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Introduction: Despite growing interest, guidance to inform effective social

norms interventions that improve adolescents and young people’s sexual and

reproductive health and rights (SRHR) is needed.

Methods: Weconducted a scoping reviewof experimental andquasi-experimental

studies of social norms interventions in sub-Saharan Africa. Single and multi-

component interventions that included a social norms component and assessed

impacts on SRHR outcomes among 10- to 24-year-old adolescents and young

people were included. We mapped interventions across eight programmatic

strategies and six SRHR outcomes, drawing programmatic insights.

Results: N=40 interventions from 12 countries reported effectiveness on intimate

partner and non-partner sexual, physical and emotional violence (N= 14), child

marriage (N=6), sexual risk behaviours (N=20), contraception and family planning

(N=23), prevention and treatment of HIV and other sexually transmitted infections

(N = 17), and early pregnancy (N = 10). Intervention strategies included life skills

approaches (N=23), community dialogues (N= 14), school-based SRHR

programming (N= 10), parenting programmes (N=8), training of healthcare

professionals on youth-friendly services (N= 7), media or digital-based approaches

(N= 7), interventions with community leaders (N = 5), and rights-based advocacy

(N=2). Norms interventions can improve multiple SRHR outcomes, including

reducing gender-based and intimate partner violence and child marriage,

increasing HIV testing, and contraceptive use. Effective programmes were often

implemented in combined interventions, and included life skills, community

conversations, mass media and digital programmes with norms components.
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Discussion: Integrating gender-transformative approaches such as reflections on

gender roles and inequalities, youth sexuality, and gendered power relations, and

engaging with reference groups were key to the success of programmes. Effective

approaches delivered SRHR information alongside reflections on social norms, and

combined participatory methods with a structured curriculum guiding activities led

by trained facilitators. Most interventions focused on changing social expectations

and awareness, but few reported clear diffusion strategies to ensure the spread of

the new norms and behaviours for the expected change. Key evidence gaps

identified include integrating implementation research to inform the scale-up and

sustainability of effective social norms interventions. Social norms interventions that

effectively address the needs of high-risk adolescents and young people are needed.

KEYWORDS

social norms, gender norms, gender-based violence, sexual and reproductive health,

interventions, scoping review, adolescents

1 Introduction

Adolescents and young people in sub-Saharan Africa face

several barriers to reaching their full potential, including realising

their sexual and reproductive health and rights. Several countries

experience high rates of HIV incidence and prevalence among

adolescents and young people, which disproportionately affect

adolescent girls and young women who are three times as likely

to acquire HIV as their male counterparts in sub-Saharan Africa

(1). High rates of sexual violence, adolescent pregnancy, and

early marriage further compound poor outcomes among

adolescent girls and young women (2, 3). Structural barriers

related to poor socio-economic conditions, such as lack of

financial access and appropriate, accessible services, further

heighten the risk of poor SRHR outcomes (4). Social norms, or

informal, shared rules about what are acceptable and appropriate

actions within a group or community, can spread harmful

misinformation and lead to poor SRHR outcomes, particularly

when young people also lack accurate information and

knowledge to make informed SRHR decisions (5).

Gender-based violence (GBV), including intimate partner

violence (IPV) and non-partner sexual violence, is a significant

issue affecting adolescent girls and young women in sub-Saharan

Africa (6). An estimated 33% of women aged 15–49 in the

region have experienced IPV in their lifetime, with even higher

rates reported in some countries (7). Violence against young

women and girls can be both a consequence and a driver of poor

SRHR outcomes. Experiencing violence can lead to higher risks

of unintended pregnancies, unsafe abortions, HIV and STI

infections, and adverse maternal health outcomes (8).

Adolescence is a time when young people establish their

independence, develop behavioural patterns, including health-

seeking behaviours, and experience major physical, cognitive,

hormonal, and social changes (9). This can be accompanied by

challenging parental and other boundaries and taking greater risks,

which can make them more vulnerable to sexual exploitation. As

young people reach puberty, social norms become more

pronounced (10, 11). Adolescence is, therefore, a critical period to

support young people as they navigate their transitions to

adulthood, including by promoting positive behaviours that can

bring lifelong impacts on their health and wellbeing.

Social norms, including gender norms, have been identified as

critical barriers to achieving better SRHR outcomes, especially for

women and girls (12, 13). Social expectations of male dominance

and control can restrict girls’ and young women’s agency over

SRHR choices and increase their vulnerability to violence.

Addressing social norms that sustain gender inequality and the

acceptance of violence is therefore essential to improving overall

SRHR outcomes and ensuring safety and wellbeing. Whilst there

is widespread recognition of the importance of norms and their

application to the field of SRHR, there are significant gaps in

understanding how norms impact outcomes, particularly for

young people, and what works to shift social norms interventions

to improve SRHR outcomes.

Adolescents and young people may lack full agency over the

behaviours that determine these outcomes and need supportive

environments to make informed decisions (9). These

environments are shaped by reference groups, or people whose

opinions and expectations matter to young people when they

consider whether to engage in a specific behaviour (14). The

groups of people included in young people’s reference groups

may vary by individual and by behaviour, but often include

peers, parents or caregivers, and community members (15).

Social norms interventions to shift behaviours have been

increasingly used as a strategy to promote the health and

wellbeing of adolescents across sub-Saharan Africa (5). The lack

of consensus on the definition of social norms programmes poses

a challenge for the evaluation of their effectiveness, new designs,

and scaled-up initiatives (16). Existing work to categorise

strategies of norms-shifting interventions tends to focus on their

behavioural change strategy (17, 18). However, these strategies

may not always be as clearly defined in interventions to improve

SRHR. We define social norms interventions as standalone or

multi-component behaviour change interventions that seek to

change the socially shared rules that determine acceptable and

appropriate actions within a group or community (16, 19–21).

This review synthesises research on the effectiveness of social

norms interventions to improve SRHR among adolescents and

young people in sub-Saharan Africa. It focuses on evaluations of

interventions’ effectiveness or lack thereof in shifting social

norms to improve SRHR outcomes. It seeks to assess the impact

of the types of interventions on specific SRHR outcomes while
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highlighting insights that can be applied to social norms

programming across a range of outcomes, with a deeper dive

into what works to prevent violence.

2 Methods

We included any single or multi-component interventional

study published between 2014 and 2024 that included an element

aimed at norms change and assessed impacts on one or more

SRHR outcomes among adolescents and young people (10–24

years old) in sub-Saharan Africa. The SRHR outcomes, selected

based on consultations with key informants and UN partners,

include: violence exposure including physical, sexual, and

emotional forms of GBV, uptake or use of contraceptives

and family planning methods, HIV incidence, testing, prevention,

and treatment, STI incidence including herpes simplex virus

(HSV-2), early pregnancy, sexual debut, transactional sex, age-

disparate sex, multiple sexual partners, female genital mutilation/

cutting and other harmful gender practices, early, forced, and

child marriage, menstrual hygiene management, medical male

circumcision, and abortion.

While some studies were explicit in their objective to shift

social norms, we also included studies that described

interventions that were implicitly aiming to bring about norms

change, e.g., those addressing gender empowerment, notions of

masculinity, and stigma. We included studies independent of

whether they measured outcomes related to norms and attitudes,

but that assessed changes in SRHR outcomes. We included

quantitative evaluation studies with a control group such as

randomised control trials (RCTs), and other experimental and

quasi-experimental studies. Exclusively qualitative studies, or

mixed methods and quantitative studies with cross-sectional and

longitudinal designs, but without a control group, were not

considered. Searches were conducted in five databases or

registries: Web of Science, ProQuest SS Premium, PubMed,

Cinahl and Cochrane, in March 2024 for peer-reviewed

published studies in English. Articles in other languages were

excluded. Search terms were iteratively developed within five

search concepts: (1) adolescents and young people, (2) social and

gender norms, (3) types of norms interventions, (4) SRHR

outcomes and (5) geographical focus. The keywords and terms

were combined one after the other using Boolean Operators. The

search terms are further described in Supplementary Table S1.

We followed the Preferred Reporting Items for Systematic

Reviews and Meta-Analyses (PRISMA) Guidelines (22). Study

records were exported to Covidence, and titles and abstracts were

independently screened by three researchers. Full texts were

subsequently screened by the same three reviewers. Figure 1

presents the flow diagram of the study selection process. Of the

2,996 studies initially screened, our review identified 140 social

norms intervention studies. We then focused on interventions

specifically assessing the impacts of interventions on adolescents

and young people, which included 69 studies. An additional three

studies were included through hand-searching of seven systematic,

scoping and narrative reviews, totalling 72 studies (23–29).

Further studies were excluded due to lack of control

group for the intervention (N = 16 studies), ineligible study

design (mediation analyses: N = 2; feasibility studies: N = 3), or

for solely reporting on outcomes related to knowledge,

intentions, and beliefs (N = 8 studies). Lastly, three studies

focusing on female genital mutilation/cutting (N = 1), menstrual

hygiene management (N = 1), and male circumcision (N = 1)

were excluded due to the low amount of available evidence for

each outcome, compiling a final list of 40 intervention studies.

The full list of included studies is described in Supplementary

Table S2.

2.1 Data extraction

Data extracted from the final list of studies included: paper title,

author names, publication year, study country, study design,

population age and gender, sample size, intervention strategy,

intervention description, intervention components, combined

interventions, reference groups engaged, intervention setting,

SRHR outcomes of interest, effect sizes, other outcomes

measured, timeline of evaluation, delivery mechanism, content,

and implications for programming. Data was synthesised

narratively, and statistical pooling or meta-analyses were not

conducted due to the variation in study designs, interventions,

and outcome measures.

We categorised approaches applied in social norms

interventions by strategy or entry point (e.g., life skills

interventions, community dialogues, school-based programmes).

To understand more about how interventions achieve norms

change, we compiled a list of ten common key attributes of

norms-shifting interventions, clustered around three elements

informed by theory, practice, and insights from the work of the

Learning Collaborative to Advance Normative Change and a

three-stage framework of successful approaches to shifting

harmful social norms described in a DFID 2016 Guidance Note

for tackling violence against women and girls (30, 31). The three

elements are: (i) changing social expectations, (ii) publicising and

diffusing change, and (iii) catalysing and reinforcing change, with

the full list of attributes assessed for each intervention outlined

in Figure 2 below. Details on the criteria for attribute assessment

are included in Supplementary Table S3.

All 40 eligible studies were reviewed to map whether each key

attribute was reported. Attributes were assessed through a review of

the main intervention publications, any additional programmatic

information including study protocols, accompanying papers,

theories of change, curricula and appendices when available

online or linked to the main publication. Where the available

information was not clear, partial, or missing, we marked the

attribute as not reported.

3 Results

Among 2,996 articles identified by our search, 40 studies on

36 programmes met the review criteria. These included 25 RCTs
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and 15 quasi-experimental design studies or cross-sectional

designs with comparison groups. The individual countries with

the largest number of studies were South Africa (13), Kenya (6),

and Uganda (5). Countries also included Ethiopia (3), Tanzania

(3), Zambia (3), Niger (2), Nigeria (2), Zimbabwe (2), DRC (1)

and Burkina Faso (1).

Six studies measured outcomes among all adolescents and

young people aged 10–24, five among young adolescents 10–14

years old, 14 among adolescents 10–19 years (a few of these

studies included participants younger than 10 and/or up to 20

years), and 15 studies targeted older adolescents and young

people aged 14–24 (including studies with participants up to

28). Few programmes focused on adolescents and young

people with additional vulnerabilities or living in vulnerable

settings. Thirty-one studies engaged community members,

parents and caregivers, partners, healthcare providers, religious,

cultural, and community leaders, or teachers and school staff

as reference groups of adolescents and young people, to create

a supportive environment for the intervention and desired

norms change.

FIGURE 1

PRISMA diagram for the review.
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Figure 3 breaks down the number of studies per outcome

measure. We categorised these outcomes into six areas: violence,

HIV, marriage, sexual risk behaviours, contraception, and early

pregnancy. Besides SRHR outcomes, several studies also

measured outcomes related to gender-equitable attitudes (N = 17)

and knowledge about an SRHR topic (N = 18).

