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Integrated Intimate Partner Violence and HIV Interventions among Adolescents in 

Sub-Saharan Africa: A Systematic Review 

 

Abstract 

Adolescents in Sub-Saharan Africa are at disproportionately high risk for intimate partner 

violence (IPV) and human immune-deficiency virus (HIV). The interconnected risks for 

IPV and HIV present the opportunity for interventions to concurrently seek to reduce 

violence and sexual risk behaviors among young people. The development of efficacious 

integrated IPV/HIV prevention approaches is an important component of comprehensive 

IPV and HIV research in Sub-Saharan Africa. Accordingly, the present systematic review 

evaluates interventions that concomitantly address IPV and HIV risk among adolescents 

in Sub-Saharan Africa. We systematically reviewed electronic databases for studies 

meeting the following criteria: use of randomized control trials (RCT) or quasi-RCT in 

Sub-Saharan African countries; inclusion of adolescents aged 13-18 years; use of a 

comparison group (wait-listed, designated to a comparative treatment, or treatment as 

usual); and incorporation of IPV and HIV outcome assessments.  Results suggested that 

eight studies have utilized rigorous research methodologies to evaluate integrated 

IPV/HIV interventions, however few have targeted adolescents. The eight studies 

meeting inclusion criteria indicate that current research on IPV/HIV is conducted with 

rigorous study designs among target populations with high IPV/HIV risk, using gender-

specific risk reduction activities. The studies report promising results for IPV/HIV risk 

reduction. Our findings indicate there is also the need for consistent application of valid 

and reliable outcome measurements of IPV and HIV risk. Additional research is needed 

to identify best practices for reducing IPV and HIV incidence among vulnerable 

adolescent populations in Sub-Saharan Africa.  
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Background 

 Sub-Saharan Africa is disproportionately affected by the global burdens of 

intimate partner violence (IPV) and human immune-deficiency virus (HIV). According to 

the World Health Organization, IPV is defined as a subset of gender-based violence 

(GBV) in which acts or threats of physical, sexual, and emotional violence are 

perpetrated by a current or former intimate partner (World Health Organization, 2013). In 

the African region, 36.6% of women reported experience of physical or sexual intimate 

partner violence, compared to 23.2% in high income regions (World Health Organization, 

2013). Sub-Saharan African countries also account for 64% of all new HIV infections 

(UNAIDS, 2017). Further, an estimated 25.5 million adults and children are living with 

HIV in Sub-Saharan Africa and ten countries alone are home to 80% of the global 

population of individuals living HIV (UNAIDS, 2014; UNAIDS, 2017).  The high 

prevalence rates of IPV and HIV in Sub-Saharan African underscore the importance of 

intervening to address these dual public health concerns.  

 In Sub-Saharan Africa, adolescence marks a period of increased risk for both IPV 

and HIV (Flisher, Myer, Mèrais, Lombard, & Reddy, 2007; UNAIDS, 2017). One study 

among South African adolescents reported that 49.8% of the boys and 52.4% of the girls 

in Grades 9-12 had experienced or perpetrated physical violence in a dating relationship 

(Swart, Stevens, & Ricardo, 2002). Among the global population of adolescents living 

with HIV, nearly 85% live in Sub-Saharan Africa (UNICEF, 2017). There are several 

potential reasons why adolescents show elevated risk for both IPV and HIV.  Sexual 

debut is common in adolescence, and can be associated with increased risk for negative 

health outcomes such as acquisition of sexually transmitted infections (STIs), unintended 
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pregnancies, and sexual violence (Kotchick, Shaffer, Forehand, & Miller, 2001). In fact, 

by the age of 16, 50% or more of South African and Tanzanian youths have become 

sexually active (Eaton, Flisher, & Aarø, 2003; Munguti et al., 1997). High rates of 

transactional sex among young women 12-19 years of age in Sub-Saharan Africa may 

increase risk for both IPV and HIV due to power dynamics and condom negotiation 

within relationships (Dunkle et al., 2004a; Kaufman & Stavrou, 2002). Additionally, high 

rates of engagement in age-disparate sexual relationships may also increase risk for both 

IPV and HIV (Evan et al., 2016).  A systematic review by Eaton et al. (2003) found that 

high rates of force, coercion, and male-dominated sexual relationships may also 

exacerbate HIV risk among South African adolescents (Eaton et al., 2003).  

 Research emerging from Sub-Saharan Africa suggests that adolescents and 

particularly young women who experience IPV are at higher risk for HIV and other STIs 

(Jewkes, Dunkle, Nduna, & Shai, 2010; Teitelman et al., 2016).  Experiences of IPV can 

increase risk for HIV through several pathways (Dunkle et al., 2004b; Dunkle & Decker, 

2013; Garcia-Moreno & Watts, 2000; Jewkes et al., 2010; Li et al., 2014; Maman et al., 

2002; van der Straten et al., 1998). First, experiences of sexual victimization among 

women often result in tearing of sexual tissue, which can increase susceptibility to HIV 

infection (Kim, Martin, & Denny, 2003). Other studies suggest that power inequality in 

violent dating relationships is negatively associated with women’s ability to negotiate 

condom use and refuse unwanted sexual activity (Garcia-Moreno & Watts, 2000; 

Pettifor, Measham, Rees, & Padian, 2004). Research also demonstrates an association 

between IPV and increased engagement in sexual risk behavior among women, including 

engaging in sexual activity with multiple sexual partners, substance use, and transactional 
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sex (Dunkle & Decker, 2013). HIV positive women may also face increased risk of IPV 

as a result of HIV status disclosure, and some women may choose not to disclose their 

status to sexual partners due to fear of violence (Maman, Mbwambo, Hogan, Kilonzo, & 

Sweat, 2001). 

 Currently, several reviews document the efficacy of IPV and HIV interventions 

for adults in Sub-Saharan Africa.  For example, an evaluation of IPV prevention 

strategies in Sub-Saharan Africa and other low- and middle-income countries found that 

structural interventions are potentially effective in reducing male perpetration of IPV 

(Bourey, Williams, Bernstein, & Stephenson, 2015). Another review of IPV interventions 

in Sub-Saharan Africa reported promising results from community-based interventions 

that aim to change gender attitudes and the community’s tolerance of IPV (McCloskey, 

Boonzaier, Steinbrenner, & Hunter, 2016). Problematically, both of these recent reviews 

lacked attention to the specific inclusion of adolescents in these interventions; a 

particularly high risk group. One systemic review assessed IPV interventions targeting 

adolescents, but did not focus specifically on Sub-Saharan Africa (De Koker, Mathews, 

Zuch, Bastien, & Mason-Jones, 2014).  

 Reviews of HIV preventive interventions specifically targeting adolescents in 

Sub-Saharan Africa suggest various intervention strategies and designs currently 

demonstrate mixed results (Harrison, Newell, Imrie, & Hoddinott, 2010; Michielsen, 

Temmerman, & Van Rossem, 2013; Paul-Ebhohimhen, Poobalan, & van Teijlingen, 

2008). For example, Harrison et al. (2010) reviewed eight HIV interventions for South 

African adolescents and found that prevention strategies which targeted social and 

structural factors for HIV risk, as well as causal HIV risk pathways specific to the region, 
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had the biggest impact of sexual risk behavior reduction. Michielsen et al. (2013) 

reviewed HIV prevention among adolescents in Sub-Saharan Africa and attributed the 

limited effectiveness of current strategies to factors related to the intervention design, 

implementation, and evaluation. Paul-Ebhohimhen’s et al. (2008) review suggests that 

school-based HIV prevention have a greater statistically significant impact on outcomes 

related to HIV knowledge and attitudes than outcomes related to HIV-risk behavioral 

change.  

 Taken together, whereas previous reviews of the literature document the efficacy 

of interventions targeting adults at risk for either IPV or HIV in Sub-Saharan Africa, 

research to date is lacking on the efficacy of interventions that concurrently address IPV 

and HIV. In fact, to our knowledge, the only review evaluating interventions addressing 

both HIV and IPV risk in Sub-Saharan Africa is specific to identifying interventions that 

could be led by nurses in health care settings (Anderson et al., 2013). No studies to date 

have reviewed the efficacy of interviews that concurrently target IPV and HIV risk 

among adolescents in Sub-Saharan Africa.  

 Adolescence offers a crucial window of opportunity for reducing IPV and HIV 

incidence by preventing or curtailing problematic relationship (De Koker et al., 2014) and 

sexual behaviors (Pedlow & Carey, 2004) to preclude continuing patterns of violence and 

sexual risk into adulthood. Given the prevalence of IPV and HIV among adolescents in 

Sub-Saharan Africa, and the potential for interventions to address these intersecting 

public health concerns concurrently, the present systematic review sought to evaluate the 

current evidence base on interventions that concurrently target the prevention of HIV and 

IPV for adolescents in this region.  
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Methods 

Search Strategy 

 We used a Boolean search strategy to find studies in three electronic databases 

(PubMed, Embase, PsychInfo, CINAHL).  The following search terms were expanded 

and modified, if necessary, for each electronic database: HIV, intimate partner violence, 

adolescent, and Sub-Saharan Africa. The search terms for each database can be found in 

the appended search protocol (see Appendix A).    

Inclusion Criteria 

 Studies were included in the systematic review if they (a) sampled people living 

in Sub-Saharan African countries, (b) utilized a randomized control trial (RCT) or quasi-

RCT design, (c) targeted both IPV and HIV as primary outcomes for either prevention or 

risk reduction, (d) included a control or comparison group that received standard care 

(including treatment as usual/no intervention), a wait-list control group, or comparative 

treatment intervention, and (e) targeted, or included, adolescent participants 13 to 18 

years of age (inclusive). Studies were excluded from the systematic review if the 

intervention (a) did not measure both IPV and HIV as outcomes or (b) lacked a 

comparison group. Because we were interested in reviewing all past and currently 

existing IPV/HIV interventions, we did not confine our search to a pre-defined 

publication period. The electronic databases were searched during October 2017 and 

yielded 727 unique reports. A preliminary review resulted in the exclusion of 702 articles 

as their titles or abstracts did not fulfill the inclusion criteria. After full-text review of the 

remaining 25 articles, 17 were excluded from analysis because they did not (a) provide an 

integrated IPV/HIV prevention or risk reduction intervention, (b) measure both IPV and 
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HIV, or (c) include a control or comparison group. Figure 1 presents a PRISMA diagram 

depicting a graphical representation of the study selection process. Specific details were 

extracted from the included studies: study design, sample characteristics, format and 

dosage of activities, assessments, results, and follow-up times. When key study 

information was not provided, we contacted the authors directly for clarification. Study 

information was then assessed using thematic analysis with the findings presented below. 

Results 

Overview 

 Eight studies that met inclusion criteria were included in the systematic review. 

These studies describe interventions targeting prevention or risk reduction for both IPV 

and HIV among adolescents in Sub-Saharan Africa. Table 1 provides details for these 

eight studies including a description of study samples and intervention elements. The 

eight studies were all published in the past 12 years including the IMAGE study (Pronyk 

et al., 2006), Stepping Stones (Jewkes et al., 2008), Kalichman et al.’s field trial (2009), 

SASA! (Abramsky et al., 2014), Safe Homes and Respect for Everyone (SHARE) 

(Wagman et al., 2015), PREPARE (Mathews et al., 2016), Vijana Vijiweni II (Kajula et 

al., 2016), and Stepping Stones and Creating Futures (Gibbs et al., 2017).  

Study Design  

 Seven of the eight studies used a cluster RCT design (Abramsky et al., 2014; 

Gibbs et al., 2017; Jewkes et al. 2008; Kajula et al. 2016; Mathews et al. 2016; Pronyk et 

al., 2006; Wagman et al., 2015) and one study utilized a quasi-experimental trial design 

(Kalichman et al., 2009). Seven studies implemented fully powered trials to examine the 

efficacy of interventions (Abramsky et al., 2014; Jewkes et al., 2008; Kajula et al., 2016; 
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Kalichman et al., 2009; Mathews et al., 2016; Pronyk et al., 2006; Wagman et al., 2015) 

and one anticipated a fully powered trial pending completion of follow-up assessments.  

