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ABSTRACT
 Background: The Whole School, Whole Community, Whole Child (WSCC) model promotes collaboration between health and education sectors to enhance student well-being and academic success. Despite its potential benefits, implementation remains limited in many Nigerian schools.
Objective: To explore stakeholders' knowledge, preparedness, and perceived challenges regarding the implementation of the WSCC model in Ife Zonal Educational District, Osun State.
Methods: An exploratory qualitative study was conducted among stakeholders including teachers, principals, parents, school health personnel, and programme coordinators. Twenty-four participants were purposively selected. Data were collected through two focus group discussions and analyzed using thematic content analysis.
Results: Seven major themes and twenty-seven codes emerged from the analysis. Findings revealed poor awareness of the WSCC model among stakeholders. Major barriers included inadequate infrastructure, weak policy implementation, limited monitoring systems, language barriers, and insufficient stakeholder collaboration. Participants recommended capacity building, policy development, community engagement, and incorporation of WSCC concepts into educational curricula.
Conclusion: Stakeholders recognized the importance of holistic school health despite limited knowledge of WSCC. Strengthening policies, training, monitoring mechanisms, and multi-sectoral collaboration are critical for successful implementation.
Keywords: WSCC Model, School Health, Stakeholders, Implementation, Community Participation, Nigeria.
  
I. INTRODUCTION
Background of Study
Globally, school health program has attracted much attention over two decades ago, in addressing various issues pertaining to school age children, it fosters physical, mental, and social wellbeing of the child through coordinated policies, health services, and strong partnerships with families and communities (Centers for Disease Control and Prevention [CDC], 2021; Schwartz et al., 2022).  One of the importance and globally acceptable school health program is Whole School, Whole Child, Whole Community (WSCC) model.  
Whole School, Whole Child, Whole Community (WSCC) model is a novel contemporary and comprehensive school health program that aims at improving both educational and health outcomes in school settings. WSCC model was developed through a collaboration between the Centers for Disease Control and Prevention (CDC) and the Association for Supervision and Curriculum Development (ASCD).  WSCC model builds on the already traditional coordinated school health approach through the incorporation of ten interrelated components. Despite the significance of the model, its implementation has been faced with various challenges. These ranges from lack of policy guidelines for implementation, poor infrastructure, inadequate personnel and lack of awareness (CDC, 2024; Slade & Griffith, 2019; Murray et al., 2020).
Empirical evidence shows that implementing WSCC model can improve   health and academic outcomes by fostering deeper collaboration, strengthening community engagement. However, studies also highlight implementation constraints including model complexity, limited resources, reactive policy structures, and the need for dedicated leadership and planning (Akinola & Akinnubi, 2025). In Nigeria, the National School Health policy was aligned with global school health policy frameworks through the application of the Focusing Resources on Effective School Health (FRESH) initiative of WHO, UNICEF and other bodies.
Problem Statement
There remains a significant gap in the literature concerning stakeholders’ knowledge and perceptions of the WSCC model, particularly in contexts outside high-income countries where the framework was originally developed and studied. Without adequate understanding of stakeholders’ baseline knowledge and attitudes, school health interventions may be poorly implemented or unsustainable, thereby limiting the potential impact of the WSCC model on students’ holistic development. Therefore, this study seeks to address this gap by developing a context specific guideline for implementation of WSCC (CDC, 2021).
Despite the significance of the model, its implementation has been faced with various challenges. These ranges from lack of policy guidelines for implementation, poor infrastructure, inadequate personnel and lack of awareness. the implementation of the program. Such challenges include uneven distribution across the society, limited policy support, inadequate resources, and low awareness among the stakeholders (CDC, 2024; Slade & Griffith, 2019; Murray et al., 2020). In Nigeria, several school health and child health policy have been documented and targeted only on specific interventions. Some of these programs are shallow with poor knowledge and among teachers (Thecla et al., 2022). There is a sparse and fragmented literature on WSCC model implementation in underdeveloped states with inconsistency on the implementation of across states because of shortages of trained human resources, and infrastructure deficits, limited availability of essential resources (Salisu eta al, 2025). Despite this policy framework, implementation in many states has remained inconsistent and weak (Akinola & Akinnubi, 2025).  
Significance of the study
This study would contribute to the existing body of knowledge on parental and community collaboration on implementation, particularly in the context of WSCC implementation in Nigeria. As it would enlighten the stakeholders about their roles and advantages of collaboration towards the achievement of the optimal health and academic success.  