In the following sections, we present an overview of the

interventions included, evaluate their effectiveness in reducing

experiences of violence and improving specific SRHR outcomes,

examine the evidence by intervention strategy, and highlight

key insights.

3.1 Overview of included interventions

Interventions generally included multi-component

community-based approaches that engaged adolescents and

young people and their reference groups and targeted multiple

SRHR outcomes. Included interventions were broadly grouped

into eight categories: life skills training (23), community

dialogues (14), school-based SRHR programming (10), parenting

programmes (8), media or digital-based approaches (7),

interventions with religious, cultural or traditional leaders (5),

training of healthcare professionals to provide youth-friendly

services (7), and rights-based advocacy (2). All studies included

specific elements aimed at addressing social and gender norms,

and most delivered a variety of other content. Twenty-five

studies that met the inclusion criteria were multi-component

interventions. In 15 of the programmes reviewed, norms

interventions were combined with other types of interventions,

which fell into two major categories: economic support (7) and

healthcare service delivery (4), or both (4). Sixteen studies

evaluated effects of interventions over a period of one year or

less, and 10 studies evaluated outcomes after 3 years or more.

Twenty-six studies showed significant improvements in

indicators measured in at least one of the intervention arms,

without any negative impact. Nine studies had null effects across

outcomes, or null effects in all but one outcome when the study

assessed more than 10 indicators. Five studies had negative

effects in one or two outcomes, combined with a mix of other

positive and null results. Figure 4 summarises the findings

regarding the effectiveness of interventions by category and

outcome. The direction of results is framed in terms of SRHR

objectives, that is, a positive effect on GBV would represent a

FIGURE 2

Key attributes of social norms interventions.

FIGURE 3

SRHR outcomes of included interventions.
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decrease in rates of GBV. Improvements in SRHR among

adolescents and young people included (i) reductions in GBV

and child marriage, (ii) the increase in access to, and use of

services (for example, increased HIV testing and use of PrEP),

(iii) reduced sexual behaviours that increase their risk of HIV/

STI incidence (for example, transactional, age-disparate, multi-

partner, and condomless sex).

Results are represented for each outcome as positive, negative,

mixed, and null (green, red, yellow or dark red and blue). Effects of

individual interventions were captured by solid circles, while

combined interventions are represented by hollow circles. These

could be related to a combined package of interventions whose

components are all included in the table (multiple norms

components), or to non-norms intervention components not

included in the table (such as a cash transfer). Interventions that

included separate intervention arms, or that assessed outcomes

on different age or gender groups as their primary results (that

is, did not report pooled effects across all intervention

populations) were represented as different circles. Mixed effects

comprise a mix of positive and null (yellow circles), or negative

and null results (dark red circles), when more than one

measurement per outcome category was assessed.

3.2 Interventions by SRHR outcome

3.2.1 Violence outcomes

We identified 14 studies measuring violence outcomes. Eight

studies measured reported experiences of IPV over the past

month to 2 years, or using an index of frequent exposure

(32–39). Two studies included measures of severe IPV, and one

measured separate physical, verbal, and psychological

components of IPV. Sexual violence was the second most

commonly reported outcome (N = 6) (40–45). A majority of the

studies measured any sexual abuse or rape, not specifying

whether from partners or non-partners. Lastly, two studies

reported measures of experiencing violence from police (study

participants were sex workers) and using physical punishment

against children (study participants were young fathers) (35, 39).

Studies included 10 life skills interventions, seven community

dialogue interventions, five parenting programmes, four school-

based SRHR programmes, and three interventions training

healthcare providers.

Ten interventions led to statistically significant improvements

in at least one violence outcome assessed in at least one of the

intervention arms, including four that found reductions across all

arms and populations where effects were assessed (32–37, 39, 41,

44, 45). Three studies found no significant effects in any

intervention arm, while one life skills intervention showed an

increase in violence reports. However, the authors of this study

described the increase in reports as indication of girls being

“more likely to come forward and report sexual abuse to their

mentors” (40). Community dialogues, consistently applied with

other interventions, showed the most evidence of effectiveness in

terms of reduction in violence across outcomes in this area.

Effective interventions included PREPARE in South Africa, the

Responsible, Engaged, and Loving (REAL) Fathers intervention in

Uganda, and an intervention layering a football activity for males

and a goal-setting activity for girls on top of the Empowerment

and Livelihood for Adolescents (ELA) clubs in Tanzania (33, 36, 39).

Of the six studies separately measuring sexual violence

outcomes, three interventions effectively reduced experiences of

sexual violence (41, 44, 45). Two of these were an individually

delivered school-based SRHR programme in South Africa and a

combination of a school-based programme with community

dialogues and healthcare provider training in Kenya. Across the

studies evaluating interventions’ effectiveness on IPV outcomes,

community dialogues and life skills training in group-based

FIGURE 4

Effectiveness of included interventions.
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settings showed the most evidence of effectiveness in combined

approaches, including when applied together.

While most interventions measuring violence outcomes

combined multiple approaches, two single-component

interventions showed positive effects on violence outcomes.

A digital intervention offering young women a gamified

Whatsapp chatbot that engaged them in critical reflection on

power and unhealthy relationship behaviours and built their self-

efficacy to protect themselves, led to significant reductions in

IPV (32). The school-based Let Us Protect Our Future

intervention in South Africa also reduced reports of forced sex

perpetration over several follow-ups. The content of the

intervention included gender issues and rape myth beliefs, and

the programme sought to increase adolescents’ self-efficacy to

avoid risky situations (36).

Of the 10 interventions associated with significant

improvements in at least one violence outcome, only three

described programmes with social norms components combined

with other intervention components unrelated to social norms, of

which two offered health services provision (33, 35, 36). In the

included studies, the layering of economic empowerment

components did not appear to be associated with higher

likelihood of effectiveness.

Programme content in effective interventions was delivered

through a variety of modes and often prompted reflections on

gender roles, joint problem-solving and power in relationships,

nonviolent responses to couple conflict and communication, and

self-efficacy to avoid risky situations. For instance, the Reaching

Married Adolescents intervention in Niger combined health and

life skills training including sessions on gender norms and female

autonomy, couple communication regarding fertility decisions,

and GBV, with community dialogues involving key influencers to

create a supportive environment for married adolescent girls and

their husbands (34). The intervention effectively reduced reports

of IPV across two arms of the study, with one of these arms also

including home visits by community health workers.

The evidence points to the effectiveness of interventions

engaging key reference groups such as parents or caregivers,

partners, community members, religious leaders, and peers,

including men and boys, for interventions focused on adolescent

girls and young women. Of the 10 effective interventions, eight

engaged with one of these reference groups, highlighting the

importance of working with them (33–37, 39, 41, 45). Four

interventions involved religious, traditional or cultural leaders,

and three of these were effective (34, 41, 43, 45). However, their

level of engagement varied greatly, from helping design

interventions to general support in organising community

dialogues. An effective example is the Gender Roles, Equality and

Transformation intervention in Uganda, which implemented an

iterative community mobilisation process. It engaged community

leaders to reflect on gender inequality, violence, and SRHR, to

identify priority issues, and to make plans with their

communities. The programme, which also trained healthcare

providers and included a radio-based intervention and a life

skills training component in safe spaces, reduced violence among

older participants but not among very young adolescents (45).

3.2.2 Other SRHR outcomes

A majority of violence prevention interventions included in

this review also sought to improve other SRHR outcomes. Many

aimed to tackle the same underlying or foundational gender

inequalities that drive GBV and other poor SRHR outcomes.

Understanding how social norms interventions can address

multiple outcomes can highlight the importance of investing in

these interventions to foster more equitable and supportive

environments for young people.

3.2.2.1 Child marriage

Six studies included in the review assessed the effects of social

norms interventions on whether girls were ever married or got

married during the intervention period (40, 42, 46–49). Four

studies found effectiveness in at least one intervention arm, while

two other studies had null results across arms (40, 46–48).

Although studies were concentrated within three categories of

interventions (life skills, community dialogues, and interventions

with leaders) and more evidence is needed to assess the

effectiveness of other strategies, the existing evidence showed that

community dialogues, combined with other interventions, were

the most effective type of norms intervention. Effective

interventions engaged community members in dialogue to reflect

on the consequences of marriage and the value of girls’

education and dispel common myths surrounding the practice.

Most studies evaluated combined interventions. However, the

Sista2Sista programme demonstrates an effective example of a

single-component life skills training intervention that decreased

the likelihood of getting married under 18 years of age. In the

girls-only clubs evaluated in the study, girls completed interactive

exercises on topics including gender, power, and traditional and

cultural practices, and reflected on their rights and the

consequences of child marriage (40).

3.2.2.2 HIV outcomes

Seventeen studies measured outcomes related to HIV and STIs,

including HIV/STI testing, HIV incidence, knowledge of own

HIV status, pre-exposure prophylaxis (PrEP) uptake,

continuation and adherence, antiretroviral therapy (ART)

adherence and viral suppression, HSV-2 infection/serostatus, and

STI prevalence (35, 37, 40, 43, 50–62). Thirteen interventions led

to statistically significant improvements in at least one outcome

assessed in at least one of the intervention arms (35, 37, 40, 43,

50–55, 58, 60, 62). Effective intervention studies included an

action research study including parenting and life skills

programme arms in Nigeria, the Ujana Salama multi-component

intervention in Tanzania, and the VUKA family intervention in

South Africa (53, 54, 60).

Interventions proved to be highly effective for increasing HIV

testing, had mixed results on knowledge of status, and obtained

mostly null results in attempts to lower HIV incidence (40, 43,

50, 52–55). Life skills approaches and media or digital-based

interventions including social norms components showed the

most evidence of effectiveness in terms of increasing HIV testing

rates, however, there is also some evidence pointing to the

effectiveness of social norms interventions as part of parenting
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programmes, community dialogues, rights-based advocacy

approaches, healthcare provider training, and interventions with

religious or cultural leaders. We found very little experimental

evidence on the uptake, usage, or adherence to PrEP and ART.

The effective life skills interventions were almost always

described as offering safe spaces for young people, and these

included both single-sex and mixed-sex youth clubs. In the

context of SRHR, safe spaces offer the opportunity to discuss

sensitive matters and obtain services in a safe and non-

stigmatised way (63).

Media or digital-based approaches also show some positive

effects on knowledge of HIV status and HIV incidence, as well

as testing. Two of these studies evaluate the implementation of

MTV Shuga Down South, a mass media educational drama series

broadcast on national television in South Africa. The series

covered topics related to HIV prevention, family planning, sexual

identity, and safe and healthy sexual relationships in a

destigmatising manner through the show’s characters (50, 52).

3.2.2.3 Sexual risk behaviours

Twenty studies included had an outcome measure related to sexual

risk behaviours. This included thirteen studies that examined

outcome measures related to sexual debut and sexual activity (33,

36, 41, 43, 49, 50, 54, 55, 58, 62, 64–66). Seven studies measured

the effects of interventions on transactional sex (defined as

exchanging sex for money, food, or gifts), which often increases

risks of violence for girls and women (35, 38, 42, 43, 49, 51, 59).

Six studies measured effects of interventions on having multiple

partners (41, 43, 51, 54, 58, 59). Lastly, having age-disparate sex

was an outcome in only one study and was defined as a sexual

partnership with an age gap larger than 5 years (51).

Included studies showed little effectiveness of social norms

interventions on sexual risk behavioural outcomes—only six out

of 20 studies in this outcome area effectively reduced sexual risk

behaviours without leading to negative effects in other outcomes

(35, 36, 51, 56, 58, 64). The interventions showed some more

promising results in terms of delaying sexual debut and reducing

sexual activity, although some studies also led to the opposite

effect. The evidence showed mostly null effects of interventions

on having multiple sexual partners, transactional sex, and age-

disparate sex (despite limited evidence on this outcome). No

particular intervention strategy stands out as more effective in

shifting these behaviours. Effective interventions included the Let

Us Protect Our Future intervention in South Africa and the

Research Initiative to Support the Empowerment of Girls (RISE)

programme in Zambia (58, 64).

