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Abstract of Dissertation 

 

Context is Critical: Multi-Component Community and School-based 

Clubs and Adolescent Wellbeing Outcomes 

 

Background: Adolescence is a critical developmental stage, where health, 

education, and social disparities often widen, especially in low- and middle-income 

countries (LMICs). Multicomponent adolescent club interventions are widely used to 

improve health and wellbeing in LMICs, but evidence is mixed on their effectiveness and 

there is often a lack of clarity on which implementation and contextual factors shape 

impact, especially in remote settings such as pastoralist communities.  

Methods: I combined a (1) systematic review of multicomponent community- and 

school-based club interventions for adolescents aged 10–24 in LMICs, synthesizing 

effects across adolescent health and wellbeing outcome domains and examining context 

modifiers such as intervention intensity and male engagement and (2) a mixed-methods 

cluster randomized evaluation of multicomponent, club-based program, “Act With Her” 

(AWH), among 499 adolescents in the Afar region of Ethiopia.  

Results: The systematic review, which included 35 manuscripts representing 26 

trials, and 33 unique intervention arms, indicated positive effects of clubs on health, 

gender norms, and economic outcomes, with mostly null findings for violence, mental 

health, and education. Positive outcomes were more common in high-intensity 

interventions, similar across supplemental programming types (family-only, family and 

community, community only), and somewhat higher in formal education–connected 



vii 

  

programs and those using parallel male engagement. For the evaluation in Afar, findings 

suggest mean levels of key outcomes (i.e. puberty knowledge, desire to get married at age 

19 or later, gendered household roles) remained low, with positive program findings 

often mitigating negative trends among adolescents in the control group. Qualitative data 

suggest the program contributed to positive changes in gendered household roles and 

aspirations among adolescents in these remote communities. However, given the deeply 

entrenched cultural norms, sustained meaningful changes will require multi-pronged 

efforts with families and caregivers, as well as clan and religious leaders. 

Discussion: Multi-component adolescent club programs can improve health and 

wellbeing, especially when their content aligns with intended outcomes and is delivered 

at sufficient intensity. Persistent null outcomes in violence, mental health, and education 

underscore the need for adequately powered trials, stronger structural and systems 

components, and expanded evidence generation in remote and underserved settings.  
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1 Chapter 1: Introduction 

1.1 Background 

Globally, there are approximately 1.9 billion adolescents aged 10–25, and the 

majority live in low- and middle-income countries (LMICs; WHO, 2024). 

Adolescence, considered a second critical period for physical and psychological 

growth, is an opportune time for interventions that will impact the life trajectories of 

young people as they transition into adulthood (Baird et al., 2025; Blum et al., 2012; 

Cheng et al., 2024; Patton et al., 2018). Because many health and wellbeing 

challenges emerge in early life and persist over time, an intersectoral, life-course 

approach is needed (Clark et al., 2020; Ross et al., 2020).   

Importantly, gender disparities diverge at a higher rate during adolescence 

than in childhood, with adolescent girls often having limited opportunities due to the 

intersecting societal limitations of age and gender, with implications for transitions 

into adulthood (Cheng et al., 2024; Sheehan et al., 2017; Viner et al., 2015; World 

Health Organization, 2024). Investments in the health, education, and wellbeing of 

adolescents have the potential to generate economic and social returns, in addition to 

transforming the lives of these young people (Sheehan et al., 2017; World Health 

Organization, 2024). Longitudinal evidence highlights that voice, decision-making, 

and mobility shift across early adolescence and can diverge by gender and 

developmental stage, reinforcing the importance of intervening at or before puberty to 

prevent gendered constraints becoming entrenched (Zimmerman et al., 2024).  

In some areas of the world, conforming to gender norms may mean an end to 

formal education, early marriage, and childbearing (Blum et al., 2014; Kalam et al., 

2026). Interpersonal influences, such as family and peers, are the most significant 
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factor in the development of gender attitudes among young people (Blum et al., 

2014). Gender-transformative multisectoral interventions that target adolescents and 

their support systems are thus critical for addressing intersectional influences which 

amplify gendered risks and widen inequalities. 

This introduction poses two research questions: (1) Among adolescents and 

youths aged 10–24 in low- and medium-income countries, what program modifiers 

increase the impact of multi-component gender clubs on health, education, 

psychosocial, and gender-norm outcomes? And (2) What is the impact of a program 

aimed at gender-norm transformation (“Act With Her”) on young adolescents’ (10-

12) capability achievements and transitions? The research will answer these questions 

through a systematic review of existing studies and a mixed-methods cluster 

randomized control trial (cRCT) evaluating “Act With Her” (AWH) that accounts for 

implementation successes and challenges in a remote pastoralist setting, with the goal 

of guiding program designers and implementers on which components most 

effectively improve adolescent wellbeing across diverse contexts. Context refers to 

the broader environment in which adolescents live, including the physical setting and 

its constraints and opportunities; the sociocultural landscape, such as social and 

gender norms; access to resources and services (e.g., health and education systems); 

and the relationships and people who shape their experiences and choices. It also 

includes the strength and functionality of existing structures and systems. For 

example, whether interventions are delivered through well-established and supportive 

school systems or in settings where such infrastructure is weak or absent. Similarly, 

the availability and accessibility of health resources, both in terms of physical 

presence and sociocultural acceptability, shape the extent to which interventions can 

build on and connect participants to existing services. 
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First, I highlight that multi-component community- and school-based 

adolescent clubs are a widely implemented and promising platform for improving the 

health and wellbeing of adolescents. However, their effectiveness varies across 

settings, likely because outcomes are shaped by contextual factors and specific 

program-design features. Second, I summarize the current evidence on adolescent 

clubs, highlighting the considerable heterogeneity in how “clubs” are named and 

implemented and identifying key gaps in the evidence base about which components 

drive impact. Building on this, I then turn to gender-transformative programming, 

defining what this means and explaining its importance. I explore previous findings 

that support intervening across multiple levels and summarize the rationale for 

engaging men and boys alongside girls and young women. Finally, the introduction 

concludes by highlighting the importance of this research for addressing these 

evidence gaps, showing how each manuscript contributes to understanding what 

works, why, and under what conditions.      

1.1.1 Multi-Component Community and School-Based Clubs 

While studies indicate that multi-component community and school-based 

clubs can improve adolescents’ health, education, psychosocial, and economic 

outcomes in diverse settings in low- and middle-income countries (LMICs), there is 

limited evidence on long-term impact and sustainability (Hindin et al., 2016; Marcus 

et al., 2017; Singla et al., 2020; Warner et al., 2014). Marcus et al. (2017) conducted a 

comprehensive review of the impact of life-skills programs on girls’ well-being 

outcomes, concluding that most programs had positive impacts but acknowledging the 

role of positive bias in reporting. The review suggests the need for a more in-depth 

analysis of the relative impact of school-based versus community-based programs and 
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notes the lack of focus on program sustainability and long-term impacts, given that 

most programs (and their evaluations) are time-limited.  

Building on the conclusions of Marcus et al. (2017), Rogers et al. (2024) 

conducted a systematic review of multisectoral interventions that contained at least 

one economic and one health intervention for adolescents in Africa and found 

consistent improvements in economic outcomes, mental health, reproductive health 

knowledge, and HIV knowledge and testing, but little to no effect on  HIV or STI 

incidence, sexual risk behaviors, violence, and education. An additional systematic 

review and meta-analysis conducted by Singla et al. (2020) that focused on life-skills 

programs and adolescent mental-health outcomes concludes that programs have the 

greatest impact on mental health when focusing on the adolescent sociocultural 

environment (e.g., social and gender norms, access to supportive relationships, and 

local opportunities and resources or parent–child interactions. In a review of 

interventions to reduce violence against adolescent girls in LMICs, Ullman et al. 

(2026) conclude that multi-component programs are more likely to be effective than 

single-component programs and highlight the integration of life-skills training into 

school curricula as an efficient and often successful model. The authors also note that 

more evidence is needed to clarify why certain components (e.g., parent support or 

economic strengthening) are successful.  

Community- and school-based clubs are implemented in various ways, with 

diverse goals and target beneficiaries. In practice and in the literature, this type of 

programming is referred to as “girls’ clubs or gender clubs” (Marcus et al., 2017), 

“adolescent life-skills programs” (Singla et al., 2020), “community-based girls’ 

groups” (Temin & Heck, 2020), “teen club[s]” (Munyayi & van Wyk, 2020), and 

“safe-space programs” (Erulkar & Medhin, 2017). Clubs provide structured and safe 
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educational spaces grounded in a defined curriculum or more flexible lesson topics 

guided by a facilitator. A group facilitator can be a near-peer mentor, a trained staff 

member from a community or nongovernmental organization (NGO), a teacher 

(Mascarenhas, 2012; Mhando, 2015), a community health worker, or any other person 

selected and given training for the role. 

Club meetings take place in school and community settings. Community and 

religious groups or health facilities often establish community-based clubs (Munyayi 

& Van Wyk, 2020). Programming targeting out-of-school youths is intended to 

support adolescents who would not typically have access to the formal education 

system (Erulkar et al., 2013; Erulkar & Medhin, 2017). In the development context, 

clubs are often implemented in conjunction with ministries of education and led by 

teachers as after-school activities. While such programming is commonly initiated 

and managed by NGOs, in some countries, like Ethiopia, ministries of education have 

mandated that school clubs be created in all schools (Appleby et al., 2019; Federal 

Ministry of Education, 2021). Interventions in a school setting create a sustainable 

environment for clubs, but these programs often do not reach the most vulnerable 

girls, who may be out of school or in hard-to-reach communities (Dupuy et al., 

2018). Community-based programs often use school structures as meeting places or 

rely on other venues, including their own spaces, for meetings.  

There is a gap in the evidence regarding the implementation of programs 

intended to help girls develop life-skills outside of formal systems or in contexts with 

weak formal systems (Dupuy et al., 2018). Adolescents who are not in the formal 

education sector may be more vulnerable to the negative impacts of poverty and lack 

social support. However, promising results from studies of child domestic workers 

and domestic migrants in Ethiopia (Erulkar & Medhin, 2014) and Burkina Faso 
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(Engebretsen, 2013) indicate that, with adjustments to recruitment methods and 

programming, reaching more vulnerable populations is possible. The analyses of 

these programs demonstrate the importance of working with community gatekeepers 

and maintaining flexibility in program implementation (Engebretsen, 2013; Erulkar & 

Medhin, 2014). The importance of programs that reach these often-missed 

populations is increasingly being recognized. However, the limited evidence has left 

an absence of programming guidelines and evidence-based best practices (Bandiera et 

al., 2012; Hallman et al., 2014).  

1.1.2 Gender-Transformative Programming 

The Interagency Gender Working Group’s “Gender Integration Continuum” 

has defined gender-transformative programming as interventions that include 

examining gender norms, strengthening support systems, and changing inequitable 

gender norms (Population Reference Bureau, 2017). Gender-transformative 

interventions are intended to shift gender roles by challenging norms and attitudes, as 

well as gendered systems (Gupta et al., 2000; Levy et al., 2020). It is unreasonable to 

expect community gender norms to change in a short period due solely to 

interventions among adolescents. Rather, the transformation of gender norms at a 

societal level is often driven by legislative changes and large-scale media initiatives 

(Levy et al., 2020). At an institutional or community level, the changing of norms is 

often driven by policy changes and education campaigns.  

There is growing recognition that the most impactful gender programming 

focuses on outcomes for girls and the systems in which they live (EMPower, 2018; 

Haberland et al., 2018; Marcus et al., 2017). In recent years, community- and school-

based clubs have applied a socio-ecological perspective that has led to increased 

program participation by boys, parents, and community leaders. The evidence 
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supports the broadening of community- and school-based clubs to target others within 

adolescents’ systems (Haberland et al., 2018; Marcus et al., 2017; Underwood & 

Schwandt, 2011). However, the absence of adequate community-level programming 

limits program sustainability, as well as the ability of programs to affect the 

community systems necessary for gender-transformative programming (IGWG, 

2017). Previous interventions have tended to treat adolescents as the primary target 

group and have not focused on broader change in the community, despite evidence 

that community engagement is critical for systemic change (Singla et al., 2020).  

Gendered approaches often focus on women and girls (Patton et al., 2012; 

Viner et al., 2015), but gender equality cannot be achieved without engaging men and 

boys (Edström et al., 2015). A more recent focus on adolescent boys’ needs and role 

in transforming community norms has led to a proposed best practice of including 

boys in these interventions, either in sex-segregated groups or in joint programming 

(Haberland et al., 2018; Underwood & Schwandt, 2011). In addition to limiting 

opportunities for women and girls, harmful masculinity norms lead to poor health and 

education outcomes for boys and men (Edström, 2015; Viner et al., 2015). Sustained 

gender transformation must shift societal views so that men and boys are not seen as 

perpetrators of violence but as partners to support women and girls. In short, gender 

norms must change for both women and men for programming to be effective 

(Edström et al., 2015; Jewkes et al., 2019).  

To improve support systems and influence gender norms, parental and 

community involvement is vital for supporting successful and sustainable life-skills 

programming for very young adolescents (VYA) aged 10–12, who often have less 

control over their lives than older adolescents (EMpower, 2018). One recent review, 

focused on gender-transformative interventions for young adolescents (10–14), 
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emphasizes the need to tailor approaches for boys and girls, embedding multilevel 

strategies into the programs and engaging across multiple sectors to support sustained 

change (Mmari et al., 2024). The evidence suggests that sustained gender 

transformation entails shifting societal views of men and boys so that they aren’t seen 

as perpetrators of violence but as partners to support women and targeting both 

women and men to change inequitable gender norms (Boyce et al., 2025; Levy et al., 

2020). 

 

1.2 Significance of Research 

Multi-component adolescent club programs, a widely used and popular mode 

of delivery, can improve adolescent wellbeing outcomes in LMICs, but effects vary 

by outcome domain and by contextual and program features. Despite enthusiasm for 

and implementation of girl-focused programs, there is limited cross-country evidence 

to support the sustained impact of multi-component clubs and life-skills programs 

(Marcus et al., 2017). This dissertation helps address gaps in current understanding of 

when, where, and for which outcomes multi-component community and school-based 

clubs have the greatest impact on adolescent wellbeing.  

Several persistent evidence gaps motivate this research. First, multi-

component content and implementation are often under-described in published 

program evaluations, limiting comparability and inference as to why a program 

worked (or did not). Many evaluations emphasize the primary adolescent club 

sessions but provide limited detail on supplemental components, implementation 

process, or contextual constraints that shape exposure and impact. Second, outcomes 

in domains that are typically harder to shift are frequently null (e.g. violence and 

family and social support). This may reflect limitations in program design, study 



9 

design or statistical power. Third, in some domains, outcomes are often measured as 

changes in knowledge or attitudes. While an important initial impact, these may not 

translate into sustained changes in behaviors or experiences without broader shifts to 

the socio-ecological environment. Finally, evidence is limited for certain underserved 

and vulnerable populations, including those in areas with significant constraints on 

program delivery (e.g., pastoralist groups).  

This dissertation contributes to the evidence base by pairing a cross-context 

systematic review with an in-depth case study embedded in causal inference methods 

in a remote pastoralist setting. This systematic review synthesizes evidence across 

LMICs to identify which outcome domains show the most consistent improvements 

(i.e., health, gender) and what intervention features are most often associated with 

positive effects, helping to clarify what appears to be working and what warrants 

deeper investigation. It highlights patterns in effective supplemental programming 

and target audiences (including mixed findings when boys are included), while also 

identifying gaps in reporting on implementation, which is necessary for interpreting 

results and scaling interventions appropriately. Evidence from pastoralist 

communities remains scarce in the published literature, in part because gender, safe-

space, and life-skills programs often do not reach these populations. As a result, both 

services and evidence are limited. Findings from the mixed-methods cluster 

randomized controlled (cRCT) trial in the Afar region of Ethiopia, while context-

specific, provide important insights into the feasibility, adaptation, and potential 

impacts of multilevel programming for adolescents living in highly remote settings. 

The findings from both chapters provide guidance for program implementers 

and policymakers designing adolescent programming in varied contexts in LMICs. 

