational beliefs was used for data collection. 
A trauma-focused REBT manual guided the group intervention. Within x Between-subjects and paired t-test 
statistic were used for data analysis.  
Results: The results show that REBT brought about a significant reduction in trauma-specific irrational beliefs 
among the students in the treatment group compared to their counterparts in the waitlist control group. Finally, the 
results indicate that the positive gains were significantly maintained by the treatment group at four months 
follow-up.  
Conclusion: The current study suggests that an REBT program can be helpful in altering trauma-specific irrational 
beliefs. The authors employed this model of psychological intervention in an African society in which trauma is 
significant. The authors demonstrated a model for evaluation and a model of intervention that appears to be of a 
significant and enduring impact as reported in this study. 
Keywords: undergraduate students, group psychotherapy, rational-emotive behavior therapy, trauma, 
trauma-specific beliefs, Nigeria, posttraumatic stress disorder 
1. Introduction  
1.1 Trauma and Posttraumatic Stress Disorder  
Several authors and researchers indicate that the recognition of trauma and posttraumatic stress disorder (PTSD) 
and its management is critically important in contemporary society (e.g. Bryant-Davis, Ellis, & Edwards, 2013; 
Cacciatore, 2007; Courtois & Ford, 2016; Giles et al., 2007; Harvey, 2007; Karatzias, Ferguson, Gullone, & 
Cosgrove, 2016; Kuriansky & Nemeth, 2013;Liotta, Springer, Misurell, Block-Lerner, & Brandwein, 2015; Lynch, 
2011; Mendelsohn, Herman, Schatzow, Kallivayalil, Levitan, & Coco, 2011; Tummala-Narra, Kallivayalil, Singer, 
& Andreini, 2012; Quiros & Berger, 2015; Wöller, 2010). According to van der Kolk (1997), trauma is the 
consequence of exposure to an unavoidably stressful occasion that engulfs an individual’s coping mechanisms. 
Quiros and Berger (2015) noted that trauma experiences are intrinsically complex and exposes victims to a wide 
array of responses that affect all facets of their lives. Trauma often leads the victims to question their beliefs whilst 
destroying their assumptions of trust (Counselling Directory, 2017). Trauma-exposed individuals exhibit feelings 
of shame, self-blame, and powerlessness, which contribute to difficulties in self-care and associating with others 
(Tummala-Narra, Kallivayalil, Singer, & Andreini, 2012). According to Horowitz (2015), traumatic events can 
result in numerous responses such as disturbances of conscious sensations that span from intrusive thoughts and 
images to emotional numbing. The most frequently used term to depict the symptoms of psychological trauma is 
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PTSD, which include distressing thoughts and maladaptive beliefs following exposure to an extremely traumatic 
event (Counselling Directory, 2017; Dawne, Shipherd, & Resick, 2010; Tran, Moulton, Santesso, & Rabb, 2016). 
PTSD can affect any person who has personally experienced a life-threatening event, witnessed the event, or learnt 
about it (American Psychiatric Association, 2013; Onana, 2016).  
Several studies from Nigeria confirm the existence of PTSD among the student population (e.g. Busari, 2014; 
Nwoga, Audu, & Obembe, 2016; Onyencho, Omeiza, & Wakil, 2014; Tagurum et al., 2014). Among a Nigerian 
sample, Busari (2014) found that the lifetime occurrence of assaultive violence was 62.5% in males and 33.6% in 
females. Busari reported that females had a higher risk of PTSD than males. Nwoga et al. (2016) showed that the 
prevalence of PTSD among university students was 23.5%. Using a sample of 351 undergraduate students, 
Onyencho et al. (2014) found a prevalence of 17.8% for PTSD. Furthermore, Tagurum et al. (2014) found that the 
personal experience of ethnoreligious violence, loss of property or means of livelihood, and death of a family 
member/friend were all significantly associated with the presence of PTSD in a Nigerian sample. The evidence 
from these previous studies suggests that PTSD is present in Nigerian student populations. However, less is known 
about the impact of any group psychotherapeutic interventions designed to assist trauma-exposed Nigerians, 
particularly, the students.  
1.1 Application of Group Therapy in the Treatment of Trauma  
Cooper, Hudson, Kranzberg, and Motherwell (2017) noted that trauma is best treated in groups since it occurs in 
both large (community, society) and small (family, couples) groups. Several authors are of the opinion that group 
therapy enables victims of trauma to connect with others who really understand what they have been through (e.g. 
Mendelsohn, Zachary, & Harney, 2007; Pearlman & Saakvitne, 1995). According to Ulman (2004), the capability 
of groups to offer support and reconnections for members is very essential for trauma treatment. Groups can also 
provide the victims a safe, nurturing and accepting atmosphere to talk about their traumatic experiences, feelings, 
and behaviors without fear of judgment from others who have not been through a similar experience (American 
Group Psychotherapy Association [AGPA], 2004). Thus, the benefits of group therapy include its effectiveness in 
provision of treatment and the potential of group members to offer social support to each other, which is crucial for 
clients who have PTSD (Brewin, Andrews, & Valentine, 2000; Committee on the Assessment of Ongoing Effects 
in the Treatment of Posttraumatic Stress Disorder & Institute of Medicine, 2012; Ozer, Best, Lipsey, & Weiss, 
2003). Furthermore, the rationale for using group therapy to assist victims of trauma is based on the need and 