Four interventions had negative effects on sexual risk

behaviour outcomes but reported no explanation for these

negative results. These negative outcomes were sometimes used

to indicate the need for design adaptations in the next iterations

of the programmes (41, 43, 49, 50).

The six effective interventions in this area included four life

skills training components, which were delivered in both single

and mixed-sex groups. Nearly all (5/6) engaged multiple

reference groups, even when they were single-component

interventions (35, 36, 56, 58, 64). Regardless of the intervention

category, these effective programmes engaged adolescents and

young people through interactive, youth-friendly methods,

including sports-based activities, brainstorming, role-playing, and

games. Effective interventions focused on the impact of risky

behaviours on young people’s dreams and aspirations,

encouraged them to set goals and consider the consequences of

risky sexual behaviours, and provided knowledge and skills to

protect themselves and avoid risky situations.

3.2.2.4 Contraception and family planning

Twenty-three studies measured outcomes related to contraceptives

and family planning, including current use of modern

contraceptives or family planning methods, condom use at last

or first sex, and consistent condom use (33–35, 38, 40, 41, 43,

45, 49–56, 58, 59, 64, 67–70). Included interventions showed

significant effectiveness in improving sexually active young

people’s use of contraceptives. The evidence points to the high

potential of media-based interventions, community dialogues,

training of healthcare providers, and life skills programmes.

Fifteen studies found effectiveness across at least one intervention

arm or group of participants, while eight showed null effects

(34, 35, 38, 40, 41, 45, 50–53, 55, 56, 64, 68, 69). The

effectiveness of community dialogues and healthcare

interventions was always tested in combination with other

components, while media or digital interventions were often

delivered in isolation (34, 35, 41, 50, 52, 69).

Effective interventions including community dialogues often

described engaging key influencers and gatekeepers, both at the

community and the individual level, from young people’s

perspectives. The interventions used trained facilitators to

convene the dialogues, and nearly all of them used a multimedia

strategy to engage participants, including radio, theatre, and

video production. One effective intervention also explored the

use of positive deviants by highlighting examples of key

influencers who did not practice a certain risky behaviour (68).

Three media or digital-based single-component intervention

studies also showed improvement in contraceptive use outcomes,

including two studies on MTV Shuga Down South, and one

study that examined a text-messaging-based programme with a

primary HIV prevention target. The programme, which led to

higher rates of condom-protected sex, delivered five to 10 text

messages to young people daily for seven weeks, covering HIV

information and behavioural skills but also addressing societal

expectations for gendered sexual interactions between males and

females, healthy relationships, and communication strategies. It

also integrated two game-like features, encouraging behavioural

outcomes, highlighting the role of interactive approaches in

digital interventions (55).

3.2.2.5 Early pregnancy

Ten studies measured the effects of interventions on outcomes

related to pregnancy among adolescent girls and young women

(38, 40, 48, 49, 51, 52, 54, 59, 62, 71). Four studies reported

positive effects in at least one arm and outcome, five had null

effects, and one found a mix of negative and null results (40, 48,

51, 71). Two studies provide effective examples of single-
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component interventions. A 6-week curriculum and school-based

SRHR programme that focused on empowerment and self-

efficacy training for girls, and gender equality, positive

masculinity, and bystander interventions training for boys,

decreased the annual incidence of school dropout due to

pregnancy in intervention schools. Similarly, the Soul Buddyz

Clubs, introduced as a social support extracurricular activity at

primary schools in South Africa, decreased experiences of

pregnancy but not significantly for adolescent girls (51, 71).

3.3 Social norms intervention attributes
mapping

Studies included were assessed for 10 common key attributes of

norms-shifting interventions, organised around three elements of

change (changing social expectations, publicising and diffusing

change, and catalysing and reinforcing change). These attributes

describe strategies to promote positive norms and associated

behaviours within intervention groups and to sustain and spread

this change to a broader community. On average, the studies

reported on 3.9 social norms attributes, with at most 8 attributes

(see Figure 5). Fourteen out of the 40 studies reported on five or

more attributes. Of these, 12 were effective in improving one or

more SRHR outcomes and did not lead to any negative effects

(33, 35, 37, 45–48, 53, 62, 64, 66, 68). Similarly, 14 studies

reported on at least one attribute from each of the three

elements, and 11 of these led to positive effects on one or more

SRHR outcomes (32, 33, 37, 39, 46–48, 52, 53, 66, 68). Among

effective interventions, the proportion of programmes reporting

five or more social norms attributes or attributes across three

elements was higher than the proportion among studies of non-

effective interventions (46% vs. 14%, and 42% vs. 21%,

respectively). Similar results are found in the subset of studies

that include measures of violence as an outcome.

Across the 40 included studies, most interventions focused on

changing social expectations and awareness, particularly by

promoting positive gender norms, building agency and decision-

making among young people, and encouraging healthy

relationships between adolescents and young people and their

reference groups.

Few interventions reported publicising and diffusing strategies

to spread the expected social norms change to the wider

community through media or a process of engagement of

participants’ networks (72). One example of a diffusion strategy

includes interventions in which religious leaders were trained and

mobilised to pass on messages of the interventions in their

villages or places of worship (46, 66).

More often, the studies described strategies to catalyse and

reinforce new norms and behaviours – 31 studies included at

least one “reinforcing” attribute. Common strategies to reinforce

new norms and behaviours included skills practice through role-

playing and interactive group activities. Many interventions

included a component aimed at improving access to healthcare

FIGURE 5

Reported attributes of social norms interventions included.
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services, offering participants opportunities to exercise their health-

seeking behaviours and choices.

This mapping of attributes suggests that programmers should

ensure that intervention designs cover all three elements to

demonstrate that new proposed behaviours are, indeed, accepted

and practised by a majority of the people (37, 39, 46).

Specifically, comprehensive social norms change should not only

promote new positive norms and behaviours but also plan for

the diffusion of this change to a wider population beyond the

primary target audience. Such consideration could improve the

potential for longer-term transformational, sustainable norm

shifts. Future research should explore further how these

attributes align with effective programming for norms change.

3.4 Interventions by strategy

This section summarises the evidence on different intervention

strategies as entry points for leveraging social norms approaches to

prevent violence and poor SRHR outcomes. It describes eight

strategies: life skills, school-based SRHR programming, community

dialogues, media or digital-based interventions, parenting

programmes, healthcare provider training, interventions with

community leaders, and rights-based advocacy. For each strategy,

we report on definitions and designs, evidence of impact, modes of

delivery, and content.

Life skills training interventions incorporating social norms

components, delivered in safe spaces or other group settings,

were more likely to be effective in preventing violence and child

marriage and improving HIV testing and condom use.

Community dialogue interventions, in combination with other

components, were also particularly effective in preventing

violence, early pregnancy, and marriage, improving contraceptive

use, and reducing early sexual debut and sexual activity. Mass

media and digital approaches also demonstrated effectiveness,

both through individual interventions and combined delivery,

particularly for reducing violence, HIV prevention, and increased

contraceptive use. There is emerging evidence on parenting

programmes and school-based SRHR programming. Effective

interventions were usually led by trained facilitators recruited

from local communities, equipped with dialogue facilitation skills

and gender-equitable attitudes (33, 51, 64, 69).

Across intervention strategies, common topics and curriculum

content of effective interventions included reflections on gender

roles and inequalities, youth sexuality, gendered power relations,

girls’ agency, norms underlying the acceptance of GBV, the value

of girls’ education, and postponement of early marriage and

childbearing. This type of messaging promoting positive gender

norms was often combined with practical knowledge about

SRHR topics and life skills, including decision-making, conflict

resolution, and goal-setting skills (36, 38, 55, 64).

Effective interventions engaged with the key reference groups

influencing behaviours and SRHR outcomes of adolescents and

young people. Out of the 26 studies that showed significant

improvements in indicators measured across all strategies, 22 engaged

some reference groupbeyond adolescents and youngpeople themselves.

3.4.1 Life skills training
3.4.1.1 Evidence of impact

Life skills interventions including social or gender norms content

were included in 23 studies. Fourteen of these interventions

improved at least one SRHR outcome, with most of the effective

evidence being in the areas of violence prevention, HIV testing,

condom use, and marriage (34–37, 45–48, 51, 53, 62, 64, 68, 69).

Six interventions found null effects across all or nearly all

outcomes measured. The effects of three interventions included

some negative impacts, namely an increase in reports of sexual

abuse, and increases in early sexual activity among adolescents

and young people (40, 43, 49). However, these interventions also

found positive results in several other outcome areas, including

HIV testing and contraceptive use.

3.4.1.2 Definitions and designs

The group-based settings where life skills interventions were

delivered were often referred to as ’safe spaces’, although the

definitions for this term may differ in terms of engaging boys

and girls separately. In general, safe spaces can be an effective

way to engage young people in reflection and discussion, offering

them a place where they feel physically and emotionally

protected and supported to express themselves and learn new

information and skills, which can be particularly sensitive when

the content is related to SRHR. By creating frequent interaction

between group members, safe space interventions can also

expand young people’s social networks and improve their

confidence to adopt and perform new and safe behaviours (73).

When they engage girls and young women specifically, safe

spaces are often referred to as girls’ clubs, which meet regularly

with a leader using various pedagogical methods to address

SRHR, life skills, economic and financial outcomes, and other

topics (63).

The safe space groups were often divided according to age

range and sex, which aims to deliver content appropriate for

participants’ age and accommodate for existing norms around

discussing sexuality with members of the opposite sex. The

evidence suggests that these separate sex groups may be more

effective in addressing social norms underpinning SRHR

outcomes. Out of the 14 effective studies, 11 were implemented

in separate sex group settings, with six studies convening both

girls’ groups and boys’ groups, and the remaining five offering

only girls’ groups (34–37, 46–48, 53, 62, 68, 69).

3.4.1.3 Modes of delivery

Effective life skills interventions were usually led by trained

facilitators, who were young adults recruited from local

communities. When single-sex groups were created, chosen

mentors were the same sex as the safe space participants.

Mentors were trained on SRHR and gender equality among other

topics, and were instructed to facilitate discussions rather than

teach. Three effective interventions engaged peer educators to

recruit members to safe space groups (35, 47, 64).

Groups usually included 10–25 participants and met weekly

over a period of 10–15 weeks in a variety of community

locations, including schools and health facilities. A few effective
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interventions stratified group membership by age, school

enrolment status, and marital or fertility status to ensure the

appropriateness of content. The interventions always included

interactive learning techniques, including role plays, media

production, and participatory methods. Printed resources,

including illustrative vignettes, toolkits, and curricula, guided

participatory activities.

Life skills interventions were often delivered in combination

with other components (74% of included studies with life skills

components), and the evidence shows the potential effectiveness

of both individual and combined delivery. They were individually

evaluated in seven studies, three of which were effective in

improving multiple SRHR outcomes and did not have any

negative impact (36, 51, 53).

3.4.1.4 Content

Common topics and curriculum content of effective life skills

interventions included SRHR and life skills knowledge, rights of

children and young people, gender inequalities, gender roles,

sexuality, power relations, myths and misconceptions around

SRHR, GBV (including how to protect oneself and how to seek

help), decision-making and problem-solving skills, as well as

hopes, dreams and goals.

3.4.2 School-based SRHR programming
3.4.2.1 Evidence of impact

Eleven interventions included school-based SRHR programming

components. These school-based SRHR programmes showed

some limited positive evidence on the prevention of violence,

early pregnancy, and sexual risk behaviours. Six studies

demonstrated positive effects in at least one outcome or

intervention arm, while five studies had null results across

outcomes and arms (38, 41, 44, 56, 58, 71).