The systematic review presents the evidence in multiple settings and suggests that 
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interventions are more likely to achieve positive results when their components are 

closely aligned with the outcomes they aim to shift. The impact evaluation of the “Act 

With Her” pilot in the Afar region has important policy implications for implementing 

this type of program in remote and challenging environments. Evidence from Afar 

supports both the importance and feasibility of working in these settings, even when 

exposure is imperfect. At the same time, a key recommendation from both chapters is 

to treat dosage and delivery feasibility as core program-design elements. Program 

intensity, dose received, and access to the intervention are critical dimensions that are 

often difficult to quantify.  

1.3 Research Aims 

Multi-component club programs are widespread and promising, but 

effectiveness varies across settings. This suggests that context and program-design 

features likely shape outcomes. The goal of this dissertation is to address these 

knowledge gaps through two separate, but related inquiries. The aims of the research 

are as follows:  

Aim 1: Identify how contextual and programmatic modifiers shape effects of 

multi-component club programs on adolescent wellbeing in LMICs. 

Aim 2: Examine the impact of a multilevel adolescent gender program (“Act 

With Her”) for very young adolescents in a remote pastoralist in the Afar region of 

Ethiopia, using a mixed-methods clustered RCT. 

1.4 Research Overview  

Both manuscript chapters are stand-alone and include background, methods, 

findings, implications, limitations, and conclusions. The final chapter synthesizes the 
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findings across manuscripts, discusses the challenges encountered, and provides 

overall recommendations and future research directions. 

Chapter 2 presents the findings from the systematic review analyzing 

contextual and programmatic modifiers of the effects of multi-component community 

and school-based club programming. The systematic review ultimately included 35 

papers covering 26 trials and representing 33 intervention arms. These trials covered 

19 countries, with interventions ranging from a 12-week school-based education 

program for adolescents paired with parent groups (Bani Salameh et al., 2017), to 

structured life-skills sessions for girls combined with business training and access to 

savings and credit (Burke et al., 2019) and parallel small-group sessions for married 

adolescent girls and their husbands, complemented by household home visits to 

support family-planning use (Boyce et al., 2025). Outcomes were grouped into the 

following seven domains, critical to adolescent health and wellbeing: health, mental 

health, gender, violence, family and social support, education, and economic 

empowerment. The analysis was completed by vote counting and presented in four 

harvest plots and reported as a narrative synthesis. The context and implementation 

modifiers examined are program intensity, supplemental programming, connection to 

formal education system, and engaging boys and men. Across 80 outcomes, positive 

effects clustered in health, gender norms, and economic empowerment, with mostly 

null findings for violence, mental health, and education. Positive outcomes were more 

common in high-intensity interventions, similar across supplemental programming 

types (e.g. family-only, family and community and community-only), and somewhat 

higher in formal education-connected programs and those using parallel male 

engagement. These findings can support policymakers and program implementers in 

refining how supplemental components are designed and delivered and to suggests a 
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need to reconsider the assumption that including boys necessarily improves overall 

outcomes in all settings. The results also highlight the need to strengthen 

measurement in some outcome categories (i.e., gender, violence) to detect changes in 

priority outcomes that are meaningful and important but often difficult to measure. 

Chapter 3 reports the findings from a mixed-methods cRCT evaluating AWH. 

AWH is a curriculum-based program targeting VYAs aged 10–14 years and engaging 

with their caregivers and communities, with separate groups for adolescent girls and 

boys. Using regression analyses of survey data from 499 adolescents, the study finds 

improvements in overall wellbeing index for girls in intervention communities, 

compared to those in control communities, with no detectable impacts for boys. 

Qualitative findings complement the quantitative results and help interpret the 

observed patterns, particularly regarding cultural norms related to marriage and future 

employment by providing insight into the deeply entrenched system of arranged 

marriage. Findings from qualitative data point to less rigid gendered norms and some 

changed in aspirations in regards to future careers among adolescents in these remote 

communities, but given the deeply entrenched cultural norms, embedding such 

changes will require continued multi-pronged efforts with families, parents, and clan 

and religious leaders. This study serves as a case study for the potential of 

programming to allow pastoralist communities to retain their way of life while also 

empowering young people, particularly girls. Recognizing the unique challenges of 

working with remote pastoralist populations, policymakers and program implementers 

can invest in strategies, such as tailoring session content, using audio recordings for 

session content, to reach and sustain programming to support the wellbeing of the 

most underserved adolescents. 
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2 Chapter 2: Modifiers of the Effects of Multi-Component Community and 

School-Based Club Programming in Low- and Middle-Income Countries on 

Adolescent Wellbeing: A Systematic Review 

Abstract 

Background: Adolescence is a critical developmental stage where health, 

education, and social disparities often widen, especially in low- and middle-income 

countries (LMICs). School- and community-based clubs can serve as effective 

platforms for improving adolescent health and wellbeing, particularly when they are 

one of the components of a multicomponent intervention package. This systematic 

review examines how potential contextual and programmatic effect modifiers 

influence the effects of multicomponent community- and school-based clubs on 

adolescent wellbeing in LMICs.  

Methods: Eligible studies were those targeting adolescents aged 10–24 and 

including interventions with family, peer, or community components. Outcome 

domains included health, mental health, education, gender norms, violence, social 

support, and economic empowerment. Data were synthesized using vote counting by 

the direction of effects, and harvest plots visually summarized the findings across 

domains and contextual modifiers.  

Results: We screened 4,602 records and assessed 296 full-text articles. A total 

of 35 manuscripts representing 26 trials and 33 unique intervention arms were 

included. Across 80 outcomes, positive effects clustered in health, gender norms, and 

economic empowerment, with mostly null findings for violence, mental health, and 

education. Positive outcomes were more common in high-intensity interventions, 
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similar across supplemental programming types (e.g. family-only, community and 

family, family-only), and somewhat higher in formal education-connected programs 

and those using parallel male engagement. 

Discussion: This review highlights the potential of multicomponent adolescent 

club programs to improve adolescent wellbeing across diverse LMIC contexts while 

also emphasizing the need for increased evidence to understand which program 

components are move effective and how impacts vary across subgroups.  

2.1 Background 

Adolescence is a pivotal period for physical and psychological growth, 

making it a strategic window for interventions that shape long-term health and 

development trajectories (Blum et al., 2014; Patton et al., 2016; Viner et al., 2015). In 

many LMICs, disparities in health, education, and social outcomes widen during 

adolescence, particularly by gender. Given that the physical, emotional, and social 

transitions of adolescence shape girls’ and boys’ paths to adulthood (Sheehan et al., 

2017; Viner et al., 2015), investments in adolescent wellbeing can generate social and 

economic returns while improving future trajectories (Sheehan et al., 2017).  

School- and community-based clubs have emerged as effective platforms for 

supporting adolescents’ health, education, psychosocial, and economic outcomes in 

diverse LMIC settings. Evidence suggests that multicomponent programs, those 

combining adolescent clubs with additional interventions involving families or 

communities, are more effective than single-component models (Grande et al., 2023; 

Hindin et al., 2016; Marcus et al., 2017; Mthiyane et al., 2023; Singla et al., 2020; 

Warner et al., 2014).  

This study builds on three syntheses of the evidence base (Haberland et al 

2018; Marcus et al., 2017; Singla et al., 2020). Haberland et al. (2018), which 
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reviewed 19 evaluations of adolescent-girl-targeted programs in LMICs with attention 

to implementation-related questions, found that multicomponent programs achieved 

more consistent positive outcomes, especially when participants had longer exposure. 

Marcus et al. (2017), who conducted a narrative review synthesizing 63 studies on the 

empowerment impacts of girls’ clubs and life-skills programs with a gender equity 

focus, report that most girls’ and life-skills programs improved wellbeing, but they 

note concerns about reporting bias and limited evidence for long-term or sustainable 

impacts. Their review highlights the need to compare school- and community-based 

approaches more systematically. Similarly, Singla et al. (2020), in a meta-analysis 

reviewing 50 randomized control trials of adolescent life-skills programs in LMICs 

that targeted at least one mental health outcome, found that programs were most 

effective when they also addressed adolescents’ social relationships and parent–child 

interactions. These findings underscore the value of multicomponent approaches, but 

these reviews do not assess whether (or how) program effects vary across contexts or 

implementation modifiers, informing the current review’s focus on the contextual and 

programmatic factors shaping adolescent wellbeing. 

Prior reviews note that few studies have tested the effects of approaches in 

various contexts, limiting the ability to generalize across settings (Haberland et al., 

2018; Harte & Barry, 2024; Marcus et al., 2017; Marcus et al., 2019). Consideration 

of the sociocultural environments in which adolescents live is therefore essential for 

interpreting success and tailoring interventions to diverse contexts. This review 

integrates qualitative findings from the included studies to better understand how 

multicomponent community- and school-based clubs operate across settings to better 

contextualize the findings. 
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Recent research emphasizes that gender programming is most effective when 

it targets not only girls but also the systems influencing them, including their families, 

peers, and communities (EMpower, 2018; Haberland et al., 2018; Marcus et al., 2017; 

Shukla et al., 2025). Evidence from Cherewick et al. (2021) further supports the 

effectiveness of this systems-oriented approach, demonstrating that interventions 

engaging adolescents’ broader social environments can strengthen and sustain 

program impacts, particularly among very young adolescents. Consistent with this 

evidence, multicomponent community- and school-based clubs that involve boys, 

parents, and community leaders tend to achieve broader and more lasting 

improvements than programs focused solely on girls or on individual-level change 

(Marcus et al., 2017; Shukla et al., 2025). 

To our knowledge, this is the first systematic review to examine how program 

and contextual modifiers shape outcomes in LMICs. Building on the work of Singla 

et al. (2020) and Marcus et al. (2017), it focuses on multicomponent programs, 

addressing gaps in implementation evidence and contextual analysis. This paper also 

responds to the question posed by Haberland et al. (2018) as to “whether and under 

what circumstances they [adolescent girl programs] amplify impact,” exploring these 

dynamics among adolescents aged 10–24 across LMIC contexts.  

2.2 Methods 

2.2.1 Search Strategy 

This systematic review was registered (CRD42021267532) with PROSPERO, 

an international database used to register prospective systematic review protocols, in 

October 2021 and updated in February 2026 (Dutton &  Devonald, 2026). Searches 

were conducted in September 2021 and updated in August 2025 using PubMed, 

MEDLINE, PsycINFO, Google Scholar, and Dissertation and Theses Global. The 
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initial search did not include search terms related to multicomponent programming, as 

scoping searches identified that these secondary program components are often not 

specified in titles and abstracts. Similarly, it did not limit specific outcomes, as the 

review concerns all outcomes related to wellbeing. The full search terms are available 

in Appendix A. 

2.2.2 Eligibility Criteria and Study Selection 

We included studies that met the following criteria: (i) published in English; 

(ii) peer-reviewed full-text journal articles or dissertations; (iii) randomized controlled 

trial, quasi-experimental design or qualitative design reporting on included 

quantitative trials; (iv) published between January 2000 and July 2025; (v) focused on 

school- or community-based clubs for adolescents, with outcomes related to 

knowledge, skills, attitudes, or norms; (vi) implemented in LMICs (as defined by the 

World Bank); (vii) targeting adolescents aged 10–24 years, along with their parents or 

community; and (viii) involving clubs that held at least four sessions over a minimum 

period of one month.1 ( (See “Appendix B: Inclusion and Exclusion Criteria.”)  

2.2.3 Risk-of-Bias Assessment and Data Extraction 

Titles and abstracts were screened by two independent reviewers, using 

Covidence software. If a study met the inclusion criteria, the full text was reviewed to 

determine whether the intervention was multicomponent. The studies’ risk-of-bias 

(RoB) was assessed according to design: the revised Cochrane Risk-of-Bias 2 tool 

was used for randomized and cluster-randomized trials (Sterne et al., 2019; Higgins et 

al., 2016) and the ROBINS-I tool for quasi-experimental designs (Sterne et al., 2019). 

 

1 The latter threshold reflects a minimum level of repeated interaction to avoid inclusion of 
single meeting events or trainings that did not build an ongoing relationship with 
participants using the club model or which met multiple times over a short period of time.) 
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For randomized controlled trials (RCTs) and cRCTs, domains assessed included bias 

arising from the randomization process, deviations from intended interventions, 

missing outcome data, measurement of outcomes, and selection of the reported result. 

For quasi-experimental studies, ROBINS-I domains included bias due to 

confounding, selection of participants into the study, classification of interventions, 

deviations from intended interventions, missing data, measurement of outcomes, and 

selection of the reported result. Data extraction captured study design, intervention 

characteristics (including additional target populations), and outcome domains. 

2.2.4 Data Synthesis  

After identifying the primary outcomes reported in the included studies, we 

determined that the minimum of 10 studies per outcome, as specified in this study’s 

PROSPERO protocol, was not met. As a result, we did not conduct a meta-analysis. 

Instead, we categorized quantitative outcomes into seven domains: health, mental 

health, violence, family and social support, gender, economic empowerment, and 

education. When the studies reported multiple outcomes in a given domain, following 

guidance in the Cochrane handbook (McKenzie & Brennan, 2024) and prior 

applications of harvest plots, we selected a single outcome per domain: (1) the study’s 

stated primary outcome (Ahmed et al., 2018; Johnson et al., 2023); (2) if no primary 

outcome was specified, the outcome judged most relevant to the domain study  

(Ahmed et al., 2018; Yoong et al., 2023); and (3) if relevance could not be clearly 

determined, the first outcome reported in the results for that domain (Ahmed et al., 

2018; Yoong et al., 2023).  

To synthesize the results, we used vote counting based on the direction of 

effect for the primary outcome in each domain and presented findings in harvest plots. 

Vote counting for a harvest plot involves classifying each study’s result for an 
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outcome as favoring the intervention, favoring the comparison, or showing no clear 

effect, then presenting the tally and key study characteristics as annotated bars across 

these categories (Campbell et al., 2020; McKenzie & Brennan, 2024; Ogilvie et al., 

2008). Bar height represents trial RoB; larger bars indicate lower risk, while smaller 

bars denote higher risk. For studies with multiple intervention arms, results were 

included separately for each study arm.   

We summarized the results using harvest plots, stratified by each context 

modifier, with one plot for each of the seven outcome domains. Four context 

modifiers were defined for each study arm: (1) intervention intensity, defined based 

on sessions length and frequency; interventions meeting at least weekly for at least six 

months were classified as high-intensity. Dosage within the high intensity group 

varied substantially. Several interventions included ongoing programming for over a 

year (Burke et al., 2019; Dunbar et al., 2014; Sandøy et al., 2024; Ssewamala et al., 

2021), and one continued for four years (Renzaho et al., 2022). (2) Supplemental 

programming, included in all of the studies and grouped as family-only, family-and-

community, or community-only (family targets included male partners/husbands, in-

laws, and caregivers). (3) Connection to the formal education, assessed using a binary 

indicator of whether the intervention had a connection to the formal education system. 

A program was considered connected if it used a school building as a venue for 

sessions, engaged teachers or students as leaders and/or mentors, and/or recruited 

participants through the formal education system. 4) Programming for boys or men, 

with study arms grouped into three categories: (a) boys or men included in sessions, 

(b) parallel program for boys or men, or (c) no programming for boys or men. Some 

studies included multiple arms that differed in terms of whether boys or men were 

engaged. For example, in Boyce et al. (2025), one arm included household visits that 
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involved husbands (classified as parallel programming for males), whereas another 

arm did not include household visits and therefore had no male programming.  

Qualitative studies were analyzed through narrative synthesis, summarizing 

contextual factors by outcome across studies that were included in the review. The 

results are reported narratively to highlight patterns in program implementation and 

effects. 

2.3 Results 

2.3.1 Identification of Studies  

The initial database search identified a total of 4,822 records (2,445 from 

PubMed, 989 from PsycINFO, 221 from MEDLINE, 1,138 from Google Scholar, and 

29 from Dissertation and Theses Global). After the duplicates (n=220) had been 

removed, 4,602 unique titles and abstracts were screened for relevance. Of these, 

4,306 were deemed ineligible following title and abstract review.   

A total of 296 full-text articles were screened, with 261 excluded. The three 

most common reasons for exclusion were (1) the intervention did not use a club-based 

format (n=121), (2) the program lacked a community or parent component (n=96), 

and (3) the study did not identify a primary outcome aligned with the inclusion 

criteria (n=16). Qualitative articles that were not linked to included quantitative 

studies were also excluded (n=6). Some full-text articles met multiple exclusion 

criteria, but exclusions were prioritized to first identify the format of the intervention, 

as this information was not typically evident in the abstract and provided an initial, 

efficient criterion for determining ineligibility. 