benefit for them to join with others in therapeutic work when coping with victimization consequences such as 
social isolation, alienation, and diminished feelings (Foy, Unger & Wattenberg, 2004).  
In addition, groups provide an opportunity for therapists to help members understand their unrealistic and 
maladaptive thinking, defenses, and behavior as impacted by traumatic experience (Schermer, 2004). Groups 
offers unique opportunities for therapists to address the areas in which traumatized people have been the most 
affected (Klein & Schermer, 2000). The special characteristics and curative factors that groups bring in general to 
psychotherapeutic treatment also apply to the treatment of trauma (Klein & Schermer, 2000; Foy et al., 2000; 
Ulman, 2004). Groups can foster curative factors such as instillation of hope, universality, imparting of 
information, altruism, corrective recapitulation of primary family groups, development of socializing techniques, 
imitative behavior, interpersonal learning, group cohesiveness, catharsis, and existential factors among victims 
with traumatizing experiences (Behenck, Gomes, & Heldt, 2016; Diefenbeck, Klemm, & Hayes, 2014; Kageyama, 
Nakamura, Kobayashi, & Yokoyama, 2016; Rice, 2015; Santos, Oliveira, Munari, Peixoto, & Barbosa, 2012; 
Ulman, 2004; Yalom & Leszcz, 2005). Groups can help members deal with social isolation and cultural barriers 
that often occur as a result of trauma, in that it provides multiple opportunities for shared experiences, mutual 
support and validation, learning from one another, and altruism that group members can provide to one another 
(Substance Abuse and Mental Health Administration, 2012; Yalom & Leszcz, 2005). Thus, groups can be helpful 
in providing and enhancing therapy for clients suffering from PTSD.  
1.2 Efficacy of Group Therapy in the Treatment of Trauma  
Group therapy remains a popular treatment modality for trauma-exposed individuals (Heindel, 2011; Kar, 2011; 
Tran et al., 2016; Wöller, 2010).However, to our knowledge,only one Nigerian study has used group therapeutic 
intervention to successful mitigate the multiple effects of complex trauma including irrational thoughts and beliefs 
among adult participants (Eseadi, Anyanwu, Ogbuabor, & Ikechukwu-Ilomuanya, 2015). The study participants 
were 26 adult Nigerians who provided retrospective reports about their traumatic childhood experiences. It was a 
12-weeks manualized group intervention with a two-week follow-up (see Eseadi et al., 2015). Among the available 
group therapy methods, cognitive behavior therapy (CBT) approach is considered the first choice of treatment for 
PTSD sufferers due to its efficacy in alleviating PTSD symptoms arising from various types of trauma (see Beck & 
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Coffey, 2005; Cottraux et al., 2008; DuHamel et al., 2010; Hien et al., 2004; Kar, 2011; Mueser et al., 2008; 
Shemesh et al., 2011; Sijbrandij et al., 2007; Van Emmerik, Kamphuis, & Emmelkamp, 2008; Wagner, 2003; 
Zoellner, Rabe, Karl &, Maercker, 2011). Systematic reviews of effectiveness studies which compared several 
psychological treatments for traumatized individuals found that CBT was efficacious in the reduction of PTSD 
symptoms at posttreatment (Bisson& Andrew, 2007; Kar, 2011; Mendes et al., 2008). At present, trauma-focused 
CBT is recommended for managing PTSD symptoms by various treatment guidelines and expert consensus panels 
due to its evidence-based efficacy (Bisson et al., 2010; Expert Consensus Panels for PTSD, 1999; Forbes et al., 
2007; Garakani, Hirschowitz & Katz, 2004; National Institute for Clinical Excellence, 2005). These research 
outcomes, existing guidelines, and expert recommendations informed our choice of the CBT approach to assist 
Nigerian clients suffering from PTSD.  
CBT refer to a directive, time-constricted, structured treatment approach used for the treatment of a wide variety of 
mental health disorders. CBT is used to examine the links between client’s thoughts, emotions and behaviors and 
to alleviate distress by helping the client to develop more adaptive cognitions and behaviors (Fenn & Byrne, 2013). 
Thus, the principle underlying the utilization of CBT is that the client’s affect and behaviors are chiefly determined 
by the way they imagine and structure the world around them (Kar & Misra, 2008). The use of groups in CBT 
provides an opportunity for members to construct and tell their trauma narratives in the presence of witnesses, to 
give meaning to the trauma and to begin the process of mourning in the context of a supportive social environment 
(Ulman, 2004). Improvements in PTSD symptoms and changes in the behaviors of victims usually begin as soon 
as they begin to think and act more realistically and adaptively with respect to their situational and psychological 
difficulties (Kar, 2011). There are various types of CBT for PTSD, such as rational-emotive behavior therapy 
(REBT), which was the earliest type of CBT.  
1.3 Rational Emotive Behavior Therapy Group and Trauma 
REBT, created by Albert Ellis in 1955, can be applied in group therapy. According to REBT, responding to a 
traumatic life event with a set of irrational beliefs can play a key role in predicting the development of PTSD (Ellis, 
2001). REBT’s proposition is that individuals face undesirable activating events, about which they have rational 
and irrational beliefs. These beliefs can result in emotional, behavioral, and cognitive consequences. Whereas 
rational beliefs lead to functional consequences, the irrational beliefs lead to dysfunctional consequences (Turner, 