3.4.2.2 Definitions and designs

Among the 11 studies, six evaluated school-based interventions

delivered individually, four evaluated combined interventions,

and one study compared a school intervention-only arm to

another arm combining it with a parenting and a life skills

programme. This last study is the only one allowing for

comparison between individually delivered and combined

programmes. The Skhokho for Schools intervention was found to

be individually effective in decreasing early pregnancy and

increasing condom use among girls; however, when combined

with workshops for caregivers and children and school-based

clubs, no significant impact was found in any of the outcomes

measured (38).

3.4.2.3 Modes of delivery

Positive effects on at least one outcome were more likely to be seen

with individual interventions. For example, the Let Us Protect Our

Future intervention in South Africa led to a long-term reduction in

forced sex perpetration, unprotected sex, and STIs. The

intervention was delivered over six consecutive school days with

interactive activities led by facilitators. It sought to improve HIV/

STI risk reduction knowledge but also addressed gender issues

and rape myth beliefs relevant to the perpetration of forced

sex (44, 58).

Effective interventions were delivered by teachers (N = 2),

university staff (N = 1), and facilitators from local communities

(N = 3), all of whom received training before interventions.

Intervention delivery periods ranged from six weeks to three

school terms. All effective interventions were curriculum-based

but always included interactive content, such as games,

brainstorming, role play, skills practice, and youth-

friendly workbooks.

It is important to note that school-based interventions do not

reach out-of-school youth, who may be at increased risk of

violence victimisation and HIV infection. To reach these

populations, delivering life skills in other community-based

settings may be more appropriate.

3.4.2.4 Content

Effective school-based interventions often included normative

content on identifying risky situations and building young

people’s self-efficacy in SRHR, sexuality, gender roles, gendered

and intergenerational relationship power dynamics. This content

was often combined with modules on correct condom use and

condom-use negotiation and beliefs (41, 44, 58, 71).

3.4.3 Community dialogues
3.4.3.1 Evidence of impact

Interventions included community dialogues in 14 studies. They

offered significant data on the combined effects of community

discussions on violence prevention, contraceptive use, sexual

debut, sexual activity, early pregnancy, and marriage. Community

dialogues showed strong evidence of effectiveness in preventing

violence and child marriage and improving contraceptive use.

Across all outcomes, 12 studies showed positive effects on one or

more SRHR outcomes, and no studies reported having only null

effects (34, 35, 37, 39, 45–48, 62, 64, 68, 69). Two studies

reported a mix of negative, positive, and null results.

3.4.3.2 Definitions and designs

Effective community dialogues were frequently implemented to

address gender norms, social norms around family planning

among adolescent girls, gendered decision-making power and

agency, gender roles and expectations, violence acceptance

norms, and norms around the value of girls’ education and

postponement of early marriage and childbearing. These

conversations aimed at prompting community members to reflect

on the consequences of harmful behaviours and attitudes, dispel

myths and misconceptions around SRHR, build empathy, and

sensitize them to young people’s SRHR challenges. The collective

nature of interventions also created a way through which

different groups within communities were receiving and

discussing similar messages, and offered a public forum where

members could commit to positive new behaviours, supporting

norms change.

Five out of the 12 studies with more than one outcome

improvement or with improvements across all outcomes assessed

also measured intervention effects on outcomes related to norms

Leite et al. 10.3389/frph.2025.1592696

Frontiers in Reproductive Health 11 frontiersin.org

https://doi.org/10.3389/frph.2025.1592696
https://www.frontiersin.org/journals/reproductive-health
https://www.frontiersin.org/


and attitudes. Four of these found evidence of changes in attitudes,

which included increased women’s decision-making power,

perceived community support for family planning use, and

reduced odds of endorsing inequitable gender attitudes and

justifying violence (39, 45, 47, 64, 68).

In all 14 studies, dialogues were tested in combination with

other approaches, which often included a life skills training

component. Seven of the 12 studies also incorporated a non-

norms intervention component, including five providing

economic support components. Erulkar and co-authors,

describing the only study where community dialogues were

evaluated individually, highlight some lessons in their

implementation. The study compared two strategies of engaging

community members in dialogue to address social norms related

to child marriage and found that a structured approach using

dedicated, paid facilitators and a set curriculum was more

effective than a less rigorous method using existing community

leaders to pass messages during routine meetings. However, the

structured approach was only effective when implemented as an

individual intervention, but led to null effects when combined

with the payment of school fees (46).

3.4.3.3 Modes of delivery

Effective community dialogues were usually led by trained

facilitators recruited from local communities, trained in dialogue

facilitation skills, gender equality, and SRHR content. Two

effective interventions trained religious or cultural leaders to lead

community conversations (45, 47). The meetings were often held

in village religious or civic centres and health facilities, on a

weekly to monthly basis. Community dialogue interventions were

usually implemented over relatively longer intervention exposure

periods of 1.5–2 years.

Some interventions described strategies for the recruitment of

community members to participate and facilitators to lead sessions

through formative work before intervention implementation. For

example, facilitators were recommended by local community and

political leaders and a local NGO partner in the Reaching Married

Adolescents programme (69). Similarly, the Research Initiative to

Support the Empowerment of Girls (RISE) intervention engaged

cultural and religious leaders, school staff, and caregivers to

support activities before recruitment and used local radio for

community sensitization of the programme (64).

Nine studies on effective interventions described specifically

aiming to engage “gatekeepers” or members of reference groups

that exerted influence over young people’s access to sexual and

reproductive health (SRH) services. These included religious leaders,

male partners, parents, and caregivers. Three studies described

interventions that prompted community members to design action

plans to address issues affecting young people (45, 49, 62).

3.4.4 Parenting programmes
3.4.4.1 Evidence of impact

Eight studies included parenting interventions. These studies were

distributed across several outcomes, with most data on their

effectiveness in reducing violence and transactional sex and

increasing contraceptive use. Five interventions found

improvements in SRHR outcomes, and three had exclusively null

results (39, 53, 60, 64, 66). There was some evidence of

improvements in HIV testing, ART adherence, contraceptive use,

reduced IPV experiences, and sexual risk behaviours. Each of

these, however, is supported by only one or two studies.

3.4.4.2 Definitions and designs

Except for two studies, all others evaluated the effectiveness of

combined interventions. The data shows similar effectiveness of

these two types of implementations. Four parenting programmes

were combined with life skills interventions. For instance, the

Research Initiative to Support the Empowerment of Girls (RISE)

intervention in Zambia combined parent and community

meetings to improve attitudes towards the value of girls’

education and postponement of early marriage and childbearing,

with youth clubs offering girls and boys life skills training and an

economic support component. The combined intervention arm

effectively lowered sexual activity and unprotected sexual activity

for girls (64).

3.4.4.3 Modes of delivery

Effective interventions often engaged caregivers in group settings

through established community structures such as religious

congregations, as they were seen as recognised institutions

attended by all family members (66). Programmes were delivered

by lay counsellors and mentors following a structured

curriculum. They were often theory-based and focused on

discussions, problem-solving, and practising new skills through

in-session rehearsal. A few studies also used multimedia aids,

including posters and cartoon storylines (39, 60).

3.4.4.4 Content

Parenting and family interventions covered positive

communication and conflict-solving skills, alternative solutions to

violence, and family goal-setting. Interventions aimed at HIV

prevention or targeting participants living with HIV also

included topics on youth identity, acceptance, disclosure and

coping with HIV, stigma and discrimination, treatment

knowledge, and caregiver-child communication on sensitive

topics including HIV and puberty.

As described, only one study focused on male caregivers. The

REAL Fathers intervention for young male caregivers with toddler

children decreased perpetrations of IPV against wives, as well as

psychological and verbal violence against children. The programme

offered both individual and group mentoring sessions for fathers,

some of which were attended by their wives, where participants

engaged in self-reflection on gender roles and practised couple

communication skills, joint problem-solving, and nonviolent

responses. Posters capturing desired behaviours from male

caregivers were also displayed in community locations (39).

3.4.5 Media and digital interventions
3.4.5.1 Evidence of impact

Intervention studies included seven examples of the use of media

or digital-based approaches to improve adolescents and young

people’s SRHR outcomes. Studies were concentrated on outcome

areas related to violence prevention, HIV, and contraceptive use.
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Four interventions found positive results, and one had null

effects (32, 45, 52, 55). One study reported a mix of positive

results with one negative result, namely an increase in the

proportion of young people who had ever had sex (50). One

social media-based intervention component was not evaluated

due to low exposure (53).

3.4.5.2 Definitions and designs

The evidence of the effectiveness of digital and mass media

interventions is particularly strong in terms of increasing HIV

testing and contraceptive use. Mass media approaches showed

effectiveness in both individual and combined delivery. There

was evidence of improvements in HIV and contraceptive

outcomes from the single-component MTV Shuga Down South

intervention, a television drama with storylines including

information on HIV prevention options (52). Similarly, the Gender

Roles, Equality and Transformations (GREAT) intervention

increased the use of family planning and decreased violence

experiences, particularly for older participants, with the combined

delivery of a serial radio drama with storylines on gender,

violence, and SRHR. The intervention also included a community

mobilisation process, participatory activities for youth clubs, and

the training of community healthcare workers (45).

One issue when evaluating mass media-based approaches is the

challenge of implementing a randomised controlled trial and

having a control group that does not have exposure to media

messaging. Therefore, the effectiveness found in these studies

should be considered carefully. At the same time, they offer

insights into the use of quasi-experimental study designs to

evaluate interventions without a clear control group.

3.4.5.3 Modes of delivery

Interventions included four digital or social media-based

approaches, such as text messaging, television, and radio-based

drama interventions. Two effective interventions used text

messaging-based applications and included game-like features

to improve engagement. ChattyCuz was a WhatsApp

gamified chatbot that decreased experiences of IPV for young

women in South Africa. The chatbot was designed to

appear approachable and build women’s self-efficacy, healthy

communication, and safety planning skills. Through quizzes and

narratives, the intervention also offered reflections on power

in relationships and was effective in improving attitudes and

beliefs about power balance (32). Similarly, InThistoGether

delivered five to 10 daily text messages to young people in

Uganda for seven weeks, including content on healthy

relationships and communication, and societal expectations for

gendered sexual interactions. It improved rates of condom-

protected sex and HIV testing. Both interventions offered

symbolic rewards, such as badges for specified safe behavioural

outcomes, to motivate users (55).

3.4.5.4 Content

Effective media or digital-based interventions often included

content on healthy relationships and prompted participants to

critically reflect on power imbalance and control in relationships

and societal expectations for gendered sexual interactions.

3.4.6 Healthcare provider training
3.4.6.1 Evidence of impact

Seven studies included a component of training healthcare professionals

to provide youth-friendly services, all of which were combined with

other interventions. Four studies were effective in improving a

significant portion of outcomes measured (34, 45, 64, 69). Two

interventions had null effects across all or nearly all outcomes

evaluated. One intervention led to several positive outcomes,

including decreasing rates of non-consensual sex, but also resulted in

a small increase in the number of adolescents’ lifetime partners (41).

3.4.6.2 Definitions and designs

The lack of individually delivered healthcare training programmes

hinders the evaluation of programmes’ effectiveness, not allowing

for the separation of the effects of these types of interventions on

SRHR outcomes. Interventions’ lack of focus on this type of

training, which is often described as the last component of packages

and with little detail on design, conflicts with adolescents’ accounts

that cite stigmatising attitudes and judgement by healthcare

providers as reasons to avoid seeking services.

3.4.6.3 Modes of delivery & content

Two of the studies on effective interventions offered no detail on

the healthcare provider interventions other than the fact that

healthcare teams were trained to provide youth-friendly health

services. The other two studies which led to improved outcomes

both described the Reaching Married Adolescents intervention in

Niger. In this programme, community health volunteers were

recruited from study villages to provide gender-matched home

visits to married adolescent girls and their husbands. Prior to the

visits, they received a one-week training on topics including

contraceptive methods, healthy spacing of pregnancies, provision

of family planning counselling, as well as gender equality, and

youth and adolescent rights (34, 69).