This process resulted in 35 full-text articles (25 quantitative, 2 mixed-

methods, and 8 qualitative) representing 26 unique trials included in the final review 

(Figure 1: Flow chart of the study selection process). Across the 26 trials, 33 unique 
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treatment arms that matched the inclusion criteria were identified. For full-text 

articles that met the inclusions criteria, any intervention arm not meeting all 

requirements was excluded.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

2.3.2 Risk-of-Bias 

Most of the randomized studies (RCTs and cRCTs) were judged to have some 

concerns, while no studies were judged to be at low RoB. The most common concerns 

were related to the randomization process and outcome measurement (see Tables 1 

and 2 below).

4,822 records identified 
PubMed (n=2445) 
Google Scholar (n=1138) 
PsycINFO (n=989) 
MEDLINE (n=221) 
Dissertation and Thesis 
Global (n=29) 

220 duplicates removed 

4,602 abstracts screened 
for eligibility 

4,306 records excluded   

296 full text articles 
assessed for eligibility 

261 records excluded: 
Not in a club format or club meets for fewer 
than 4 sessions (n=121) 
Does not include a community or parent 
component (n=96) 
Does not identify primary outcome of 
intervention (n=16) 
Incorrect type of publication, including 
qualitative paper not linked to quantitative paper 
(n=17) 
Wrong population (n=14) 
No English full text (n=1) 

25 quantitative studies, 2 
mixed-methods, and 8 
qualitative studies included 
in the review 
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Figure 1. Flow Chart of the Study-Selection Process 
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Table 1. Risk-of-Bias Summary for Randomized Trials 

Study 
Bias arising from 
the randomization 
process 

Bias due to 
deviations from 
intended 
interventions 

Bias due to 
missing outcome 
data 

Bias in 
measurement of 
the outcome 

Bias in 
selection of the 
reported result 

Overall risk-of-
bias 

Bagherniya et al., 
2017  Some concerns Some concerns Some concerns Low Some concerns Some concerns 

Bani Salameh et al., 
2017  Some concerns Some concerns Some concerns Low Some concerns Some concerns 

Bhandari et al., 2023 Some concerns Low Low Some concerns Some concerns Some concerns 
Boyce et al., 2025 Some concerns Low Some concerns Some concerns Low Some concerns 
Chzhen et al., 2021 Some concerns Low Some concerns Some concerns Low Some concerns 
Dunbar et al., 2014 Some concerns Some concerns High Low Some concerns High 
Hemono et al., 2024  Some concerns Low Low Some concerns Low Some concerns 
Jemmott et al., 2010 Low Low Low Some concerns Some concerns Some concerns 
Jewkes et al., 2019 Some concerns Low Low Some concerns Low Some concerns 
Li et al., 2017 Some concerns Low Some concerns Some concerns Some concerns Some concerns 
Nestadt  et al., 2019 Some concerns Low Some concerns Some concerns Some concerns Some concerns 
Özler et al., 2020 Low Low Low Some concerns Low Some concerns 
Puffer et al., 2016  Some concerns Low Some concerns Some concerns Some concerns Some concerns 
Sandøy et al., 2024 Some concerns Low Some concerns Some concerns Low Some concerns 
Ssewamala et al., 
2021 Some concerns Low Low Some concerns Low Some concerns 

Stark et al., 2018 Some concerns Low Some concerns Some concerns Some concerns Some concerns 
Thurman et al., 2016 Some concerns Low Low Some concerns Some concerns Some concerns 
Notes: Risk-of-bias summary (Cochrane RoB 2) for randomized trials. Domain-level and overall risk-of-bias judgments were assessed using 
the Cochrane risk-of-bias 2 (RoB 2) tool. Cells are color-coded as follows: green = low risk-of-bias; yellow = some concerns; and red = high 
risk-of-bias. The “Overall risk-of-bias” column reflects the RoB 2 overall judgment for the specified outcome. 
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Table 2. Risk-of-Bias Summary for Non-Randomized Studies 

Study Bias due to 
confounding 

Bias in selection 
of participants 
into the study 

Bias in 
classification of 
interventions 

Bias due to 
deviations from 
intended 
interventions 

Bias due to 
missing data 

Bias in 
measurement 
of outcomes 

Bias in 
selection of the 
reported result 

Overall risk-
of-bias 

Burke et al., 2019 Serious Moderate Low Moderate Moderate Moderate Low Serious 
Corboz et al., 2019 Critical Serious Low Moderate Low Serious Moderate Critical 
Erulkar and Tamrat, 
2014 Serious Moderate Moderate Moderate Low Serious Moderate Serious 

Musheke et al.,  2025 Critical Serious Low Moderate Moderate Low Moderate Critical 
Panter-Brick et al., 
2018 Low Moderate Low Moderate Serious Moderate Moderate Serious 

Renzaho et al., 2022 Moderate Moderate Low Moderate Low Moderate Moderate Moderate 
Shai et al.,  2020 Critical Moderate Low Moderate Moderate Serious Moderate Critical 
Srikongphlee et al., 
2018 Moderate Moderate Low Moderate Low Serious Moderate Serious 

Tamiru et al.,  2016 Serious Moderate Low Moderate Moderate Moderate Moderate Serious 
 
Notes: Risk-of-bias summary (ROBINS-I) for non-randomized (quasi-experimental) studies. Domain-level and overall risk-of-bias judgments were assessed using ROBINS-I 
(Risk Of Bias In Non-randomized Studies of Interventions). Cells are color-coded as follows: green = low risk-of-bias; yellow = moderate risk-of-bias; orange = serious risk-
of-bias; and red = critical risk-of-bias. The “Overall risk-of-bias” column reflects the ROBINS-I overall judgment for the specified outcome.  
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Quasi-experimental studies were generally judged to be at moderate to serious 

or critical RoB. Bias due to confounding was the most frequently identified concern, 

along with outcome measurement. Overall, limitations related to study design and 

residual confounding in non-randomized studies contributed to lower confidence in 

effect estimates from quasi-experimental evidence compared to randomized studies.  

2.3.3 Characteristics of Included Studies  

The characteristics of the 26 trials examining adolescent club interventions are 

summarized below in Table 3. The majority were conducted in sub-Saharan Africa 

(n=17), with others in Asia (n=5) and the Middle East (n=4). The most frequently 

reported outcome domains were health (n=19), mental health (n=9), and violence 

(n=9). Fewer studies measured outcomes related to gender (n=8), family and social 

support (n=6), education (n=5), and economic empowerment (n=4).  A total of 80 

outcomes across the seven domains were included. A full list of study outcomes by 

domain is provided in Appendix C.  
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Table 3. Distribution of Included Studies and Intervention Arms by Region, Contextual Modifiers, and 
Outcome Domains (Quantitative and Mixed-Methods Studies) 

 
 

Characteristic  Category Studies (N=26), 
n (%) 

Arms (N=33), n 
(%) 

 

Region (study-level)  

  Sub-Saharan Africa 17 (65.4) 22 (66.7)  

  Middle East 4 (15.4) 7 (21.2)  

  Asia 5 (19.2) 4 (12.1)  

Context modifiers (arm-level)  

Intervention 
intensity 

       

  High intensity — 22 (66.7)  

  Low intensity — 11 (33.3)  

Supplemental programming   

  Family only — 16 (48.5)  

  Community and 
family — 12 (36.3)  

  Community only — 5 (15.2)  

Connection to formal education system      

  Some connection — 10 (30.0)  

  No connection — 23 (70.0)  

Programming for boys or men      

  Boys/men included in 
sessions — 19 (57.6)  

  Parallel program for 
boys/men — 6 (18.2)  

  No programming for 
boys/men — 8 (24.2)  

Outcome domains assessed  

  Health 19 (73.1) 24 (72.7)  

  Mental health 9 (34.6) 13 (39.4)  

  Gender 8 (30.8) 11 (33.3)  

  Violence 9 (34.6) 10 (30.3)  

  Family and social 
support 6 (23.1) 8 (24.2)  

  Education 5 (19.2) 7 (21.2)  

  Economic 
empowerment 4 (15.4) 7 (21.2)  
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Notes: Percentages are calculated using denominators N=26 studies and N=33 
intervention arms. Outcome domains may be reported by the same study/arm in 
more than one domain; therefore percentages may sum to >100%. “—” indicates 
not applicable.  

 

Among the 33 unique intervention arms identified (see Table 4, “Summary of 

Studies”), 67% were classified as high intensity (n=22) and 85% incorporated 

supplemental programming involving parents or caregivers (n=28). Connections to 

the formal education system varied: 23 (70%) unique intervention arms were 

implemented independently of schools, while 7 (21%) used school buildings as 

venues and 3 (9%) involved teachers or students as facilitators. Programming for boys 

or men was included in more than 76% of intervention arms (n=25 of 33), either by 

integrating males into mixed-gender groups or through parallel programming.  

Overall, outcomes in the economic (7/7), gender (8/11), and health (16/24) 

categories showed a higher proportion of positive findings than other outcome 

categories. Gender-related outcomes were more commonly measures of gendered 

attitudes, beliefs, or perceptions than changes in behaviors or lived experiences 

(Bhandari et al., 2023; Boyce et al., 2025; Chzhen et al., 2021; Corboz et al., 2019; 

Jewkes et al., 2019, Özler et al., 2020; Shai et al., 2020). The strong pattern of 

positive findings in this domain should be interpreted in the context of the outcome 

types being measured, with attitudinal shifts more frequently detected than behavioral 

or experience-based changes. Finally, all seven arms reporting economic outcomes 

observed positive effects. Among these, three studies included a direct economic 

component, such as cash or other economic transfers, microcredit loans, and/or 

support for business set-up (Dunbar et al., 2014; Özler et al., 2020; Ssewamala et al., 

2021). In this context, improvements in measures such as increased savings can be 

plausibly linked to increased income or resources generated by the interventions, 
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which helps explain why economic indicators may show more consistent positive 

effects than outcomes less directly targeted or that require longer time-horizons to 

change. 
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Table 4. Summary of Studies 

Number Author Unique intervention arms 
(n=33) 

Quantitative 
sample for 
intervention 

Qualitative 
companion 
paper (n=8) 

Region Intervention 
intensity 

Supplemental 
programming 

Connection to 
formal 
education 
system 

Programming 
for boys 

1 Bagherniya, 
2017 

1) Workshops for parents, 
teachers, and adolescents 
and educational materials 

87   Middle 
East 

High 
Intensity 

Family & community: 
parents and teachers 

School as 
venue and 
only students 
recruited 

No 
programming 
for boys  

2 Bani 
Salameh, 
2017 

1) Group education 
sessions for adolescents and 
involvement of parents to 
support and reinforce 
changes at home 

205   Middle 
East 

Low 
Intensity 

Family only: parents School as 
venue and 
only students 
recruited 

Boys included 
in sessions 

3 Bhandari, 
2023 

1) Curriculum-based small 
group intervention for 
women and girls; home 
visits for families, 
community engagement, 
health system interventions 
to increase youth-
friendliness 

565   Asia High 
Intensity 

Family & community: 
male partners, in-laws, 
community members 

No connection  Parallel 
program for 
boys 

4a Boyce, 2025 1) Household visit  & 
Community dialogues   

267   Sub-
Saharan 
Africa 

High 
Intensity 

Family & community: 
husbands, community 
members 

No connection  Parallel 
program for 
boys 

4b Boyce, 2025 2) Small-group discussion 
and community dialogs 

282   Sub-
Saharan 
Africa 

High 
Intensity 

Community only: 
Community members 

No connection  No 
programming 
for boys  

5 Burke, 2019 1) Business training, 
savings and credit, safe-
space club program, parent 
and community discussion 
groups 

265 Visser et al., 
2018 

Sub-
Saharan 
Africa 

Low 
Intensity 

Family only: 
caregivers 

No connection  Boys included 
in sessions 
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6 Chzhen, 2021 1) Cash Plus: livelihood 
and 
life skills training; 
mentoring and asset 
transfer; and supply-side 
strengthening of 
adolescent-friendly HIV 
and SRH 
services. 

932   Sub-
Saharan 
Africa 

Low 
Intensity 

Family & community: 
community and 
families 

No connection  Boys included 
in sessions 

7 Corboz, 2019 1) School-based group 
education model with 
community component that 
include events, community 
leaders, and media 
distribution 

734   Middle 
East 

High 
Intensity 

Family & community: 
teachers and parents, 
other community 
members 

School as 
venue, 
teachers as 
leaders, 
students 
(only) 
recruited  

Parallel 
program for 
boys 

8 Dunbar, 2014 Health services, life-skills 
program and home-based 
training, livelihoods 
intervention and vocational 
training, integrated social 
support 

158   Sub-
Saharan 
Africa 

Low 
Intensity 

Community only: 
female business 
owners 

No connection  No 
programming 
for boys  

9 Erulkar, 2014 1) Group program for 
young wives and group for 
husbands 

255   Sub-
Saharan 
Africa 

High 
Intensity 

Family only: husbands No connection  Parallel 
program for 
boys 

10 Hemono, 
2024 

1) Facilitated group session 
using cyber program  

2025   Sub-
Saharan 
Africa 

High 
Intensity 

Community only: 
pharmacists 

school as 
venue and 
only students 
recruited 

Boys included 
in sessions 

11 Jemmott, 
2010 

1) HIV/AIDS risk 
reduction: Club with 
adolescents and adults  

1057   Sub-
Saharan 
Africa 

Low 
Intensity 

Family only: parents School as 
venue and 
only students 
recruited 

Boys included 
in sessions 
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12 Jewkes, 2019 1) Families & Schools: in-
class education, school 
clubs, parenting sessions 

1370   Sub-
Saharan 
Africa 

High 
Intensity 

Family only: families School as 
venue, 
teachers as 
leaders, 
students 
(only) 
recruited  

Boys included 
in sessions 

13a Li, 2017 1) Child and Caregiver 
group sessions 

200   Asia High 
Intensity 

Family only: 
caregivers 

No connection  Boys included 
in sessions 

13b Li, 2017 2) Child and Caregiver 
group sessions plus 
community-level 
programming to support 
social environment 

395   Asia High 
Intensity 

Family & community: 
caregiver and 
community 

No connection  Boys included 
in sessions 

14 Musheke, 
2025 

1) Club, access to medical 
care, community 
intervention 

9675 Rosen, 2022 Sub-
Saharan 
Africa 

High 
Intensity 

Community only: 
community members 

No connection  Parallel 
program for 
boys 

15 Nestadt, 2019 1) CHAMP+ program 
family-based psychosocial 
intervention with sessions 
for adolescents and 
caregivers 

45 Nestadt, 
2018  

Asia High 
Intensity 

Family only: 
caregivers 

No connection  Boys included 
in sessions 

16a Özler, 2020 1) Girl Empower: Life-
skills program caregiver 
discussions, savings start-
up funds, capacity building 
for local health services  

393   Sub-
Saharan 
Africa 

High 
Intensity 

Family & community: 
caregivers and local 
health workers 

No connection  No 
programming 
for boys  

16b Özler, 2020 2) Girl Empower plus 
conditional cash transfer 

400   Sub-
Saharan 
Africa 

High 
Intensity 

Family & community: 
caregivers and local 
health workers 

No connection  No 
programming 
for boys  

17 Panter-Brick, 
2018 

1) Group-based 
psychosocial intervention 

269   Middle 
East 

Low 
Intensity 

Community only: 
community leaders 

No connection  Boys included 
in sessions 
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that linked to community 
resources and leadership 

18 Puffer, 2016 1) READY group program 
focusing on family 
connections  

237 Puffer, 2012 Sub-
Saharan 
Africa 

Low 
Intensity 

Family & community: 
caregivers/parents, 
church leaders 

No connection  Parallel 
program for 
boys 

19 Renzaho, 
2022 

1) Community-based 
livelihood interventions 
focused on health, civic 
engagement 

456   Sub-
Saharan 
Africa 

High 
Intensity 

Family & community: 
parents, community 
members, teachers 

No connection  Boys included 
in sessions 

20 Sandøy, 2024 1) Sexual education club  
and community dialogues 
and economic support (cash 
transfer to adolescent and 
guardian)  

1828 Chavula, 
2022; 
Chilambe, 
2023 

Sub-
Saharan 
Africa 

High 
Intensity 

Family & community: 
parents, community 
leaders 

School as 
venue and 
only students 
recruited 

No 
programming 
for boys  

21a Shai, 2020 1) Group sessions for 
young married women, 
partners and in-laws and 
tools for economic 
empowerment- Women 
only 

100   Asia High 
Intensity 

Family only: partners 
and in-laws 

No connection  No 
programming 
for boys  

21b Shai, 2020 2) Group sessions for 
young married women, 
partners and in-laws and 
tools for economic 
empowerment- Men only 

78   Asia High 
Intensity 

Family only: partners 
and in-laws 

No connection  Boys included 
in sessions 

22 Srikongphlee, 
2018 

1) Life-skills training 
sessions for youth and 
activities to improve family 
cohesion and reduce 
conflict 

241   Asia Low 
Intensity 

Family only: family 
members 

No connection  Boys included 
in sessions 
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23a Ssewamala, 
2021; Wang, 
2021 

1) Bridges workshops 
focused on asset building, 
financial 
literacy, and future 
planning; 

396 Ssewamala, 
2014 

Sub-
Saharan 
Africa 

High 
Intensity 

Family only: parents   School as 
venue and 
only students 
recruited 

Boys included 
in sessions 

23b Ssewamala, 
2021; Wang, 
2021 

2) Bridges PLUS: Same as 
Bridges but 2:1 matching 
rate for savings account.  