Aim and Objectives
Aim of the study
The aim of this study is to explore the knowledge of stakeholders on implementation of Whole School Whole Child Whole Community (WSCC) 
Objectives of the study are to:
1. explore the knowledge of the stakeholders about implementation of WSCC
2. explore the preparedness of the stakeholder to implement components of WSCC 
3. assess the perception of the stakeholders on challenges to implementation of WSCC components 
II. METHODOLOGY
A. Research Design:
B. This is an exploratory study of the knowledge, preparedness and challenges of the stakeholder on implementation of WSCC in Ife Zonal Educational District Osun State
B. Study Area
(Add description of Ife Zonal Educational District)
C. Population:
The population considered for this study were teachers, principals, school health personnels, program coordinator and parents involved with school health services of students in public secondary schools in Ife Zonal Educational District of Osun State.
D. Inclusion and Exclusion Criteria:
Inclusion criteria: Participants were included in this study based on their relevance with school health services such as:
1. Parents of the pupils enrolled in the selected schools 
2. School Health personnel, Program coordinator
3. Basic Science teachers, Counsellors, Physical and Health Education teachers in the selected schools and principal of secondary schools.
Exclusion criteria: Participants were considered in eligible for the study based on: 
1. Basic Science teachers who are currently on leave 
2. Teachers with less than one year teaching experience in the subject listed. 
3. Parents whose children or ward are enlisted in the school for less than one academic session
E. Sampling Technique and Sample Size:
Criterion Based Purposive sampling method was used to recruit 24 sample among the stakeholders who are well informed and involved in the school health activities 
F. Data Collection Instrument:
 Qualitative data was collected using a 7-item focus group discussion guide 
G. Trustworthiness:
H. To ensure the methodological rigor of developing guidelines for the implementation of the Whole School, Whole Child, Whole Community (WSCC) model. The researcher adopted the following approaches (Polit & Beck, 2021). The following qualitative criteria: Credibility by ensuring that the findings accurately represent the perspectives and experiences of participants. (Patton, 2002; Yin, 2014); Dependability: Paying careful attention to objectives and selection of participants (McLeod, 2024). Transferability: Rich description of the study setting, participant categories, and the socio-cultural context of Ife Zonal Educational District (Sinha et al., 2024). And confirmability: Through reflexive documentation, preservation of an audit trail, and systematic coding of the data so that the findings reflected participants’ views (Tariq, 2025).
H. Data Collection Procedure:
After obtaining ethical approval for the study from the Babcock University Health Research Committee with number 943/24. The researcher collected permission from Osun State Teachers Service Commission. Furthermore, the researcher collected permission from the school authorities and the Parents Teachers Association (PTA) where the participants were recruited.  
Procedure for data collection:
Two (2) focus group discussions were conducted, twelve participants were recruited for each of the focus group discussion, but ten participants were present during each discussion.  The researcher moderated the discussions while a recorder operated the recording garget. Open-ended questions were asked by the researcher and participants had opportunity to express themselves freely in the language of their choice. The participants expressed themselves in English language. Each of the participants was encouraged to take number which they mentioned while expressing themselves for easy analysis. Data collection s was stopped when there was no newer information given by the participants.    
I. Data Analysis:
 Data generated for this study was analysed by using qualitative content analysis.  
 J. Ethical Considerations:
The conduct of this study was guided by fundamental ethical principles which includes:  
· Ethical approval was obtained from BUHREC number 943/24.  
· Approval was also collected from Teaching Service Commission in Ife zone and the principals of the schools selected. 
· Each of the participants was given detailed information about the aim of the study, their right to participate in the study, their right to ask questions, and to withdraw at any time. 
· Each of the participants gave consent to participate in the study. 
· Respect for Persons (Autonomy): The researcher respected and recognized the autonomy and dignity of all participants.  
· Beneficence: The researcher maximizes potential benefits while minimizing possible harm. The researcher ensured that study had positive contribution with positive educational and health outcomes. 
· Non-Maleficence: The researcher ensured that all instruments (e.g., questionnaires or interview guides) were non-invasive, culturally appropriate, and free from sensitive or distressing content. Participants were not subjected to any form of risk, discomfort, or exploitation. 
· Justice: This was done through fairness in the selection and treatment of participants. By selecting participants on relevance without discrimination. 
· Principle of Confidentiality and Anonymity: Participants’ identities were protected by using codes rather than names, and data were reported in aggregate form.  
· Principle of Voluntary Participation: Participation in the study was entirely voluntary. No participant was coerced or unduly influenced to take part. 