2016; Wood, Turner, Barker, & Higgins, 2017). Therefore, REBT clients are encouraged to vigorously dispute 
their irrational beliefs and to learn to develop rational beliefs, which can positively impact their emotional, 
cognitive, and behavioral responses (David, Lynn, & Ellis, 2010; Ellis, 1994; 1962; Walen, DiGiuseppe, & Dryden, 
1992). REBT groups are usually didactic, philosophical, skills-oriented, directive, experiential, and supportive in 
nature (Northwest Frontier Addiction Technology Transfer Center [NFATTC], 2004). The REBT groups can allow 
members to share problems and enable them and the group leader to give feedback and suggestions (Eseadi, 
Ezurike, Ossai, & Obidoa, 2017).  
The REBT groups are leader-centered groups, and the leader encourages rational thinking among group members, 
encourages members to act as auxiliary counselors for other members, and serves as a model for group members 
(NFATTC, 2004). Apart from concentrating on the tendencies of people to construct and create their own 
emotional difficulties, REBT group therapy fully recognizes the interactions of human thoughts, feelings, and 
actions and active-directively makes use of a variety of cognitive, emotive, and behavioral group therapy 
techniques (Ellis, 1992) in helping individuals deal with traumatizing experiences. According to Corey (1991), 
REBT is suitable for group therapy in that it allows both members and group leaders to observe individual 
members’ behavior and give feedback, provide opportunities for members to practice new behaviors involving 
risk-taking activities, do homework assignments, and experience role-playing activities. 
1.4 REBT and Trauma-Specific Beliefs 
REBT is based on the ABCDE framework, where A stands for activating events, B for beliefs, C for a range of 
psychological outcomes, D for disputation and E for efficient rational beliefs. REBT approach states that 
psychological outcomes are not created by A (the activating events), but by how an individual cognitively 
processes them (beliefs about A). REBT practitioners categorize beliefs into two major aspects, namely, rational 
beliefs (RBs) and irrational beliefs (IBs) (Addis & Bernard, 2002; Bond & Dryden, 2000; Choudhury, 2013; David, 
2014; David, Lynn, & Ellis, 2010; Ellis & Dryden, 2007; Gavit, David, DiGiuseppe, & DelVecchio, 2011; 
Koopmans, Sanderman, Timmerman, & Emmelkamp, 1994; Martin, & Dahlen, 2004; Turner, 2016). According to 
REBT experts, RBs refer to beliefs that have empirical, logical, and/or pragmatic backing. When RBs interacts 
with A, they create functional psychological consequences. On the other hand, IBs refer to beliefs that do not have 
empirical, logical, and/or pragmatic backing. When IBs interacts with A, they create dysfunctional psychological 
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consequences (David, 2014; David, Lynn, & Ellis, 2010). In other words, IBs are unrealistic thinking processes by 
which an individual interprets external events. Therefore, REBT clients are encouraged by the therapist to 
therapeutically dispute (D) their IBs, and to adopt more efficient (E) RBs (David, Lynn, & Ellis, 2010; Onyechi, 
Eseadi, Okere, &Otu, 2016). 
In this study, trauma-specific irrational beliefs are seen as dysfunctional beliefs that are caused by the experience of 
one or more traumatic situations or events. Trauma-specific irrational beliefs can be regarded as posttraumatic 
cognitions. Posttraumatic cognitions are dysfunctional trauma-related beliefs which are capable of affecting 
posttrauma adaptation (Blayney, Read, & Colder, 2016). Using an REBT approach, Hyland, Shevlin, Adamson, 
and Boduszek (2013) examined the role of trauma-specific irrational beliefs in the prediction of posttraumatic 
stress responses, while controlling for a range of important sociodemographic factors, in a sample of 313 
trauma-exposed military and law enforcement personnel. The authors found that trauma-specific irrational beliefs 
significantly predicted belonging to the group reporting strong symptoms of PTSD rather than belonging to the 
group reporting mild symptoms of PTSD. In a recent study, Hyland, Shevlin, Adamson, and Boduszek (2015) also 
showed that an REBT-based model provided a satisfactory model fit and explained 89% of the variance in 
posttraumatic stress symptomatology, and general-level irrationality indirectly affected posttraumatic stress 
responses through a set of trauma-specific irrational beliefs. The binary logistic regression results also showed that 
trauma-specific beliefs significantly predicted belonging to the group reporting strong symptoms of PTSD 
compared to those reporting mild symptoms of PTSD. A total of 313 trauma-exposed military and law 
enforcement workers participated in the study and were categorized into two groups based on the intensity of 
reported PTSD symptomology.  
Several studies indicate that exposure to traumatic events can result in significant distortions in an individual’s 
beliefs about himself, others, and the world in major areas like safety, control, trust, intimacy, and esteem (e.g. Foa 
et al., 1999; Kaysen, Scher, Mastnak, & Resick, 2005; McCann, Sakheim, & Abrahamson, 1988; Messman-Moore 
& Resick, 2002; Owens & Chard, 2001; Owens, Pike, & Chard, 2001; Wenninger & Ehlers, 1998). According to 
Kira (2001), a person’s belief system about life, death, and destiny adds to regulating the processing of traumas and 
managing the terrors activated by them. Thus, a traumatized individual may become a suicide bomber if he 
develops a specific belief system concerning death, life, and destiny that justifies this action. On the contrary, such 