500   Sub-
Saharan 
Africa 

High 
Intensity 

Family only: parents   School as 
venue and 
only students 
recruited 

Boys included 
in sessions 

24 Stark, 2018 1) Life-skills group 
sessions for adolescent girls 
and sessions for caregivers 

446   Sub-
Saharan 
Africa 

High 
Intensity 

Family only: caregiver  No connection  No 
programming 
for boys  

25 Tamiru, 2016 1) School and media clubs 
and health promotion 
activities with parents and 
clubs.  

486   Sub-
Saharan 
Africa 

High 
Intensity 

Family & community: 
school- community 
health committee and 
parents 

School as 
venue, 
teachers as 
leaders, 
students 
(only) 
recruited for 
programming 

Boys included 
in sessions 

26a Thurman, 
2016 

1) Structured group-based 
behavioral health 
interventions and home 
visits and social support 
(Vhutshilo) 

233 Thurman 
2020 

Sub-
Saharan 
Africa 

Low 
Intensity 

Family only: 
caregivers and 
families 

No connection  Boys included 
in sessions 

26b Thurman, 
2016 

2) Interpersonal 
psychotherapy group 
sessions and home visits 
and social support (IPTG) 

241 Thurman, 
2020 

Sub-
Saharan 
Africa 

Low 
Intensity 

Family only: 
caregivers and 
families 

No connection  Boys included 
in sessions 

26c Thurman, 
2016 

3) Combination (both 
interventions) 

277 Thurman, 
2020 

Sub-
Saharan 
Africa 

Low 
Intensity 

Family only: 
caregivers and 
families 

No connection  Boys included 
in sessions 



  

33 

In contrast, fewer positive findings were observed for outcomes related to 

experiences of violence (1/10), and several studies explicitly noted limitations in 

relation to detecting change in this domain (Burke et al., 2019; Dunbar et al., 2014; 

Jewkes et al., 2019; Özler et al., 2020). Erulkar and Tamrat (2014) and Burke et al. 

(2019) report that they did not detect any change in violence outcomes in part because 

overall prevalence was low, which reduced the power relative to other outcomes. 

Jewkes (2019) similarly notes that their study was underpowered to detect changes in 

intimate partner violence (IPV), suggesting that null findings in this category may 

partly reflect baseline prevalence and power constraints rather than definitive 

evidence of no clear effect. Fewer positive findings were also noted among outcomes 

related to family and social support (2/8), mental health (3/13), and education (1/7).  

Negative effects were rare and observed in only two high-intensity, quasi-

experimental study arms in the health domain (Renzaho et al., 2022; Shai et al., 

2020). Renzaho et al. (2022) report unexpected cross-sectional findings among 

adolescents in Kampala’s slums: the community-based livelihood intervention group 

had higher rates of having ever had sex (primary outcome) and an earlier average age 

of sexual debut than the control group (e.g., +16.9% ever had sex; approx. 1.5 years 

younger debut). They caution that these results are not causal because outcomes were 

sensitive, culturally influenced, and self-reported, and they found no statistically 

significant changes in measures such as condom use (Renzaho et al., 2022; 

RoB=moderate; sample size=456). In the Shai study of 178 women, impacts appeared 

heterogeneous by age: younger women showed larger reductions in food insecurity, 

greater shifts in gender attitudes, and bigger declines in life dissatisfaction, but also 

reported higher IPV, while older women fared worse on several outcomes (e.g., fewer 

savings, more quarreling with husbands). The authors urge caution in the 
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interpretation of these findings, due to major design and measurement limits (no 

control arm, small sample, self-reports, and potential bias from male 

migration/attrition) and note that health satisfaction rose at 12 months but fell by 18 

months, suggesting that an external event, such as a high rate of male migration for 

work during this period, may have influenced later results (Shai et al., 2020; 

RoB=high; sample size=178).  

2.4 Findings by Context Modifiers 

2.4.1 Intervention Intensity 

Positive effects were more common in high-intensity interventions 

(interventions meeting at least weekly for at least six month) than in low-intensity 

ones, with 52% (31/60)  of outcome observations from high intensity intervention 

arms reporting positive effects compared to 35% (7/20) from low-intensity 

intervention arms Across domains, intervention intensity appears consequential for 

health, gender, and economic outcomes. Health outcomes show the clearest pattern of 

benefit with higher intensity, with 73% (11/15) of high-intensity intervention arms 

reporting positive effects, compared with 56% (5/9) of low-intensity arms. Gender-

related outcomes appear responsive primarily to high-intensity interventions, with 

three intervention arms from low RoB RCTs indicating improvements (Boyce et al., 

2025; Özler et al., 2020). Similarly, high-intensity interventions evaluated in lower-

RoB RCTs showed benefits for economic outcomes (Özler et al., 2020 & Ssewamala 

et al., 2021).  
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Figure 2. Program Intensity Harvest Plot 

 

Notes: Each bar represents one unique intervention arm in the outcome domain. Bars are positioned 
according to the direction of effect for the selected primary outcome in that domain (favors 
intervention, no clear effect, favors comparison). Shading indicates the study design with darker bars 
representing studies with randomized designs and lighter bars representing quasi-experiment designs. 
Bar height/size reflects RoB: larger/taller bars indicate lower RoB, while smaller/shorter bars indicate 
higher RoB. 
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For mental health outcomes, the evidence largely indicates no significant 

impacts (Jewkes et al., 2019, Li et al., 2017, Özler et al., 2020; Ssewamala et al., 

2021), although two quasi-experimental studies report improvements (Corboz et al., 

2019; RoB=high, sample size=734; Nestadt et al., 2019, RoB=high, sample size=45).  

Evidence for violence-related outcomes is weak overall, with mostly null findings. 

One study does show a benefit (RoB=high, sample size=734), but the findings are 

limited to the outcome of being victimized by peers (Corboz et al., 2019). Education 

outcomes show little evidence of improvement, with only one high-intensity RCT (of 

6 high-intensity arms) indicating a benefit to an outcome if adolescents sat for their 

nineth grade exams (Sandøy et al., 2024; RoB=moderate, sample size=1828).  

Qualitative evidence from two papers refers to poor attendance and 

implementation challenges (see Figure 2), suggesting the sessions offered may not 

fully align with participants’ actual exposure. Specifically, Visser et al. (2018), a 

companion paper to Burke et al. (2019) evaluating a lower-intensity HIV prevention 

program in South Africa with violence and education outcomes, and Rosen et al. 

(2022), a companion to Musheke et al. (2025) examining a higher-intensity HIV 

prevention program focused on health outcomes, both highlight how implementation 

constraints and variable participation may have limited effective program exposure. 

2.4.2 Supplemental Programming 

Across 80 outcomes, family-only supplemental programs (38 outcomes) 

included 45% (17/38) positive outcomes, 54% (20/38) with no clear effect, and 3% 

(1/38) favoring the comparison. Family-and-community programs (35 outcomes) 

showed 49% (17/35) positive outcomes, 49% (17/35) with no clear effect, and one 

favoring the comparison. Community-only programs (7 outcomes) showed 57% (4/7) 
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positive outcomes and 43% (3/7) outcomes with no clear effect, with none favoring 

the comparison (Figure 3).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  

38 

Figure 3. Supplemental Programming Harvest Plot 

 

Notes: Each bar represents one unique intervention arm in the outcome domain. Bars are positioned 
according to the direction of effect for the selected primary outcome in that domain (favors 
intervention, no clear effect, favors comparison). Shading indicates the study design with darker bars 
representing studies with randomized designs and lighter bars representing quasi-experiment designs. 
Bar height/size reflects RoB: larger/taller bars indicate lower RoB, while smaller/shorter bars indicate 
higher RoB. 
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Positive effects were most common in family-only supplemental programs for 

health (50%, 8/16) and economic (57%, 4/7) outcomes. For gender-related outcomes, 

all three family-only outcomes with positive effects (3/8) were from quasi-

experimental arms judged to have high RoB (Erulkar & Tamrat, 2014, sample 

size=255; Shai et al., 2020, sample size=100; Shai et al., 2020, sample size=78). 

Among interventions that showed positive effects, family-only supplemental 

programming included direct sessions with the family or caregivers and/or home 

visits (Erulkar & Tamrat, 2014; Nestadt et al., 2019; Shai et al., 2020; Srikongphlee et 

al., 2018). Although curricula or session content were not always described in detail, 

Nestadt et al. (2019), Shai et al. (2020), and Thurman et al. (2016) positioned parents 

or caregivers as core to the intervention, with family dynamics as explicit intervention 

targets, particularly in respect of efforts to shift gender norms. Descriptions of the 

interventions indicate that family supplemental programming functioned not merely 

as a target group but was the mechanism driving the observed effects, by enhancing  

communication and support (Nestadt, 2019). In other studies, caregiver interventions 

were less clearly defined, with adults primarily providing consent and generally 

expected to support adolescents in applying what they had learned through the 

adolescent-focused programming (Bani Salameh et al., 2017; Jemmott et al., 2010). 

The family and community supplemental programming included 

caregiver/family sessions designed to complement adolescent-focused curricula, with 

the aims of strengthening parents’ capacity to reinforce adolescent learning and 

supporting the parent–child relationship (Bhandari et al., 2023; Corboz et al., 2019; 

Özler et al., 2020; Tamiru et al., 2016). Some interventions also included sessions 

attended jointly by adolescents and their parents or caregivers (Puffer et al., 2016). 
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Others used lighter-touch parental-engagement strategies, such as newsletters and 

regular phone calls with parents (Bagherniya et al., 2017). For the community side, 

supplemental components often included capacity-building for local service-

providers, teachers, or health workers (Özler et al., 2020; Sandøy et al., 2024) and 

community dialogues with broader community members (Bhandari et al., 2023; 

Sandøy et al., 2024) or specific community leaders (Puffer et al., 2016). These 

dialogues commonly centered on social-norm change, particularly around violence 

and sexual or reproductive health outcomes, and were designed to shift community 

norms and expectations (Bhandari et al., 2023; Corboz et al., 2019; Sandøy et al., 

2024). Overall, the community supplemental components in studies that combined 

family/caregiver and community programming were generally less extensive than the 

community-only supplemental approaches. 

In contrast, community-only supplemental programming was less common, 

but interventions tended to be further-reaching. Positive effects were reported for 57% 

(4/7) of outcomes. Dunbar et al. (2014) report positive effects for both health and 

economic outcomes in an RCT (RoB=high, sample size=158). Musheke et al. (2025) 

report positive effects for a health outcome (RoB=high, sample size=9675), while 

Panter-Brick et al. (2018) found effects in the mental health domain (RoB=high, 

sample size=269). Dunbar et al. (2014) and Musheke et al. (2025) connected 

adolescents to medical services, either through dedicated community delivery 

platforms or linkages into the local health system. This included improving access to 

sexual and reproductive health services (e.g., condoms, referrals to clinics, and in 

some cases payment support for services) and training nurses or other health 

professionals as part of implementation. Two interventions also integrated structured 
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social support from community adults into the intervention model (Dunbar et al., 

2014; Panter-Brick et al., 2018). 

Taken together, the interventions classified as community-only were broader 

in scope, with stronger linkages to formal local systems (health services, community 

leadership structures) and more deliberate creation of additional social support 

mechanisms.  

2.4.3 Connection to the Formal Education System 

Programs with some connection to the formal education system contributed 23 

outcomes, including 57% (13/23) positive and 43% (10/23) with no clear effect 

(Figure 4). These outcomes were concentrated in the health domain, and there were 

no mental health outcomes in this group. Programs with no connection contributed 57 

outcomes, including 44% (25/57) positive, 53% (30/57) with no clear effect, and 4% 

(2/57) favoring the comparison. Both outcomes favoring the comparison were in the 

health domain (Renzaho et al., 2022, RoB=moderate, sample size=456; Shai et al., 

2020, RoB=high, sample size=78). 
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Figure 4. Connection to Formal Education System Harvest Plot 

 

Notes: Each bar represents one unique intervention arm in the outcome domain. Bars are positioned 
according to the direction of effect for the selected primary outcome in that domain (favors 
intervention, no clear effect, favors comparison). Shading indicates the study design with darker bars 
representing studies with randomized designs and lighter bars representing quasi-experiment designs. 
Bar height/size reflects RoB: larger/taller bars indicate lower RoB, while smaller/shorter bars indicate 
higher RoB. 
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Across domains, most positive outcomes occurred in programs with no 

connection to formal education. For health outcomes, 63% (10/16) of positive 

outcomes were from programs with no connection, and for gender outcomes, it was 

88% (7/8). The only positive gender outcome in a program with some connection 

came from a quasi-experimental study (Corboz et al., 2019, RoB=high, sample 

size=734). For family and social support outcomes, the two positive outcomes were 

split evenly: one was from a program with some connection (Bagherniya et al., 2017, 

RoB=moderate, sample size=87) and the other was from a program with no 

connection (Shai et al., 2020, RoB=high, sample size=78). For economic outcomes, 

all seven outcomes were positive: 29% (2/7) were from programs with some 

connection, both from an RCT with moderate RoB (Ssewamala et al., 2021; arm A 

sample size=396 and arm B sample size=500). For education outcomes, the single 

positive outcome was from a program with some connection (Sandøy et al., 2024, 

RoB=moderate, RCT, sample size=1,828). 

Although not all studies describe in detail the selection of session leaders, 

mentors, or teachers and venue, some authors discuss the benefits and drawbacks of 

using the education system for implementation (Corboz et al., 2019; Jewkes et al., 

2019; Tamiru et al., 2016). Reported benefits include the authority and legitimacy 

conferred by school involvement. For example, Corboz et al. (2019) paid teachers to 

implement the intervention after school hours, whereas other studies used school 

venues but relied on external facilitators. Two studies also note that school 

connections enabled broader reach and facilitated scale-up to larger populations 

(Tamiru et al., 2016; Jewkes et al., 2019).  

Reported drawbacks include dysfunctional school environments (Jewkes et al., 

2019) and difficulties fitting sessions into school schedules. Experiences also 
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appeared to depend on the intervention focus; for example, Jewkes et al. (2019) note 

that schools could be a challenging setting for sexual-health-related interventions. 

Connection to the formal education system also varied by region. None of the 

interventions in Asia had any connection to the formal education system. In sub-

Saharan Africa, in contrast, 6 of 17 studies did. 