· Principle of Integrity and Honesty in Research: The researcher adhered to the highest standards of academic integrity by ensuring that data collection, analysis, and reporting were conducted honestly and transparently.  
· Principle of Cultural Sensitivity: Having clear understanding of the socio-cultural context of the Ife Zonal Educational District, the study was conducted with due respect for local values, beliefs, and practices.  
· Privacy and Data Protection: Participants’ privacy was respected at all stages of the research. Personal information was not disclosed to third parties, and data were used strictly for academic purposes.   
III. RESULTS
Findings from this study were seven (7) major themes and twenty-seven (27) codes. The themes are:
Theme 1: Awareness and Understanding of WSCC
Theme 2: Perceived Importance of WSCC
Theme 3: Satisfaction with Current School Health Program
Theme 4: Interconnected Roles of School, Family and Community
Theme 5: Stakeholder Roles in WSCC Implementation
Theme 6: Barriers to Implementation
Theme 7: Strategies for Effective Implementation
Theme 1: Awareness /Understanding of the Model
This theme focused on how participants understood the WSCC model. The findings showed that most of the participants had not heard about WSCC before the discussion. Even so, many of them tried to interpret the idea from the wording of the concept and from their experience with school health practices. Their responses suggest that while formal awareness was low, there was some intuitive understanding of the connection between the school, the child, and the community.
Sub theme 1.1: Lack of Awareness
The first subtheme showed that awareness of WSCC among the participants was generally poor. Most participants openly admitted that the concept was new to them.   One participant introduced that feeling by saying:
“I’m hearing it for the first time. I just want to say that it has to do with the well-being of our schools, the community, and the child” (participant 4a),
This same reaction was echoed by another participant, who also stressed that the idea was new, even though an attempt was made to interpret it:
“I'm hearing it for the first time too, but to me I think it's the wellness of the public, the wellness of the community” (participant 5a).
“This topic is a little bit strange” (participant 8a).
These responses show that the participants had limited prior exposure to the WSCC model as a formal framework.
Sub theme 1.2: Viewed as integrating school, community, and child well-being
Although awareness was low, some participants described the model as one that links the school, the child, and the wider society. This emerging understanding was expressed in the following way:
“It is a kind of health approach that involves the school, the school that students attend, the community where they come from, and then the entire society” (participant 4a).
Sub theme 1.3: Health is seen as holistic (physical, mental, spiritual, social)
Participants also viewed health in a broad and holistic way. Their responses were beyond physical health and included emotional and psychological well-being.
“When the school is whole” (participant 9a),
This broad idea was developed further by another participant, who linked the wellbeing of students to their home, school, and society:
“In this kind of health approach, it involves general wellbeing of students right from school, from their home, come to the school and society” (Participant 2b),
The psychological dimension was then made more explicit in another response, which connected family conflict with the emotional wellbeing of the child:
“If the home is not fine, if the father and mother, maybe they have grudges, and the child gets to know, the child can be affected psychologically” (participant 3a)
This suggests that the participants already associate child well-being with multiple social and family factors, even without formal knowledge of WSCC.
4.4.2 Theme 2: Perceived Importance of WSCC
This theme captured participants’ views on the relevance and value of the WSCC model. Even though most of them were not familiar with the full range of WSCC components, they considered the idea highly beneficial for both health and learning.
Sub theme 2.1 Health is foundational for learning, a child that is not healthy is not teachable
Participants repeatedly emphasized that a healthy child is in a better position to learn, perform, and benefit from schooling. Their responses clearly linked health with academic readiness and achievement. One participant stated this very directly:
“What I see to it is that a child that is not healthy is not even teachable in school” (participant 8a).
That point was immediately reinforced by another participant who tied the issue directly to teaching:
“Because teachers cannot teach children that are not healthy” (participant 8b)
The importance of health was then broadened by another participant, who presented it as the most fundamental concern:
“I think that it is highly important because the health of an individual can never be overemphasized, the number one paramount thing to take note is health” (Participant 15a).
The same relationship between health and teachability was again stressed in another response, but this time with the added idea that health extends into community life:
“I see to it is that a child that is not healthy is not even teachable in school, health is an integral part of the community” (Participant 19a)
Participants also linked health to academic performance and mental stability. This came out in the following response:
“If students are so sound in health, it will improve their performance in academically. It will improve their mental, the mental stability will be there if their health is so sound” (Participant 17b),
The same idea was simplified by another participant, who put it this way:
“If a child is not healthy, he won't be able to perform” (Participant 19b)
Beyond the child’s individual performance, participants also saw the model as beneficial for the school and the community. One participant highlighted community ownership:
“The Whole School Whole Child Whole Community model of school health is very important, the community will be involved, they will know that they, they will take ownership of the school environment” (Participant 14b),
Another participant emphasized the relational value of the program:
“That program is very, very good it allows good rapport, between the school, the community, and the community” (Participant 14b).