an individual can cope in a different and helpful way with his trauma using different belief systems about life, 
death, and survival. In this regard, Orosa, Brune, Huter, Fischer-Ortman, and Haasen (2011) stated that belief 
systems serve as coping factors for traumatized individuals. According to Orosa et al. (2011), traumatized 
individuals who had strong belief systems demonstrated better improvement in therapeutic process, and their 
preceding level of traumatization did not impede the effectiveness of the therapeutic assistance given to them. 
According to Substance Abuse and Mental Health Services Administration (SAMHSA) (2014), the effects of 
trauma on an individual may depend on a number of factors such as characteristics of the individual, the type and 
characteristics of the event, the meaning of the trauma, and sociocultural factors. 
1.5 Cultural Considerations in Trauma-specific Beliefs 
Given that Nigeria is a multicultural society, many individuals frame their reactions to trauma based on collectivist 
cultural beliefs, practices, and local vocabularies of distress symptoms (see Erinosho 2015; Omololu, Ogunlade, 
&Alonge, 2002). Many Nigerians might view trauma from a sociocultural lens that will likely lead to the creation 
of an adaptive or maladaptive cultural meanings of traumatic events. Some of the factors which may determine the 
way Nigerian people understands trauma include familial and cultural norms, mores, beliefs, values, and practices, 
religion, gender orientation, extent of acculturation, level of social support, social network, ethnicity, 
socioeconomic status, family types, and level of literacy among others (Anugwom & Anugwom, 2016; Anum, 
Zawua, & Sar, 2016; Dada-Adegbola, 2004; Jegede, 1981; Lasebikan, Owoaje, & Asuzu, 2012). Oluwabamide, & 
Umoh, 2011). Historically, in our cultures, many individuals also frame their reactions to trauma within the context 
of religion, with clergies, priests, diviners and herbalists interpreting the causes and meanings of traumatic events, 
while also serving as trauma-informed traditional healers (Ademuwagun, 1969; Dada, Yinusa, & Giwa, 2011; 
Herbert & Forman, 2010; Jegede, 1981; Oluwabamide & Umoh, 2011; Osuji, 1993; Oyebola, 1980; Udosen, Otei, 
& Onuba, 2006). Since culture-related beliefs could be possible antecedents of mental illness, the need for cultural 
sensitivity in healing trauma cannot be overemphasized (Cooper et al., 2017; Erinosho, 2015; Eseadi & 
Ikechukwu-Ilomuanya, 2015). According to Cooper et al. (2017), treatment can be successful when therapists are 
open to non-traditional approaches and learn from the practices of other cultures.  
From an REBT perspective, according to David and DiGiuseppe (2010), RBs and IBs derive from our 
social-cultural environment. That is, the environment infuses rational and/or irrational meanings into our 
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understanding of us and the world. Therefore, the human mind comprises mainly of representations of 
social/cultural information (e.g., RBs and IBs) and representations. In this regard, a person exposed to an 
environment rich in IBs will probably endorse IBs, while a person exposed to an environment rich in RBs will 
mostly endorse RBs. Thus, people become rational and irrational largely due to their education and learning 
history and the social/cultural environment they live in (David & DiGiuseppe, 2010). If so, it is possible that these 
beliefs might be quite different in the Nigerian sample as compared to other samples used in previous research of 
REBT and PTSD. However, Dryden, David, and Ellis (2010) argued that disturbance-creating IBs that are present 
in one’s society could also be present in other social and cultural groups. Conversely, one can infer that RBs 
present in our society might also be present in other sociocultural groups.  
Therefore, REBT therapists need to be familiar with the clients’ culture, being able to know whether they identify 
with collectivist or individualistic perspectives. Also, recognizing clients’ “social legacy” and their “social 
narrative” is important (Volkas, 2014). The social legacy is the instruction parents pass on to their offspring about 
how to get along in the world (Cooper et al., 2017). The social narrative is the story behind the teaching. For 
instance, a story of communal defeat or triumph (Cooper et al., 2017). This is feasible given that societies bond 
around a “chosen trauma” or “chosen glory” (Mojovic, 2011). According to Nicolas, Arntz, Hirsch, and 
Schmiedigen (2009), therapists have to be open to leaving their offices and modifying treatment in order to 
reconnect clients with their supportive community.  
1.6 Developmental Processes within the Context of Trauma  
The importance of highlighting ongoing developmental processes within the context of trauma cannot be 
overemphasized in this population. According to SAMHSA (2014), how traumatic event(s) affects a person is also 
dependent on developmental processes. As a result, each age group is susceptible in distinctive ways to the stresses 
of a traumatic event. Early adults may display depression and social withdrawal, increased risky activities such as 
sexual acting out, rebelliousness, yearning for revenge and action-oriented reactions to trauma, sleep and eating 
disturbances (Hamblen, 2001). In this regard, SAMHSA (2014) also noted that common upheavals observable in 
trauma-exposed individuals who are in their early adulthood stage include sleep problems, increased agitation, 
hypervigilance, isolation or withdrawal, and increased use of alcohol or drugs. According to the American 