Geography  

 Five studies took place in South Africa (Gibbs et al. 2017; Jewkes et al. 2008, 

Kalichman et al. 2009; Mathews et al. 2016; Pronyk et al. 2006), two studies were 

implemented in Uganda (Abramsky et al. 2014; Wagman et al. 2015), and one was 

conducted in Tanzania (Kajula et al. 2016). No studies from western or central Africa 

were identified.  

Target Population 

 The target populations varied considerably. Importantly, only two of the eight 

studies included in our review specifically targeted youths or young adults (Jewkes et al., 

2008; Mathews et al., 2016) The age range criteria in the youth-tailored interventions 

were defined as 16-23 years (Jewkes et al., 2008) and Grade 8 adolescents (Mathews et 

al., 2016). Six of the eight studies included, but did not target, adolescents, with inclusion 

criteria for age ranges defined as 15 years and older (Kajula et al., 2016), 15-49 years 

(Wagman et al., 2015), 18-30 years (Gibbs et al., 2017), 18-49 years (Abramsky et al., 

2014), and 18 years and older (S. Kalichman, personal communication, March 22, 2018). 

One study did not provide age specifications for direct recipients of the intervention, but 

gathered data on intervention impact from two cohorts of participant household members 

14-35 years old (Pronyk et al., 2006).   

 Among the six studies that did not specifically target adolescents or students, 

participants were recruited based on their identification as general community members 

(Abramsky et al., 2014; Kalichman et al., 2009), residence in informal settlements (Gibbs 
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et al., 2017), membership in “camps” or social networks (Kajula et al., 2016), enrollment 

in existing cohort studies (Wagman et al., 2015), or loan eligibility (Pronyk et al., 2006). 

Among the eight studies, two exclusively recruited male participants (Kajula et al., 2016; 

Kalichman et al., 2009) and one delivered the intervention exclusively to female 

participants, but gathered additional outcome data from male and female community 

members (Pronyk et al., 2006). 

Control Condition  

 Half of the studies’ used control groups that were wait-listed to receive the 

intervention after the trial was complete (Abramsky et al. 2014, Gibbs et al. 2017; Kajula 

et al. 2016; Pronyk et al. 2006), two control groups received routine health services 

(Wagman et al. 2015, Mathews et al. 2016), and two control groups received one 3-hour 

session on HIV risk, without mention of IPV (Jewkes et al. 2008; Kalichman et al. 2009). 

Intervention Dose and Format  

 The eight studies implemented the intervention activities in group settings. The 

interventions typically prescribed lengths for each session, ranging from 1-hour 

(Mathews et al., 2016; Pronyk et al., 2006) to 3-hours (Gibbs et al., 2017; Jewkes et al., 

2008; Kalichman et al., 2009). Three studies did not include or prescribe specific lengths 

for intervention activities (Abramsky et al., 2014; Kajula et al., 2016; Wagman et al., 

2015). The dosages of the interventions sessions varied considerably. Kalichman et al. 

(2009) implemented five 3-hour sessions over the course of five consecutive days. Other 

studies implemented intervention activities on a weekly or biweekly basis over the course 

of six to eight weeks (Jewkes et al., 2008; Gibbs et al., 2017), 21 weeks (Mathews et al., 

2016), or six to nine months (Pronyk et al., 2006; Kajula et al., 2016). Abramsky et al. 



 10 

(2014) and Wagman et al. (2015) implemented community mobilization activities 

without pre-specified dosage over the course of roughly four years. The intervention 

settings varied between and within studies. When provided, intervention locations 

included schools (Mathews et al., 2016), HIV clinics (Wagman et al., 2015), local media 

channels (Abramsky et al., 2014), microfinance loan centers (Pronyk et al., 2006), and 

community settings (Abramsky et al. 2014; Kalichman et al., 2009; Wagman et al., 

2015).  

Intervention Approaches   

 Five of the eight studies aimed to reduce perpetration and experience of IPV 

(Abramsky et al., 2014; Gibbs et al., 2017; Jewkes et al., 2008; Mathews et al., 2016; 

Wagman et al., 2015). Two of the studies exclusively targeted IPV perpetration (Kajula et 

al., 2016; Kalichman et al., 2009) and one study focused specifically on reducing 

experience of IPV (Pronyk et al, 2006). HIV risk was predominantly operationalized as 

decreased condom use and concurrent sexual partners (Abramsky et al., 2014; Gibbs et 

al., 2017; Jewkes et al., 2008; Kajula et al., 2016; Kalichman et al., Mathews et al., 2016; 

Pronyk et al., 2006; Wagman et al., 2015).  

 Four studies implemented structural interventions to target the social and 

economic environments influencing HIV and IPV risk. Intervention activities included 

microfinance programs and community mobilization events to address cultural norms 

towards violence (Abramsky et al. 2014; Kajula et al. 2016; Pronyk et al. 2006; Wagman 

et al. 2015). The other studies can be described as multi-component interventions in 

which group-based activities target modifiable individual behaviors, structural level 

causes of HIV and IPV risk, and attitudes towards gender equality.  The multi-component 
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intervention activities focused on modification of individual risk behaviors, addressed 

beliefs relating to gender equality, and built sexual health skills (Gibbs et al. 2017; 

Jewkes et al. 2008; Kalichman et al. 2009; Mathews et al. 2016). The eight studies are 

grouped by intervention approach and described below:  

 Structural interventions. SASA! is a community-level mobilization intervention 

targeting intimate partner violence and sexual-risk behavior reduction among individuals 

18-49 years of age living in Kampala, Uganda (Abramsky et al. 2014). Participants in 

communities receiving the intervention were exposed to various activities led by trained 

Community Activists (CAs), including group discussions, public events, trainings, and 

films. The intervention activities aimed to reduce social acceptability of IPV among 

community members to reduce perpetration and victimization, as well as sexual risk 

behavior reduction addressing the increased risk of HIV associated with concurrent 

sexual partners among male participants. The intervention did not have a prescribed 

dosage of intervention exposure, but supported the CAs progression through the 

program’s phases and strategies. More than 11,000 activities were implemented during 

the duration of the study. The control group was wait-listed for the intervention. The 

average age of men and women in the intervention group and control groups fell within 

the range of 27-29 years. The study did not report the proportion of participants 18 years 

of age. Comparison of baseline and follow-up data demonstrated that the intervention 

was associated with reduced social acceptance of IPV among women (aRR 0.54, 95% CI 

0.38-0.79), and increased acceptance among women that women can refuse sex (aRR 

1.28, 95% CI 1.07-1.52). The intervention was also associated with decreased sexual risk 
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behaviors, measured by self-reports of concurrent sexual partners among non-

polygamous men (aRR 0.57, 95% CI 0.36-0.91). 

 Vijana Vijiweni II is a combined microfinance and health leadership training on 

STI incidence and IPV perpetration among male participants (N = 1,258) belonging to 60 

“camps” or social networks in Dar es Salaam, Tanzania (Kajula et al., 2016). Participants 

are at least 15 years of age and have belonged to a camp for at least 3 months prior to the 

intervention launch. The study did not report the proportion of participants 15-18 years 

old or the overall average age of participants. Men in the intervention group participate in 

a two-year microfinance program which promoted business skill training through 

individual loan application, weekly loan group meetings, and ensuing applications for 

larger loans upon successful group repayment. The peer leadership component of the 

intervention involved training nominated camp leaders to leader five weekly discussions 

among camp members on the topics of STI risk reduction, condom use, multiple sexual 

partners, effective communication skills, and reducing perpetration of IPV. Men in the 

control group are wait-listed for the intervention. Results from Vijana Vijiweni II are not 

yet available. The study will measure biologically verified STI incidence, attitudes and 

gender norms, as well as self-reported IPV perpetration to assess the efficacy of the 

intervention. Follow-up assessments will measure behavioral outcomes at 12-months and 

behavioral and biological outcomes 30-months post-intervention.  

 IMAGE is a combined microfinance and gender training intervention targeting 

women in the Limpopo province of South Africa (Pronyk et al., 2006). The intervention 

and control villages each contained three cohorts to study the direct and indirect impact 

of the intervention: eligible female loan recipients (average age 41 years), 14-35 years-
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old household members of the loan recipients, and randomly sampled community 

members. The total study population was 6,576.  The study did not report the proportion 

of participants 14-18 years of age, but reported the youngest participants’ age in cohort 2 

(16.9 years) and cohort 3 (17.1 years).  The women in cohort one directly received loans 

through a group lending model. Loan groups held a total of ten 1-hour meetings every 

other week for support, discussion of credit, business assessments, and repayment. 

Within the 1-hour loan meetings, the intervention delivered structured trainings to 

explore topics of gender, IPV, HIV, and relationship skill building. Participants in the 

control villages were wait-listed to receive the intervention. At follow up, the study 

assessed past-year experience of IPV in cohort one, unprotected sex with non-spousal 

partners among cohort two participants, and HIV incidence in cohort three using lab-

based diagnoses. IMAGE was associated with decreased experience of IPV in cohort 1 

(aRR 0.45, 95% CI 0.23-0.91). The intervention was not associated with increased 

protection during sex among cohort two participants or HIV incidence in cohort three.   

 SHARE addressed IPV and HIV incidence in Rakai, Uganda (Wagman et al., 

2015) using community mobilization strategies and behavioral IPV risk reduction 

intervention among women seeking HIV services.  Study participants were 15-49 year-

old individuals (N = 11,448) recruited from the existing Rakai Community Cohort Study. 

Among the study population, 10% (N=1,167) of participants were 15-19 years of age.  

Individuals in the intervention group were exposed to a range of intervention activities, 

including marches, distribution of learning activities, posters, newsletters, and men’s and 

boys’ IPV and HIV risk prevention sessions over the course of the four-year study. The 

study did not provide information on the dosage or length of intervention activities. The 
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aim of the intervention activities was to change social attitudes regarding IPV and reduce 

perpetration and experience of IPV, while concurrently addressing various sexual risk 

behaviors related to multiple sexual partners, non-martial sexual partners, condom use, 

and alcohol use before sexual activity. Women in the intervention group seeking HIV 

services were also given a brief intervention to reduce the risk of IPV related to HIV 

disclosure.  The control group received standard HIV services offered through the 

ongoing cohort study, which included HIV prevention and treatment, HIV testing, 

counseling, and care referral. Analysis of self-reported experience and perpetration of 

IPV found that the intervention was associated with decreased incidence of both physical 

IPV (adjusted prevalence risk ratio 0.79, 95% CI 0.67-0.92) and sexual IPV (aPRR 0.80, 

95% CI 0.67-0.97) in the previous year. The intervention was neither significantly 

associated with decreased incidence of emotional IPV nor self-reported IPV perpetration 

among male participants. At the 35-month follow up, lab-based diagnoses demonstrated a 

negative association between exposure to SHARE and HIV incidence (adjusted incidence 

rate ratio 0.67, 95% CI 0.46-0.97). 

 Multi-component interventions. PREPARE is a school-based intervention 

designed to reduce experience and perpetration of IPV, increase condom use, and delay 

sexual debut among Grade 8 adolescents (N = 3,451) in the Western Cape Province, 

South Africa (Mathews et al., 2016). Over the course of 21 weeks, participants (average 

age 13) in the intervention group attended weekly 1-1.5 hour educational sessions 

facilitated group discussion of IPV, relationships, sexual decision making, gender and 

power inequity, communication skills, and sustainable community change. The school 

health service included free weekly access to a PREPARE nurse for “health checks,” 
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screenings, and referrals related to participants’ sexual health. The school safety program 

educated school community members about IPV prevalence, laws related to sexual 

violence, and school safety planning. Participants in the control group attended school 

and did not receive any additional programming. Results from the 12-month follow-up 

surveys found that PREPARE was not significantly associated with delayed sexual debut, 

condom use, or number of sexual partners. The intervention was associated with 

decreased report of experience of IPV (OR 0.77, 95% CI 0.61-0.99). 