2.4.4 Programming for Boys or Men 

Across outcomes, study arms with parallel programming for boys or men 

contributed 14 outcomes across 8 interventions, including 64% (9/14) favoring the 

intervention and 36% (5/14) showing no clear effect, with none favoring the 

comparison (Figure 5). Arms with no programming for boys or men contributed 29 

outcomes, including 52% (15/29) favoring the intervention and 48% (14/29) showing 

no clear effect, with none favoring the comparison. Arms that included boys or men 

in sessions contributed 37 outcomes, including 38% (14/37) favoring the intervention, 

57% (21/37) showing no clear effect, and 5% (2/37) favoring the comparison.  
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Figure 5. Programming for Boys or Men – Harvest Plot 

 

Notes: Each bar represents one unique intervention arm in the outcome domain. Bars are positioned 
according to the direction of effect for the selected primary outcome in that domain (favors 
intervention, no clear effect, favors comparison). Shading indicates the study design with darker bars 
representing studies with randomized designs and lighter bars representing quasi-experiment designs. 
Bar height/size reflects RoB: larger/taller bars indicate lower RoB, while smaller/shorter bars indicate 
higher RoB. 
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Patterns varied by outcome domain. Differences were most apparent for health 

and gender outcomes. For health outcomes, positive effects were distributed across all 

three groups: 44% (7/16) of positive health outcomes were from arms that included 

boys or men in sessions, 25% (4/16) were from arms with parallel programming, and 

31% (5/16) were from arms with no programming for boys and men. Both health 

outcomes favoring the comparison occurred in arms that included boys or men in 

sessions (Renzaho et al., 2022, sample size=456; Shai et al., 2020, sample size=100). 

For gender outcomes, 50% (4/8) of positive outcomes occurred in arms with no 

programming for boys or men, 38% (3/8) in arms with parallel programming, and 

13% (1/8) in arms that included boys or men in sessions. Economic empowerment 

outcomes, when assessed, generally favored the intervention but were reported only in 

the boys-included and no-programming groups. For economic outcomes, 57% (4/7) of 

positive outcomes occurred in arms with no programming for boys or men, while 

43% (3/7) occurred in arms that included boys or men in sessions. 

Violence, mental health, education, and family and social-support outcomes 

were predominantly null across all three groups. The single positive outcome for 

violence favoring the intervention came from an arm with parallel programming 

(Corboz et al., 2019; high RoB; sample size=734). For mental health, all three 

positive outcomes occurred in arms that included or engaged boys or men: two small 

arms included boys or men in sessions (Nestadt et al., 2019, RoB=moderate, sample 

size=45; Bagherniya et al., 2017, RoB=high, sample size=87), and one arm featured 

parallel programming (Corboz et al., 2019, RoB=high, sample size=734). For 

education outcomes, the single positive outcome occurred in an arm with no 

programming for boys or men (Sandøy et al., 2024, RoB=moderate, sample 

size=1828). For family and social-support outcomes, one positive outcome came from 
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an arm that included boys or men in sessions (Shai et al., 2020, RoB=high, sample 

size=78), whereas another came from an arm with no programming for boys or men 

(Bagherniya et al., 2017, RoB=moderate, RCT, sample size=87). 

Finally, several papers without male programming do not explicitly discuss 

the absence of programming for boys or men, instead emphasizing that the 

intervention was designed for girls or young women (Özler, 2020; Dunbar, 2014). In 

contrast, Stark et al. (2018) did not include males but explicitly flags this as an area 

for improvement, recommending inclusion of male caregivers and targeting male 

family and community members in future iterations. Qualitative findings suggest that 

including boys and men in sessions may not yield stronger effects than parallel or no 

male programming when topics are stigmatized or embarrassing, which can inhibit 

girls’ participation (Chilambe et al., 2023). Parallel programming for boys or men 

ranged from relatively intensive approaches, such as household visits and group 

discussions (Boyce et al., 2025), to similar or lighter-touch programming delivered in 

sex-segregated groups (Corboz et al., 2019; Puffer et al., 2016). In Erulkar and 

Tamrat (2014), sessions for husbands focused on non-violence and support to 

families, and the authors note stronger improvements when both partners participated. 

2.5 Discussion 

2.5.1 Summary of Main Results 

This systematic review synthesized evidence from 35 papers reporting on 26 

trials with 33 eligible intervention arms that included multicomponent community- 

and school-based club interventions in LMICs to examine how program and 

contextual modifiers shape effects across seven outcome domains. Patterns of effects 

varied by intervention intensity, the type of supplemental programming (family-only, 

family-and-community, or community-only), connection to the formal education 
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system, and whether boys or men were engaged. Across the 80 primary outcome 

observations, positive effects were more common in high-intensity than low-intensity 

interventions (52% [31/60] vs 35% [7/20]). Patterns were broadly similar across 

supplemental programming types, with positive findings in 45% (17/38) of family-

only outcomes, 49% (17/35) of family-and-community outcomes, and 57% (4/7) of 

community-only outcomes. Programs with some connection to the formal education 

system had a higher proportion of positive outcomes than programs with no 

connection (57% [13/23] vs 44% [25/57]).  Finally, outcomes were most often 

positive when boys and men were engaged through parallel programming (64% 

[9/14]) or not targeted (52% [15/29]), and least often positive when boys and men 

were included in sessions (38% [14/37]).  These modifiers were not independent and 

were often difficult to disentangle from intervention content, implementation 

capacity, and measurement choices. 

2.5.2 How Modifiers Shape Outcomes 

The findings underline that supplemental programming with family members 

often operates through relationship building. These family interventions are shaped by 

stigma and norms that limit discussion of sensitive topics (Bhandari et al.,2023; 

Corboz et al., 2019; Nestadt et al., 2019; Puffer et al., 2016; Shai et al., 2020; 

Thurman et al., 2016). For gender outcomes, the inclusion of community and family 

interventions was a factor in the positive impacts. Seen in light of the findings from 

the program-intensity modifier, session frequency and program timelines likely 

interact with the content, audience, and reach of the interventions, impacting actual 

exposure. Reports of poor attendance and implementation challenges further suggest 

that the number of sessions offered may overstate participants’ true exposure (Rosen 

et al., 2022; Visser et al., 2018).  
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The effect of engagement of boys and men is also nuanced. Implementers note 

that mixed-gender reproductive health discussions may reduce girls’ participation in 

some contexts, with single-sex groups being preferable when programs aim to shift 

norms and behaviors (Chilambe et al., 2023). Consistent with this, the only outcomes 

favoring the comparison in this review occurred in the group where boys and men 

were included in sessions (Renzaho et al., 2022; Shai et al., 2020). Although there is a 

strong rationale for including boys and men from gender-transformative 

programming, these findings suggest that inclusion does not consistently translate into 

better outcomes.  

2.5.3 Why Effects Differ by Outcome Domain 

Several factors likely contribute to the relatively strong pattern of positive 

findings in health outcomes. In many trials, health measures were explicitly framed as 

primary outcomes and studies were powered accordingly, increasing the likelihood of 

detecting effects where they existed. Health outcomes may also be more responsive to 

short-term changes in knowledge, behaviors, and service access than outcomes such 

as violence, which could require broader structural change and longer follow-up to 

detect. Additionally, in this review, gender outcomes were more often measured as 

attitudes or beliefs than as behavior changes or experiences (Bhandari et al., 2023; 

Boyce et al., 2025; Chzhen et al., 2021; Corboz et al., 2019; Jewkes et al., 2019, Özler 

et al., 2020; Shai et al., 2020). The predominance of null outcomes in violence and, in 

many cases, mental health and education should not be interpreted as evidence of no 

clear effect. Studies frequently report design and measurement constraints that make 

change difficult to detect, including low baseline prevalence of violence, limited 

power for secondary outcomes, and challenges measuring sensitive experiences 

(Burke et al., 2019; Erulkar and Tamrat, 2014; Jewkes et al., 2019).  
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2.5.4 Contribution to Prior Evidence 

These findings build on prior syntheses of adolescent life-skills programming 

in LMICs, including the Singla et al. (2020) meta-analysis of interventions focused on 

mental health outcomes, the Marcus et al. (2017) review of girl’s clubs, and the 

Haberland et al. (2018) systematic review focused on evidence gaps around 

programming targeting girls. Across the reviews, several consistent themes emerge: 

(1) multicomponent approaches tend to show more promising effects than single-

component interventions, (2) exposure and implementation strength likely shape 

impacts, and (3) contextual factors and social norms may enable or constrain program 

effectiveness. This review’s findings align with this broader evidence base, while 

providing additional insight into how program-design features and context may 

influence effectiveness across a broad set of outcome domains.  

This review contributes to the knowledge base by, first, adding a structured 

visual synthesis of how specific context and programmatic modifiers relate to patterns 

of effects across seven outcome domains. Second, it builds on the work of Singla et 

al. (2020) by examining outcomes beyond mental health and focusing on 

interventions using a club format as a delivery platform. Our findings support the 

emphasis in Singla et al. (2020) on the sociocultural environment and the importance 

of strengthening parent–child relationships as a mechanism for intervention success. 

In the included studies, this relational pathway is highlighted by Bhandari et al. 

(2023), Corboz et al. (2019), Nestadt et al. (2019), Puffer et al. (2016), Shai et al. 

(2020), and Thurman et al. (2016), showing that parent-focused components and 

improvements in the caregiver–adolescent relationship are central to the outcome 

changes. The studies included in this review suggest a possible distinction in delivery 

platforms, with the mental-health-focused interventions included by Singla et al. in 
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their review more frequently delivered in schools and often led by teachers, while the 

club-based interventions in this review are less often connected to the formal 

education system. This highlights the difference between classroom-based 

interventions and the safe-space club model.  

Our findings also reinforce the identification by Haberland et al. (2018) of 

implementation evidence gaps, particularly around the ability to assess program 

exposure. Finally, this review directly addresses a gap highlighted by Marcus et al. 

(2017) by comparing patterns of effects across different forms of supplemental 

programming. Consistent with the findings of Marcus et al. (2017), our results show 

that the added value of the multicomponent programming often relies on the 

strengthening of relationships with caregivers, rather than the content of the 

intervention.  

2.6 Limitations 

2.6.1 Limitations of the Evidence Base 

Several limitations should be considered when interpreting these findings. 

First, the availability and completeness of context-specific data constrained what 

could be extracted and compared across studies. For example, we were only able to 

characterize intervention intensity using the number and duration of sessions offered, 

rather than more informative measures of dose, such as sessions attended, 

implementation fidelity, or overall program exposure. Outcomes varied widely in 

terms of what was measured and how constructs were defined and reported. This 

inconsistency, together with incomplete or non-standard reporting, ruled out the use 

of meta-analysis. Additionally, because adolescent gender club interventions often 

generate multiple outcomes, the findings may be vulnerable to selective outcome 

reporting and publication bias, with positive results more likely to be emphasized. We 
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also included studies assessed as high or critical RoB, which lowers confidence in the 

observed patterns.  

2.6.2 Limitation of this Review’s Synthesis Approach 

There are also limitations related to our synthesis approach. Since a meta-

analysis was not feasible, we relied on vote counting and qualitative synthesis to 

summarize patterns by domain, which emphasizes the direction of findings rather than 

their magnitude. To conduct the cross-study comparison, we selected one outcome per 

outcome category and prioritized clearly identified primary outcomes where 

available. This approach may not fully capture the complete intervention effects and 

introduces some subjectivity, especially when primary outcomes are not specified. 

Finally, while harvest plots provide a useful visual summary of complex evidence, 

they can invite over-interpretation and may mask important differences in study 

quality, outcome measurement, and the strength of evidence across studies. 

2.7 Conclusion and Further Research Priorities 

This review synthesizes evidence on multicomponent adolescent club 

interventions in LMICs and highlights how outcomes vary by domain and by key 

contextual and programmatic features. Overall, positive effects are most consistently 

observed when intervention components directly address targeted outcomes (for 

example, economic inputs for economic outcomes, service linkages for health 

outcomes) and highlight the need to understand the mechanism behind the observed 

changes. The patterns of the findings also suggest that the effects of multicomponent 

programming may operate less through adding content alone and more through 

strengthening the social environment (e.g., social and gender norms, access to 

supportive relationships, and local opportunities and resources). In particular, the 
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findings suggest that caregiver engagement and improvements in the relationship 

between the caregiver and adolescent through joint sessions with caregivers and 

adolescents or targeted parenting education on having conversations with adolescents, 

play a role in program effects This highlighting the importance of understanding 

mechanisms of change and actual program exposure.  

These findings provide a useful starting point. To strengthen the evidence and 

improve comparability across studies, future research may benefit from focusing on 

one or two priority outcomes rather than attempting to summarize effects across all 

domains. Recommendations for future research include the following:  

1. Specify and report supplemental programming and implementation in 

greater detail. Future studies should go beyond who is targeted to clearly 

document what the supplemental programs include (i.e. dose, delivery 

format, cultural and linguistic adaptations, implementors, content). Studies 

should systematically report the fidelity of implementation and exposure 

of participants.  

2. Future trials should be designed with sufficient sample size to detect 

change in low-prevalence and hard-to-measure outcomes that are often 

treated as secondary (e.g., violence), to reduce the risk of missing effects 

due to low statistical power. If the trail is not adequately powered for these 

outcomes, they should not be measured, as doing so can dilute the overall 

evidence.  

Taken together, these findings support the promise of multicomponent clubs 

as platforms for interventions with adolescents in LMICs, while emphasizing that 

impacts depend on context, implementation strength, and relational and 

environmental pathways.  
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3 Chapter 3: Can a Multilevel Adolescent Program Impact Gender Norms for 

Very Young Adolescents in a Pastoralist Society? Findings From a Mixed-

Methods Clustered Randomized Controlled Trial 

Abstract 

Adolescence shapes young people’s trajectories as they transition into 

adulthood. Investing in programs tailored for adolescents in low- and middle-income 

countries holds promise for mitigating adverse outcomes and fostering transformative 

change, but there is little evidence from more hard to reach communities such as 

pastoralist societies, which often lack infrastructure and services. This paper presents 

findings from a mixed-methods cRCT evaluating “Act With Her” (AWH), a 

curriculum-based program targeting very young adolescents (VYAs) aged 10–12 

years, as well as their parents and communities, in the Afar region of Ethiopia. 

Focused on a set of outcomes related to adolescent empowerment, the regression 

analysis (using data from 499 VYAs) shows that the intervention improved overall 

wellbeing for girls in intervention communities, but had no impact on the boys. 

Effects were larger among the pastoralist population and for those who lived in areas 

with more intense programming. Overall, however, the means remain low, with 

positive program findings often mitigating negative trends among adolescents in the 

control group. Qualitative data indicate the program fostered positive changes among 

adolescents in these remote communities. However, deeply entrenched cultural norms 

mean that sustained change will require multi-pronged efforts involving families, 

parents, and clan and religious leaders. Despite challenges during implementation and 

limited program exposure, suggestive positive impacts underscore the importance of 

targeting adolescents in the most remote communities.  
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3.1 Introduction 

Adolescence is a critical period for physical and psychological growth and 

therefore an opportune time for interventions designed to impact young people’s life 

trajectories as they transition into adulthood (Blum et al., 2012; Patton et al., 2018; 

Viner et al., 2015). Data on death and disability indicate that many health problems in 

adolescence begin during childhood and continue into adulthood, highlighting the 

need for a multisectoral, life-course approach to programming (Clark et al., 2020; 

Ross et al., 2020). In many countries, particularly low- and middle-income countries 

(LMICs), disparities in health, education, and psychosocial outcomes deepen during 

adolescence (Sheehan et al., 2017). Adolescent girls in particular often have limited 

opportunities due to the intersecting societal limitations of age and gender.  

Evidence suggests that early adolescence (10–14 years) is a crucial 

developmental stage in which to influence gender norms and promote healthy 

behaviors, again with consequences for long-term trajectories (Blum et al., 2014; 

Patton et al., 2012; Viner et al., 2015). Interpersonal influences, such as one’s family 

and peers, have been identified as significant factors in the development of gender 

attitudes among young adolescents (Blum et al., 2014). Moreover, in some regions of 

the world, conforming to gender norms may mean an end to formal education, 

replaced by early marriage and childbearing (Blum et al., 2014). For these reasons, 

investments in programs that target young adolescents and their support systems have 

the potential to reduce negative health and education outcomes and transform the 

lives of young people in LMICs (Sheehan et al., 2017). 

Gender, safe-space, and life-skills programs are typically intended to 

transform gender norms and provide learning opportunities for girls. Such approaches 

are increasingly common in adolescent-focused interventions. Although these 
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programs have been shown to positively impact adolescent empowerment in LMICs 

(Singla et al., 2020; Temin and Heck, 2020), there are concerns regarding the 

sustained impact of these clubs as a program modality (Bandiera et al., 2012; Marcus 

et al., 2017). Evaluations have concluded that these programs positively influence a 

wide range of outcomes, but most evidence indicates an increase in sexual and 

reproductive health knowledge rather than sustained behavioral change (Marcus et al., 

2017; Singla et al., 2020; Temin and Heck, 2020). A significant body of evidence 

indicates that changes in knowledge, attitudes, and skills among adolescent girls have 

more positive and sustained outcomes when the interventions also target boys, 

parents, and/or community members (Brady et al., 2007; Parkes and Heslop, 2013; 

Rushdy, 2012; Sieverding and Elbadawy, 2016).  