3.4.7 Interventions with community leaders
3.4.7.1 Evidence of impact

Five studies included interventions with religious, cultural, or

traditional leaders, all of which were delivered in combination

with other components (43, 45–47, 66). Four of these studies

provide evidence from violence and child marriage prevention

and family planning programmes. The studies find a mix of

positive and null results across all outcomes.

Two programmes engaged leaders in the intervention

development with community-based participatory methods,

including one that was also delivered in a religious setting

following services (45, 66). Both studies show a mix of positive

and null results. Two interventions targeting child marriage

recruited and trained leaders as community conversation

facilitators. One of these reduced child marriage rates and the

other found null results (46, 47). One study had a specific focus

on training religious leaders with SRH information, with the aim

that they would mobilise youth involved in commercial sex to

seek these services. The intervention contributed to increased

HIV testing and the age of sexual debut (43).
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3.4.8 Rights-based advocacy
3.4.8.1 Evidence of impact

Only two studies included rights-based advocacy strategies,

which found a mix of positive and null results. More research on

such approaches is needed to draw further evidence-based

conclusions (35, 43).

4 Discussion

This review highlights the transformative impact of social

norms interventions on improving adolescent SRHR outcomes,

particularly in preventing violence and child marriage and

increasing HIV testing and contraceptive use. Of the 40 included

studies, 26 reported significant improvements in at least one of

the intervention arms, without any negative impact. Successful

interventions typically engage with a wide range of stakeholders

and are often grounded in formative research and contextual

understanding of social networks and local power dynamics. Our

findings highlight the importance of addressing foundational

social norms, particularly gender norms, to improve outcomes

among adolescents and young people and how these

interventions can promote multiple positive outcomes, including

violence prevention. Social norms interventions have the

potential to both reduce the structural drivers of harmful

practices such as GBV and child marriage, as well as improve

access to essential SRH services, including family planning and

HIV treatment and care services. The heterogeneity of

interventions reviewed, including in design, target outcomes,

strategies, and combinations with other components, limits direct

comparisons of their effectiveness. Nonetheless, some emerging

features of successful interventions will be discussed below.

Integrating gender-transformative approaches was a key element

of comprehensive programming aimed at reducing violence and

improving other SRHR outcomes. The evidence suggests that many

effective approaches for addressing harmful social and gender

norms focused on creating or leveraging shared community spaces

guided by a trained facilitator. These spaces provided a platform for

discussions and critical reflection on gender inequities, gender roles,

sexuality, power relations, myths and misconceptions around SRHR,

and norms underpinning GBV (33, 51, 53, 68, 69).

Included studies offered insights into the most effective

intervention strategies and their design. Life skills training

interventions incorporating social norms components, delivered in

safe spaces or other group settings, both in combination with other

components or alone, were found to be effective in preventing

violence and child marriage and improving HIV testing and

condom use (34, 37, 47). Life skills interventions offer potential

entry points to provide adolescents and young people with SRHR

information, foster social support through safe spaces where

experiences can be shared, and build their confidence to perform

new behaviours (74). Successful approaches were found in the

evaluation of single-sex life skills groups, which more easily allow

for the discussionof sensitive topics including gender roles (36, 40, 68).

Community dialogue interventions, in combination with other

components, were also effective in the areas of violence prevention,

contraceptive use, sexual debut, sexual activity, early pregnancy, and

child marriage. These interventions engaged community members

in reflections on gender roles and power and built mutual

understanding and shared values. By offering a setting in which

different groups received and discussed the same SRHR messages,

the interventions also helped dispel misconceptions about SRHR

and encouraged intergenerational dialogues. The evidence showed it

was often important to engage with influential reference groups

within the communities, such as religious leaders, to ensure buy-in

before or during intervention activities and avoid backlash (66, 69).

We found compelling data on mass media and digital approaches’

effectiveness, both through individual interventions and combined

delivery, particularly for reducing violence, HIV prevention, and

increased contraceptive use. Through both mass and social media-

based approaches, including television and radio, these interventions

seek to reach a critical audience with information, be that a mass or

a key targeted audience. By including content on social and gender

norms, these approaches can empower adolescents and young

people with information, provide role models, and create a

supportive environment for norms change. This review also

highlights emerging evidence on the use of digital technologies,

whose potential for large-scale change, with wide reach and low

cost, should be further explored (32, 75).

Our review showed some promising practice for changing

social norms through parenting programmes that reduced

violence and sexual risk behaviours, and improved HIV testing,

ART adherence, and contraceptive use. Effective interventions

often engaged adolescents and young people and their caregivers

in discussions and skills-building for positive communication,

non-violent conflict resolution, and reflection on harmful gender

norms. A recent review of programmes aimed at reducing

violence against children and IPV recommended expanding

parenting programmes to involve other community members and

reduce the intergenerational transmission of violence-endorsing

attitudes. The review also highlighted a crucial evidence gap

around studies targeting caregivers of adolescents (76).

Some promising practices were also found in examples of

school-based SRHR programming, particularly in preventing

sexual violence, although the overall evidence is mixed.

A UNESCO report on school curricula in 10 countries in Eastern

and Southern Africa found that very few interventions focused

sufficiently on the influence of media on gender norms, nor

addressed adolescents and young people’s diversity and sexual

rights. Many school-based interventions also approached sexuality

in a negative way (77). Given the number of school-based

interventions with null effects, more implementation research is

needed to enhance their effectiveness in addressing SRHR.

Another key finding of the review was the importance of taking a

socio-ecological approach and designing programmes that go beyond

engagement with adolescents and young people themselves and target

the reference groups influencing their behaviours and outcomes,

particularly at a family and community level. Reference groups can

serve as sources of correct SRHR information and create social

support for young people’s behaviour change. Reference groups’

influence may differ according to each individual, community, or

behaviour, which highlights the importance of conducting
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formative research including power mapping to understand the social

networks that can sustain and challenge social norms.

Strategies for engaging reference groups can also help reinforce and

spread changes in norms and behaviours beyond the small group of

adolescents and young people directly participating in an

intervention. This review highlights the need for greater focus on

developing diffusion strategies to drive broader societal change.

Successful approaches may include leveraging mass media or

empowering participants to diffuse messages themselves within their

communities. These strategies can enhance the visibility and adoption

of new norms, ultimately strengthening their long-term sustainability.

Further research is needed to explore whether change is sustained

past short programmatic timelines. In addition to our findings on

SRHR behavioural outcomes, several of the interventions found

significant improvements in measures of SRHR knowledge and

intentions to adopt health-seeking behaviours. These intermediate

outcomes suggest that interventions may be effective even when the

short timelines are insufficient to observe actual behavioural change.

This underscores the importance of designing a clear theory of

change for interventions, with metrics that correspond with the

duration of implementation, as well as indicators of norms change

(78, 79). Longer intervention timelines may be required to achieve

change in certain behavioural outcomes, allowing for longer

exposure to support a change in the actual social norms

underpinning behaviours and attitudes.

Although most of the studies included in this review described

combined approaches, we also found a few effective single-

component programmes including mass media interventions. It

is also important to ensure that such interventions consider the

supply-side barriers to promoting adolescents’ and young

people’s access to services. Other non-normative supply-side

factors affecting SRHR outcomes include the availability,

accessibility, and quality of services. Persistent inequalities in

these supply-side factors exist among adolescents and young

people in sub-Saharan Africa based on education, urban-rural

residence, and household economic status, underscoring the need

to combine norms interventions with improved service access (3).

Whilst many social norms interventions focus on creating

demand for SRH services, outcomes may not improve without

also ensuring that there is an effective supply-side response,

including adolescent-friendly health, education, and violence

prevention and response services. Working with adult reference

groups, including healthcare workers, caregivers, religious leaders,

and teachers, can help address adultism1 norms that can be a

significant barrier to accessing services and impede discussions

on SRHR between adults and young people. For instance, in the

delivery of healthcare provider training, interventions ensuring

that the training content went beyond SRHR knowledge and

included topics on gender equality and adolescent rights were

shown to be effective. Further research should focus on effective

strategies for training healthcare professionals to provide SRH

services in a destigmatising manner that respects adolescents and

young people’s rights to privacy.

4.1 Limitations

This review has several limitations. First, whilst our review focuses

on SRHR outcomes, it did not focus on the effects of interventions on

SRHR-related norms, attitudes, knowledge, and awareness. As a result,

potential impacts on these important outcomes were not captured.

Another limitation is the inclusion of a large number of combined

interventions without study designs that allowed for the separation

of individual components’ contributions. This made it difficult to

determine which elements of multi-faceted programs were driving

observed outcomes. Additionally, due to the wide range of outcomes

and intervention types, we were not able to meta-analyse studies in

order to compare intervention effect sizes. Furthermore, the review

was constrained by a lack of detailed information on many of the

interventions’ design and implementation, limiting the depth of

analysis. Lastly, the exclusive focus on published experimental

evidence may have restricted our ability to include certain types of

interventions on which experimental evidence is still thin.

4.2 Evidence gaps

Several important evidence gaps emerged from this review,

highlighting areas where further research is needed to better

understand the effectiveness of interventions:

• Implementation research exploring how the dosage, fidelity, and

quality of intervention delivery affect outcomes: Understanding

how interventions are executed in real-world settings is essential to

ensure their effectiveness and to guide future programmes. There

is also a lack of consideration and understanding of the potential

unanticipated negative consequences of interventions to address

social norms in existing research. Future research should examine

mechanisms to anticipate, track, and respond to potential harmful

impacts of interventions and mitigate backlash that may be

experienced by programme participants, early adopters of new

norms, and staff members involved in programme delivery.

• Quantitative studies on certain SRHR outcomes: There is a scarcity

of quantitative studies on interventions addressing outcomes such

as access to medical male circumcision, ART, PrEP, menstrual

health, protection from female genital mutilation/cutting and

other harmful traditional practices.

• Quantitative studies on certain intervention types: Rights-based

advocacy, interventions to change laws and policies, and

movement-building interventions (including on women and

girl-led movements) are underrepresented in the experimental

literature. Discussions with policymakers including civil society

1The idea that the adult human being is in some sense superior to the child

[or young person] or of greater worth, and thus the child, by default, inferior

or of lesser worth. Reference: Shier H. What does ‘equality’mean for children

in relation to adults? [Official background paper for UN Global Thematic

Consultation on ‘Addressing Inequalities Post-2015]. CESESMA; 2012.
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networks, however, highlight the critical importance of these

interventions for achieving systemic and structural changes.

• Interventions seeking to improve SRHR outcomes for

marginalised adolescents and young people and key

populations: Very few studies examine interventions that

address the intersectionality of social norms and various

dimensions of discrimination, such as race, ethnicity,

disability, sexual behaviour, that affect the wellbeing of

marginalised youth. There are also few studies focusing on

children living in crisis and conflict-affected contexts.

• Programming and research for boys and men: While many

studies focus on adolescent girls and young women, there is a

notable lack of research focusing on boys and men.

• Geographical spread of evidence: Our review includes studies

from 12 countries. However, most studies are concentrated in

a few countries, notably South Africa, Kenya, and Uganda.

• Long-term evaluations: There is a lack of long-term evaluations to

assess the sustainability of the effects of interventions over time.

• Cost-effectiveness analysis: Finally, there is a lack of data on the

costs and cost-effectiveness of interventions. Understanding

funding requirements and the potential for scalability of

effective interventions is crucial for policymakers and funders.

Addressing these evidence gaps would provide a more

comprehensive understanding of what works in interventions

aiming to address social norms to improve SRHR outcomes.

Author contributions

LL: Conceptualization, Formal analysis, Methodology, Data

curation, Investigation, Project administration, Visualization,

Writing – original draft, Writing – review & editing. RY:

Conceptualization, Formal analysis, Investigation, Methodology,

Project administration, Supervision, Visualization, Writing –

original draft, Writing – review & editing. GS: Conceptualization,

Formal analysis, Funding acquisition, Methodology, Project

administration, Validation, Writing – review & editing. JH:

Conceptualization, Formal analysis, Funding acquisition,

Investigation, Methodology, Validation, Writing – review &

editing. JC-C: Data curation, Formal analysis, Methodology,

Writing – review & editing. MR: Data curation, Formal analysis,

Methodology, Writing – review & editing. ET: Data curation,

Formal analysis, Writing – review & editing, Methodology,

Conceptualization, Funding acquisition, Project administration,

Supervision, Validation, Visualization, Writing – original draft.