The overall significance of the program was then summed up in a simple conclusion:
“So, the program is important for the child” (Participant 8a)
These responses show that participants strongly believed that health and learning are inseparable.
4.4.3 Theme 3: Satisfaction with Current School Health Program
Although participants were aware of the current school health approach, they were not satisfied with it. They felt that the existing arrangement was inadequate and not comprehensive enough. This dissatisfaction first came out as a general judgement about the current system:
“Um, to my own thinking, we are not satisfied with this. Simply because we've not achieved our aim” (Participant 4b).
That dissatisfaction was then made more specific by another participant, who pointed to the absence of health personnel and the inadequacy of basic materials:
“The school health presently, they know that I can say, uh, we are not satisfied with it, there should be health personnel. Even these first aid materials” (Participant 12b).
These comments reveal dissatisfaction with the present approach and a strong desire for improvement.
4.4.4 Theme 4: Interconnected Roles of School, Family, and Community
This theme highlighted participants’ belief that the implementation of WSCC cannot be separated from the roles played by the school, the family, and the wider community. One participant stated:
“the program is related to the role the family, school and the community has been playing” (participant 13b).
Sub theme 4.1: Role of school, community and family in implementation of WSCC components
Participants believed that the implementation of WSCC cannot succeed unless the school, the family, and the community work together. Their responses consistently pointed to the need for shared responsibility. One participant described the issue as extending from the home to the school and then to the larger society:
“This kind of health approach is to involve general wellbeing of students, from their home to the school and to the society. It is for the wellness of the public, the wellness of the school, the community the child itself” (Participant 5a).
This broad idea of connected responsibility was reinforced by another participant, who stressed that everybody must be involved:
“Hmnn, I think it is everybody, all hands must be on deck, because it is a type of health program that concerns everybody. Being parent, teachers, government, society, community leaders, kings everybody because health is wealth” (Participant 6a).
That same line of thought was supported by another participant, who concluded that every person has a role:
“Okay, in addition to what he said I have the taught that everyone or everybody have a role to play” (Participant 4a).
The responses under this subtheme highlight the importance of synergy among key actors in school health implementation.
Subtheme 4.2: School as part of the community and agent of socialization
Participants agreed that the school is not separate from the community. Rather, it is an important part of it and serves as an agent of socialization. One participant stressed the inseparable relationship between school and community in this way:
“So, school cannot exist on its own, it must exist inside the community, school cannot exist on its own without co-existence of the community” (participant 8a).
This was then taken further by another participant who emphasized the socializing and educational role of the school:
“I want to say it is very important. Because school is one of the agents of socialization and a means of educating the community” (participant 15a).
This shows that participants understood the school as both a learning space and a social institution.
Subtheme 4.3: School environment must be conducive (safe, clean, teacher- readiness)
Participants stressed the importance of a safe and conducive school environment for the health and development of children. This was expressed in the following statement:
“The school has greater influence on the child. It is what the child absorbs from the community and from the school that will be the child's output” (Participant 1a).
This suggests that the participants saw the school environment as a major influence on children’s behaviour and well-being.
Subtheme 4.4: Safe community environment (diseases-free, conflict-free and good sanitation).
Participants also emphasized that the wider community environment must be safe, clean, and free from harmful conditions if children are to thrive. One participant focused on the role of the school in influencing the community for the sake of the child:
“If the community is properly influenced by the school, then the child will have the right mentality to face the world out there” (participant 1a).
Another participant returned to the earlier point that the school is inseparable from the community:
“how clean the environment community can determine how well a child can grow, and these things are taught in the school. And school itself is an integral part of the community. So, school cannot exist on its own, it must exist inside the community” (participant 8a).
These responses reinforce the idea that the health of the child is shaped by both the school and the surrounding community.
[bookmark: _Hlk225886201]4.5.5 Theme 5: Stakeholder Roles in Implementation of WSCC
This theme addressed the roles different stakeholders are expected to play in ensuring successful implementation of WSCC components. Participants consistently indicated that implementation requires the involvement of many groups rather than a single actor. This broad view was introduced in the following statement:
“I think it's everybody, all hands must be on deck. Because it's a kind of health that concerns everybody, be it parents, government, teachers, society, community leaders, king, everybody” (participant 6b)
This broad statement reflects the overall tone of the theme.