Another evidence gap relates to the implementations of these programs 

outside of formal systems or in contexts with weak formal systems (Marcus et al., 

2017). Adolescents who are not in formal education and those in remote or hard-to-

reach areas are important groups to target, as they are often more vulnerable to the 

negative impacts of poverty and lacking in social supports (Erulkar and Medhin, 

2017). Programming with child domestic workers and domestic migrants in Ethiopia 

(Erulkar and Medhin, 2017) and Burkina Faso (Engebretsen, 2013) shows that by 

adjusting recruitment methods and other elements it is possible to reach adolescents 

who are not currently served by formal health, education, or other systems. Yet there 

remains a lack of evidence-based best practices for reaching these populations with 

culturally relevant interventions (Bandiera et al., 2012; Hallman et al., 2014).  

This study concerns the implementation and impact of “Act With Her” 

(AWH), a multilevel life-skills and gender-empowerment program for girls and boys 

in the Afar region of Ethiopia. AWH was also implemented in Amhara and Oromia 
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regions during the same period. The research was of a larger scale and studied 

multiple program versions, and it found short-term positive impacts across a variety 

of domains, including gender norms (Hamory et al., 2023). However, Afar is a very 

different context, with unique programmatic challenges; thus, AWH was implemented 

there at a smaller scale, with a specific interest in whether this type of programming 

was viable in a pastoralist context. That question is the focus of the current article. 

One key research goal was to study the implementation and impacts of this type of 

program specifically in a remote, rural, pastoralist area .The related activities include 

curriculum-based single-sex group meetings with adolescents, a small number of 

meetings with parents (to orient them to the adolescent curriculum), and community-

level interactions to identify and alleviate challenges faced by adolescents and 

promote change in gender norms.2 The adolescent group meetings covered topics 

such as goal setting, puberty, gender-based violence, negotiation, and staying in 

school. The study is as a convergent parallel mixed-methods design with quantitative 

and qualitative data collected at the same time. During the analysis, an iterative 

mixed-methods process linked the qualitative evidence to the quantitative results. The 

quantitative component of this study is a cRCT, involving 499 very young adolescents 

(aged 10–12 at baseline) in 20 communities.  

This analysis provides a case study of the implementation of a program of this 

type in a remote and challenging environment among a pastoralist population, as 

described in the Study Setting section below. Despite the significant and multi-

dimensional vulnerabilities faced by difficult-to-reach, rural, pastoralist adolescents, 

programming and studies focused on these adolescents and their communities are 

 

2 The program version implemented in Afar is the AWH-comprehensive model. See Hamory 
et al. (2023) for a discussion and analysis of other program versions.  
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limited. This article provides much-needed insight into an intervention intended to 

transform gender norms in this context and the adaptations needed to ensure program 

efficacy.  

In Ethiopia specifically, the government and non-governmental organizations 

offer a range of life skills, gender, and safe-space programs, but they have limited 

reach in pastoralist populations, resulting in a gap in services to these communities 

and in evidence of how best to target them (UNICEF, 2020). Lessons learned from 

the education and health sectors in the Afar region, including the need for more 

flexible schooling schedules and a greater proportion of staff from Afar, provide 

insight into successful adaptations of programming for children and adolescents in 

pastoralist communities (UNICEF, 2019). These findings can guide the 

implementation of community and school-based gender clubs among the same 

populations. 

Interventions to support Ethiopian girls to develop life skills are vital, as girls 

are often less educated than their male peers and lack economic opportunities 

(Presler-Marshall et al., 2024), and these gender gaps are particularly large in Afar. 

Harmful practices such as child marriage, female genital mutilation/cutting (FGM/C), 

and gender-based violence also constrain girls’ lives. Norms around child and 

arranged marriage often reflect a lack of education, especially in females. As of 2019, 

41% of women aged 15–19 were currently married or living in union (Boyden et al., 

2013; Ethiopian Public Health Institute et al., 2021; Presler-Marshall et al., 2024). In 

Afari culture, the traditional practice of absuma involves an arranged marriage to a 

cousin when a girl is 16 to 17 years old (Jones et al., 2020). The absuma system 

ensures a social and economic safety net for the family and the continuation of the 

clan system. While boys are given some choice regarding their future spouse, girls 
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typically have no such choice and are often forced into marriages with much older 

men (Jones et al., 2020). To shift gender norms and reduce the prevalence of these 

harmful traditional practices, context-specific programming that targets the socio-

ecological context of adolescents is key.  

Using mixed-methods analysis that combines quantitative data from in-person 

surveys with 411 adolescents and qualitative evidence from 163 respondents during 

in-depth interviews, focus groups, and key informant interviews, this study assesses 

the impact of AWH on young adolescents’ capability achievements and helps to 

contextualize that impact in the Afari context. This study contributes to the nascent 

literature on culturally relevant interventions and the growing body of literature 

analyzing the impact of community and school-based life skills and gender clubs. The 

findings will be useful for informing decisions by program implementers and 

policymakers regarding future adolescent programming among hard-to-reach 

populations in LMICs. 

3.1.1 Study Setting 

Ethiopia has a young population, with 71% of its population below 25 years 

old (United Nations Population Fund [UNFPA], 2024). The country has made 

tremendous progress over the past 20 years on school enrollment, health system 

coverage, and sexual and reproductive health services (UNICEF Ethiopia, 2023). Yet 

as of 2019, Ethiopia was among the top five countries with the highest absolute 

numbers of people living in poverty (Katayama and Wadhwa, 2019; United Nations 

Development Program [UNDP] Ethiopia, 2018). Additionally, Ethiopia has the fourth 

highest absolute number of child marriages (United Nations Department of Economic 

and Social Affairs [UNDESA], 2019).  
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The pastoralist Afar region (see Figure 1) has experienced less progress than 

other Ethiopian regions. One example is the under-five mortality rate in 2019, which 

in Afar (123 per 1,000 live births) was almost double the national rate of 67 per 1,000 

live births (UNICEF, 2019). The Hari Rasu zone (Zone 5), the site of this study and 

home to both nomadic and sedentary households, has limited health, education, and 

economic resources (Hicks et al., 2019). It was selected for this analysis owing to its 

high food-insecurity status and high rates of child marriage, as these provide a 

valuable opportunity to understand the unique vulnerabilities facing adolescents living 

in remote and pastoralist areas (Hicks et al., 2019). The site is inhabited 

predominantly by the Afari ethnic group, 99.3% of whom are Muslim. The Afari 

people have a patrilineal clan structure, with lineages interrelated through marriage 

and kinship ties (UNICEF, 2020).  
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Figure 6. Map of Ethiopia 

 

The pastoralist lifestyle presents challenges for implementing programming 

that requires a trained group leader and ongoing sessions with adolescents. Identifying 

local mentors with sufficient educational backgrounds, arranging transportation to 

remote program locations (especially in the context of ongoing clan and ethnic 

conflicts), and gathering adolescents engaged in animal herding for club meetings 

compound these implementation challenges. Program implementation is further 

hindered by limitations in language and translation due to the use of multiple dialects 

in a small geographic area (Pathfinder International, 2020a). The distinctive cultural 

context in Afar makes it necessary to engage community gatekeepers, particularly 

clan and religious leaders, prior to implementing the program.  
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3.1.2 Intervention 

“Act With Her” (AWH) was built on the foundations of the “Her Spaces” 

program in Ethiopia, a safe spaces program for girls aged 11–13 designed to help 

adolescents build skills and a supportive network to navigate the transition to 

adulthood.3 However, AWH was designed to involve boys, parents, and communities, 

as well as girls, as a means of achieving sustained gender-norms change. Program 

activities were implemented by CARE International, in collaboration with the 

Ethiopian government. 

The primary component of AWH programming in Afar was the (single-sex) 

adolescent group meetings facilitated by older adolescent and young adult mentors. 

Mentors were initially required to have eighth-grade education and be 17–24 years 

old. However, the education requirement was later lowered to basic literacy, due to 

difficulty finding mentors in program areas (just one of the many adaptations needed 

in this extremely marginalized environment). Adolescent group meetings followed a 

curriculum covering topics such as education, puberty, and gender roles and building 

skills such as goal setting and negotiation.4 Due to the lower literacy rates in this 

population—and difficulty finding times and locations for this very mobile population 

to gather for meetings—the AWH curriculum was audio-recorded so that it could also 

be delivered by mentors or other trusted women who had migrated alongside the 

adolescent participants. The curriculum included 40 sessions for girls’ groups and 20 

 

3 Pathfinder International (2020b) provides more detail on the Her Spaces program. 
4 This curriculum is available at https://www.pathfinder.org/publications/act-with-her-

learning-series/.  
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for boys’ groups, although only some of these sessions had been completed when 

follow-up data were collected.5 

AWH also included a few parent meetings to orient parents to the curriculum 

and encourage them to support their adolescents’ education and promote more 

gender-equitable norms. In Afar, most of the participants in these meetings were 

members of the extended family (such as cousins and uncles), and 60% were male. 

Each kebele (village) held 2 or 3 parent meetings during the study period, with 

attendance ranging from 19 to 200 participants (an average of 77 per meeting). As 

well as the adolescent and parent program components, the people living in the 

intervention kebeles also received community-level interventions called social 

analysis and action (SAA), a facilitated process for community members and 

leadership to explore and challenge social norms and practices. Each kebele held 

between 2 and 5 SAA meetings, with attendance ranging from 13–50 participants per 

meeting (30 on average).  

In Afar, program implementation encountered challenges due to conflict and 

weather conditions. The groups were only part-way through activities when, in March 

2020, the government introduced public health restrictions to prevent the spread of 

COVID-19. The delayed start in Afar, interclan and inter-ethnic group violence, 

seasonal migration, holidays, and the pause in program implementation resulted in 

only part of the curriculum having been implemented prior to follow-up data 

collection. The number of sessions completed by each group ranged from 0 to 15, out 

of 40 planned sessions for girls and 20 for boys. Each group met 3.3 times on average 

(the girls 3.7 and the boys 3.0), with participation ranging from 2 to 25 individuals. 

 

5 This was largely due to the difficulty already noted in gathering adolescents to meet.  
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Only 20% of the groups met for 7 or more sessions (girls 23% and boys 17.5%). More 

detail on AWH programming can be found in Appendix D. 

3.2 Methods 

3.2.1 Experiment Design and Sample 

All 5 woredas (districts) in Hari Rasu (Zone 5) were included in the study. 

The 55 kebeles (villages) in these 5 woredas were grouped into three categories: 

unsafe for programming and data collection (0 kebeles), marginalized (36 kebeles), 

and less marginalized (19 kebeles). Marginalization status was determined by distance 

from the woreda town, plus availability of schools and health facilities. Kebele 

randomization was performed in Excel, after block randomizing on woreda- and 

kebele-marginalization status. One treatment and one control kebele were randomly 

selected from each woreda-marginalization status group, for a total of 10 treatment 

and 10 control kebeles (Hicks et al., 2019).  

Once study sites had been selected, a household listing was produced for each 

site to identify adolescents eligible for inclusion in the quantitative sample. All 

households within the predefined areas were listed in order to identify the population 

of adolescents aged 10–12.6 For the quantitative random sample, after the sample had 

been stratified by sex, a random number generator in STATA 14.1 was used for 

participant selection. For each kebele, 15 girls and 11 boys were selected from the 

census.7 If a household had multiple eligible adolescents, one was randomly selected 

for inclusion in the study. Replacement households were used in cases of refusal 

 

6 Additional detail on the census and listing can be found at Hicks et al. (2019).  
7 This is true for all except 2 kebeles, where only 13 girls were sampled.  
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(2%). Quantitative data were collected from 499 participants across the 20 kebeles for 

the baseline survey.  

For the qualitative data collection, 42 adolescents (20 male, 22 female) were 

chosen from among those randomly selected for the quantitative survey, after taking 

into consideration gender, age, disability, gender of household head, religious 

background, and marital status. In addition, 15 married adolescents, 16 adolescents 

enrolled in the AWH program, and 12 adolescents with disabilities were chosen to 

participate in focus group discussions. Fifty-six parents and adult family members of 

AWH participants who also participated in the SAA joined group interviews. AWH 

mentors, health extension workers, teachers and other community leaders were among 

the 10 key informants and 12 adult decision-makers interviewed as part of the 

qualitative sample (Table 5). 

Table 5. Qualitative Sample 

  Overall Female Male 
Nodal adolescents 42 22 20 
Married adolescents 15 10 5 
Adult decision-makers 12 - - 
AWH-E adolescents 16 8 8 
AWH-E parents and SAA 56 - - 
Adolescents with disabilities 12 6 6 
Key informants 10 - - 

 

3.2.2 Data 

The first round of data collection (the baseline survey) was conducted before 

program implementation, from January to March 2018, with 499 adolescents. A 

second round ran from December 2019 to March 2020, with 422 adolescent 

respondents (84.6% of the baseline sample). Five primary outcomes were selected 

prior to analysis based on the AWH curriculum, focusing on the sessions that had 
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been completed before follow-up data collection in most of the intervention 

communities. The first four outcomes were determined by mapping the program 

content of the first seven sessions. These indicators included “Core respondent would  

ideally like to get married at age 19 or later,”8 “Aspires to a skilled or professional job 

in the future,” “Has a source of information on puberty,” and “Knowledge of puberty 

index.” As even the presence of a female AWH mentor could influence attitudes 

toward gender roles, a fifth outcome was included to measure attitudes toward 

stereotypical gender roles, named, the index of gendered household roles, with higher 

scores indicating more equitable gender attitudes. A final impact outcome was 

constructed to capture the impact across all five outcomes. This was done by first 

mean-centering and standardizing each of the five outcomes, then creating an overall 

index using these standardized scores. We refer to this index as the “index of 

adolescent wellbeing.” More detail on the outcomes and survey questions can be 

found in Appendix E. 

Data from adolescents and their adult female caregivers were collected 

through the adolescent core respondent survey and adult female caregiver survey, 

respectively.9 The adolescent survey covers six areas—education, health, bodily 

integrity, voice and agency, economic empowerment, and psychosocial wellbeing—as 

well as AWH program evaluation questions. The caregiver survey includes questions 

on household assets, family roster, parenting, education, and violence.10  

 

8 The outcome, “Core respondent would ideally like to get married at age 19 or later” may not 
fully capture this concept in a culture where adolescents do not have control over their 
marriage partner or the timing of their marriage. The absuma (cousin) marriage system is 
strongly upheld in Afar (Jones et al., 2020).  

9 For households where a female caregiver was not available (6.5% of cases), a male 
caregiver was interviewed.  

10 The full survey instruments are available at https://www.gage.odi.org/publication/ethiopia-
round-2-survey-2019-2020/. 
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For the qualitative research, an adapted version of the Most Significant 

Change tool11 was used with adolescents and their parents and AWH mentors to 

understand the impacts of the program on participants and the social change processes 

in a community (Jones et al., 2019). Vignette exercises, with relatable stories focused 

on social cohesion, were used in focus group discussions with adolescents in single-

sex groups, divided into two age cohorts (12–14 years and 17–19 years), and in focus 

group discussions with caregivers. A semi-structured interview guide was used for 

key informant interviews. Each of the qualitative interviewers and group facilitators 

was of the same sex as the participants and spoke the participants’ primary language, 

Afar Af’.  