Funding

The author(s) declare that financial support was received for

the research and/or publication of this article. This research was

funded by UNICEF Eastern and Southern Africa Regional Office

(UNICEF ESARO) through the 2gether 4 SRHR Programme;

the UKRI GCRF Accelerating Achievement for Africa’s

Adolescents (Accelerate) Hub [ES/S008101/1]; and Oak

Foundation [OFIL-20-057].

Acknowledgments

This research partnership was made possible through the

Government of Sweden’s support to 2gether 4 SRHR—a joint United

Nations programme designed to improve sexual and reproductive

health and rights in Eastern and Southern Africa. Gaia Chiti Strigelli,

Jenny Yi-Chen Han, and Nicholas Niwagaba of UNICEF provided

policy and programme guidance and leadership. We greatly

appreciate the contributions of the members of the Oxford-UCT

research team who conducted the research that is presented in this

paper. This paper was written by Luciana Leite, Rachel Yates, Elona

Toska, Jenny Chen-Charles, and Maria Rotaru of the Oxford-UCT

research team. Leah de Jager created the figures in this paper unless

noted otherwise. Laurie Gulaid and Judith Sherman of UNICEF

reviewed the paper. We would also like to thank the key informants

consulted, including: Clare Bangirana (Africhild and Makerere

University), Paul Bukuluki (Makerere University & Eastern Africa

Learning Collaborative), Ben Cislaghi (Makerere University),

Alessandra Guedes (UNICEF Office of Research-Innocenti), Christine

Kolbe-Stewart (UNICEF), Alice Armstrong (UNICEF), Giovanna

Lauro (Equimundo), Rebecka Lundgren (University of California San

Diego and Humanizing Development Collective), Gillian Mann

(Child Frontiers), Jackie Repila and Jean Casey (Girls Not Brides),

Miriam Temin (Population Council), Karen Snow (University of

Oxford), members of the Regional Interagency Thematic Team on

gender and social norms including Lilian Langat (UNFPA), Richard

Delate (UNFPA), Marietta Wildt (UNAIDS), Chris Mallouris

(UNAIDS), and members of the UNITED! Movement (Munnira

Katongole, Trevor Emojel, Frida Fortunatus Musilimu, Musonda

Memory Chikombo, Taonga Zulu, Hakimu Kayong, Nyiko Kubai).

Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.

Generative AI statement

The author(s) declare that no Generative AI was used in the

creation of this manuscript.

Publisher’s note

All claims expressed in this article are solely those of the authors and

do not necessarily represent those of their affiliated organizations, or

those of the publisher, the editors and the reviewers. Any product

that may be evaluated in this article, or claim that may be made by its

manufacturer, is not guaranteed or endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found

online at: https://www.frontiersin.org/articles/10.3389/frph.2025.

1592696/full#supplementary-material

Leite et al. 10.3389/frph.2025.1592696

Frontiers in Reproductive Health 16 frontiersin.org

https://www.frontiersin.org/articles/10.3389/frph.2025.1592696/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/frph.2025.1592696/full#supplementary-material
https://doi.org/10.3389/frph.2025.1592696
https://www.frontiersin.org/journals/reproductive-health
https://www.frontiersin.org/


References

1. UNAIDS. Spectrum Estimates [Internet]. (2024). Available at: https://aidsinfo.
unaids.org/ (Accessed March 12, 2025).

2. World Health Organization. Adolescent pregnancy [Internet]. (2022). Available at:
https://www.who.int/news-room/fact-sheets/detail/adolescent-pregnancy (Accessed March
12, 2025).

3. Melesse DY, Mutua MK, Choudhury A, Wado YD, Faye CM, Neal S, et al.
Adolescent sexual and reproductive health in sub-Saharan Africa: who is left
behind? BMJ Glob Health. (2020) 5(1):e002231. doi: 10.1136/bmjgh-2019-002231

4. Akwara E, Pinchoff J, Abularrage T, White C, Ngo TD. The urban environment and
disparities in sexual and reproductive health outcomes in the global south: a scoping
review. J Urban Health. (2023) 100(3):525–61. doi: 10.1007/s11524-023-00724-z

5. Cislaghi B, Shakya H. Social norms and adolescents’ sexual health: an
introduction for practitioners working in low and mid-income African countries.
Afr J Reprod Health. (2018) 22(1):38–46. doi: 10.29063/ajrh2018/v22i1.4

6. UNICEF. Building back equal, with and for adolescent girls: A programme
strategy for UNICEF 2022–2025 [Internet]. New York; (2022). Available at: https://
www.unicef.org/media/146091/file/Adolescent_Girls_Programme_Strategy_EN.pdf
(Accessed March 12, 2025).

7. World Health Organization. Violence against women prevalence estimates,
2018 – WHO African Region [Internet]. (2021). Available at: https://www.who.int/
publications/i/item/WHO-SRH-21.7 (Accessed March 12, 2025).

8. World Health Organization. Violence against women [Internet]. (2024). Available
at: https://www.who.int/news-room/fact-sheets/detail/violence-against-women
(Accessed March 12, 2025).

9. World Health Organization. Adolescent Health. (2025). Available at: https://
www.who.int/health-topics/adolescent-health#tab=tab_1 (Accessed March 12,
2025).

10. John NA, Stoebenau K, Ritter S, Edmeades J, Balvin N. Gender Socialization
during Adolescence in Low-and Middle-Income Countries: Conceptualization,
influences and outcomes. (2017). Available at: https://prevention-collaborative.org/
wp-content/uploads/2021/08/ICRW_2017-Gender-socialization.pdf (Accessed March
12, 2025).

11. van de Bongardt D, Reitz E, Sandfort T, Deković M. A meta-analysis of the
relations between three types of peer norms and adolescent sexual behavior. Pers
Soc Psychol Rev. (2014) 19(3):203–34. doi: 10.1177/1088868314544223

12. ALIGN Platform. Gender norms and sexual and reproductive health. (2025).
Available at: https://www.alignplatform.org/gender-norms-and-sexual-and-
reproductive-health (Accessed March 12, 2025).

13. Buller AM, Schulte MC. Aligning human rights and social norms for adolescent
sexual and reproductive health and rights. Reprod Health Matters. (2018)
26(52):38–45. doi: 10.1080/09688080.2018.1542914

14. UNICEF. Social norms: definitions. (2021). Available at: https://www.unicef.org/
media/111061/file/Social-norms-definitions-2021.pdf (Accessed March 12, 2025).

15. UNICEF. Technical note on gender norms. (2021). Available at: https://www.
unicef.org/media/65381/file/GP-2020-Technical-Note-Gender-Norms.pdf (Accessed
March 12, 2025).

16. Learning Collaborative to Advance Normative Change. Norms and social
influence: understanding the attributes. (2019). Available at: https://www.
alignplatform.org/sites/default/files/2019-11/lc_nsi_attributes_brief_final_08262019_
eng.pdf (Accessed March 12, 2025).

17. Yamin P, Fei M, Lahlou S, Levy S. Using social norms to change behavior and
increase sustainability in the real world: a systematic review of the literature.
Sustainability. (2019) 11(20):5847. doi: 10.3390/su11205847

18. Tang MY, Rhodes S, Powell R, McGowan L, Howarth E, Brown B, et al. How
effective are social norms interventions in changing the clinical behaviours of
healthcare workers? A systematic review and meta-analysis. Implement Sci. (2021)
16(1):8. doi: 10.1186/s13012-020-01072-1

19. UNICEF. SBC Guidance. Social Norms. (2025). Available at: https://www.
sbcguidance.org/do/social-norms (Accessed March 12, 2025).

20. UNICEF. Defining social norms and related concepts. (2021). Available at:
https://www.unicef.org/media/111061/file/Social-norms-definitions-2021.pdf
(Accessed March 12, 2025).

21. Cotterill S, Tang MY, Powell R, Howarth E, McGowan L, Roberts J, et al. Social
norms interventions to change clinical behaviour in health workers: a systematic
review and meta-analysis. Health Serv Deliv Res. (2020) 8(41):1–138. doi: 10.3310/
hsdr08410

22. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD,
et al. The PRISMA 2020 statement: an updated guideline for reporting systematic
reviews. Br Med J. (2021) 372:n71. doi: 10.1136/bmj.n71

23. Musindo O, Jafry S, Nyamiobo J, Becker KD, Gellatly R, Maloy C, et al. Mental
health and psychosocial interventions integrating sexual and reproductive rights and

health, and HIV care and prevention for adolescents and young people (10–24
years) in sub-Saharan Africa: a systematic scoping review. EClinicalMedicine. (2023)
57:101835. doi: 10.1016/j.eclinm.2023.101835

24. Marcus R, Rivett J, Kruja K. How far do parenting programmes help change
norms underpinning violence against adolescents? Evidence from low and middle-
income countries. Glob Public Health. (2021) 16(6):820–41. doi: 10.1080/17441692.
2020.1776364

25. Bose DL, Hundal A, Singh S, Singh S, Seth K, Hadi SU, et al. Evidence and gap
map report: social and behavior change communication (SBCC) interventions for
strengthening HIV prevention and research among adolescent girls and young
women (AGYW) in low- and middle-income countries (LMICs). Campbell Syst Rev.
(2023) 19(1):32–50. doi: 10.1002/cl2.1297

26. Greene ME, Siddiqi M, Abularrage TF. Systematic scoping review of
interventions to prevent and respond to child marriage across Africa: progress, gaps
and priorities. BMJ Open. (2023) 13(5):e061315. doi: 10.1136/bmjopen-2022-061315

27. Evans WD, Ulasevich A, Hatheway M, Deperthes B. Systematic review of peer-
reviewed literature on global condom promotion programs. Int J Environ Res Public
Health. (2020) 17(7):2262. doi: 10.3390/ijerph17072262

28. Achen D, Fernandes D, Kemigisha E, Rukundo GZ, Nyakato VN, Coene G.
Trends and challenges in comprehensive sex education (CSE) research in Sub-
Saharan Africa: a narrative review. Curr Sex Health Rep. (2023) 16(4):221–9.
doi: 10.1007/s11930-023-00362-1

29. Heymann J, Levy JK, Bose B, Ríos-Salas V, Mekonen Y, Swaminathan H, et al.
Improving health with programmatic, legal, and policy approaches to reduce gender
inequality and change restrictive gender norms. Lancet. (2019) 393(10190):2522–34.
doi: 10.1016/S0140-6736(19)30656-7

30. Alexander-scott M, Bell E, Holden J. DFID Guidance Note: Shifting
Social Norms to Tackle Violence Against Women and Girls (VAWG).
London; (2016). Available at: https://assets.publishing.service.gov.uk/media/
5a7ff8e3e5274a2e87db717b/Shifting-Social-Norms-tackle-Violence-against-Women-
Girls3.pdf (Accessed March 12, 2025).

31. Learning Collaborative to Advance Normative Change. Identifying and
Describing Approaches and Attributes of Norms-Shifting Interventions: Background
paper. (2017). Available at: https://www.alignplatform.org/sites/default/files/2019-11/
lc_attributes_document_final_08282019_eng.pdf (Accessed March 12, 2025).