 The field trial conducted by Kalichman et al. (2009) recruited male participants 

18 years and older (N = 475) from two townships in Cape Town, South Africa to 

compare the effects of a trial IPV/HIV intervention with an HIV/alcohol intervention on 

IPV perpetration and risk of STI. Over the course of one week, men in the intervention 

group (average age 30.2 years, standard deviation 9.5 years) participated in five 3-hour 

integrated GBV and HIV risk-reduction sessions. The study did not provide details on the 

proportion of participants 18 years of age. The intervention activities included 

exploration of GBV/ HIV risk- identification and reduction through condom use skill 

building, behavioral role play with group feedback and discussion with South Africa 

media clips for context, and advocacy skill building. The control group received one 

three-hour session on HIV/alcohol risk reduction that did not include GBV or IPV 

intervention material. The study found that the field trial was not significantly associated 

with increased condom use, decreased number of sexual partners, or decreased 

occurrence of unprotected sex. At the six-month follow-up, the field trial was associated 

with decreased perpetration of past-month physical IPV (OR 0.3, 95% CI 0.2-0.4). 

Participants who at baseline reported they had lost their temper with a woman, men in the 
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intervention group were less likely to report losing their temper compared to men in the 

control group at six-month follow-up (OR 0.5, 95% CI 0.3-0.8). 

 Stepping Stones is a participatory intervention designed to reduce HIV, herpes 

simplex type 2 (HSV-2) among young men and women 15-26 years old (N = 2,776) 

living in the Eastern Cape province of South Africa (Jewkes et al., 2008). Over the course 

of six to eight weeks, participants in the intervention group attended 13 three-hour long 

single-sex group meetings, three mixed-sex peer meetings, and one community meeting. 

Intervention activities were both group and individual based, including a variety of 

participatory role play, drama, and critical reflection exercises to facilitate exploration of 

gender equity and healthy relationships. The study designed the activities to reduce 

experience and perpetration of IPV, as well as sexual behaviors that increase risk of STI. 

The study delivered a three-hour session on safe sex, condoms, and HIV to the control 

group. Stepping Stones, while not associated with reduced HIV incidence, was able to 

demonstrate 33% reduction in Type 2 herpes simplex virus (aIRR 0.67, 95% CI 0.46-

0.97). The study was also associated with a lower proportion of male participants 

reporting IPV perpetration at two-year follow-up in the intervention group compared to 

the control (aOR 0.62, 95% CI 0.38-1.01). 

 Stepping Stones and Creating Futures combines the gender transformative 

approach of Stepping Stones with an economic empowerment intervention, Creating 

Futures, to assess its efficacy in reducing HIV and IPV (Gibbs et al., 2017). The study 

population was comprised of 18-30 year-old men and women living in informal 

settlements in the eThekwini Municipality, South Africa (N = 1,357). The average age of 

participants was 23 years; the study did not include the proportion of participants 18 
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years of age. The intervention’s adapted version of Stepping Stones included ten three-

hour single-sex group sessions over the course of 6-8 weeks. Drama, role play, and 

critical reflection exercises were used to facilitate discussion of behavioral influences, 

relationships, safe sex practices, HIV, GBV, and communication skills. Activities aimed 

to reduce experience and perpetration of IPV, as well as HIV risk behaviors including 

concurrent sexual partners and transactional sex. The study notes an important departure 

from previous editions of Stepping Stones, including the decision to emphasize sexual 

health and GBV factors specific to a younger study population. Following each Stepping 

Stones session was a 3-hour Creating Futures session, which aimed to help participants 

evaluate economic strategies that utilized human, financial, natural, physical, and forms 

of capital that may be available to them. The control group is wait-listed for the 

intervention. Study results are pending 24-month follow-up data collection of self-

reported experience of physical IPV, sexual IPV, severe IPV, controlling behavior, and 

past-month earnings.  

Discussion 

 For this systematic review, we examined the geographic distribution, study 

design, and target population of eight interventions designed to reduce IPV and HIV risk 

in Sub-Saharan African settings. Even though the field of integrated IPV/HIV prevention 

in Sub-Saharan Africa is in its nascent stages, it is encouraging that eight interventions 

have been conducted with rigorous study designs. Overall, the results of this review are 

encouraging with respect to the efficacy of interventions to concomitantly prevent IPV 

and HIV. For public health practitioners in the field of adolescent IPV and HIV 

prevention, our findings suggest that integrated IPV/HIV interventions may be an 



 18 

effective sexual risk and violence prevention strategy among adolescents in Sub-Saharan 

Africa.  However, the low number of interventions specifically targeting adolescents 

highlights a significant opportunity for future research to develop age-tailored 

interventions for young people facing the dual risk of IPV and HIV in Sub-Saharan 

Africa. We have identified some of key strengths and gaps in the literature below. A 

summary of core implications of the current review for practice, policy, and research is 

provided in Table 2.  

Geographic distribution of the studies  

 Findings indicate that integrated IPV/HIV interventions in Sub-Saharan Africa 

have been rigorously evaluated in regions of Sub-Saharan Africa with the greatest burden 

of IPV and HIV.  The eight studies were conducted in eastern and southern African 

countries, in which 19.4 million adults and children are living with HIV, as compared to 

6.1 million in western and central African countries (UNAIDS, 2017). Southern and 

eastern Sub-Saharan Africa also report high IPV prevalence, with lifetime prevalence of 

physical or sexual abuse as high as 90% in this region (UN, 2012). In South Africa, 

where five of the eight interventions took place, the lifetime prevalence of physical and 

sexual abuse is 49% (UN, 2012).  

 Our findings also point to a regional gap in the literature, as no integrated 

IPV/HIV trials emerged from western or central African countries. This finding supports 

the need for increased HIV/AIDS prevention and intervention efforts in western and 

central African countries, where HIV prevalence rates, although lower than central and 

southern African countries, are not met with adequate treatment provision and 

transmission prevention (Djomand et al., 2014; Médecins Sans Frontières, 2016). 
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Previous studies in West Africa have found high prevalence rates and social acceptance 

of IPV, including experience of dating violence among university aged women and IPV 

among women living with HIV/AIDS (Olorunsaiye et al., 2017; Olowookere et al., 2015; 

Umana, Fawole, & Adeoye, 2014; Diallo & Voia, 2016). Considering the high IPV and 

HIV prevalence in Sub-Saharan Africa, it is surprising that not more than eight studies 

fulfilling inclusion criteria emerged in our search. We recommend that future research 

assess the efficacy of integrated IPV/HIV interventions in all regions of Sub-Saharan 

Africa, as the documented burden of both IPV and HIV demonstrate the pressing need for 

evidence based interventions.  

Study Design Elements  

 The results of our review demonstrate that integrated IPV/HIV interventions in 

Sub-Saharan Africa have been implemented with rigorous research methods. The RCTs 

large sample sizes are a key strength among the studies, indicating that the majority of 

current research is producing meaningful results through fully powered trials.  The 

researchers reported unbiased allocation of clusters of participants to receive the 

intervention or comparative treatment, which can help minimize the potential for 

contamination between the two groups (Torgerson, 2001). The included studies’ control 

groups represented a range of comparison conditions, which lent varying strength to the 

studies’ results. Importantly, three studies compared integrated IPV/HIV interventions 

with HIV-focused services or risk reduction trainings, which demonstrates growing 

interest in the potential for combined IPV/HIV prevention to reduce a number of related 

sexual and interpersonal risk behaviors.   
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Target Population  

 Our results are encouraging with respect to the number of studies that included, 

albeit did not always specifically target adolescents. For example, although SHARE and 

Vijana Vijiweni II included participants as young as 15 years old, the analytic samples of 

these studies included older adult participants. Stepping Stones and PREPARE targeted 

early and late adolescence, respectively (Jewkes et al., 2008; Kajula et al., 2016; 

Mathews et al., 2016; Wagman et al., 2008); only PREPARE’s study sample was entirely 

within 13-18 years old.  The studies’ inclusion criteria for participant ages varied 

considerably, making it difficult to compare the effect of the interventions across same 

age adolescents.   

 Our finding that participants in IPV/HIV interventions are generally older 

coincides with study populations in which there is evidence of current romantic 

relationships, cohabitation, IPV experience, IPV perpetration, concurrent sexual partners, 

and inconsistent condom use at baseline. Even among the youngest participants included 

in PREPARE’s study, at baseline 22% of the Grade 8 participants reported sexual debut, 

45% had experienced IPV, and more than a quarter had perpetrated IPV (Mathews et al., 

2016). The baseline findings of the eight studies indicate the majority of current research 

on integrated IPV/HIV examines secondary prevention intervention strategies among 

populations with pre-existing risk or incidence of IPV and HIV.  

  Addressing gender norms and identifying sexual risk behaviors during 

adolescence is crucial for primary prevention of both IPV and HIV (McCloskey et al., 

2016; Mwale & Muula, 2017).  The wide range of included ages among many of the 

studies limits the ability of intervention activities to include appropriate developmental 
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tailoring, particularly among adolescent participants who may not have relationship or 

sexual experience. This indicates an important gap in the current research. We 

recommend developmentally appropriate interventions that tailor all aspects of content 

and activities to the target population based on specific factors, including risk behavior, 

gender, and, importantly, age (Pedlow & Carey, 2004). Adolescence is marked by 

cognitive maturation, increased risk-taking, and development of decision making skills, 

all of which may benefit from extended training with age-specific skill building 

opportunities to increase the impact of interventions (Pedlow & Carey, 2004). 

Additionally, within the period of adolescence remain distinct phases of sexual 

development which require age-tailored interventions (Pedlow & Carey, 2004). Sexual 

risk interventions targeting youths in pre- or early adolescence may focus on primary 

prevention and establish safe behaviors to promote safe relationships and delay sexual 

debut, as seen in PREPARE (Mathews et al., 2016). Alternatively, interventions targeting 

older adolescents who may already be sexually active need to focus on secondary 

prevention through skill building and reducing sexual risk behaviors, including 

inconsistent condom use and multiple sex partners (Mwale & Muula, 2017). Given the 

current body of literature on developmental tailoring, we had anticipated more studies 

targeting early adolescence in our results.  The present review indicates that further 

research needs to examine the age-specific effects of IPV/HIV interventions to determine 

the most effective prevention strategies for primary prevention during early adolescence 

and secondary prevention among older adolescents. 

 Another significant finding of our review is the active engagement of male 

participants in seven of the eight studies. Seven of the eight interventions aimed to reduce 
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IPV perpetration among the study population. This is highly promising and demonstrates 

that the current research on IPV/HIV is addressing the important role men must play in 

IPV prevention (Carlson et al., 2014). Two interventions were delivered exclusively to 

male participants (Kajula et al., 2016; Kalichman et al., 2009), while three other studies 

divided participants into single-sex groups to receive the intervention (Gibbs et al., 2017; 

Jewkes et al., 2008; Pronyk et al, 2006). We are encouraged by the specific focus on 

young men that has emerged in the field of integrated HIV and IPV prevention since 

gender targeting may be an effective means of promoting community-wide gender 

equality and normalizing safe sexual behaviors (Peacock & Levack, 2004). Our review 

found that the interventions targeting HIV and IPV risk among male participants 

implemented skill building activities to promote sexual communication and condom use, 

as well as group discussions and role play to explore the topics of HIV and IPV risk, 

attitudes towards women, and healthy relationships (Gibbs et al., 2017; Jewkes et al., 

2008; Kajula et al., 2016; Kalichman et al., 2009). These strategies are aligned with 

previous literature calling for HIV and gender-targeted interventions to increase “space 

for boy’s voices” to direct the discourse on masculinity, identity, and renegotiation of 

power within relationships (Thorpe, 2002).  

Intervention Strategies  

 Our review found that both structural and behavioral approaches have been 

assessed for efficacy in concomitantly reducing IPV and HIV risk in Sub-Saharan Africa. 

The structural interventions primarily addressed the economic and social environments 

that contribute to gender inequity and increased risk of HIV. The multi-component 

interventions employed various skill building- activities to enhance sexual 
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communication, condom use, and personal beliefs and gender equality. Each of the eight 

interventions underscored gender inequity as a social factor that contributes to IPV and 

HIV risk. These are important strategies to address the distinct gender disparities in HIV 

risk; the average odds of a Sub-Saharan African woman being infected with HIV is 60% 

higher than her male counterpart (Magadi, 2011). 