 

3.2.3 Estimation Strategy 

3.2.3.1 Quantitative Analysis 

The quantitative analysis used regression analysis to estimate the impact of the 

program. An ordinary least squares (OLS) model was used, and the estimated 

regression model is as follows:  

𝑦𝑖𝑐=𝛼+𝛽1𝐴𝑊𝐻𝑐+𝑋𝑐+𝑦𝑖𝑐,0+ 𝜀𝑖𝑐 

In the model, 𝑦𝑖𝑐 is the outcome for an individual i in community c, and 

AWHC is an indicator for assignment to an AWH intervention kebele. 𝑋𝑐 represents a 

vector of controls, including a set of strata indicators that were used for cluster 

randomization (woreda and marginalization status), as well as baseline values of key 

 

11 The Most Significant Change tool is used to understand what changes have occurred in 
adolescents’ lives in six key domains (economic empowerment, health, voice and agency, 
freedom from violence, education, and psychosocial well-being). Small groups of 
adolescents were asked about unexpected things that had occurred during the previous two 
years (Jones et al., 2019). 
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household measures, including household size, household head is literate, household 

asset index,12 tropical livestock units (TLUs),13 survey month indicators,14 household 

is pastoralist, and household receives benefits via the Productive Safety Net Program 

(PSNP).15 These variables are known to be associated with the outcomes of interest 

(Bidani et al., 2019; Quinlan et al., 2016) and should reduce the amount of 

unexplained variance. ANCOVA models, where baseline values for the primary 

outcomes were included in the controls, were used when the baseline value was 

available.16 Due to the unique circumstances of pastoralist populations, in addition to 

controlling for baseline characteristics, the analysis was also conducted separately for 

the 373 adolescents surveyed in the second round of data collection who came from 

pastoralist households.  

The analyses of each outcome combined male and female respondents and 

then separated the sample for analysis by sex. I formally tested whether the 

intervention effect differed between boys and girls by adding a sex-by-treatment term 

to the regression model. The standard errors, 𝜀𝑖𝑐, are clustered at the kebele level, the 

 

12 The asset index is constructed as the household decile of the predicted score from principal 
component analysis of a set of 16 common household assets in Ethiopia.  

13 Due to the large proportion of pastoralist households, a measure of assets held in livestock 
was determined using TLUs (Davies 2006; Quinlan et al., 2016). The TLU value weights 
livestock to create a composite score to represent the value of the animals, with camels and 
cattle accounting for greater weights than smaller livestock such as goats and sheep. 

14 The survey month indicator allows for the control of seasonal changes in weather and diet 
activity. 

15 The PSNP is Ethiopia’s flagship social protection program, targeting food-insecure 
households (Araya & Holden, 2018). 

16 Baseline values for desired age of marriage, source of information on puberty, and future 
job aspirations were available. Baseline values for controls were included for household 
size, household head literacy, female-headed household, ever received PSNP, pastoralist 
household, adolescent enrolled in school, multiple adolescents eligible in household, 
adolescent age, household assets, and TLUs. 
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level of randomization for AWH.17 Age- and gender-specific sampling weights were 

utilized to make the results representative of the target population in the study area. 

Additionally, exploratory analysis used session attendance up to the time of 

follow-up data collection to assess whether greater program exposure was associated 

with improved outcomes. Using program monitoring data, we constructed a sex-

specific kebele-level measure of intervention dose. In each kebele, there were 8 girls’ 

clubs and 8 boys’ clubs, and each club was intended to enroll 25 adolescents, yielding 

200 potential participants per sex in each kebele. Clubs did not all implement the 

same number of sessions by early 2020. Within a given kebele, some clubs met as 

many as 15 times, whereas others did not meet at all. For each kebele and sex, we 

summed the number of adolescents recorded as attending at each session across all 8 

clubs to calculate the total number of attendance “touchpoints” achieved by follow-

up. This sex-specific kebele total ranged from 109 to 817 touchpoints. Because 

individual-level attendance data were not available, we divided the total touchpoints 

by 200 (8 clubs × 25 adolescents) to estimate the average number of AWH sessions 

attended per adolescent in that kebele-sex group. This measure reflects average 

cumulative exposure to the program within the kebele rather than individual 

attendance and ranged from 0.55 to 4.09 sessions. Under a best-case implementation 

scenario by follow-up, in which all 8 clubs enrolled 25 adolescents and each club 

completed 15 sessions, the total would have been 3,000 touchpoints, corresponding to 

an average of 15 sessions per adolescent. The relatively low observed exposure 

appears to reflect incomplete implementation across clubs within a kebele, often 

because only 3–4 of the 8 clubs had met at all by the time of follow-up, rather than 

 

17 We also duplicated this analysis using bootstrapped standard errors. There were 
qualitatively no differences in the outcomes. 
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only low attendance within active clubs. Adolescents in control communities were 

assigned a value of 0 for intervention dose. For this specification, the independent 

variable in each regression is the average number of sessions attended by each 

adolescent in the kebele by sex. Adolescents in control communities were assigned 0 

for the dose of the intervention.  

 

3.2.3.2 Qualitative Analysis 

After data collection, findings from interviews and group tools were 

transcribed and translated by a speaker of Afar af. Transcripts were coded using 

MAXQDA, a qualitative analysis software, using a codebook developed around the 

Gender and Adolescence: Global Evidence (GAGE) program’s conceptual framework 

(GAGE, 2019) and the outcomes for this study. The coding process was carried out 

by a team who assured its quality and consistency by double coding sections of the 

transcripts and engaging in regular debriefs (GAGE, 2019). For the mixed-methods 

analysis, an iterative process was used, linking the findings from the qualitative data 

to gain an understanding of and insights into the underlying social dynamics revealed 

by the quantitative findings. In the Results section (which follows), quotes are used 

for illustrative purposes and to provide additional insights into the quantitative 

findings. 

3.2.4 Ethical Approval 

Ethical approvals were obtained from the George Washington University 

Committee on Human Research, Institutional Review Board (071721), the Overseas 

Development Institute Research Ethics Committee (02438), and the Addis Ababa 

University, College of Health Sciences Institutional Review Board (113/17/Ext). 
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3.3 Results 

3.3.1 Attrition 

Of the 499 adolescents surveyed at baseline, 82.4% (n=411) were successfully 

tracked and surveyed during the follow-up round of data collection. Given the 

migratory nature of the population, some attrition was expected, and the level was 

similar to other studies with pastoralist populations in East Africa and the Horn of 

Africa (Austrian et al., 2022; Kirui et al., 2022). Findings indicate that there was no 

overall differential attrition by treatment status, suggesting internal validity (see Table 

6, column 1).  

 

Table 6. Attrition Analysis 

     

 

Dependent variable: =1 if surveyed in both 
rounds 

  (1)  (2)  (3)  (4)  
=1 if AWH-E kebele 0.026 -0.008 0.009 -0.028 
  (0.034) (0.025) (0.036) (0.027) 
Baseline controls interacted with 
treatment? NO YES NO YES 

p-value on joint F-test for treatment 
interactions n/a 0.029 n/a 0.007 
Mean in control group 0.808 0.808 0.808 0.808 
Number of observations 499 499 467 467 
Notes: OLS regressions with standard errors in parentheses. Standard errors are clustered at 
the kebele level. Regressions utilize sample weights to make results representative of the 
target population. All regressions control for multiple eligible adolescents in the household 
and the randomization blocks. Columns 1 and 2 include the full sample. Columns 3 and 4 
show pastoralist only. Columns 2 and 4 include standardized baseline values for household 
size, household head literacy, female-headed household, ever received PSNP, household is 
pastoralist (column 2 only), enrolled in school, adolescent age, household assets, and tropical 
livestock units and interacts each of these the standardized baseline controls with treatment 
status.  
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We do, however, see some evidence of differential attrition based on baseline 

characteristics (see Table 6, column 2). Findings from the joint F-test of the 

interaction between baseline characteristics and treatment status indicate differential 

attrition between the control and intervention groups for these baseline characteristics 

(p=0.029). Attrition was higher among those who were pastoralist18 and those who 

had fewer assets. To address this potential threat to internal validity, the impact 

analysis was repeated for the 394 adolescents who were pastoralist. Differential 

attrition by baseline characteristic remains for this subgroup (p=0.007; see Table 6, 

column 4) and is largely driven by household assets, which we control for in the 

regressions. This should be kept in mind when interpreting results. 

3.3.2 Quantitative Baseline Sample and Balance 

Tables 7 and 8 below show the means and standard deviations for three 

household-level and seven individual-level baseline characteristics, respectively. 

Average household size was 6.2 people, and 6.8% of household heads were literate. 

Most participants (92.9%) were from pastoralist households. At baseline, the mean 

age for participants was almost 11 years old, and 68% of girls and 58.8% of boys 

were enrolled in school during the most recent session. The girls had an average of 

2.7 years of formal education, while the boys had 2.2 years. For all baseline 

characteristics, the intervention and control groups had similar values, and there were 

no statistically significant differences between the two groups (p<0.05), indicating 

that the study was well balanced at baseline.  

 

 

18 “Pastoralist” was defined as participating in livestock-raising at baseline.  
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Table 7. Descriptive Statistics of Baseline Characteristics, by Treatment Status: Household-Level 
Variables 

 
  Mean (s.d.) 

 (1) (2) (3) (4) 

  Full Sample 
(n=411) 

AWH-E 
(n=205) 

Control 
(n=206)  p-value  

Household size 6.170 6.055 6.266 0.313 
 (1.837) (1.907) (1.711)   

Household head literate 0.068 0.105 0.058 0.195 
 (0.252) (0.308) (0.234)   

Female-headed HH (1=yes; 
0=no) 

0.226 0.258 0.194 0.125 
 (0.419) (0.438) (0.396)   

Household currently receiving 
PSNP benefits (1=yes; 0=no) 

0.372 0.333 0.380 0.211 
(0.484) (0.472) (0.487)   

Pastoralist household (1= yes; 
0=no) 

0.929 0.857 0.981 0.072 
(0.256) (0.351) (0.138)   

Total number of household 
assets  

1.701 2.834 1.152 0.061 
(2.790) (4.554) (1.363)   

Tropical livestock units 9.793 9.006 9.126 0.885 
(10.439) (10.516) (9.020)   

Notes: Baseline balance is restricted to the panel sample. Differences between intervention 
and control arms are indicated with p-values from OLS regressions clustered at the kebele 
level to test baseline balance. The number of household assets was calculated as sum of 
the number of beds, refrigerators, cell phones, landline phones, radios, televisions, 
bicycles, motorbike, cars, watches, solar panels, tables, chairs, plows, and sofas. Asset 
scores ranged from 0–30. Tropical livestock units (TLUs) were calculated as a weighted 
number of livestock, including camels, cattle, sheep, and goats. TLU scores ranged from 0 
to 72. The Productive Safety Net Program (PSNP) is a social protection safety net program 
implemented by the Government of Ethiopia, targeting food-insecure households. 
Households with labor capacity are provided with food in exchange for community work, 
while labor-constrained households receive direct cash support. 
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Table 8. Descriptive Statistics of Baseline Characteristics, by Treatment Status: Individual-Level Variables 

    Mean (s.d.) 
  Full Sample AWH-E Control  Overall Girls Boys 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (11) (12) (13) 
Overall 
(n=411) 

Girls 
(n=241) 

Boys 
(n=170) 

Overall 
(n=205) 

Girls 
(n=120) 

Boys  
(n=85) 

Overall 
(n=206) 

Girls 
(n=121) 

Boys  
(n=85) 

P-
value 

P-
value 

P-
value 

Age of adolescent in 
years 

10.842 10.876 10.794 10.81 10.792 10.835 10.873 10.959 10.753 0.183 0.146 0.384 
(0.895) (0.927) (0.849) (0.890) (0.925) (0.842)  0.902 (0.926) (0.858)       

Enrolled in school 
during most recent 
session (1=yes; 0=no) 

0.632 0.680 0.588 0.644 0.650 0.635 0.641 0.711 0.541 0.959 0.599 0.316 

(0.480) (0.467) (0.494) (0.480) (.4789) (0.484) 0.481 (0.455) (0.501)       

Adolescent education 
(in years, among 
enrolled, KG=1 year) 

2.472 2.672 2.188 2.420 2.375 2.482 2.524 2.967 1.894 0.792 0.186 0.109 

 (2.084)  (2.095)  (2.041)  (2.024) ( 1.988) (2.085) 2.145 (2.164) (1.964)       

Notes: Baseline balance is restricted to the panel sample. Baseline balance between intervention and control arms is assessed in columns (11)-
(13), with p-values from ordinary least squares regressions of the characteristics regressed on a treatment indicators and standard errors clustered 
at the kebele level.  
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3.4 Findings 

We first summarize key quantitative findings across the primary outcomes, 

before turning to the qualitative data to further unpack our results. 

3.4.1 Wellbeing Index 

We start with our overall index. Although there were no impacts on the 

wellbeing index for the overall sample, our results show a 0.194 standard deviation 

improvement for girls (p=0.037; Table 9, Panel B), with similar but slightly larger 

impacts among girls from pastoralist households (0.215 standard deviations, p=0.040; 

Table 10, Panel B). We find no evidence of an impact on boys. There is evidence of 

an intervention effect among girls in the stratified analysis, but there is no statistical 

evidence that the intervention effect differs between girls and boys, because the 

interaction test was not significant.  
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Table 9. Program Impact 

 

 Dependent variable 

 (1) (2) (3) (4) (5) (6) 

 

Overall program 
impact 
(standardized)  

Adolescent would 
like to get married 
at age 19 or later 
(among 
unmarried) 

Adolescent aspires 
for a skilled or 
professional job in 
the future  

Adolescent has a 
source of 
information about 
puberty 

Index of puberty 
knowledge  
(0–4)  

Index on Gender 
Household Roles  
(0–3) 

Panel A: Overall impact             
Treatment group indicator 0.092 -0.054 0.008 0.020 0.085 0.205** 
Standard error (0.069) (0.044) (0.037) (0.052) (0.076) (0.076) 
Mean in control group   0.000 0.402 0.544 0.532 2.156 1.253 
Mean in control group at baseline n/a 0.549 0.716 0.554 n/a n/a 
Panel B: Program impact on girls             
Treatment group indicator 0.194** -0.065 0.054 -0.018 0.127 0.345*** 
Standard error (0.086) (0.042) (0.038) (0.058) (0.116) (0.095) 
Mean in control group   0.000 0.296 0.455 0.540 2.348 1.177 
Mean in control group at baseline n/a 0.402 0.701 0.558 n/a n/a 
Panel C: Program impact on boys             
Treatment group indicator -0.054 -0.040 -0.037 0.049 -0.032 0.018 
Standard error (0.107) (0.066) (0.055) (0.061) (0.132) (0.105) 
Mean in control group   0.000 0.495 0.625 0.525 1.980 1.321 
Mean in control group at baseline n/a 0.680 0.729 0.550 n/a n/a 
Notes: OLS regressions include an indicator for baseline controls: household size, household head literacy, female-headed household, ever received PSNP, household is 
pastoralist, enrolled in school, and multiple adolescents eligible in household, adolescent age, household assets, tropical livestock units, survey month and sampling strata. The 
regression for the outcomes in Panels A–C also control for baseline values of the outcome. Standard errors are clustered at the kebele level and regressions include sample 
weights to make results representative of full sample.  Sample sizes vary between indicators from 392–402 for the overall sample, 227–235 for girls, and 165–167 for boys. 
Parameter estimates are statistically different from zero at 99% (***), 95% (**), and 90% (*) confidence.  
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Table 10. Program Impact on Pastoralist Adolescents 
 

 Dependent variable 

 
(1) (2) (3) (4) (5) (6) 

  

Overall wellbeing 
index (standardized)  

Adolescent would 
like to get married 
at age 19 or later 
(among unmarried) 

Adolescent aspires 
for a skilled or 
professional job in 
the future  

Adolescent has a 
source of 
information about 
puberty 

 Index of puberty 
knowledge  
(0-4)  

Index on Gender 
Household Roles  
(0-3) 

Panel A: Overall impact on pastoralist            

Treatment group indicator 0.072 -0.080** 0.007 0.021 0.114 0.191** 
Standard error (0.074) (0.038) (0.041) (0.052) (0.082) (0.079) 

Mean in control group   0.000 0.402 0.535 0.536 2.139 1.251 

Mean in control group at baseline n/a 0.553 0.717 0.548 n/a n/a 

Panel B: Program impact on pastoralist girls           

Treatment group indicator 0.215** -0.080* 0.063** -0.105* -0.028 0.355*** 

Standard error (0.097) (0.042) (0.030) (0.054) (0.058) (0.104) 

Mean in control group   0.000 0.304 0.441 0.540 2.332 1.168 

Mean in control group at baseline n/a 0.412 0.707 0.553 n/a n/a 

Panel C: Program impact on pastoralist boys           

Treatment group indicator -0.084 -0.032 -0.059 0.049 -0.043 -0.020 

Standard error (0.114) (0.060) (0.062) (0.065) (0.147) (0.103) 

Mean in control group   0.000 0.488 0.619 0.533 1.965 1.326 

Mean in control group at baseline n/a 0.675 0.726 0.544 n/a n/a 
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Notes: OLS regressions include an indicator for baseline controls: household size, household head literacy, female-headed household, ever received PSNP, household is 
pastoralist, enrolled in school, and multiple adolescents eligible in household, adolescent age, household assets, tropical livestock units, survey month and sampling strata. The 
regression for the outcomes in panels A-C also control for baseline values of the outcome. Standard errors are clustered at the kebele/enumeration area level and regressions 
include sample weights to make results representative of full sample. Sample sizes vary between indicators, with a total of 382 pastoralists total, from 264-373 for the overall 
sample, 211-218 for girls, and 153-155 for boys. Parameter estimates are statistically different from zero at 99% (***), 95% (**), and 90% (*) confidence.  
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3.4.2 Ideal Age at Marriage 

Among those who were not married at the time of data collection (97% of girls 

and 100% of boys), 40.2% of adolescents in the control group responded that they would 

ideally like to get married at age 19 or later. As expected, a lower proportion of girls than 

boys wanted to marry later (29.6% and 49.5% respectively). There were no significant 

differences between treatment and control groups for girls, boys, or the combined sample, 

though the coefficients were all negative and large (Table 9), suggesting that the 

intervention may influence adolescents to want to marry earlier or decrease their 

perceived influence over their age at marriage. Among the pastoralist population, 

adolescent girls in the intervention communities were 8 percentage points less likely to 

want to get married at age 19 or older compared to those in the control communities 

(p=0.046), with no significant relationship for boys (see Table 10).  