32. De Filippo A, Bellatin P, Tietz N, Grant E, Whitefield A, Nkopane P, et al. Effects
of digital chatbot on gender attitudes and exposure to intimate partner violence among
young women in South Africa. PLOS Digit Health. (2023) 2(10):e0000358. doi: 10.
1371/journal.pdig.0000358

33. Mathews C, Eggers SM, Townsend L, Aarø LE, de Vries PJ, Mason-Jones AJ,
et al. Effects of PREPARE, a multi-component, school-based HIV and intimate
partner violence (IPV) prevention programme on adolescent sexual risk behaviour
and IPV: cluster randomised controlled trial. AIDS Behav. (2016) 20(9):1821–40.
doi: 10.1007/s10461-016-1410-1

34. Silverman JG, Brooks MI, Aliou S, Johns NE, Challa S, Nouhou AM, et al. Effects
of the reaching married adolescents program on modern contraceptive use and
intimate partner violence: results of a cluster randomized controlled trial among
married adolescent girls and their husbands in Dosso, Niger. Reprod Health. (2023)
20(1):83. doi: 10.1186/s12978-023-01609-9

35. Chabata ST, Hensen B, Chiyaka T, Mushati P, Musemburi S, Dirawo J, et al. The
impact of the DREAMS partnership on HIV incidence among young women who sell
sex in two Zimbabwean cities: results of a non-randomised study. BMJ Glob Health.
(2021) 6(4):e003892. doi: 10.1136/bmjgh-2020-003892

36. Shah M, Seager J, Montalvao J, Goldstein M. Two Sides of Gender: Sex, Power,
and Adolescence. Washington, DC: The World Bank (2022).

37. Roberts ST, Hartmann M, Minnis AM, Otticha SO, Browne EN, Montgomery
ET, et al. Breaking down relationship barriers to increase PrEP uptake and
adherence among adolescent girls and young women in Kenya: safety and
preliminary effectiveness results from a pilot cluster-randomized trial. J Int AIDS
Soc. (2023) 26(12):e26198. doi: 10.1002/jia2.26198

38. Jewkes R, Gevers A, Chirwa E, Mahlangu P, Shamu S, Shai N, et al. RCT
Evaluation of Skhokho: a holistic school intervention to prevent gender-based
violence among South African grade 8s. PLoS One. (2019) 14(10):e0223562. doi: 10.
1371/journal.pone.0223562

39. Ashburn K, Kerner B, Ojamuge D, Lundgren R. Evaluation of the responsible,
engaged, and loving (REAL) fathers initiative on physical child punishment and
intimate partner violence in northern Uganda. Prev Sci. (2017) 18(7):854–64.
doi: 10.1007/s11121-016-0713-9

40. Oberth G, Tamisayi C, Tendayi K, Rudo M, Dagmar H, Pennelope K, et al.
Effectiveness of the Sista2Sista programme in improving HIV and other sexual and
reproductive health outcomes among vulnerable adolescent girls and young women
in Zimbabwe. Afr J AIDS Res. (2021) 20(2):158–64. doi: 10.2989/16085906.2021.
1918733

Leite et al. 10.3389/frph.2025.1592696

Frontiers in Reproductive Health 17 frontiersin.org

https://aidsinfo.unaids.org/
https://aidsinfo.unaids.org/
https://www.who.int/news-room/fact-sheets/detail/adolescent-pregnancy
https://doi.org/10.1136/bmjgh-2019-002231
https://doi.org/10.1007/s11524-023-00724-z
https://doi.org/10.29063/ajrh2018/v22i1.4
https://www.unicef.org/media/146091/file/Adolescent_Girls_Programme_Strategy_EN.pdf
https://www.unicef.org/media/146091/file/Adolescent_Girls_Programme_Strategy_EN.pdf
https://www.who.int/publications/i/item/WHO-SRH-21.7
https://www.who.int/publications/i/item/WHO-SRH-21.7
https://www.who.int/news-room/fact-sheets/detail/violence-against-women
https://www.who.int/health-topics/adolescent-health#tab=tab_1
https://www.who.int/health-topics/adolescent-health#tab=tab_1
https://prevention-collaborative.org/wp-content/uploads/2021/08/ICRW_2017-Gender-socialization.pdf
https://prevention-collaborative.org/wp-content/uploads/2021/08/ICRW_2017-Gender-socialization.pdf
https://doi.org/10.1177/1088868314544223
https://www.alignplatform.org/gender-norms-and-sexual-and-reproductive-health
https://www.alignplatform.org/gender-norms-and-sexual-and-reproductive-health
https://doi.org/10.1080/09688080.2018.1542914
https://www.unicef.org/media/111061/file/Social-norms-definitions-2021.pdf
https://www.unicef.org/media/111061/file/Social-norms-definitions-2021.pdf
https://www.unicef.org/media/65381/file/GP-2020-Technical-Note-Gender-Norms.pdf
https://www.unicef.org/media/65381/file/GP-2020-Technical-Note-Gender-Norms.pdf
https://www.alignplatform.org/sites/default/files/2019-11/lc_nsi_attributes_brief_final_08262019_eng.pdf
https://www.alignplatform.org/sites/default/files/2019-11/lc_nsi_attributes_brief_final_08262019_eng.pdf
https://www.alignplatform.org/sites/default/files/2019-11/lc_nsi_attributes_brief_final_08262019_eng.pdf
https://doi.org/10.3390/su11205847
https://doi.org/10.1186/s13012-020-01072-1
https://www.sbcguidance.org/do/social-norms
https://www.sbcguidance.org/do/social-norms
https://www.unicef.org/media/111061/file/Social-norms-definitions-2021.pdf
https://doi.org/10.3310/hsdr08410
https://doi.org/10.3310/hsdr08410
https://doi.org/10.1136/bmj.n71
https://doi.org/10.1016/j.eclinm.2023.101835
https://doi.org/10.1080/17441692.2020.1776364
https://doi.org/10.1080/17441692.2020.1776364
https://doi.org/10.1002/cl2.1297
https://doi.org/10.1136/bmjopen-2022-061315
https://doi.org/10.3390/ijerph17072262
https://doi.org/10.1007/s11930-023-00362-1
https://doi.org/10.1016/S0140-6736(19)30656-7
https://assets.publishing.service.gov.uk/media/5a7ff8e3e5274a2e87db717b/Shifting-Social-Norms-tackle-Violence-against-Women-Girls3.pdf
https://assets.publishing.service.gov.uk/media/5a7ff8e3e5274a2e87db717b/Shifting-Social-Norms-tackle-Violence-against-Women-Girls3.pdf
https://assets.publishing.service.gov.uk/media/5a7ff8e3e5274a2e87db717b/Shifting-Social-Norms-tackle-Violence-against-Women-Girls3.pdf
https://www.alignplatform.org/sites/default/files/2019-11/lc_attributes_document_final_08282019_eng.pdf
https://www.alignplatform.org/sites/default/files/2019-11/lc_attributes_document_final_08282019_eng.pdf
https://doi.org/10.1371/journal.pdig.0000358
https://doi.org/10.1371/journal.pdig.0000358
https://doi.org/10.1007/s10461-016-1410-1
https://doi.org/10.1186/s12978-023-01609-9
https://doi.org/10.1136/bmjgh-2020-003892
https://doi.org/10.1002/jia2.26198
https://doi.org/10.1371/journal.pone.0223562
https://doi.org/10.1371/journal.pone.0223562
https://doi.org/10.1007/s11121-016-0713-9
https://doi.org/10.2989/16085906.2021.1918733
https://doi.org/10.2989/16085906.2021.1918733
https://doi.org/10.3389/frph.2025.1592696
https://www.frontiersin.org/journals/reproductive-health
https://www.frontiersin.org/


41. Njue C, Voetenb HACM, Ohumac E, Looman C, Habbema DF, Askew I.
Findings of an evaluation of community and school-based reproductive health and
HIV prevention programs in Kenya. African Popul Stud. (2015) 29(2
Suppl):1934–51. doi: 10.11564/29-2-775

42. Stark L, Asghar K, Seff I, Yu G, Gessesse TT, Ward L, et al. Preventing violence
against refugee adolescent girls: findings from a cluster randomised controlled trial in
Ethiopia. BMJ Glob Health. (2018) 3(5):e000825. doi: 10.1136/bmjgh-2018-000825

43. Renzaho AMN, Kamara JK, Doh D, Bukuluki P, Mahumud RA, Galukande M.
Do community-based livelihood interventions affect sexual and reproductive health
and rights of young people in slum areas of Uganda: a difference-in-difference with
Kernel propensity score matching analysis. J Urban Health. (2022) 99(1):164–89.
doi: 10.1007/s11524-021-00596-1

44. Jemmott III, JB O, Leary A, Jemmott LS, Ngwane ZP, Teitelman AM, et al. Effect
of a behavioral intervention on perpetrating and experiencing forced sex among South
African adolescents: a secondary analysis of a cluster randomized trial. JAMA Netw
Open. (2018) 1(4):e181213–e181213. doi: 10.1001/jamanetworkopen.2018.1213

45. Dagadu NA, Barker KM, Okello SBT, Kerner B, Simon C, Nabembezi D, et al.
Fostering gender equality and reproductive and sexual health among adolescents:
results from a quasi-experimental study in northern Uganda. BMJ Open. (2022)
12(3):e053203. doi: 10.1136/bmjopen-2021-053203

46. Erulkar A, Medhin G, Weissman E, Kabore G, Ouedraogo J. Designing and
evaluating scalable child marriage prevention programs in Burkina Faso and
Tanzania: a quasi-experiment and costing study. Glob Health Sci Pract. (2020)
8(1):68. doi: 10.9745/GHSP-D-19-00132

47. Chow V, Vivalt E. Challenges in changing social norms: evidence from
interventions targeting child marriage in Ethiopia. J Afr Econ. (2022) 31(3):183–210.
doi: 10.1093/jae/ejab010

48. Austrian K, Soler-Hampejsek E, Kangwana B, Maddox N, Diaw M, Wado YD,
et al. Impacts of multisectoral cash plus programs on marriage and fertility after 4
years in pastoralist Kenya: a randomized trial. J Adolesc Health. (2022)
70(6):885–94. doi: 10.1016/j.jadohealth.2021.12.015

49. Austrian K, Soler-Hampejsek E, Behrman JR, Digitale J, Jackson Hachonda N,
Bweupe M, et al. The impact of the adolescent girls empowerment program
(AGEP) on short and long term social, economic, education and fertility outcomes:
a cluster randomized controlled trial in Zambia. BMC Public Health. (2020)
20(1):349. doi: 10.1186/s12889-020-08468-0

50. Birdthistle I, Mulwa S, Sarrassat S, Baker V, Khanyile D, O’Donnell D, et al.
Effects of a multimedia campaign on HIV self-testing and PrEP outcomes among
young people in South Africa: a mixed-methods impact evaluation of â˜MTV
Shuga Down SouthâTM. BMJ Glob Health. (2022) 7(4):e007641. doi: 10.1136/bmjgh-
2021-007641

51. Johnson S, Sarah M, Ziphozonke D, Goldstein S. Extracurricular school-based
social change communication program associated with reduced HIV infection
among young women in South Africa. J Health Commun. (2018) 23(12):1044–50.
doi: 10.1080/10810730.2018.1544675

52. Chimbindi N, Mthiyane N, Chidumwa G, Zuma T, Dreyer J, Birdthistle I, et al.
Evaluating use of mass-media communication intervention ‘MTV-Shuga’ on increased
awareness and demand for HIV and sexual health services by adolescent girls and
young women in South Africa: an observational study. BMJ Open. (2023) 13(5):
e062804. doi: 10.1136/bmjopen-2022-062804

53. Arije O, Udoh E, Ijadunola K, Afolabi O, Aransiola J, Omoregie G, et al.
Combination prevention package of interventions for reducing vulnerability to HIV
among adolescent girls and young women in Nigeria: an action research. PLoS One.
(2023) 18(1):e0279077. doi: 10.1371/journal.pone.0279077

54. Waidler J, Gilbert U, Mulokozi A, Palermo T. A “plus” model for safe transitions
to adulthood: impacts of an integrated intervention layered onto a national social
protection program on sexual behavior and health seeking among Tanzania’s youth.
Stud Fam Plann. (2022) 53(2):233–58. doi: 10.1111/sifp.12190

55. Ybarra ML, Agaba E, Nyemara N. A pilot RCT evaluating InThistoGether, an
mHealth HIV prevention program for Ugandan youth. AIDS Behav. (2021)
25(10):3437–48. doi: 10.1007/s10461-021-03237-5