 Due to the significant variety of intervention activities, dosages, and outcome 

measures, it is difficult to assess whether structural or behavioral approaches were more 

effective in reducing IPV/HIV risk. Furthermore, because of the wide age ranges in the 

study samples, it is also difficult to know with certainty which interventions were most 

effective among adolescents, and why. However, research has found that adolescent 

sexual and reproductive health is influenced by a combination of social and structural 

factors, including safe homes, parental communication, sustained livelihoods, and 

poverty (Bastien, Kajula, & Mahwezi, 2011; Madise, Zulu, & Ciera, 2007; Mosavel, 

Ahmed, & Simon, 2011). Addressing structural and ecological influences of adolescent 

sexual health may lead to more enduring risk reduction than behavioral interventions 

(DiClemente et al., 2007). While the structural interventions in this review did not 

specifically target adolescents, previous research shows evidence of the positive impact 

of structural interventions that address the economic, political, and social environments 

of both IPV and HIV risk (Berkman et al., 2005; Bourey et al., 2015; Handa et al., 2014; 

Harrison et al., 2010). The limited number of school-based integrated IPV/HIV 

interventions in our review highlights another priority area for future research. Schools 

offer the opportunity to reach large numbers of young people, increase intervention 

exposure by building program elements into the existing curriculum, and address social 
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norms related to gender equity and sexual risk behaviors in the school community 

(Harrison et al., 2010; Mathews et al., 2016; WHO, 2010). 

Efficacy 

 Our results show the potential for integrated IPV/HIV prevention to reduce sexual 

risk behavior and improve gender equality at the individual and community level. Of the 

six studies with available results, two interventions were associated with decreased IPV, 

as indicated by reduced self-reports of experience of IPV (Mathews et al., 2016; Pronyk 

et al., 2006). One intervention demonstrated reductions in IPV perpetration and STI 

incidence, but not HIV (Jewkes et al., 2008). Three interventions were associated with 

both statistically significant reductions in IPV and HIV risk (Abramsky et al., 2014; 

Kalichman et al., 2009; Wagman et al., 2015). However, the outcomes used to measure 

IPV and HIV reductions among these three interventions varied significantly, from social 

attitudes towards IPV (Abramsky et al., 2014) to self-reported incidence (Kalichman et 

al., 2009; Wagman et al., 2015). Similarly, the findings of Abramsky et al. (2014), 

Kalichman et al. (2009), and Wagman et al. (2015) represent intervention impacts on 

varied HIV outcomes, including both biological outcomes (Wagman et al. 2015) and self-

reported sexual risk behavior reduction (Abramsky et al., 2014; Kalichman et al., 2009).  

 The differences in IPV and HIV effect measurement across the eight studies 

highlight the various ways research conceptualizes IPV and HIV, including both 

structural-level risks and reported incidence. All included studies relied on self-reports of 

IPV experience, perpetration, or measures of gender equitable attitudes which may 

introduce biases depending on the characteristics of the participant and the study’s 

definition of IPV (Schroder et al., 2003; Waltermaurer, 2005). Furthermore, studies 
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which measure experience or perpetration of IPV exclusively cannot report reductions of 

all IPV incidence. In regards to HIV, half of the studies use biological outcomes to 

measure the interventions’ effect on HIV risk reduction, while four studies used self-

reported sexual risk behaviors, which is subject to reporting bias. Increasing use of 

biological outcomes in HIV prevention is challenging, but our results indicate that we 

need more studies that include rigorous, comparable measurement. The field of integrated 

IPV/HIV prevention will benefit from consistent definitions and conceptualizations of 

IPV and HIV risk. 

 It is encouraging that three studies resulted in statistically significant reductions in 

both IPV and HIV risk. However, the mixed efficacy are surprising results and suggests 

that more work in intervention development and refinement is warranted.  One area for 

increased attention is the dose of intervention and follow-up times. The included studies 

implemented the intervention over a significant range of time, from five consecutive days 

of 3-hour sessions (Kalichman et al., 2009), to more than 11,000 community mobilization 

activities over the course of four years (Abramsky et al., 2014). The majority of the 

interventions implemented weekly or bi-weekly sessions. Importantly, the three 

interventions with demonstrated reductions in both HIV and IPV implemented 

intervention activities in either concentrated doses; Kalichman et al. (2009) exposed 

participants to 15 hours of intervention material in five days, while the two community 

mobilization interventions delivered continuous activities over the course of roughly four 

years (Abramsky et al., 2014; Wagman et al., 2015). Further research is needed to 

examine the impact of different intervention dosages. The follow-up period also varied 

considerably, with assessments ranging from 1-month to 4-years post-intervention 
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launch. Only one intervention (Pronyk et al., 2006) reported short duration of follow-up 

as a limitation to the study’s findings. Although longer durations of study and extended 

follow-up assessments may increase the risk of follow-up attrition or contamination 

between study sites, we recommend that future research employ space follow-up 

assessments so as to measure the long-term impact of IPV/HIV interventions. 

 Overall, the findings are highly encouraging for integrated IPV/HIV interventions 

and have important implications for public health practice as well as public health policy. 

The demonstrated reductions in both IPV and HIV suggest that public health policy 

makers should be aware of the dual risk pathways that exist between both public health 

problems. Policies aiming to reduce IPV may also benefit HIV reduction efforts. Further 

research is needed to examine the existence and effect of current policies that address 

both risks concurrently. However, the interventions’ strategies and promising results 

demonstrate that policies promoting gender and economic equity may help reduce risk 

factors that influence sexual risk taking and violence against women.   

Limitations 

 The present findings should be interpreted in light of several limitations. The 

selected electronic databases and chosen search terms may not have provided access to 

all relevant studies. Due to the wide range of intervention designs, delivery methods, and 

outcome measurements, and limited number of existing interventions, it is difficult to 

compare efficacy across interventions using a meta-analytical approach. Half of the 

studies used self-reported sexual risk behaviors to measure HIV outcomes and all eight 

studies used self-reported measures of experience of IPV, which allows for social 
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desirability and recall bias to affect study results (Schroder et al. 2003). More rigorous 

biological measurement of HIV and IPV is needed.  

Conclusion 

 Based on the findings of this review, interventions that integrate HIV and IPV 

prevention among adolescents are limited in number and are found in eastern and south 

African countries. Our analysis demonstrates that the majority of IPV and HIV 

interventions include both adult and older adolescent study populations and measure 

various IPV and HIV related outcomes. All included studies used group-based activities 

to promote gender equality and safer sexual norms. Prevention research should target 

specific adolescent sexual risk behaviors in a wider variety of settings throughout Sub-

Saharan Africa to demonstrate which approaches are effective in reducing IPV and HIV 

incidence among vulnerable adolescent populations. 
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Appendix 

Search Strategies 

PubMed Search 

Search ((HIV Infections[MeSH] OR HIV[MeSH] OR hiv OR hiv-1* OR hiv-2* OR hiv1 

OR hiv2 OR hiv infect* OR human immunodeficiency virus OR human 

immunedeficiency virus OR human immuno-deficiency virus OR human immune-

deficiency virus OR ((human immun*) AND (deficiency virus)) OR acquired 

immunodeficiency syndrome OR acquired immunedeficiency syndrome OR acquired 

immuno-deficiency syndrome OR acquired immune-deficiency syndrome OR ((acquired 

immun*) AND (deficiency syndrome)) OR "sexually transmitted diseases, 

Viral"[MeSH:NoExp])) AND (“Adolescent”[MeSH] OR youth OR youths OR youngster 

OR teenager OR teenagers OR teen OR teens OR adolescent[mh] OR adolescent OR 

adolescents OR adolescence OR child[mh] OR child OR children OR young person* OR 

young people OR student OR students) AND (“Domestic Violence”[MeSH] OR intimate 

partner violence OR intimate partner abuse OR dating violence OR dating abuse OR 

relationship violence OR relationship abuse OR physical abuse[mh] OR adolescent 

relationship abuse OR adolescent dating abuse OR adolescent dating violence OR 

violence against women OR sexual assault OR sexual violence OR sexual abuse OR 

young people "Intimate Partner Violence"[Mesh]) AND (Africa OR Sub-Saharan OR 

Angola OR Benin OR Botswana OR Burkina Faso OR Burundi OR Cameroon OR “Cape 

Verde” OR “Central African Republic” OR Chad OR Comoros OR Congo OR Cote 

d’Ivoire OR Djibouti OR “Equatorial Guinea” OR Eritrea OR Ethiopia OR Gabon OR 

Gambia OR Ghana OR Guinea OR Guinea-Bissau OR Kenya OR Lesotho OR Liberia 
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OR Madagascar OR Malawi OR Mali OR Mauritania OR Mauritius OR Mozambique 

OR Namibia OR Niger OR Nigeria OR Rwanda OR “Sao Tome and Principe” OR 

Senegal OR Seychelles OR Sierra Leone OR Somalia OR “South Africa” OR Sudan OR 

Swaziland OR Tanzania OR Togo OR Uganda OR “Western Sahara” OR Zambia OR 

Zimbabwe) 

Embase search string:  

((('human immunodeficiency virus infection'/exp OR 'human immunodeficiency virus 

infection') AND ([embase]/lim OR [medline]/lim)) OR ('human immunodeficiency 

virus'/exp OR 'human immunodeficiency virus') OR ('human immunodeficiency virus 

1'/exp OR 'human immunodeficiency virus 1') OR ('acquired immune deficiency 

syndrome'/exp OR 'acquired immune deficiency syndrome') OR ('serodiagnosis')) AND 

(('partner violence') OR ('domestic violence') OR ('dating violence') OR ('sexual 

assault') OR ('sexual violence') OR ('rape') OR ('sexual abuse')) AND (('juvenile') OR 

('adolescent') OR ('child') OR ('adolescence') OR ('student') OR ('school age') OR 

('young adult')) AND (('africa') OR ('africa south of the sahara') OR ('angola') OR 

('angolan') OR ('benin') OR ('beninese') OR ('botswana') OR ('burkina faso') OR 

('burkinabe') OR ('burundi') OR ('cameroon') OR ('cameroonian') OR ('cape verde') OR 

('central africa') OR ('central african republic') OR ('central african') OR ('chad') OR 

('comoros') OR ('congo') OR ('cote divoire') OR ('djibouti') OR ('equatorial guinea') OR 

('eritrea') OR ('eritrean') OR ('ethiopia') OR ('ethiopian') OR ('gabon') OR ('gabonese') 

OR ('ghana') OR ('ghanaian') OR ('guinea') OR ('guinea-bissau') OR ('kenya') OR 

('kenyan') OR ('lesotho') OR ('liberia') OR ('liberian') OR ('madagascar') OR ('malawi') 

OR ('malawian') OR (mali) OR ('mauritania') OR ('mauritius') OR ('mozambique') OR 
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('mozambican') OR ('namibia') OR ('namibian') OR ('niger') OR ('nigeria') OR 

('nigerian') OR ('rwanda') OR ('rwandan') OR ('sao tome and principe') OR ('senegal') 

OR ('senegalese') OR ('seychelles') OR ('seychellene') OR ('sierra leone') OR ('sierra 

leonean') OR ('somalia') OR ('somali (citizen)') OR ('south africa') OR ('south african') 

OR ('sudan') OR ('sudanese') OR ('swaziland') OR ('swazi (people)') OR ('tanzania') OR 

('tanzanian') OR ('togo') OR ('togolese') OR ('uganda') OR ('ugandan') OR ('western 

sahara') OR ('zambia') OR ('zambian') OR ('zimbabwe') OR ('zimbabwean')) 

PsychInfo Search:  

Search Alert: "( (HIV Infections OR HIV OR hiv OR hiv-1* OR hiv-2* OR hiv1 OR 

hiv2 OR hiv infect* OR human immunodeficiency virus OR human immunedeficiency 

virus OR human immuno-deficiency virus OR human immune-deficiency virus OR 

((human immun*) AND (deficiency virus)) OR acquired immunodeficiency syndrome 

OR acquired immunedeficiency syndrome OR acquired immuno-deficiency syndrome 

OR acquired immune-deficiency syndrome OR ((acquired immun*) AND (deficiency 

syndrome)) OR "sexually transmitted diseases, Viral") ) AND ( (“Adolescent” OR youth 

OR youths OR youngster OR teenager OR teenagers OR teen OR teens OR 

adolescent[mh] OR adolescent OR adolescents OR adolescence OR child[mh] OR child 

OR children OR young adult OR young person* OR young people OR student OR 

students) ) AND ( “Domestic Violence” OR intimate partner violence OR intimate 

partner abuse OR dating violence OR dating abuse OR relationship violence OR 

relationship abuse OR physical abuse OR adolescent relationship abuse OR adolescent 

dating abuse OR adolescent dating violence OR violence against women OR sexual 

assault OR sexual violence OR sexual abuse OR young people "Intimate Partner 
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Violence") ) AND ( (Africa OR Sub-Saharan OR Angola OR Benin OR Botswana OR 