Subtheme 5.1: Government policy, funding, enforcement, and monitoring
Participants believed that government has a central responsibility in policy formulation, financing, awareness creation, enforcement, and monitoring. One participant began by stressing the financial role of government:
“The government have everything that will be needed, talk of money.
Money will be used at least to assist the something. Government, may
be federal, state, local government” (Participant 9b).
This was followed by another participant, who shifted attention to awareness creation through multiple social and religious spaces:
“The government should start with creating awareness, using various avenue starting from the marketplace, churches, mosque” (Participant 13b).
Another participant then emphasized the need for wider participation by saying:
“Everybody in the community will be involved in one way or the other to
play their actual role” (Participant 10b).
The importance of finance was further reinforced in another response:
“The government have a great role in term of finance, because there is
something that they will not be able to get or purchase (participant 13b).
Beyond funding, monitoring was also highlighted as essential to implementation. This came out in the following statement:
“Most of the times people will not do what you expect but will do only what
you inspect, what you monitor. I remember those days when we have the
sanatory inspectors (wole wole)” (Participant 3b).
Finally, one participant suggested that government support should also extend into curriculum design:
“I think there should be a way to include it in the school curriculum” (Participant 13b).
These responses portray government as a critical enabler of WSCC implementation.
Sub theme 5.2: Enforcement of regulation of WSCC policy
Participants also emphasized that policy alone is not enough unless it is backed by enforcement. One participant made this point by drawing attention to the force of law:
“If it is coming from the government and as a matter of law. We have people who are truly open about this especially our law enforcement agencies” (Participant 1a).
Another participant then broadened the point by reminding the group that implementation is still a shared responsibility:
“You are talking of government, government, everybody have their role” (Participant 9b).
This shows that effective implementation depends on both policy and compliance mechanisms.
Subtheme 5.3: Health workers must be actively involved in health education, creating safe environments.
Participants believed health workers should play an active role in school. Their responses showed that the presence of health personnel in schools was seen as necessary for effective school health services, first aid, referral, and health promotion. This was reflected in the following statements:
“The school health presently, they know that I can say, uh, we are not satisfied with it, there should be health personnel. Even these first aid materials” (Participant 17b).
In a related response, another participant stated, “The sanatory inspectors, the health workers. We need the services of the health workers because this services still need financial assistance” (17b).
The same position was further strengthened by another participant who explained that, “There are things we need to do. So, the first thing is, to strengthen school health policies, focusing on physical, mental and social wellbeing that is according to WHO. Then provide school health services, with source, in such as screenings, first aid and referral systems, like you can use it. And one thing I've noticed is referrals are actually important” (Participant 16b).
The participant further added that schools should “promote health education and life skills through school curriculum like, both during, both, uh, physical, health education classes and all, if first aid can be added to topics or subject in school, then, ensure a safe and healthy school environment, it is also important, then through maintaining adequate sanitation and security, engaging parents and all community to support and sustain school health programs” (Participant 16b).
These responses show that participants considered health workers essential to health education, school safety, and the overall implementation of WSCC.
Subtheme 5.4: Role Community leaders and parents in community outreach programs, market and religious-based education public awareness campaigns.
Participants agreed that community leaders and parents are important in outreach and public awareness. One participant drew attention to the role of spiritual leaders and community enforcement:
“I think spiritual leaders too they have a great role to play. The community have
to find a way of enforcing things of health in the community” (Participant 14b).
Another participant then suggested a more practical accountability approach through whistle blowing and compensation:
“I want to say that we can engage the services of whistle blowers for reporting
someone to the authority and there should be a kind of compensation to those
that will be responsible for” (Participant 7b).
These responses show the relevance of grassroots support and local leadership in implementation.
Subtheme 5.5: The role of media in promoting awareness about WSCC
Participants generally agreed that the media can support awareness creation and wider public education. This was expressed in the following statement:
“The media houses can be used by putting the thing on radio, television the magazines and other means of disseminating information” (participant 14b).
This points to the role of mass communication in strengthening implementation efforts.
Subtheme 5.6: Role of Schools and professionals in promoting the implementation of WSCC
Participants emphasized the importance of schools, teachers, and other professionals in day-to-day implementation. One participant began by stressing that responsibility starts from the leadership of the school and extends to teachers:
“Everybody in the school starting from the head of the school the teachers will also have work to do in this issue of health” (Participant 13b).