Psychological Association Presidential Task Force on Posttraumatic Stress Disorder in Children and Adolescents 
(2008), many of the debilitating responses displayed by such individuals who have been exposed to traumatic 
events may include development of new fears, sleep disturbance, nightmares, sadness, loss of interest in normal 
activities, reduced concentration, decline in schoolwork, anger, somatic complaints and irritability. The 
individual’s ability to effectively function in the family, peer group, or school may be impaired due to these 
symptoms.  
1.7 Study Objective and Hypotheses 
To our knowledge, interventional studies on the effect of an REBT program on trauma-specific beliefs of 
traumatized individuals in the Nigerian setting is limited, despite increasing research evidence on the 
consequences of exposure to traumatic situations and events. Therefore, the main objective of the current study 
was to examine the effect of an REBT program on trauma-specific irrational beliefs in a sample of undergraduate 
students in tertiary institutions in Southeast Nigeria. This was considered necessary given that the unhelpful 
consequences of trauma go beyond the healthcare system to educational sectors (Sypniewski, 2016). It was 
hypothesized that an REBT program would lead to a reduction in trauma-specific irrational beliefs in this student 
sample. Finally, the study hypothesis aimed to verify whether the treatment group would sustain the effects at 
follow-up. 
2. Method 
2.1 Ethical Approval 
The approval for carrying out the present study was granted by the Research Ethics Committee, Faculty of 
Education at the University of Nigeria, Nsukka. The participants’ written informed consent was obtained after 
explaining the aim of the research to them. The authors adhered to the guidelines for research with human 
participants by the American Psychological Association (2010). 
2.2 Participants 
This study was conducted using a sample of 182 traumatized undergraduate students in public tertiary institutions 
(i.e., higher education institutions which include universities, polytechnics, monotechnics, and colleges of 
education) in Southeast Nigeria who met the study inclusion criteria. The inclusionary criteria for the study were as 
follows: being a student in a tertiary institution situated in southeast Nigeria, being able to understand and speak 
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Igbo language, having an extreme level of trauma-specific irrational beliefs based on categorization of 
traumatization in previous studies (Brune et al., 2002; Orosa et al., 2011), having experienced, witnessed or heard 
of one or more of the following traumatic events, such as the sudden death of a family member/friend, a fatal 
accident or injury, a natural disaster such as a flood, childhood sexual or physical assault/abuse, rape, childhood 
neglect, ethno-religious crisis, combat exposure, or torture. Any potential participant who did not meet all of the 
inclusionary criteria was excluded from the study. 
The statistical power of 0.93, which was considered enough for sample determination, was achieved using 
GPower 3.1 software (Faul, Erdfelder, Lang, & Buchner, 2007; Faul, Erdfelder, Buchner, & Lang, 2009). Thus, the 
sample size was computed as a function of the required significance level (α = .05), the desired power (1 – β = 
0.93), and the estimated effect size in the population (f² = 0.21). The mean age of the REBT group was 23.07years, 
SD = 3.57, while that of the control group was 23.33years, SD = 4.82. Of the 182 participants who took part in the 
study, those in the REBT group comprised 56 (30.8%) male participants and 34 (18.7%) female participants, while 
the waitlist control group comprised 59 (32.4%) male participants and 33 (18.1%) female participants. All 
participants were of Igbo ethnic origin.  
2.3 Measure 
2.3.1 Trauma-Specific Beliefs Questionnaire (TBQ) 
This is a 25-item questionnaire developed by the authors, specifically for this study based on previous studies on 
belief systems, trauma-specific events and experiences of traumatized individuals (Bride, Hatcher, & Humble, 
2009; Davidson & Colket, 1997; Dawne, Shipherd, & Resick, 2010; Horowitz, Wilner, & Alvarez, 1979; Hyland 
et al., 2015; Hyland, Shevlin, Adamson, & Boduszek, 2013; Kira, 2001; Kira et al., 2008; Tedeschi & Calhoun, 
1996; Vogt, Shipherd, & Resick, 2010). To develop the TBQ, the researchers followed the guidelines for test 
construction and adaptation (Dawne, Shipherd, & Resick, 2010; Jackson, 1971; Nunnally, 1978). The TBQ 
assesses participants’ exposure to, and level of, irrationality and/or rationality regarding trauma-specific events or 
situations. The TBQ assesses the participants’ beliefs and experiences that are trauma-based in the REBT approach. 
Sample items include, “It is awful to lose a loved one suddenly to death. I can’t stand it,” “I must stay away from 
other people because they are very dangerous,” “It is a terrible thing to depend on humans when in trouble,” and “It 
is worthless living in this threatening world”. The TBQ uses a 5-point scale ranging from completely disagree (1) 
to completely agree (5). The minimum score is 25 and the maximum score is 125. Higher scores indicate more 
extreme levels of trauma-specific irrational beliefs. The reliability of the TBQ using the data obtained from the 
current study participants is shown in Table 1. The content and face validity of TBQ was checked by three experts 
in psychiatric science and two experts in educational research and statistics. These validators had doctoral degrees 
in their areas of specialization. 
 