Burkina Faso OR Burundi OR Cameroon OR “Cape Verde” OR “Central African 

Republic” OR Chad OR Comoros OR Congo OR Cote d’Ivoire OR Djibouti OR 

“Equatorial Guinea” OR Eritrea OR Ethiopia OR Gabon OR Gambia OR Ghana OR 

Guinea OR Guinea-Bissau OR Kenya OR Lesotho OR Liberia OR Madagascar OR 

Malawi OR Mali OR Mauritania OR Mauritius OR Mozambique OR Namibia OR Niger 

OR Nigeria OR Rwanda OR “Sao Tome and Principe” OR Senegal OR Seychelles OR 

Sierra Leone OR Somalia OR “South Africa” OR Sudan OR Swaziland OR Tanzania OR 

Togo OR Uganda OR “Western Sahara” OR Zambia OR Zimbabwe) ) 

CINAHL search:  

Search Alert: "( (HIV Infections OR HIV OR hiv OR hiv-1* OR hiv-2* OR hiv1 OR 

hiv2 OR hiv infect* OR human immunodeficiency virus OR human immunedeficiency 

virus OR human immuno-deficiency virus OR human immune-deficiency virus OR 

((human immun*) AND (deficiency virus)) OR acquired immunodeficiency syndrome 

OR acquired immunedeficiency syndrome OR acquired immuno-deficiency syndrome 

OR acquired immune-deficiency syndrome OR ((acquired immun*) AND (deficiency 

syndrome)) OR "sexually transmitted diseases, Viral") ) AND ( (“Adolescent” OR youth 

OR youths OR youngster OR teenager OR teenagers OR teen OR teens OR 

adolescent[mh] OR adolescent OR adolescents OR adolescence OR child[mh] OR child 

OR children OR young adult OR young person* OR young people OR student OR 

students) ) AND ( (“Domestic Violence” OR intimate partner violence OR intimate 

partner abuse OR dating violence OR dating abuse OR relationship violence OR 

relationship abuse OR physical abuse OR adolescent relationship abuse OR adolescent 
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dating abuse OR adolescent dating violence OR violence against women OR sexual 

assault OR sexual violence OR sexual abuse OR young people "Intimate Partner 

Violence") ) AND ( (Africa OR Sub-Saharan OR Angola OR Benin OR Botswana OR 

Burkina Faso OR Burundi OR Cameroon OR “Cape Verde” OR “Central African 

Republic” OR Chad OR Comoros OR Congo OR Cote d’Ivoire OR Djibouti OR 

“Equatorial Guinea” OR Eritrea OR Ethiopia OR Gabon OR Gambia OR Ghana OR 

Guinea OR Guinea-Bissau OR Kenya OR Lesotho OR Liberia OR Madagascar OR 

Malawi OR Mali OR Mauritania OR Mauritius OR Mozambique OR Namibia OR Niger 

OR Nigeria OR Rwanda OR “Sao Tome and Principe” OR Senegal OR Seychelles OR 

Sierra Leone OR Somalia OR “South Africa” OR Sudan OR Swaziland OR Tanzania OR 

Togo OR Uganda OR “Western Sahara” OR Zambia OR Zimbabwe)  
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Figure 1.  

Flowchart for Study Selection 
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Table 1.  

Integrated IPV/HIV interventions among adolescents in Sub-Saharan Africa   

Study Location Participant 

Characteristics 

Intervention Description Study 

Characteristics 

Results 

Abramsky 

et al. 2014 

Rubaga and 

Makindye 

Divisons, 

Kampala, 

Uganda.  

 

2,532 men and 

women at F/U 

Avg age men: 

27 years; avg 

age women:28 

yrs  

4 yrs, 5 mo. 

1. No specific dosage 

 of community 

mobilization activities: 

advocacy and media on 

local media channels, 

communication materials, 

training. 

2. CG wait-listed  

Pair-matched 

CRCT; 4-year F/U 

survey. IPV 

outcomes: a priori; 

social acceptability 

IPV; women’s PYr 

exp. IPV. HIV 

outcome: SRBs 

At 4-yr F/U, lower acceptance 

of IPV among women; higher 

acceptance of women refusing 

sex. Decreased SRBs among 

men. 

 

Gibbs et al. 

2017 

 

Informal 

settlements in 

eThekwini 

municipality, 

KwaZulu-

Natal, South 

Africa 

 

 

1,357 men and 

women. Avg 

age 23 yrs. 

 

6-8 wks,  

1. 10 3-hr sessions of 

Stepping Stones 

(participatory gender 

transformative activities) 

and 11 3-hr sessions of 

Creating Futures 

(livelihoods strengthening 

activities) 

2. CG wait-listed  

 

 

 

 

 

 

CRCT; F/U at 12- 

mo. and 24- mo. 

IPV outcome: 

modified WHO 

VAW scale; 8-item 

sexual relationship 

power scale. HIV 

outcome: SRBs 

 

Results pending 
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Jewkes et 

al. 2008 

Eastern Cape 

province of 

South Africa 

2,776 men and 

women 16-23 

years old. 

6-8 wks,  

1. Thirteen 1-hr sessions in 

single-sex groups (role 

play, drama, critical 

reflection); 3 meetings; 

one community meeting;  

2. CG 3-hr session on HIV 

risk 

 

CRCT; F/U at 12- 

mo. and 24- mo. 

F/U rate 75% for 

men and women at 

12 mo., 73% of 

women and 69% of 

men at 24 mo. IPV 

outcome: IPV 

incidence 

questionnaire. HIV: 

biological 

outcomes; SRBs 

 

Intervention was not associated 

with lower HIV incidence; 

associated with lower HISV-2. 

No significant effect on 

reported IPV perp among men.  

Kalichman 

et al. 2009 

Cape Town, 

South Africa 

475 men. Avg 

age 30.2 years 

(standard 

deviation 9.5). 

1 wk 

1. 5 small group sessions 

(skill building, goal 

setting, risk identification, 

condom use skill building, 

sexual communication 

training)  

2. CG: 3-hour HIV/ 

alcohol risk session; no 

IPV component. 

Quasi-experimental 

intervention trial; 

F/U at 1-mo, 3-mo, 

and 6-mo. 

Participant 

retention greater 

than 90%. IPV 

outcome: 7-item 

domestic violence 

scale; past mo. IPV 

perp. HIV: 11-item 

HIV knowledge 

test; 4-item stigma 

scale; SRB intent 

 

 

 

 

 

Increased discussion of 

condoms with partner at 1-

month F/U; increased reporting 

of HIV testing at 3-mo F/U; 

increased intention to reduce 

SRBs, decreased reporting of 

past-mo. physical IPV perp at 

6-mo F/U. 
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Kajula et 

al. 2016 

Kinondoni 

District of Dar 

es Salaam, 

Tanzania 

1,258 men; all 

participants at 

least 15 yrs of 

age (no avg age 

provided). 

6 and 9 mo cycles. 

1. 5 Camp Health Leader 

conversations/wk (HIV 

risk, condoms, violence, 

concurrent sexual 

partners). Microfinance 

groups meet weekly 

(includes business skill 

training, access to credit, 

loan repayment)  

2. CG wait-listed  

CRCT; behavioral 

assessment at 12-

mo F/U. and 

behavioral and 

biological 

assessment 30- mo. 

post intervention 

launch. IPV 

outcome: WHO 

VAW scale; gender 

equitable men’s 

scale. HIV: 

biological outcome 

Results pending.  

 

Mathews et 

al. 2016 

 

Western Cape, 

South Africa 

 

3,451 Grade 8 

participants. 

Avg age 13 

years. 

 

21 wks 

1. Weekly 1-1.5 hr after-

school sessions (interactive 

and skill based group 

sessions); weekly access to 

PREPARE school nurse; 

two-day training for school 

safety teams. 

2. CG: attended school as 

usual 

 

 

 

 

 

 

 

 

 

 

CRCT; F/U at 6- 

mo. and 12- 

months. 94% 

retention at 6 mo. 

and 88% retention 

at 12 mo. IPV 

outcome: IPV exp 

and perp past 6 

months. HIV: SRBs 

 

 

No significant association 

between intervention and SRBs 

at 6-mo. or 12 mo. F/U. At 12 

mo. F/U, participants less 

likely to report IPV exp. 



 48 

Pronyk et 

al. 2006 

Rural Limpopo 

province of 

South Africa 

6,576 men and 

women. 860 

women in 

Cohort 1 

exposed to 

intervention. 

Avg age Cohort 

1: 41 years. 

Cohort 2: 

persons 14-35 

yrs old sleeping 

in Cohort 1 

household; 

Cohort 3: 14-35 

de jure residents 

of Cohort 1 

households. 

12-15 mo. 

1. Cohort 1: Microfinance 

group meetings every 2 

wks over 10 or 20 wk 

cycles; 1-hr gender and 

HIV training session every 

2 wks; Community 

mobilization for 6-9 mo. 

following training. 

2. CG wait-listed  

CRCT; F/U at 2 yrs 

(Cohort 1 and 

Cohort 2) and 3 

years (Cohort 3). At 

2 yr F/U, study 

retained 90% of 

intervention cohort 

1 and 84% of CG 

cohort 1. IPV 

outcome: PYr IPV 

exp. HIV: 

biological outcome; 

SRBs 

2-yr F/U Cohort 1 less likely to 

report PYr IPV exp. 

Intervention not associated 

with decreased SRBs or 

decreased HIV incidence in 

Cohorts 2 and 3.  

 

Wagman et 

al. 2015 

 

Rakai, Uganda 

 

11,448 

individuals 15-

49 yrs (no avg 

age provided) 

 

4 years 

No specific dosage  

1. Community 

mobilization activities 

(activism, campaigns, 

newsletters, peer groups, 

support counseling). 

2. CG: routine HIV 

prevention and treatment 

services. 

 

CRCT; F/U at 16 

mo. and 35 mo. 

after baseline. 

Retention 57% at 

35-month F/U. IPV 

outcome: Conflict 

Tactic Scales PYr 

exp and perp. HIV: 

biological outcome; 

SRBs 

 

Intervention associated with 

decreased exp of physical and 

sexual IPV at 35-mo. follow 

up. SHARE associated with 

decreased HIV incidence. 

Average = avg; Cluster randomized control trial = CRCT; Comparison Group = CG; Experience = exp; Follow up = F/U; Hour = hr; 

Month = mo.; Past year = PYr; Perpetration = perp; Sexual risk behaviors = SRBs; Weeks = Wk; Year(s) =Yr(s); World Health 

Organization Violence Against Women = WHO VAW. 
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Table 2 

 

 Implications of the Review for Practice, Policy, and Research 

 

Area of Impact Implications of the Review 

 

Practice • The findings of this review suggest that integrated 

IPV/HIV interventions show promise as a sexual risk and 

violence prevention strategy among adolescents in Sub-

Saharan Africa.   

 

Policy • Policy makers interested in preventing HIV and IPV 

should be aware of the dual risk pathways, and that 

policies in support of risk reduction in one may affect 

rates of the other (and vice versa). 

 

• HIV and IPV risk reduction policy should address the 

mechanisms by which gender and economic inequities 

affect rates of sexual risk behaviors and violence against 

women. 

 

Research • Targeting adolescents in integrated IPV/HIV interventions 

would provide further evidence regarding effective age-

specific strategies for sexual risk behavior reduction and 

violence prevention.  

 

• Research on integrated IPV/HIV interventions would 

benefit from consistent biological outcomes and 

standardized IPV outcomes to improve rigorous, 

comparable measurement across studies. 