This was then followed by a more practical example of how teachers can communicate health messages to students:
“The teachers, the schools by teaching the students may be through rhymes, poems you see during the period of this cholera various rhymes like “imototo lolesegun arun gbogbo” (meaning cleanliness is an antidote to all illness) (Participant 9a).
Another participant reinforced the important role of both principals and teachers in ongoing sensitization:
“The principal of the school, the teachers everybody have very important role to play like the role of sensitizing the students on the way you are dressing in this kind of weather” (Participant 7b).
This suggests that schools and professionals occupy a frontline position in promoting WSCC.
Subtheme 5.7: Significance of involving health workers in improving implementation of WSCC components involvement
Participants again returned to the importance of health workers in improving implementation. This was stated as follows:
The sanatory inspectors, the health workers. We need the services of the health workers because this services still need financial assistance” (Participant 14b).
This reinforces the recurring view that health professionals are necessary for successful implementation.
[bookmark: _Hlk225886105]4.5.6 Theme 6: Barriers to Implementation
This theme identified the barriers that may hinder effective implementation of WSCC components. Participants pointed to environmental, parental, and communication-related obstacles.
Subtheme 6.1: Poor Infrastructure and Environment
[bookmark: _Hlk225724892]Participants observed that poor school surroundings and weak infrastructure can negatively affect the health of children. This was captured in the following statement:
“You see, some schools with very bushy environment and you will say you are teaching children there” (Participant 14b).
This indicates that the physical condition of schools remains a major concern.
Subtheme 6.2: Parental ignorance and negligent
Participants also identified ignorance and negligence among some parents as a barrier. One participant described how parental neglect can expose children to illness on their way to school:
“Parents are negligent. Some parents will see their children going to school in
The morning without having sweater or something to cover themself and most of
the times you see them putting their children on bike. By the time such
children will move to school in that situation after some time they develop
an illness” (Participant 4b).
This concern was reinforced by another response, which pointed more directly to lack of parental awareness about proper care for children:
“Most especially for parents that are unaware of their duty. So that they will
know if they know this is the way to dress for him or her, the kind of food that the
children supposed to eat before coming to school, not cold food in the cold weather” (Participant 14b).
These responses show that home practices and parental care are seen as important determinants of child health.
Subtheme 6.3: Language barrier
Participants also noted that the language used in presenting health education can hamper successful compliance. This was captured in the following statement of one of the participants:
“Sometimes the problem is not that people do not want to cooperate, but that they do not really understand what is being said. If the message is passed in Yoruba or in simple language, more people will listen and do the right thing” (Participant 13b)
4.5.7 Theme 7: Strategies for Effective Implementation
This theme captured participants’ suggestions for ensuring effective implementation of the WSCC model. The strategies they proposed focused on communication, enforcement, collaboration, service improvement, capacity building, and piloting.
Subtheme 7.1: Sensitization in local languages
Participants suggested that education should be delivered in local languages to improve understanding and acceptance. One participant proposed the use of volunteer health workers for community sensitization:
“There is the need to have people like volunteers’ health workers who will sensitise the community members” (Participant 4b).
Another participant then identified market days as a practical setting for that form of communication:
“This can best be done on market days as most of the people concern will either come to the market for transaction” (Participant 14b).
This shows the importance of context-sensitive communication strategies.
Subtheme 7.2: Introduction of sanctions/fines for non-compliance (e.g., improper waste disposal)
Participants agreed that sanctions and fines could improve compliance with health-related expectations. This was stated in the following way:
“There is the need to put penalty in place for defaulters who fail to comply with certain guidelines in place” (Participant 13b).
This reflects a belief that enforcement measures may support better implementation.
Subtheme 7.3: All hands must be on the deck: collective action is required
Participants stressed that collective action is necessary for successful implementation. This came out in the following statement:
“Everybody is concern with the implementation, it is a collective responsibility, and all hands must be on deck” (Participant 10b).
This again highlights the centrality of shared responsibility in WSCC implementation.
Subtheme 7.4: Involvement of religious leaders Prayer
Participants believed that spiritual leaders and prayer also have a place in supporting the implementation process. This was expressed as follows:
“We need prayer, I don’t think there is a human being who does not pray” (Participant 17b).
This shows that participants saw religion and spirituality as culturally meaningful supports for implementation.