Table 1. Factor loadings, means, and standard deviations of each item  

Items Mean SD Skewness Kurtosis 
Factor Loading 

Cronbach’s α 
1 2 3 

Item 1 3.19 1.59 -.241 -1.43 .934               .916 

Item 2 2.94 1.38 -.076 -1.10 .920   .918 

Item 3 3.26 1.57 -.337 -1.37 .918   .917 

Item 4 2.84 1.40  .037 -1.19 .917   .917 

Item 5 2.78 1.39  .239 -1.22 .917   .916 

Item 6 3.20 1.59 -.213 -1.47 .903   .918 

Item 7 2.86 1.58 -.013 -1.59 .895   .915 

Item 8 3.16 1.54 -.285 -1.40 .884   .917 

Item 9 3.31 1.37 -.309 -.983 .864   .918 

Item 10 3.21 1.64 -.220 -1.61 .817   .917 

Item 11 3.59 1.19 -.117 -1.28  .971  .919 

Item 12 3.77 1.02 -.166 -.745  .927  .919 

Item 13 3.81  .99 -.304 -.486  .898  .919 
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Item 14 3.87  .95 -.138 -1.20  .876  .918 

Item 15 3.96 1.02 -.513  -.530  .855  .920 

Item 16 3.73 1.02 -.138 -.726  .855  .920 

Item 17 3.72 1.00 -.037  -1.20  .854  .920 

Item 18 3.58 1.22 -.212 -1.23  .822  .918 

Item 19 3.98  .94 -.171 -1.43  .796  .921 

Item 20 3.77 1.13 -.420 -.925  .737  .919 

Item 21 3.89 1.06 -.490 -.835  .637  .919 

Item 22 4.31  .79 -.743 -.638   .863 .921 

Item 23 4.48  .77 -1.71 -.361   .828 .922 

Item 24 4.50  .69 -1.04 -.182   .756 .922 

Item 25 4.21  .99 -1.16 .545   .682 .919 

KMO Measure of Sampling Adequacy. .924  

                Overall Cronbach’s α   .922 

                Bartlett’s Test of Sphericity, p-values  < 0.001  

 
2.4 Procedure 
Pretest, posttest, and follow-up assessments were administered to two study groups (experimental and waitlist 
control). At the onset, we displayed information about the research on bulletin boards in tertiary institutions within 
the study area. We further advertised the intervention in students’ social and religious gatherings, as well as 
students’ association meetings for up to three months. At baseline (pretest), a total of 278 undergraduate students 
who indicated that they had experienced or witnessed one or more traumatic events in focus group discussions 
were invited by the researchers, and their levels of trauma-specific irrational beliefs were measured using the TBQ. 
A total of 182 undergraduate students who first met the study criteria were selected for participation in the study. A 
computer-generated random list that was created by random allocation software was used for the allocation of 
participants (Saghaei, 2015). 90 participants were allocated to the experimental group and 92 participants were 
allocated to the waitlist control group by means of this simple randomization as in Ogbuanya et al. (2017a, 2017b).  
Two of the researchers who are mental health counselors, group REBT practitioners, and counselor educators 
delivered the trauma-focused REBT intervention in group sessions which were attended in small groups of 8-10 
participants. A trauma-focused REBT program manual developed by the researchers guided the intervention. All 
the participants in the experimental and waitlist control groups completed the TBQ posttest. We conducted 
follow-up assessment after four months for the treatment group participants. According to Eseadi, Obidoa, 
Ogbuabor, and Ikechukwu-Ilomuanya (2017), a waitlist control group is used as an untreated comparison group 
during an interventional study, but afterward, receives the treatment intervention. Thus, the waitlist control group 
participants in the current study were scheduled to start the trauma-focused REBT intervention immediately it 
ended for the treatment group. 
2.5 Intervention 
2.5.1 Trauma-focused REBT Treatment Manual 
The trauma-focused REBT program manual was developed by the researchers specifically for this study to enable 
them to increase participants’ awareness of their trauma-specific irrational beliefs and to aid the traumatized 
participants in overcoming these irrational beliefs. The trauma-focused program also aimed to build the 
participants’ resilience and hardiness against traumatic events and posttraumatic cognitions. To develop the REBT 
manual, the authors followed existing guidelines for reporting behavioral interventions including the Standards for 
Quality Improvement Reporting Excellence (SQUIRE; Davidoff et al., 2008), Template for Intervention 
Description and Replication (TIDieR; Hoffmann et al., 2014), and the theory-based intervention development 
process by Heath, Cooke and Cameron (2015). Following the procedures described in these guidelines helped to 
ensure fidelity to the model and that the treatment that was delivered was the treatment intended.  
During the development of the trauma-focused REBT program, the researchers adapted the techniques associated 
with earlier REBT-based manuals, trauma-focused group intervention modules and practice guidelines for group 
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psychotherapy (American Group Psychotherapy Association Science to Service Task Force, 2007; Aronson & 
Kahn, 2004; Beck, 2004; David, Kangas, Schnur, & Montgomery, 2004; Eseadi, Anyanwu, Ogbuabor, & 
Ikechukwu-Ilomuanya, 2015; Foy, Unger, & Wattenberg, 2004; Layne, Murray, & Saltzman, 2004; Rice, 2004; 
Sypniewski, 2016; Ulman, 2004) to aid participants in the modification of their trauma-specific beliefs and 
posttraumatic cognitions. Thus, the program involved the application of various therapeutic techniques, such as 
disputation, reframing, cognitive rehearsal, use of rational self-talk, use of traditional humorous songs, Socratic 
questioning and role-play. The intervention also consisted of direct teaching about the application of cognitive 
restructuring, relaxation, and desensitization techniques of REBT for the management of trauma-specific beliefs 
and emotions. The program consisted of ten home-based assignments given at the end of each therapeutic session. 
Overall, the trauma-focused program consisted of 20 therapeutic sessions of 80 minutes held over ten weeks, and a 
two-week follow-up was conducted after four months.   
Cultural adaptations considered important in the delivery of this intervention were made. For example, at the start 
of therapy, the group leader uses a Nigerian proverb to reiterate the rule of confidentiality by saying “what is the 
heart of each member should not go beyond our neck,” meaning members should learn and/or be able to keep all 
that each member shared in the group session secret.  
According to Mulago in Magesa (1997), the life of a person can be grasped as it is shared. This worldview is also 
shared by majority of Nigerians. Also, a Nigerian language (Igbo) was used intermittently to better clarify certain 
points during therapy sessions. Furthermore, Nigerian traditional humorous songs considered culturally relevant to 
the intervention were used to help the participants. During each session, cultural factors influencing individual 
participants’ interpretation of their traumatic experiences and posttraumatic cognitions were considered. 
According to Herbert and Forman (2010), an understanding of such cultural factors is important when treating 
clients' posttrauma and helping them in a culturally responsive manner.  
The content of this manual was validated by three REBT practitioners with expertise in trauma-informed care and 
counseling and are familiar with Nigerian culture through expert-consensus validation procedure as used in 
previous studies (e.g. Eseadi, Anyanwu, Ogbuabor, & Ikechukwu-Ilomuanya, 2015). The three REBT experts 
cross-checked the relevance and appropriateness of content of the program in terms of the group phases, activities, 
session goals and specific techniques. Their constructive comments were addressed by the researchers in terms of 
the agreement among them, and the revised version was returned to each of these experts for their final comments 
and review. Each of these REBT experts holds a doctoral degree in counseling studies.  
2.6 Design and Data Analysis 
This study used a randomized controlled trial design. We conducted Within x Between-subjects ANOVA with 
control vs. treatment as the between factor and time (pretreatment vs. posttreatment) as the within factor. This 
analysis gave results on three (3) sources of variance: main effect of treatment, main effect of time (pretreatment vs. 
posttreatment), and the time x group interaction effect. In this regard, the eta squared (η2) was reported as effect 
size measure. Given that we did not follow-up with the control group, we performed paired t-test analysis to 
determine whether the posttest and follow-up assessment scores differed between the students in the treatment 
group and/or whether the positive changes were sustained. Because of the t-test statistic, we calculated the Cohen's 
d, with magnitudes of effect sizes interpreted as follows: small (d ≥ 0.20), medium (d ≥ 0.50), and large (d ≥ 0.80) 
(Cohen, 1988). Before analysis, we screened for missing values and assumptions violation with the help of SPSS 
20 (IBM Corp., 2011).  
3. Results 
 