 

• Research examining concurrent IPV/HIV prevention 

should examine specific gender-targeted approaches to 

increase men and boys’ involvement in promoting and 

normalizing gender equality. 
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A Qualitative Analysis of Sexual Consent among High School Students 

Abstract 

Sexual violence is common in adolescence. Education on sexual consent is 

considered to be a critical component of many sexual assault prevention programs, and it 

is possible that an understanding of sexual consent assists adolescents in developing 

healthy dating and sexual relationships.  Accordingly, the current study conducted a 

series of semi-structured interviews (N = 29) to explore perceptions of sexual consent 

among high school students (ages 14 – 18). Thematic analysis identified three salient 

themes pertaining to: 1) the definition of consent; 2) verbal and non-verbal strategies for 

conveying consent; and 3) expectations of how consent would be communication 

following an initial sexual encounter. In the present sample, adolescents defined consent 

as saying “yes” sexual activity. Whereas consent was defined as a verbal provision of 

affirmative consent, both male and female adolescents believed that girls typically 

conveyed consent non-verbally.  Girls indicated that they typically conveyed sexual 

refusal through non-verbal cues, whereas adolescent males reported proceeding with 

sexual activity until they heard the verbal expression of “no.” Adolescents shared the 

perception that adolescents who previously engaged in sexual activity can expect that 

sexual activity will happen again without the need for verbal consent, particularly within 

an established relationship. These findings highlight important discrepancies in 

adolescents’ definition of sexual consent, and how they communicate sexual consent and 

sexual refusal. Variation in how girls describe communicating sexual refusal, and the 

signals boys describe as indicating refusal for sex may contribute to unwanted sexual 

experiences among adolescents.  
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Background 

 High school years (ages 14 to 18) represent a crucial period of development for 

adolescents. During this developmental period, many adolescents indicate increasing 

awareness and exploration of sexual identity, and commence romantic and sexual 

relationships (Miller, 2017). The onset of sexual activity during adolescence is associated 

with increased risk of sexual violence (Eaton et al., 2010; Williams et al., 2014), defined 

by the Centers for Disease Control (2014) as any “sexual act that is committed or 

attempted by another person without freely given consent of the victim or against 

someone who is unable to consent or refuse.” Adolescence is a period of particularly high 

risk for sexual violence compared to other age groups (Planty, Langton, Krebs, 

Berzofsky, & Smiley-McDonald, 2013; Rennison, 2000). In fact, over forty percent of 

female victims of rape were under 18 years old when the assault occurred (Black et al., 

2011). In the United States, an estimated 26% of 17 years old females and 5% of 17 year 

old boys report some form of sexual victimization in their lifetime (Finkelhor, Shattuck, 

Turner, & Hamby, 2014), and 10% percent of adolescents 14-21 years of age report 

lifetime sexual violence perpetration (Ybarra & Mitchell, 2013). Sexual victimization is 

associated with numerous psychological and health consequences, including 

posttraumatic stress disorder (PTSD) (McLaughlin et al., 2013) and increased risk for re-

victimization (Gidycz, Coble, Latham, & Layman, 1993; Humphrey & White, 2000; 

Risser, Hetzel-Riggin, Thomsen, & McCanne, 2006). Furthermore, forced or coerced 

sexual activity is commonly unprotected, which leads to increased risk of unintended 

pregnancy and sexually transmitted infections (Decker, Silverman, & Raj, 2005; 

McFarlane et al., 2005).  
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The prevalence of sexual violence, and negative health outcomes associated with 

experiences of violence underscore the importance of primary prevention of sexual 

violence among adolescents. A critical component of sexual assault prevention programs 

for adolescents is fostering an awareness of what constitutes sexual consent (Centers for 

Disease Control and Prevention, 2017). Sexual consent is often defined as "freely given 

verbal or non-verbal communication of a feeling of willingness to engage in sexual 

activity" (p. 259, Hickman & Muehlenhard, 1999).  Other definitions of sexual consent 

suggest that consent can only be present through a verbal indication of willingness to 

engage in sexual activity. For example, Section 67386(a)(1) of California’s Education 

Code (2014) recognizes affirmative, verbal consent as the only legal signal of consent in 

response to the high prevalence of rape on college campuses (Jozkowski, 2015). 

Muehlenhard, Humphreys, Jozkowski, & Peterson (2016) explain that part of the 

controversy surrounding what constitutes consent stems from the varying definitions of 

consent in different legal, social, and research contexts. Three main conceptualizations of 

consent emerge in the literature: consent as internal “willingness;” consent as explicit 

agreement; and consent as “inferred” willingness (Muehlenhard et al., 2016). In the 

absence of a universal definition of consent, research examining sexual behavior often 

explores the ways individuals understand, signal, and interpret consent in their own lived 

experiences. 

 The vast majority of research examining sexual consent focuses on undergraduate 

college students (e.g.,  Jozkowski, 2015; Lindgren, Schacht, Pantalone, Blayney, & 

George, 2009). Research on the topic demonstrates gender differences in conveyance and 

interpretation of consent are of particular importance in regards to consent norms among 
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heterosexual couples. The theory of sexual scripts, first proposed by Gagnon & Simon 

(1973), offers a framework for understanding socialized gender roles in sexual consent.  

Early research on sexual scripts focused on sexual initiation and posited men act as 

“initiators” and pursue sexual activity while women control the extent of the sexual acts 

in their role as “gatekeepers” (Gagnon & Simon, 1973; Metts & Spitzberg, 1996). The 

current evidence of sexual consent among college students provides further insight into 

the influence of sexual “scripts” on consent communication. Specifically, college aged 

men may be more likely to interpret non-verbal cues as signals of consent than their 

female peers (Farris, Treat, Viken, & McFall, 2008; Jacques-Tiura, Abbey, Parkhill, & 

Zawacki, 2007; Lofgreen, Mattson, Wagner, Ortiz, & Johnson, 2017). In regard to sexual 

refusal, men are also more likely to rely on their partners’ nonverbal indicators to detect 

non-consent whereas women report looking for their partners’ verbal and nonverbal 

indicators (Jozkowski, Peterson, Sanders, Dennis, & Reece, 2014).  Relationship factors 

also play a role in sexual consent. Specifically, longer relationship history may be 

negatively associated with undergraduates’ perceived need of verbal consent, such that 

students describe long-term relationships as having less of a need for explicit consent 

before sexual encounters (Humphreys, 2007). Further, women may also acquiesce to 

sexual activity with their partners in established relationships in order to avoid conflict 

(Conroy, Krishnakumar, & Leone, 2015).  Internalized stereotypes normalizing female 

subservience and passivity in sexual activity may be associated with decreased refusal of 

unwanted sexual activity among female college students (Hust, Rodgers, & Bayly, 2017).  

 Much work needs to be done to understand sexual consent behaviors during early 

to mid-adolescence, which corresponds to the initiation of sexual activity. The dearth of 
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research on sexual communication among adolescents presents a gap in primary 

prevention research for sexual violence, and specifically in the understanding of how 

sexual scripts impact adolescent sexual development, consent, and negotiation of sexual 

activity. Further, the gap in the research indicates limited understanding of how high 

school adolescent consent norms compare to the evidence of consent norms among 

undergraduate students. Such insight would benefit sexual violence prevention by 

providing a clearer understanding of how sexual consent behaviors emerge during sexual 

development in high school. 

 While adolescent sexual activity is often associated with risk-taking (Kotchick, 

Shaffer, Miller, & Forehand, 2001; Weinstock, Berman, & Cates, 2004), it is important to 

understand adolescent sexuality as a period of experimentation and formation of sexual 

identity (Horne & Zimmer-Gembeck, 2005; Miller, 2017). Adolescents will use coital 

and non-coital sexual activities to discover hitherto unknown sexual preferences. 

Increased sexual experience among adolescents is associated with higher sexual 

subjectivity and sexual agency, illustrating positive impacts of initial sexual exploration 

(Horne & Zimmer-Gembeck, 2005).  Nonetheless, sexual consent is an important 

component of establishing that the exploration of sexual activity between adolescents is 

willingly engaged in, free from coercion or force, and freely chosen. Whether adolescents 

are discussing exploring new sexual activities or continuing a sexual relationship, sexual 

communication and establishment of non-coercive consent is tantamount to ensuring 

comfortable, desired sexual encounters during which consent remains an ongoing 

process. Behaviors developed and habituated around consent during adolescence may 

have a long-term impact on sexual safety over the lifecourse.  As such, an understanding 
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of adolescent perceptions of consent can help identify ideal opportunities for primary 

prevention.  

The Present Study 

This current study extends previous research aimed at sexual communication and 

consent by examining perceptions of sexual communication and consent among 

adolescents between the ages of 14 and 18 currently enrolled in high school. Given the 

paucity of previous research on sexual consent among adolescents, exploratory research 

using qualitative methods offered an ideal approach to understand perceptions of sexual 

consent among adolescents through thematic analysis. The current study explored how 

adolescents’ understanding of consent compares to consent behaviors with sexual 

partners, and how these perceptions impact expectations for sexual activity after an initial 

sexual encounter. The interview was designed to encourage open-ended responses that 

reflect the adolescents’ lived experience. Towards the goal of understanding consent, the 

interview guide asked the following questions: 1) How do adolescents define consent?; 2) 

How do adolescents convey consent to a partner?; and 3) If two adolescents have 

engaged in sexual activity once before, what are the expectations for future sexual 

encounters? The interview also used follow-up questions to understand how consent 

behaviors may vary by gender.  

Methods 

Participants  

 Thirty-three adolescents provided parental consent and adolescent assent to 

participate in the study. Two audio files were of poor quality, precluding transcription. 

Two additional audio-files were deemed to stray from the interview protocol, and were 
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excluded from the study.  The final data set consisted of 29 interview transcripts. Because 

the interviews, audio files, and transcripts were anonymous, it was not possible to 

identify the demographic characteristics of the 4 adolescents who were removed from the 

dataset.  Thus, demographic data is presented for the full sample of 33 participants who 

enrolled in the study and completed an interview (see Table 1).  On average, participants 

were 17 years (range 14-19 years of age). The study sample consisted of freshmen in high 

school (N = 3), sophomores (N = 12), juniors (N = 13), and seniors (N = 5).  Students 

self-identified as female (N = 20), male (N = 11), and transgender (N = 2). Sixty percent 

of the participants (N = 20) identified as Hispanic. It is important to note that participants 

were not queried as to whether they had engaged in any form of sexual activity. Thus, it 

is possible that the study sample included adolescents with a range of sexual experiences, 

as well as adolescents who had yet to engage in sexual activity.  

Procedure 

 Data were collected in the context of a larger study of sexual assault prevention 

programming for high school adolescents (Orchowski et al., 2016). Prior to the onset of 

the prevention curriculum, a convenience sampling technique was utilized to recruit 33 

students enrolled Rhode Island High Schools for individual interviews. The interviews 

were advertised as an opportunity for students to provide input on factors associated with 

healthy relationships among youth. A flier was distributed to all students within the 

school with information about the research study. The flier included a parental consent-

to-contact form. Students who returned a signed parental consent form received $5 gift 

card to a local merchant, regardless of the parent’s decision to allow the student to 

participate. Students with parental approval were contacted and provided with further 
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details on the study and interview process. A research assistant met with a parent or legal 

guardian in a private location to explain the study and garner informed parental consent 

for study participation.  Students were eligible for participation if they provided written 

parental and adolescent assent.  Students were excluded from the study if they had 

previously attended the sexual assault prevention program.  

 The study was approved by the hospital Institutional Review Board. All 

interviews were conducted by a trained research assistant or study staff member of the 

same gender as the participant. All interviewers received training on semi-structured 

interview methods. Participants engaged in a one-on-one structured semi-structured 

interview that explored explore teenagers’ perceptions of dating and sexual behavior in 

their high school.  The interviews were conducted after-school on the school premise in a 

private room. Before commencing the interview, the researcher reminded the participant 

to (a) speak about general experiences as opposed to personal experience; and (b) never 

to use any names or details that could identify another school community member. 

Interviewers asked participants to elaborate on, or clarify their responses as needed. 

Participants were allowed to pass on any topic they did not feel comfortable discussing 

and to ask the interviewer to clarify the intent of their question. The interviews lasted 

approximately 90 minutes and students who participated in the interview received $30 

upon completion. The interviews were digitally recorded and transcribed verbatim. All 

identifying information was removed from the transcript.  