Subtheme 7.5: Need for improve school health services
Participants recommended stronger school health services, improved referrals, and collaboration with relevant bodies. One participant began by laying out a broad action plan that starts with school health policy and extends to screening, first aid, and referral systems:
“There are things we need to do. So, the first thing is, to strengthen school health policies, focusing on physical, mental and social wellbeing that is according to WHO. Then provide school health services, with source, in such as screenings, first aid and referral systems, like you can use it. And one thing I've noticed is referrals are actually important” (Participant 7b)
That same participant then extended the recommendation to curriculum, school environment, sanitation, security, and community support:
“promote health education and life skills through school curriculum
like, both during, both, uh, physical, health education classes and all, if first aid can be added to topics or subject in school, then, ensure a safe and healthy school environment, it is also important, then through maintaining adequate sanitation and security, engaging parents and all community to support and sustain school health programs” (Participant 4b).
Another participant sharpened the focus by stressing referral:
“In addition, the way forward there is the need to strengthen referral system” (Participant 17b).
The same participant then added the importance of partnerships with non-governmental bodies:
“We need to involve or collaborate with NGOs” (Participant 17b).
These suggestions indicate that participants wanted implementation to be backed by concrete services and support systems.
Subtheme 7.6: Need for training and retraining
Participants recommended training and retraining for all relevant stakeholders. One participant pointed to the need to train all those who are willing and involved, from parents to leaders to teachers:
“I think those that work and those that are interested and have passion in making things known to the community. The ones that need to be trained. From the parent to the leaders down to the teachers” (Participant 14b)
Another participant focused on health practitioners and school heads:
“Health practitioners must be educated more and have enough knowledge required to be able to teach the students. The head of schools should also” (Participant 13b).
This shows that capacity building was seen as central to effective implementation.
Subtheme 7.7: Need for pilot settings
Participants did not only suggest pilot schools, but also pilot communities, as possible starting points for implementation. One participant introduced the issue by questioning whether implementation should be limited to schools alone and then proposed that both pilot schools and pilot communities be considered:
“It depends on how the scope of this initiative is defined or are we now agreeing with the fact that it is only in a school that this can be executed, I of course, understand the fact that the school is a strong base as far as this initiative is concerned so as much as we are thinking of pilot school we can also think about pilot community. For example, the Osun state WAI program was made mandatory for everyone” (Participant 4b).
Another participant supported the pilot school option and linked it with public schools:
“It is very important and advisable to have pilot’s schools because if a school is to be tagged as a pilot school it’s probably going to be a public school. I am still suggesting that pilot schools will be very good archiving this goal” (Participant 7b).
A different opinion then emerged from another participant, who questioned whether pilot schools would produce the desired results:
“In my opinion creating pilot schools does not really fit in this topic which I also don’t think is going to yield a lot of positive results as expected” (Participant 14b).
Despite that reservation, another participant still supported the idea:
“The idea of pilot schools is very important and can be used” (Participant 18b).
The value of testing before full investment was then emphasized by another participant:
“I think the idea of pilot school is something we must put in mind because we must test an idea before we invest in it” (Participant 13b).
Finally, another participant shifted the focus back to the community and argued that a pilot community may be more effective than a pilot school alone:
“Instead, I would suggest a pilot community. It won’t be effective if it’s just only meant for the pilot school” (Participant 14b).
These responses show that participants were already thinking practically about how WSCC implementation could begin and be scaled up.
 IV. DISCUSSION

This study examined the level of knowledge, preparedness, and challenges faced by stakeholders in the implementation of the Whole School, Whole Community, Whole Child (WSCC) model. The discussion interprets the findings in relation to existing literature and the conceptual expectations of the WSCC framework
knowledge and awareness about WSCC Model:
 Appropriate awareness and knowledge of WSCC model among stakeholders such as such as teachers, school leaders, parents, and community partners have been proven to promote effective collaboration towards its implementation.  Knowledge and awareness of WSCC are foundational to effective implementation of WSCC
Perceived benefit of WSCC
Role of school as part of the community in promoting implementation of WSCC
This study reveals that the school environment plays significant role as a link between the community and school in health promotion. This study shows that whatever the child learns in the school will largely influence the community. In a study conducted in Makkah school (Saudi Arabia) in 2025, it was evident that   schools with higher levels of WSCC implementation with particular attention to community involvement and family engagement demonstrated higher academic achievement scores than those with lower WSCC integration (Nour, 2025). The schooldoes not just function as a place of academic setting for learning but rather it also serves as a centre for partnerships with families, community organizations, local health providers, and civic groups to promote a holistic development of the child (CDC, 2024). Active family and community partnerships and involvement had been shown to reinforce health and academic practices both in school and at home and thereby enhances  WSCC implementation (Jape-Rathner et al., 2024). 