56. Boti Sidamo N, Hussen S, Shegaze Shimbre M, Zerihun E, Godana Boynito W,
Abebe S, et al. Effectiveness of curriculum-based sexual and reproductive health
education on healthy sexual behaviors among year one students at Arba Minch
University: a quasi-experimental study. PLoS One. (2023) 18(10):e0288582. doi: 10.
1371/journal.pone.0288582

57. Denison JA, Catherine P, Namakau N, Rebecca BH, Stephanie C, Sam M, et al.
Family connections randomized controlled trial: assessing the feasibility and
acceptability of an intervention with adolescents living with HIV and their caregivers
in Ndola, Zambia. AIDS Care. (2022) 34(4):459–68. doi: 10.1080/09540121.2021.1902935

58. Jemmott JBI, Jemmott LS, O’Leary A, Ngwane Z, Lewis DA, Bellamy SL, et al.
HIV/STI risk-reduction intervention efficacy with South African adolescents over 54
months. Health Psychol. (2015) 34(6):610–21. doi: 10.1037/hea0000140

59. Burke HM, Chen M, Murray K, Bezuidenhout C, Ngwepe P, Bernholc A, et al.
The effects of the integration of an economic strengthening and HIV prevention
education programme on the prevalence of sexually transmitted infections and

savings behaviours among adolescents: a full-factorial randomised controlled trial in
South Africa. BMJ Glob Health. (2020) 5(4):e002029. doi: 10.1136/bmjgh-2019-002029

60. Bhana A, Claude AM, Inge P, Stacey A, Nonhlahla M, Helga H, et al. The VUKA
family program: piloting a family-based psychosocial intervention to promote health
and mental health among HIV infected early adolescents in South Africa. AIDS Care.
(2014) 26(1):1–11. doi: 10.1080/09540121.2013.806770

61. PikeC,CoakleyC,AhmedN, LeeD, Little F, PadianN, et al. Goals for girls: a cluster-
randomized trial to investigate a school-based sexual health programme amongst female
learners in South Africa.Health Educ Res. (2023) 38(5):375–91. doi: 10.1093/her/cyad025

62. Kangwana B, Austrian K, Soler-Hampejsek E, Maddox N, Sapire RJ, Wado YD,
et al. Impacts of multisectoral cash plus programs after four years in an urban
informal settlement: adolescent girls initiative-Kenya (AGI-K) randomized trial.
PLoS One. (2022) 17(2):e0262858. doi: 10.1371/journal.pone.0262858

63. Temin M, Heck CJ. Close to home: evidence on the impact of community-based
girl groups. Glob Health Sci Pract. (2020) 8(2):300. doi: 10.9745/GHSP-D-20-00015

64. Hegdahl HK, Musonda P, Svanemyr J, Zulu JM, Grønvik T, Jacobs C, et al. Effects
of economic support, comprehensive sexuality education and community dialogue on
sexual behaviour: findings from a cluster-RCT among adolescent girls in rural
Zambia. Soc Sci Med. (2022) 306:115125. doi: 10.1016/j.socscimed.2022.115125

65. Kemigisha E, Bruce K, Ivanova O, Leye E, Coene G, Ruzaaza GN, et al.
Evaluation of a school based comprehensive sexuality education program among
very young adolescents in rural Uganda. BMC Public Health. (2019) 19(1):1393.
doi: 10.1186/s12889-019-7805-y

66. Puffer ES, Green EP, Sikkema KJ, Broverman SA, Ogwang-Odhiambo RA, Pian
J. A church-based intervention for families to promote mental health and prevent HIV
among adolescents in rural Kenya: results of a randomized trial. J Consult Clin Psychol.
(2016) 84(6):511–25. doi: 10.1037/ccp0000076

67. Mantell JE, Smit JA, Exner TM, Mabude Z, Hoffman S, Beksinska M, et al.
Promoting female condom use among female university students in KwaZulu-Natal,
South Africa: results of a randomized behavioral trial. AIDS Behav. (2015)
19(7):1129–40. doi: 10.1007/s10461-014-0860-6

68. Gage AJ, Akilimali PZ, Wood FE, Gay R, Olivia Padis C, Bertrand JT. Evaluation
of the effect of the momentum project on family planning outcomes among first-time
mothers aged 15–24 years in Kinshasa, DRC. Contraception. (2023) 125:1–29. doi: 10.
1016/j.contraception.2023.110088

69. Erhardt-Ohren B, Brooks M, Aliou S, Osseni AA, Oumarou A, Challa S, et al.
Sustained impact of community-based interventions on contraceptive use among
married adolescent girls in rural Niger: results from a cluster randomized controlled
trial. Int J Gynaecol Obstet. (2023) 160(2):468–75. doi: 10.1002/ijgo.14378

70. Harrison A, Susie H, Joanne EM, Jennifer AS, Cheng-Shiun L, Theresa ME, et al.
Gender-focused HIV and pregnancy prevention for school-going adolescents: the
mpondombili pilot intervention in KwaZulu-Natal, South Africa. J HIV AIDS Soc
Serv. (2016) 15(1):29–47. doi: 10.1080/15381501.2014.999183

71. Sarnquist C, Sinclair J, Omondi Mboya B, Langat N, Paiva L, Halpern-Felsher B,
et al. Evidence that classroom-based behavioral interventions reduce pregnancy-
related school dropout among Nairobi adolescents. Health Educ Behav. (2016)
44(2):297–303. doi: 10.1177/1090198116657777

72. Cislaghi B, Denny EK, Cissé M, Gueye P, Shrestha B, Shrestha PN, et al.
Changing social norms: the importance of “organized diffusion” for scaling up
community health promotion and women empowerment interventions. Prev Sci.
(2019) 20(6):936–46. doi: 10.1007/s11121-019-00998-3

73. Austrian K, Ghati D. Girl-Centered Program Design: A Toolkit to Develop,
Strengthen and Expand Adolescent Girls Programs. (2010).

74. UNFPA-UNICEF Global Programme to End Child Marriage. Technical note on
life skills programmes for empowering adolescent girls: notes for practitioners on what
works [Internet]. (2019). Available at: https://www.unicef.org/media/104841/file/Life-
skills-technical-note-2019.pdf (Accessed March 12, 2025).

75. Gorman C, Amazon-Brown I. Voices for Change Legacy Paper: using the digital
space to catalyse social change at scale. (2017).

76. Bacchus LJ, Colombini M, Pearson I, Gevers A, Stöckl H, Guedes AC.
Interventions that prevent or respond to intimate partner violence against women
and violence against children: a systematic review. Lancet Pub Health. (2024) 9(5):
e326–38. doi: 10.1016/S2468-2667(24)00048-3

77. UNESCO. Education and the health of girls: what do we know?. (2021).
Available at: https://unesdoc.unesco.org/in/rest/annotationSVC/DownloadWater
markedAttachment/attach_import_854c7922-737a-4934-8935-4226c5aa7761?_%
3D221121eng.pdf (Accessed March 12, 2025).

78. UNICEF. SBC Guidance. Selecting results: how to build your theory of change
and results framework. (2023). Available from: Available at: https://www.sbcguidance.
org/sites/default/files/2023-04/3-3-1%20Create%20-%20Selecting%20Results.pdf
(Accessed March 12, 2025).

79. Greene ME, Edmeades J, Siddiqi M. Scope, range and effectiveness of
interventions to address social norms to prevent and delay child marriage and
empower adolescent girls: a systematic review. BMJ Open. (2024) 14(1):e071275.
doi: 10.1136/bmjopen-2022-071275

Leite et al. 10.3389/frph.2025.1592696

Frontiers in Reproductive Health 18 frontiersin.org

https://doi.org/10.11564/29-2-775
https://doi.org/10.1136/bmjgh-2018-000825
https://doi.org/10.1007/s11524-021-00596-1
https://doi.org/10.1001/jamanetworkopen.2018.1213
https://doi.org/10.1136/bmjopen-2021-053203
https://doi.org/10.9745/GHSP-D-19-00132
https://doi.org/10.1093/jae/ejab010
https://doi.org/10.1016/j.jadohealth.2021.12.015
https://doi.org/10.1186/s12889-020-08468-0
https://doi.org/10.1136/bmjgh-2021-007641
https://doi.org/10.1136/bmjgh-2021-007641
https://doi.org/10.1080/10810730.2018.1544675
https://doi.org/10.1136/bmjopen-2022-062804
https://doi.org/10.1371/journal.pone.0279077
https://doi.org/10.1111/sifp.12190
https://doi.org/10.1007/s10461-021-03237-5
https://doi.org/10.1371/journal.pone.0288582
https://doi.org/10.1371/journal.pone.0288582
https://doi.org/10.1080/09540121.2021.1902935
https://doi.org/10.1037/hea0000140
https://doi.org/10.1136/bmjgh-2019-002029
https://doi.org/10.1080/09540121.2013.806770
https://doi.org/10.1093/her/cyad025
https://doi.org/10.1371/journal.pone.0262858
https://doi.org/10.9745/GHSP-D-20-00015
https://doi.org/10.1016/j.socscimed.2022.115125
https://doi.org/10.1186/s12889-019-7805-y
https://doi.org/10.1037/ccp0000076
https://doi.org/10.1007/s10461-014-0860-6
https://doi.org/10.1016/j.contraception.2023.110088
https://doi.org/10.1016/j.contraception.2023.110088
https://doi.org/10.1002/ijgo.14378
https://doi.org/10.1080/15381501.2014.999183
https://doi.org/10.1177/1090198116657777
https://doi.org/10.1007/s11121-019-00998-3
https://www.unicef.org/media/104841/file/Life-skills-technical-note-2019.pdf
https://www.unicef.org/media/104841/file/Life-skills-technical-note-2019.pdf
https://doi.org/10.1016/S2468-2667(24)00048-3
https://unesdoc.unesco.org/in/rest/annotationSVC/DownloadWatermarkedAttachment/attach_import_854c7922-737a-4934-8935-4226c5aa7761?_%3D221121eng.pdf
https://unesdoc.unesco.org/in/rest/annotationSVC/DownloadWatermarkedAttachment/attach_import_854c7922-737a-4934-8935-4226c5aa7761?_%3D221121eng.pdf
https://unesdoc.unesco.org/in/rest/annotationSVC/DownloadWatermarkedAttachment/attach_import_854c7922-737a-4934-8935-4226c5aa7761?_%3D221121eng.pdf
https://www.sbcguidance.org/sites/default/files/2023-04/3-3-1%20Create%20-%20Selecting%20Results.pdf
https://www.sbcguidance.org/sites/default/files/2023-04/3-3-1%20Create%20-%20Selecting%20Results.pdf
https://doi.org/10.1136/bmjopen-2022-071275
https://doi.org/10.3389/frph.2025.1592696
https://www.frontiersin.org/journals/reproductive-health
https://www.frontiersin.org/

	Scoping review of social norms interventions to reduce violence and improve SRHR outcomes among adolescents and young people in sub-Saharan Africa
	Introduction
	Methods
	Data extraction

	Results
	Overview of included interventions
	Interventions by SRHR outcome
	Violence outcomes
	Other SRHR outcomes
	Child marriage
	HIV outcomes
	Sexual risk behaviours
	Contraception and family planning
	Early pregnancy


	Social norms intervention attributes mapping
	Interventions by strategy
	Life skills training
	Evidence of impact
	Definitions and designs
	Modes of delivery
	Content

	School-based SRHR programming
	Evidence of impact
	Definitions and designs
	Modes of delivery
	Content

	Community dialogues
	Evidence of impact
	Definitions and designs
	Modes of delivery

	Parenting programmes
	Evidence of impact
	Definitions and designs
	Modes of delivery
	Content

	Media and digital interventions
	Evidence of impact
	Definitions and designs
	Modes of delivery
	Content

	Healthcare provider training
	Evidence of impact
	Definitions and designs
	Modes of delivery  content

	Interventions with community leaders
	Evidence of impact

	Rights-based advocacy
	Evidence of impact



	Discussion
	Limitations
	Evidence gaps

	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Generative AI statement
	Publisher's note
	Supplementary material
	References