Qualitative Coding Procedures 

 Iterative qualitative coding of the interviews using NVivo (QSR International, 

2017) was used to create a preliminary codebook for organizing the data.  The resulting 
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codebook was reviewed by three members of the research team and finalized. The coding 

team, consisting of two coders, met regularly to discuss coding findings and address 

discrepancies. The appended Table 2 displays the averaged kappa score across of all 

sources. Themes emerged upon review of all transcript data coded as “definition of 

consent,” “conveyance of consent,” or “continuous consent”. The three codes were 

reviewed and summarized with respect to commonly described attitudes and shared 

experiences among the participants. Thematic analysis methods (Braun & Clarke, 2006) 

were applied to the coded data provided the reportable results of main and sub themes. 

Thematic analysis is an adaptable method of qualitative data analysis used to identify, 

organize, describe, and report themes based on summarized findings (Braun & Clarke, 

2006). As opposed to ascribing to theoretical frameworks, thematic analysis allows main 

findings, or themes, to emerge directly from trends in the data (Braun & Clarke, 2006).  

Results 

 Most participants shared perspectives which they believed reflected norms 

regarding sexual consent in their school community, as indicated by responding to 

interview questions through the use of phrases such as: “students in this school,” “most of 

the kids at my school,” and “most of the time”. The analysis revealed three primary 

themes related to perceptions of sexual consent: 1) “Saying Yes”: adolescents define 

sexual consent as saying “yes” to sexual activity; 2) “If She Doesn’t Say No”: 

discrepancies in the conveyance of consent and sexual refusal among boys and girls; and 

3) “Once Yes, Always Yes”: if adolescents have previously engaged in sexual activity, it 

can be expected that sexual activity will happen again without the need for verbal 

consent.  
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Theme #1 – “Saying Yes”: Adolescents Define Sexual Consent as Saying “Yes” to 

Sexual Activity  

 When participants were asked to provide a definition of “consent,” the majority of 

responses described consent as a verbal agreement, or permission, to engage in sexual 

activity. Two participants were not familiar with “consent” and asked for clarification. 

The majority of male and female participants defined consent as the result of a spoken 

conversation, with most responses including “yes,” “no,” “okay,” or “permission” in the 

definition.  For example, when asked to define consent for sexual activity, one female 

participant indicated:  

Both of the partners are like, ‘Yes I want to have sex.’ And they’re like confident 

about it.  

 

As seen in the example above, some participants defined consent as both partners talking 

about sex and agreeing to sexual activity. Participants shared the perspective that consent 

was defined as given freely and with confidence. Among three of the study participants, 

the view was also shared that consent was defined as agreeing to sexual activity knowing 

there was also the opportunity to say “no.”   

 Consistent with an affirmative consent standard, participants also defined consent 

as a verbal affirmation of agreement for sexual activity. For example, when asked to 

define consent, one male participant indicated:  

Interviewer (I): How do you think most teens define consent? 

Participant (P): They’ll say ‘yes’. 

I: So someone saying ‘yes’  

P: Exactly. 

I: That seems pretty simple 

P: I think that’s the only way…The only way I think that’s legit is for verbal 

agreement, that’s it, cause how hard is it to say ‘yes’ or ‘no.’  
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As highlighted here, most participants define consent as a straightforward discussion 

between two adolescents in which verbal agreement or disagreement clearly delineated 

whether sexual activity would occur.  Verbal affirmation of consent was perceived to 

reduce any confusion surrounding either partner’s preferences for engaging in sexual 

activity. In the participants’ definition of consent, responsibility is placed on both 

partners to verbally express consent and respect the partner’s explicit decisions regarding 

consent in return.   It is important to note that while participants’ definition of consent 

clearly followed a verbal standard of affirmative consent, participants did not describe 

what types of activities partners in a sexual encounter were consenting to, or whether the 

partners needed to consent to the same activities.  Participants also did not define consent 

as an ongoing process during a sexual encounter.  

Theme #2 – “If She Doesn’t Say No”: Discrepancies in the Conveyance of Consent 

and Sexual Refusal among Boys and Girls 

  Whereas participants’ definition of sexual consent suggested that consent required 

a clear verbal communication of “yes”, adolescents’ descriptions of how consent was 

actually conveyed among teens reflected a reliance on non-verbal indications of sexual 

interest, as well as both non-verbal and verbal indications of sexual refusal. Specifically, 

the majority of male and female participants suggested that – in practice – adolescents 

used non-verbal gestures and actions to communicate sexual consent and negotiate 

through a sexual encounter.  Boys in the sample described several non-verbal indicators 

that they believed girls would use to indicate their agreement to sexual activity. These 

non-verbal indicators of consent included subtle cues of sexual interest, like light 

touching or a look, to more overt indicators of sexual interest, such as heavy touching, 
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kissing, moving the partner’s head or hands down towards sexual body parts, or 

removing clothing.  

 Further, both male and female adolescents described girls are being responsible 

for communicating consent to sexual activity, such that the absence of sexual refusal was 

considered a sign of sexual consent. Consistent with traditional heterosexual sexual 

scripts, it was assumed that boys would initiate a sexual encounter that they were 

consenting to, and that girls would either respond to the encounter by non-verbally 

allowing it to proceed, or by issuing a verbal “no” to stop the encounter.  For example, 

when asked how one would know that someone was comfortable with sexual activity, 

one male participant noted:  

I: How do you know that other person is comfortable if you haven’t even had that 

conversation with them yet?  

P: It’s just a hunch, you should already know. You obviously know if you’re 

ready, the other person may or may not be ready, it’s a 50/50 chance that they’re 

going to be ready. And if you sit down and they sit next to you and you start 

making out well there you go now you know that you both are ready. But that’s 

just the way it is.  

  

The above example also indicates the willingness among adolescent boys to “make the 

first move” in a sexual encounter, with the “chance” that the participant will object; 

illustrating boundary testing is utilized to infer sexual consent. As highlighted in this 

example, adolescent boys in the sample described that sexual activity often occurred in 

practice without a verbal agreement prior to initiating the sexual encounter. Instead, it 

was assumed that if a female partner allowed sexual activity to occur, that sexual consent 

was present.  

 In fact, the most prominent example of non-verbal indicators of sexual consent 

was silence. Male and female participants shared the perspective that the female partner’s 
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silence can be interpreted as an indication of both consent and enjoyment of the current 

sexual activities. For example, when asked to describe how consent is communicated, 

one female adolescent noted:   

So consent in this school is definitely the whole ‘if she doesn’t say no then she 

says yes’ thing, I wanna say. So like I said previously, you know how sex would 

go so you and someone are kissing, maybe on somebody’s bed and then they’ll 

probably put their hand in your pants and you’re not saying anything, also that 

probably means you like it. So if you’re not saying anything and you keep going 

then they’re going to keep going then they’re gonna take your pants off, and then 

they’re gonna take their pants off and then that’s as far as consent goes. 

 

As highlighted in the aforementioned quote, participants indicated that silence held the 

same legitimacy among male and female adolescents as explicit verbal confirmation of 

consent. The scenario describes sexual activity building to more intimate levels; the 

female partner’s silence signals her permission, and presumably, enjoyment because 

silence “probably means you like it.” Male participants shared similar perspectives about 

the interpretation of silence as consent to sexual activity. As one male participant notes 

when queried as to how adolescents convey consent:  

If you guys are kissing and stuff and you start touching and what not, and if she’s 

comfortable with it, she’ll let you do it or if she says no then clearly no, you gotta 

retract from doing whatever you was doing and do whatever you was doing 

before, so kissing or touching or whatever, if you’re not having sex.  

 

As described earlier, the quote above highlights how, when asked to describe the 

conveyance of consent, adolescent boys defaulted to describing how adolescent girls 

reacted to the initiation of sexual activity. The phase “she’ll let you do it” highlights how 

the absence of sexual refusal – as indicated by the word “no” – was perceived as 

agreement to sexual activity.  In sum, rather than garnering a verbal affirmation of 

consent prior to sexual activity, boys tended to initiate sexual activity, and wait until they 

heard the word “no” to stop the sexual encounter. In these moments, sexual refusal with 
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the word “no” was often communicated in response to the escalation of sexual activity, at 

which point boys described going back to the sexual activity that they had previously 

been engaging in with a partner. 

 There was some variability, however, in how boys and girls described signals of 

sexual refusal. Participants were asked to describe how adolescents respond if they do not 

want to engage in sexual activity, or proceed beyond previously consented sexual acts. 

Male participants predominantly described hearing the word “no” as a sign to stop sexual 

activity.  For example, one male participant noted:  

If you want to do more, just make sure you’re in the right position. If she says no 

you gotta respect it, that’s when rape comes up.  

 

Overall, male participants generally described the seriousness of verbal sexual refusal. 

The inclusion of rape in the description of sexual refusal was found in one other response. 

Female participants, however, were more likely to describe non-verbal indications of 

sexual refusal behaviors among their peers. For example, when asked how girls convey 

they did not want to engage in sexual contact, one female participants provided the 

following response:  

Um, I’m guessing that they would like, if they didn’t want something they would 

like try to move like they would move away from that person or they would like, if 

they were being touched or something they would like, again take away, remove 

the hands where they are. Or like push the person away a little.   

 

The example above illustrates the physical cues female adolescents may use to refuse 

sexual activity. Other participants shared the perspective that in addition to physically 

pushing a partner away, some female adolescents will make a face of discomfort. Female 

participants generally believed that male sexual partners would recognize physical signs 

of sexual refusal and cease sexual activity, similar to hearing “no.” 
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Theme #3 – “Once Yes, Always Yes”: Re-establishing Consent After a First Sexual 

Encounter is Unnecessary  

 The majority of participants shared the view that establishing consent was 

unnecessary if two adolescents had already engaged in sexual activity. First, both male 

and female participants indicated that an adolescent can expect to have a second sexual 

encounter with the same partner because they assumed consent was carried over to future 

sexual activity. In other words, unless either partner objected to a second sexual 

encounter, it was a possibility. This perspective applied to both long-term relationships 

and casual-sex or “hook-up” relationships.  For example, when queried about how sexual 

consent was established among partners who had shared in sexual activity before, one 

adolescent male suggested:  

Like they’ll expect it and they’ll think that it’s okay to do it the next time because 

you already gave them your consent the first time… they think it’s okay because it 

happened the first time. So they’ll be like “What’s the problem? Why can’t it 

happen a second time?”  

 

Other participants shared that re-establishing consent was not necessary in long-term 

relationships. When describing how sexual consent might be established in long-term 

relationships, many participants discussed long-term partners “knowing” each other well 

enough that body language and non-verbal signals indicated sexual interest without the 

need for verbal confirmation of consent. Furthermore, many female participants shared 

that once sexual activity was initiated within established couples it becomes an expected 

component of the relationship. For example, one adolescent girl commented:  

Some of them they feel like if their partner really enjoys it and they don’t want to 

sadden them or anger them then they might stay quiet. So it’s like ‘okay I like this 

but I don’t like this, but I don’t wanna make you mad. 
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The example illustrates that in addition to expecting sexual activity within established 

relationships, adolescents might not verbally refuse sexual activity out of fear they will 

upset their partner. Foregoing discussion of consent for the purpose of avoiding conflict 

was more commonly mentioned among female participants than male participants.  

   

Discussion 

 

 The present study explored perceptions of consent among high school 

participants.  Adolescence is a time in development where many youth are exploring their 

sexual identity, and initiating romantic and sexual relationships. For these reasons, it is 

important to understand how adolescents understand sexual consent, so that this 

information can be taken into account when constructing educational curricula and sexual 

assault prevention programs.  The present study, to our knowledge, represents the first 

qualitative analysis of how adolescent high school students conceptualize consent for 

sexual activity. Three themes were revealed in coding of the semi-structured interviews.  

 First, adolescents predominantly defined consent using a verbal standard of affirmative 

consent. Specifically, participants in the current study demonstrated a confident grasp on 

the definition of consent as verbalized permission to proceed with sexual activity, with 

the vast majority of responses in agreement that consent involves unambiguous, non-

coercive, and non-forced agreement to sexual activity by both partners. Second, whereas 

adolescents defined sexual consent through a verbal standard of affirmative consent, they 

suggested that – in practice – sexual consent was more likely to be conveyed through 

non-verbal cues, especially through silence or the absence of a verbal refusal of sexual 

activity (i.e., saying “no”). These findings are notable, suggesting that while adolescents 

can provide a standard definition of consent, their understanding of how consent 
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translated into real life experiences varied – and rarely included experiences that could be 

defined as affirmative verbal consent.  