Table 2. Participants’ scores by treatment condition and time 

N=number of participants; M=mean; SD=standard deviation; CI=confidence interval; η2=eta squared; *Significance value from 
ANOVA test; **Significance value from t-test; dCohen’s d. 

Assessment Group  N M SD 95% CI Significance Effect size 

Pretreatment Treatment  90 95.30 13.0 93.67–101.71 .403* .012η2 

Waitlist control  92 97.68 8.90   

Posttreatment Treatment  90 52.97 5.56 94.35–99.19 <.001* .814η2 

Waitlist control  92 98.71 9.29   

Follow-up Treatment 90 51.48 6.91 48.95–54.02 <.001** .502d 
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Table 2 shows the results for the participants in the treatment group compared to the waitlist control group. With 
the TBQ, the results of the ANOVA test showed that there were no baseline differences in trauma-specific 
irrational beliefs between participants in the treatment and waitlist control conditions, F(1, 181) = .708, p = .403, 
η2 = .012. The ANOVA test conducted also revealed the main effect of treatment group, main effect of time 
(pretreatment vs. posttreatment), and the interaction effect. As measured by TBQ, we observed significant main 
effect of treatment group, F(1,181) = 141.15, p < .001, η2 =.702. The results revealed that main effect of time 
(pretreatment vs. posttreatment) on trauma-specific beliefs was significant, F(1, 181) = 261.909, p < .001, η2 

= .814. (see Table 2). With the TBQ, our ANOVA results showed that time x group interaction effect for 
trauma-specific irrational beliefs was significant, F(1, 181) = 238.99, p<.001, η2 = .799. Figure 1 is a graphical 
presentation of this time x group interaction effect (see Figure 1). The paired sample t-test analysis of the 
intervention group’s posttreatment scores, t(89) = 4.768, p < .001, d = .502, was also significant, which is an 
indication of the REBT program’s sustainability effect on trauma-specific irrational beliefs over time (see Table 2). 
 

 
Figure 1. Time x Group interaction effect  

 
4. Discussion 
The aim of the present study was to investigate the effects that an REBT program had on trauma-specific irrational 
beliefs in a sample of undergraduate students in tertiary institutions in Southeast Nigeria. It was found that REBT 
brought about a significant decrease in the trauma-specific irrational beliefs of the students in the treatment group 
compared to those in the waitlist control group. Furthermore, the results showed that the positive gains were 
significantly sustained for the treatment group at four months follow-up. Our results support the assertion that 
clients who engage in an REBT program are able to dispute and overcome their irrational beliefs (Ellis, 1994; 1962; 
Walen, DiGiuseppe, & Dryden, 1992). Our results also support a recent study in which the technique of the REBT 
model has been successful in mitigating the multiple effects of complex trauma including irrational thoughts and 
beliefs (Eseadi, Anyanwu, Ogbuabor, & Ikechukwu-Ilomuanya, 2015). 