Piloting testing centres
Although, the Whole School, Whole Community, Whole Child (WSCC) model is a student-centered school health model that is cantered on health culture aimed at attaining student success. Empirical evidence supporting the implementation of this model is unclear (Willgerodt et al., 2021) This study suggested pilot testing of WSCC components in selected schools and community. This is with the hope that it will make its implementation to be community friendly and acceptable. Previous studies have confirmed the importance of pilot testing school health program to be of success. In a pilot testing conducted in 20 elementary School in Saudi Arabia between 2022–2025 to assess WSCC implementation levels and associations with student outcomes indicated reported significantly higher WSCC implementation scores correlated with better academic achievement, even after controlling for confounders (β = 0.24) (Nour, 2025). Jarpe-Ratner et al (2024) reported a pilot stud which indicated that components of WSCC such as family engagement, community involvement, and counseling services requires enhanced implementation and resources.While WSCC components like  family engagement, community involvement, and counseling services are areas identified to be needing further enhanced implementation and resources (Nour, 2025; Purnell et al., 2020)
 Policy implementation
This study recommends that government need to take decisive action to promote the implementation of WSCC model. Such steps include the formulation of police like compulsorily including the concepts of WSCC in academic curriculum of study. Applying fine and sanction to defaulters. Studies have increasingly realised the fact that sstakeholders are supporting the role of policy formulation and implementation toward effective implementation Whole School, Whole Community, Whole Child (WSCC) model in schools. However, there is scarcity of tools for assessing alignment of WSCC implementation and district policies (Koriakin et al., 2021)
Need for collaboration
 Literature in recent times have established the role of  collaboration  of various sectors in the implementation of WSCC model  in order to promote the holistic wellbeing of students.Achievement of success in the implementation of WSCC mode had been attributed to the active engagement of  all key stakeholders  in the fields of health, public health, education, and school health with the aim of  improving learning and health in our schools and nation (Jarpe-Ratner et al., 2024). The establishment of a multi sectoral or multi stakeholder stakeholder collaboration of school administrators, staff, families, and community have been proven to effectively influenced the implementation of WSCC components (CDC, 2024). A typical example of such collaborative implementation on WSCC is the Connecticut Whole School, Whole Community, Whole Child Partnership from 2023–2025, which was carried out through shared decision making, professional development and joint action planning. Which was reported to be of great benefit for staff and students Roberts &Williamson (2025). Therefore, Collaboration have been shown as a core necessity for effective implementation of the WSCC model across schools and districts (Purnell et al., 2020). 
V. CONCLUSION
This study explored the knowledge, preparedness, and challenges of key stakeholders in the implementation of the Whole School, Whole Community, Whole Child (WSCC) model. The findings demonstrate that while stakeholders generally acknowledge the importance of a holistic approach to child development and school health, their level of knowledge and understanding of the WSCC model remains uneven and, in many cases, limited. Awareness was often restricted to selected components of the model rather than a comprehensive understanding of its integrated framework, which is essential for effective implementation.
The study further revealed that stakeholders’ preparation to implement the WSCC model was influenced by several factors, including access to training, availability of resources, institutional support, and clarity of roles and responsibilities. Although some stakeholders showed willingness and commitment to support WSCC-related activities, inadequate capacity-building opportunities and insufficient coordination mechanisms hindered optimal preparedness.  
 Overall, the study concludes that successful implementation of the WSCC model requires more than policy adoption; it demands deliberate efforts to improve stakeholders’ knowledge, strengthen preparedness through training and resource allocation, and address systemic and contextual barriers.  
VI. RECOMMENDATIONS
This study provided the following recommendations enhance the effective implementation of the Whole School, Whole Community, Whole Child (WSCC) model. The recommendations include:
1. Promote the stakeholders aawareness and knowledge, through capacity building and professional development of teachers’ school administrators and school health personnel.   
2. Formulation of policy to ssupport implementation of WSCC,  through regular monitoring, supervision, and evaluation and data driven feedback to refine strategies and improve stakeholder engagement.
3. Strengthening school and community collaboration
4.  Improved monitoring and evaluation systems
5.  Community and Parent Engagement
6.  Future studies is required to examine the long-term impact of WSCC implementation on students’ health, wellbeing, and academic outcomes, adopting longitudinal and mixed methods approaches.  
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