 Instead, adolescents described that consent was predominantly communicated by 

adolescent females’ silence in response to the initiation of sexual activity (i.e., the 

absence of sexual refusal), or via subtle (i.e., a look) or overt (i.e., removing clothing) 

physical behaviors. The common experience of non-verbal signals among the high school 

participants are consistent with previous literature reporting high frequency of non-verbal 

sexual consent behaviors among college students (Beres, 2010; Hickman & 

Muehlenhard, 1999; Humphreys, 2007), suggesting that perceptions of what constitutes 

sexual consent may be established long before students arrive at college.  In this study, 

both boys and girls reported using non-verbal cues to convey consent.  Given that 

research among college students suggests that college men are more likely to use non-

verbal cues than their female peers (Beres, 2010; Hickman & Muehlenhard, 1999; 

Jozkowski, Peterson, Sanders, Dennis, & Reece, 2014), future research using quantitative 

measures is needed to examine whether this trend holds true for younger adolescents.  

Although speculative, there may be changes in how youth communicate sexual consent in 

high school, compared to college.  

 It was notable that adolescents in the present sample did not describe using direct 

verbal communication as a method of conveying consent. Results of a previous 

qualitative study of adolescent sexual initiation experiences describe adolescent sexual 

decision making as a multi-step dynamic process, in which adolescents (average age 14.1 

years) determine personal sexual boundaries, verbally communicate boundaries to their 

partner, and verbally negotiate boundaries in the moment (Michels et al, 2005). In 
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contrast to Michels’s et al. (2005) findings, verbal communication of boundaries was 

accomplished primarily when refusing sexual activity, rather than when agreeing to 

sexual activity. The average participant age in the current study was three years older 

than the average participant in Michels et al., (2005), and it may be that non-verbal 

conveyance of consent is more common among older adolescents. It is reasonable to 

hypothesize that youth commonly trying out different communication patterns as they 

seek to negotiate sexual experiences, and learn what they like and don’t like in the 

context of a sexual partnership. 

 Notably, without prompting, both male and female adolescents positioned the 

female in a sexual interaction as being responsible for conveying agreement to sexual 

activity. The reliance on female adolescents to determine the course of sexual activity 

through their consent or refusal is consistent with previous literature on traditional 

heterosexual scripts, which suggests that the gendered roles of consent may be driven by 

internalized expectations of sexual behavior, particularly among women (Bay-Cheng & 

Eliseo-Arras, 2008; Conroy et al., 2015; Ryan, 2011).  Gagnon & Simon (1973) first 

proposed that sexual behavior is influenced by individuals’ understanding of their role in 

sexual encounters, interpersonal sexual negotiation between partners, and broader 

cultural frameworks that promote gendered sexual roles. Jozkowski et al. (2014) explain 

that adolescent females experience sexual development within the prescribed script of 

sexual coyness and gradual acquiescence to persistent, and often aggressive, male sexual 

advances. The findings of the current study provide further evidence of varied 

understandings of consent by gender, which may reflect the power dynamics within 

sexual negotiation of consent (Hust et al., 2017). 



 68 

 Specifically, whereas the participants’ descriptions aligned with previous studies’ 

depictions of sexually assertive young males who test boundaries (Jozkowski et al., 

2014), the male participants’ staunch recognition of verbal refusal suggests keen 

awareness of sexual violence perpetration. Adolescent males’ reliance of their female 

partners to verbally signal non-consent suggests that the version of “gatekeeping” 

described in the current study has less to do with relationship maintenance (Jozkowski, 

Marcantonio, & Hunt, 2017), and more to do with placing the responsibility of sexual 

violence prevention among female partners (Burkett & Hamilton, 2012). These results 

draw into question the potential harm posed by teaching adolescents legitimate consent 

behaviors are limited to verbal affirmation or refusal (Jozkowski, 2015). Specifically, if 

boys and men learn that sexual refusal is only communicated via the word “no”, they may 

overlook many of the non-verbal indicators that girls and women report using to convey 

sexual refusal. Indeed, in the present sample, girls most often described using an array of 

non-verbal or physical indicators of sexual refusal.  

 Third, adolescents also perceived that once sexual activity had occurred between 

partners, consent for subsequent sexual activity was to be assumed. The majority of 

participants shared the perspective that if two people have already had a sexual 

encounter, sexual consent would not be required for future sexual activity.  The 

discussion of long-term partners recognizing sexual interest without consent or discussion 

echoes previous findings of “tacit knowing” described by Beres (2010). These findings 

suggest that adolescents may not perceive continuous consent as a typical feature of their 

peers’ long-term relationships. These results are consistent with previous research of 

negotiation of consent within college relationships (Burkett & Hamilton, 2012; Conroy et 
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al., 2015; Humphreys, 2007). For example, Conroy et al. (2015) report that young 

undergraduate women may acquiesce to sexual activity within relationships in order to 

satisfy their partners, maintain sexual scripts, and avoid negative consequences in their 

relationships. Jozkowski, Marcantonio, & Hunt (2017) describe similar complex 

understandings of consent among female undergraduate students who act as “sexual 

gatekeepers” in face of their partners’ sexual activity initiation, with careful consideration 

of how consent or refusal will affect the partner’s ego or the young women’s own 

reputation (p. 243).  

Implications for Sexual Assault Prevention  

 Mixed perceptions of what constitutes sexual consent among high school students 

highlight a critical area for attention in sexual violence prevention, as the results indicate 

that both primary and secondary sexual violence prevention strategies are needed to 

address unsafe consent norms among high school students.  With regard to primary 

sexual violence prevention among high school students, the current findings support 

previous research highlighting the importance of establishing healthy and gender-

equitable behaviors in early adolescent relationships, as ninth grade participants in the 

study perceived risky sexual activity as the norm (Lundgren & Amin, 2015). The results 

of the current study also suggest that sexual violence prevention in high schools must 

include secondary prevention for adolescents who already engage in risky sexual 

behaviors. From the findings emerge two key recommendations for sexual violence 

prevention among high school students.  

 Although the participants of the present study did not explicitly name gender 

norms in their description of sexual consent behavior, important gender differences 
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emerged in the data related to the perceived norms of sexual consent within heterosexual 

couples. The consent norms described by participants place a significant amount of 

responsibility on young women to make sexual decisions for the couple. Understanding 

consent strictly as “yes means yes” or the absence of a verbal no burdens young women 

with the task of  “sexual gatekeeping” as a means of preventing assault (Burkett & 

Hamilton, 2012; Jozkowski, 2015). Furthermore, defining consent as females’ verbal 

“yes” or “no” leaves little room for non-verbal cues, including silence or signs of 

discomfort, to convey refusal. We interpret the current study’s findings as a challenge to 

the Miscommunication Hypothesis, which assumes acquaintance rape and sexual 

coercion are the result of miscommunication (McCaw & Senn, 1998). If male and female 

adolescents have the ability interpret subtle non-verbal cues as sexual consent, they can 

also recognize non-verbal cues of refusal (Beres, 2010; O’Byrne, Rapley, & Hansen, 

2006). The present study’s findings suggest that adolescents may be at high risk of sexual 

violence not because of misinterpretation, but because their non-verbal signs of refusal 

are ignored or considered invalid. Sexual communication promotion must address the 

fundamental role that gender inequity plays in sexual violence in order to shift social 

norms toward respecting signs of sexual refusal (Jozkowski, 2015).  

 Activities that highlight sexual communication skill building may also be 

particularly useful in sexual violence prevention programs for high school students. The 

aims of these activities are two-fold: 1) normalize discussion of sexual consent; and 2) 

provide students the opportunity to practice verbal and non-verbal sexual consent 

communication and recognition skills with the knowledge that their partners are literate 

in sexual communication (Beres, 2010). Sexual violence prevention should aim to 
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promote discussion of sexual consent in any type of sexual relationship, at all grade 

levels, as a normal and comfortable component of relationships. Intervention strategies 

should address the misperception that a verbal “no” is the only indication of non-consent, 

or that their female peers are responsible for deciding how far the sexual activity goes.  

Structured role play activities can provide adolescents with the opportunity to practice 

discussing sexual consent in order to reduce the perceived awkwardness of the 

conversation; all activities and should normalize adolescents’ expectation that sexual 

partners will listen and respond to their sexual decision making with respect (Beres, 

2010). 

Limitations 

 The findings of this study should be considered in light of several limitations. 

Varying degrees of sexual experience among the interview participants may affect their 

perspectives on typical sexual consent behaviors. The study included participants across 

four high school grades, therefore the typical norms participants described could refer to 

their own age-mates’ experiences as opposed to school-wide trends. The study’s sample 

size was derived from public and private high schools across the state of Rhode Island, 

therefore the present study’s findings cannot be generalized to other U.S. settings.   The 

sensitive nature of the study topic and required parental consent may have prevented 

some adolescents from participating in the interviews. Further, the small sample size and 

the study’s commitment to confidentiality limits the capabilities of this analysis to 

examine demographic differences in the data beyond gender. The results cannot be 

generalized by race, ethnicity, or socio-economic status. Further, while the interview 

script did not limit the discussion to heteronormative consent behaviors, all participants 
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discussed the role of consent in heterosexual couples. As such, the current study cannot 

be generalized to all adolescent relationships. Consent norms among different types of 

adolescent sexual relationships present an important direction for future study. It should 

also be noted that the present study did not ask students to identify whether or not they 

were sexually active. Thus, it is unclear the extent to which the present findings represent 

the opinions and perspectives of sexually experienced versus sexually inexperienced 

youth. An understanding of sexual communication likely develops in part through 

adolescents own experiences with sexual activities, as youth try out and experiment with 

different communication patterns. Future research would benefit from directly comparing 

the perspectives of adolescents who have previously engaged in sexual activity, to the 

experiences of youth who are not sexually active.  

Conclusion 

 High school students’ sexual consent norms have received less attention in sexual 

violence research than those of college-aged students, however the results indicate that 

adolescents may face similar risks of sexual violence within their relationships. The 

current study is an important first step towards understanding how adolescents define and 

perceive sexual consent.  Whereas definitions of sexual consent may be clear to 

adolescents as including a clear affirmative verbal affirmation of sexual activity, it is 

clear that in practice, adolescents convey consent through a much greater array of non-

verbal strategies.  As violence prevention efforts are necessary early in the life course, it 

is essential that researchers and practitioners not only engage youth in discussions of the 

definition of consent, but also ensure that conversations include discussion of how 

consent is actually conveyed in the context of a sexual partnership.   
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Table 1.  

Demographic Characteristics of Enrolled Participants (N = 33) 

Characteristic                                                                    N, % 

 

Mean age (years) 

 

17 (range 14-19) 

 

Grade 

Freshman 

Sophomore 

Junior 

Senior 

 

 

3 (9.1%) 

12 (36.4%) 

13 (39.4%) 

5 (15.1%) 

 

Gender 

Female 

Male  

Transgender 

 

 

20 (60.6%) 

11 (33.3%) 

2 (6.1%) 

 

Ethnicity 

Hispanic/Latino 

Non-Hispanic/Latino 

Unknown 

 

 

20 (60.6%) 

8 (24.3%) 

5 (15.1%) 

 

Race 

Black/African American 

White 

Native Hawaiian or Pacific Islander 

More than one race 

Unknown 

 

 

6 (18.2%) 

3 (9.1%) 

1 (3%) 

3 (9.1%) 

20 (60.6%) 

 

Sexual Orientation 

Heterosexual 

Bisexual 

Prefer not to answer  

 

 

23 (69.6%) 

4 (12.2%) 

6 (18.2%) 

 

Dating Status 

Dates casually 

Involved in committed relationship (>6 months) 

Does not date 

Prefers not to answer 

 

 

9 (27.3%) 

7 (21.2%) 

11 (33.3%) 

6 (18.2%) 

 

Free/Reduced Lunch 

Yes 

No 

Unknown 

 

 

26 (78.8%) 

2 (6.1%) 

5 (15.1%) 
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Table 2. 

Kappa Statistics for Study Themes 

 Hierarchical 

Consent Code 

Definition of 

Consent 

Conveyance of 

Consent 

Continuous 

Consent 

Total 

Kappa 

 

0.946 0.899 0.946 0.898 0.922 

Percent 

Agreement 

(%) 

98.95 99.8 99.35 99.69 99.4 
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