Targeting and modifying trauma-specific irrational belief systems is an important area of trauma research that 
requires attention in the therapeutic treatment of traumatized individuals. Hyland et al. (2015) observed that 
general-level irrationality influences PTSD responses through a set of trauma-specific irrational beliefs. Thus, 
REBT practitioners need to focus on employing evidence-based strategies for identifying and challenging clients’ 
trauma-specific dysfunctional beliefs and constructing more adaptive beliefs, emotions, and behavior. REBT 
practitioners must realize that a client’s response to a traumatic life event with a set of irrational beliefs may play a 
critical role in predicting the progression of PTSD (Ellis, 2001), and thus provide an insight into what kind of 
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REBT treatment process will be suitable for traumatized clients considering the different facets of the irrational 
beliefs of people suffering from PTSD. Given that the unhelpful consequences of trauma go beyond the healthcare 
system to educational sectors (Sypniewski, 2016), trauma-focused interventions based on the principles and 
practice of REBT are also very much warranted to assist those students and their families who have experienced 
one or more traumatic situations both in Nigeria and in other countries. Besides, in a recent study, Orosa et al. 
(2011) reported that traumatized individuals who had strong belief systems demonstrated better improvement in 
therapeutic process, and their preceding level of traumatization did not hamper the efficacy of the therapeutic 
assistance given to them. 
Furthermore, trauma can negatively affect an individual’s belief systems about the self, the world, and the future, 
but cultural context has a role to play in determining how well the individual is affected (SAMHSA, 2014). 
Therefore, in order to treat victims of trauma in future studies using the REBT approach, it is important to be 
familiar with their culture. More culturally responsive efforts should be directed at adaptation of 
culturally-appropriate contents and themes to facilitate the healing process of traumatized individuals in group 
therapy. For instance, their “social legacy” and their “social narrative” (Volkas, 2014) should be adapted into an 
REBT-based group intervention. The social legacy is the prescription parents pass on to their children about how to 
get along in the world. Some examples are: don’t deviate from the norm, hate our enemy, take revenge, be happy, 
find what is self-fulfilling, love your enemy, and make the world a better place (Cooper et al., 2017). The social 
narrative is the story behind the prescription. For instance, a story of communal defeat or victory (Cooper et al., 
2017). This is possible given that societies bond around a “chosen trauma” or “chosen glory” (Mojovic, 2011). 
Social legacies and social narratives should be clearly conveyed in the group therapy. Above all, community needs 
to be considered. That is, therapists have to be open to leaving their offices and adapting treatment in order to 
reconnect clients with their supportive community (Nicolas, Arntz, Hirsch, & Schmiedigen, 2009). 
4.1 Limitations  
In spite of the positive outcomes, this study has some limitations. The study sample size consisted of only 
undergraduates in tertiary institutions in Southeast zone of Nigeria. Future research should include samples of 
undergraduates in various specialties. This will help researchers to determine whether the findings are 
generalizable to undergraduates in the different specialties. Furthermore, lack of data on the moderating effect of 
certain demographics of the study participants such as gender, marital status, age, religiosity, and place of 
residence, socioeconomic status also limits the contribution of this study. Future research should, therefore, 
investigate the moderating role of participants’ demographics, such as their gender, marital status, age, religiosity, 
place of residence, and socioeconomic status on trauma-focused REBT program outcomes and posttraumatic 
cognitions.  
Another limitation is that the effect of the REBT program was assessed using a measure (i.e., the TBQ) which is 
newly developed and has not been widely validated. We suggest that future research should make use of 
clinician-rated validated measures. There is also need to consider sociocultural factors and living conditions of 
trauma victims as they could impact on their recovery (see Orosa et al., 2011). Given the evidence on the role of 
irrational beliefs in posttraumatic stress responses (e.g. Hyland et al., 2015), REBT clinicians should take 
cognizance of context-specific variants of the irrational belief process while working with traumatized individuals. 
A more indirect, yet reliable estimate for the effectiveness of the treatment would be testing whether this program 
would have an effect on the levels of resilience and cognitive hardiness of individuals, which has been stated to be 
crucial for the treatment of trauma. The authors suggest that future studies should use a measure of depression or 
anxiety in order to test the effectiveness of the treatment. 
In addition, not measure of PTSD symptoms and/or severity was used, so the benefits of REBT in the treatment of 
PTSD can only be inferred. The group leaders are also the evaluators of the study introducing a potential for bias. 
But evidence suggests that competent therapists produce better outcomes (Barber et al., 1996, 2006; Kuyken & 
Tsivrikos, 2009). Another major limitation is that the scale’s construct validity had never been tested. However, the 
results of the study point to some evidence of construct validation inasmuch as the scores improved as a result of 
intervention. Another major limitation of this study is that we had the waitlist control group do nothing. Thus, 
some experts may argue that the results of the study could be simply explained by the several weeks of intense 
contact with the treatment group and the participants figuring out what the researchers were looking for. The 
current study is also limited because even if the waitlist control was scheduled to receive the treatment at a later 
date, the results of such treatment are not presented.  
Another limitation is the lack of any data on homework that is relevant to the outcome. Every member of the group 
completed the cognitive homework, however, there was no subjective evaluation of the treatment effectiveness. 
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Nevertheless, the study can be viewed as a preliminary approach to introduce a model of psychological 
intervention in this area of high need. This very preliminary approach enabled the authors to provide this brief 
report regarding the effectiveness of an REBT group therapy on reduction of trauma-specific beliefs. Other 
limitations are group size and lack of information about attendance. Finally, we did not test whether there are any 
statistically significant differences between the treatment and control groups in terms of demographic differences 
or drop-out. Future researchers are encouraged to address the limitations of the current report.  
5. Conclusion 
This study of the impact of REBT treatment offers a useful initial investigation of how REBT can be used to alter 
trauma-specific beliefs. Specifically, the study examined the effectiveness of an REBT program on the reduction of 
undergraduate students’ trauma-specific irrational beliefs. Based on the findings of the current study, the 
researchers concluded that the REBT program offered to the undergraduate students in Nigeria significantly 
decreased their trauma-specific irrational beliefs, relative to a waitlist control group. Overall, an REBT program 
can be helpful in altering trauma-specific irrational beliefs among undergraduate students in Nigeria. We hope that 
the report will add to the extant literature on emerging flexibility in group work, especially in developing countries 
such as Nigeria. Further clinical assessments with student populations are warranted. 
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