The trend data in the control group gives valuable insights into the marriage 

norms and ideals in each community. Among adolescents in control communities, at 

baseline, 54.9% ideally wanted to marry at age 19 or later. This dropped to 40.2% in the 

second round of data collection (two years later). This trend was present for both girls 

(40.2% to 29.6%) and boys (68.0% to 49.5%). It may be that as the adolescents became 

closer to marriage age and saw more of their near-peers and older siblings marry, their 

aspirations changed. In the survey, after they had stated their ideal age for marriage, 

adolescents were asked, “Why do you think this is a good age to be married?” Among 

girls who wanted to marry at age 19 or older, 36% responded that they would have 

completed the desired schooling by this point, compared to just 13% of the girls who had 

stated that they wanted to marry at age 18 or younger. Among the girls who wanted to 
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marry before they were 18, 62% responded that this was a good age to get married 

because everyone marries by that age. As young people transition from childhood to 

adulthood, the realities of a younger marriage age seem to be more evident.  

Turning to the qualitative data, during the in-depth interviews and focus group 

discussions, adolescents and their parents described cultural norms around marriage and 

the importance of the absuma (cousin) marriage system in Afar. They explained that this 

system requires families to arrange marriage for their children (especially their daughters) 

while they are still young in order to maintain ties between and within families and clans. 

Most adolescent girls reported having no say in their marriage, and those who were 

married had often not been informed about the marriage plans. During a focus group 

discussion among unmarried female adolescents, when asked if they could refuse a 

marriage arranged by their family, one girl (aged 14) stated that, if they refused, “we will 

be beaten and sent to the husband’s house.” When asked about her role in the marriage 

decision, another girl (aged 13, married at age 12) stated, “It was my father’s decision… I 

was not told about it.” 

During in-depth interviews with fathers of adolescents, some expressed concern 

about allowing their daughters to stay in school and unmarried past the time of maturity. 

When asked what would happen if a girl did not agree to an arranged marriage, one father 

stated, “If they continue their education and reach at higher grade level, they would 

underestimate their culture and could [become] detached from the community.” Some 

fathers did support sending their daughters to school until marriage, but they focused on 

how education could support the girls’ future roles as wives and mothers. One father 



  

81 

stated, “If she has education, she can develop a respectful character to her husband and 

would be respectful to her culture.”  

Adolescents expressed their desire to follow cultural norms and marry their 

absuma, supporting the quantitative findings that the AWH intervention may decrease 

their sense of influence over their future marriage. Despite strong social pressures to 

marry before age 18 (evident in both the qualitative and quantitative findings), a minority 

of unmarried girls expressed a desire to complete their schooling, marry later, move to an 

urban area, and remain unmarried. One girl (aged 15), after explaining that she would not 

marry until her elder sister had married, said she was happy about this because “I could 

be free if I am not married. Otherwise, you could be under the control of your husband. It 

gives freedom.” These limited examples may point to incremental changes in Afari 

culture and norms for adolescent girls to which the AWH intervention contributed.  

3.4.3 Job Aspirations 

At follow-up, 53.5% of adolescents in the control group stated that they aspired to 

a skilled or professional job in the future. Among control communities, more boys 

(62.5%) than girls (45.5%) aspired to a professional job, but there were no significant 

differences between the intervention and control communities (see Table 9, column 3). 

For girls in pastoralist households, however, AWH increased aspirations for a skilled or 

professional job by 6.3 percentage points, compared to the control (p=0.046; see Table 

10), but there was nonetheless a rapidly declining trend (discussed below). There was no 

significant relationship for boys.  

Data from the control group show that, between baseline and follow-up, there was 

a large and significant decrease in the number of adolescents who aspired to a skilled or 
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professional job. This decrease was more evident among girls, where 70.1% aspired to a 

skilled or professional job at baseline, falling to 45.5% just 2 years later. For boys, the 

decrease was less dramatic (72.9% to 62.5%). This trend may reflect adolescents’ 

growing understanding of the educational requirements for professional work—and the 

realities of the opportunities open to them—as they aged. It also highlights that early 

adolescence is a key stage for intervention to provide support for continued schooling and 

skills-building that could lead to professional employment.  

The qualitative data provide some additional context to the quantitative findings 

on adolescents’ aspirations. During the interviews, the adolescents shared a broad range 

of aspirations. Some expressed interest in herding cattle and following cultural 

expectations, whereas others mentioned pursuing skilled and professional jobs (as 

teachers, health workers, or government workers). This diversity of responses reflects the 

downward trend in professional employment aspirations observed between baseline and 

follow-up, as the adolescents were obliged to negotiate the social and economic pressures 

involved in taking on adult roles, principally involving a pastoralist livelihood and 

marriage. 

Those adolescents who did still aspire to a professional job underscored the 

importance of education in helping them achieve their goals, with one 15-year-old 

married girl stating, “Any education is important. It would also be good for me if I 

become a health worker.” A 17-year-old married girl (who had left school) expressed 

regret about her truncated education pathway, saying that she still wanted to finish school 

and get a professional job: “I wish I could finish school until [grade] 12 and go to college. 
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Then after completing school, I could have gotten married by my own choice. I could 

have lived in the city. I wish I could have been a teacher.”  

Among those who aspired to a professional job, many cited as motivations a 

desire to help their parents and community and earn a good salary. One 12-year-old 

unmarried girl said, “I want to become a health expert, and I want to help my parents and 

elderly people in our place.” A 19-year-old unmarried male stated, “I want to pursue my 

education. I want to construct a big house, and I want to have a farm. I want to benefit 

from education and from my farm.” 

Some adolescents, despite an interest in education and future careers, did not wish 

to continue their education or pursue a professional or skilled job. Rather, they 

envisioned a traditional pastoral and home-keeping future, with some girls expressing an 

interest in having children. One 17-year-old unmarried girl stated that she wanted nine 

children because “they will help me with the house chores. They will help me in fetching 

water, bring and collect wood, or any chore in the house.” Others shared a desire to take 

care of animals, with a 16-year-old unmarried girl saying, “I like to work with animals. 

Keeping animals is good for me.” One 18-year-old unmarried male stated, “I don’t want 

to learn after this time, because my animals need me and I need my animals, so I prefer to 

keep my animals than to learn.”  

The qualitative findings support the mixed results from the quantitative analysis, 

pointing to the need to tailor discussions on education and future work in the AWH 

curriculum to local realities.  
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3.4.4 Puberty 

At follow-up, 53.2% of the adolescents in the control group stated that they had a 

source of information on puberty (54% of the girls and 52.5% of the boys). Table 9, 

column 5, shows no significant difference between the intervention and control groups.  

The adolescents who stated that they did have a source of information on puberty 

were asked about that source. This revealed some interesting differences between 

baseline and follow-up. At baseline, almost half of the sample said their mother or father 

was their source of information; by follow-up, this response had dropped to 15%, with 

responses shifting predominately to friends and (to a lesser degree) schools and teachers. 

This trend points to the importance of additional sources of information on puberty for 

children as they transition into adolescence.  

Scores on the index of puberty knowledge ranged from 0–4, with girls in the 

control group scoring an average of 2.3 at follow-up and boys scoring 2.0. There were no 

differences between the intervention and control groups.19 The lack of significant 

differences here may point to the low number of sessions in most groups, as the initial 

sessions focused more on aspirations and less on puberty. 

In the qualitative interviews, there was minimal discussion of puberty knowledge. 

The girls explained that only females talk about menstruation, and they typically learned 

about it from their older sisters or “just knew” about it. Another girl shared that 

adolescents typically learn by talking with their friends. One young adolescent who had 

recently reached menarche explained that she learned about menstruation and sanitary 

 

19 These questions were not asked at baseline, so we are unable to discuss trends. 
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pads during the AWH sessions. Another adolescent (in a focus group with 10–14-year-

old boys) recalled learning about puberty in AWH sessions:  

They taught us what changes will occur to children’s physical appearance and also 
thinking when children grow up to adolescent hood. They taught us the physical 
changes that appear… They explained [to] us some of those physical changes 
[that] appear on children when they grow up. 
The lack of discussion around puberty and menstruation may explain the null 

findings for the outcomes related to sources of information about puberty and puberty 

knowledge. The lack of program impact for these outcomes may have been due to the 

discomfort that adolescents and/or their mentors felt about discussing these topics.  

3.4.5 Index of Attitudes Toward Gender Roles 

Girls in the intervention group scored 29% higher than girls in the control group 

on the index on gendered household roles (p=0.002). Specifically, in the AWH 

communities, girls scored 0.345 points higher on the three-item index than the control 

group mean of 1.177 (p=0.002). For boys, there was no significant difference between the 

intervention and control groups (-0.020, p= 0.865). There is evidence of an intervention 

effect among girls in the stratified analysis, but there is no statistical evidence that the 

intervention effect differs between girls and boys, because the interaction test was not 

significant.  

The individual questions that comprise this index provide insights into these 

findings. In the full sample, there was agreement from most boys (77.7%) and girls 

(83.0%) that women should have the same opportunities to work outside the home as 

men. However, only 45.0% of boys and 41.1% of girls disagreed with the statement that 

“Women who participate in politics or leadership cannot also be good wives or mothers.” 
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Additionally, just 14.0% of boys and 9.1% of girls disagreed with the statement that “A 

woman’s most important role is to take care of her home and cook for her family.”  

The large, positive, and significant impact of AWH on the index on household 

gender roles for girls and the combined groups points to the role of the intervention in 

shifting gender norms among adolescents in the intervention communities. Afari culture 

presents limited opportunities for young women to work outside the home and live away 

from their families. The participants’ views about household gender roles may have been 

influenced by observing their mentors working in the intervention communities, 

suggesting that female role models can model alternative opportunities for young people.   

There was some discussion of gender roles in the qualitative data, especially 

among the adolescents. One parent reported that they had seen changes in their children’s 

behavior regarding gendered tasks in the home, stating, “We have witnessed the changes 

in the behavior of the children. Because they learned in the same place, the changes are 

similar.” Discussing the content covered during group sessions, one AWH mentor (a 19-

year-old female) explained that there was a mixed reception in terms of accepting equal 

gender roles in the household:  

There are students who would accept the idea. There are also students who are 
skeptical about it. They say it would be fine to help girls, but they insist that it is 
considered taboo in the community to help girls and women. The community 
would say, they said, “leave him!” “He is an effeminate!” One of the students told 
us once “there was a boy who was assaulted on the order of elders” because he 
helped a girl fetching water on donkey-back. Thus, there is a trend built into the 
community that women should do everything, like fetching water and carrying her 
child on her back. Men would do nothing but just sit at home and wait for her or 
may chew khat.  
 

The mixed qualitative findings on gender roles do not fully align with the large, 

positive, and significant impact of AWH on the index of household gender roles for girls 
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and the combined groups found in the quantitative data. The authors hypothesize that this 

may be due to some initial improvement in this area, while the qualitative data 

highlighted room for improvement.  

3.4.6 Role of Attendance 

To evaluate the role of the dose of exposure to the intervention, monitoring 

attendance data were used to determine the total number of sessions held in a given 

community and the number of adolescents attending each session, by sex. For the overall 

sample, each additional touchpoint in the community was associated with a 0.152 

standard deviation increase in program impact (p=0.005; Table 11), with similar effects 

for boys and girls. For boys, we see that each additional touchpoint attended was 

associated with a 5.6 percentage point increase in aspiring to a skilled or professional job 

(p=0.094). There was no such association for girls. The number of AWH touchpoints was 

associated with significant increases in the index of puberty knowledge for girls (0.182 

standard deviations, p=0.050). For girls, there was also a significant relationship between 

the number of touchpoints and the gendered household roles index. Each additional 

program touchpoint resulted in a 0.249-point increase on the three-point index (over a 

mean in the control group of 1.78, p=0.002). There was no relationship between the 

average number of program touchpoints and scores on the index for boys or for the 

combined group. Two indicators—“Adolescents desiring to get married at age 19 or 

later” and “Adolescents having a source of information on puberty”—were not impacted 

by the number of AWH sessions touchpoints in the community (see Table 11, “Impact of 

average ‘Act With Her’ sessions attended”). Findings for the pastoralist sample were 

similar to those of the full sample (results available upon request).  
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Table 11. Impact of Average “Act With Her” Sessions Attended 

   

 Overall Girls Boys 

 b/se b/se b/se 
Overall wellbeing index (standardized)  0.152*** 0.140** 0.117** 

(0.047) (0.059) (0.054) 

Mean in control group -0.189 -0.221 0.028 

Adolescent would like to get married at age 19 or later 
(among unmarried) 

0.011 -0.041 0.049 

(0.026) (0.036) (0.062) 

Mean in control group 0.402 0.296 0.495 

Adolescent aspires for a skilled or professional job in 
the future  

-0.008 -0.023 0.056* 

(0.023) (0.034) (0.032) 

Mean in control group 0.544 0.455 0.625 

Adolescent has a source of information about puberty 

0.066 0.038 0.016 

(0.040) (0.048) (0.065) 

Mean in control group 0.532 0.540 0.525 
Index of puberty knowledge (0-4)  0.214** 0.182* 0.044 

(0.098) (0.088) (0.169) 

Mean in control group 2.156 2.348 1.980 
Index on Gender Household Roles (0-3) 0.048 0.249*** 0.005 

(0.106) (0.068) (0.082) 

Mean in control group 1.253 1.177 1.321 

Notes: The independent variable in each OLS regression is the average number of session touchpoints 
in the kebele (enumeration area), by sex. This ranged from 0.55 to 4.09 sessions. Adolescents in 
control communities were assigned 0 for the dose of the intervention. Models include an indicator for 
baseline controls: household size, household head literacy, female-headed household, ever received 
PSNP, household is pastoralist, enrolled in school, multiple adolescents eligible in household, 
adolescent age, household assets, tropical livestock units, survey month, and sampling strata. The 
regression for the outcomes in Panels A–C also control for baseline values of the outcome. Standard 
errors are clustered at the kebele/enumeration area level and regressions include sample weights to 
make results representative of full sample. Sample sizes vary between indicators from 392–402 for the 
overall sample, 227–235 for girls, and 165–167 for boys. Parameter estimates are statistically different 
from zero at 99% (***), 95% (**), and 90% (*) confidence.  
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3.5 Discussion 

These findings provide critical evidence which may offer useful lessons for the 

implementation and impacts of life-skills programming among very young adolescents in 

LMICs. There were positive impacts on the overall standardized index for girls, with 

strong impacts on gendered household roles, and stronger impacts for pastoralist 

populations compared to the overall sample. A 0.2 standard deviation improvement in 

outcomes for girls is modest but broadly consistent with impacts observed in similar 

adolescent empowerment programs in low-resource settings. For example, interventions 

like Girl Empower in post-conflict Liberia (Özler et al., 2020) and the BRAC 

Empowerment and Livelihood for Adolescents (ELA) program in Uganda (Bandiera et 

al., 2012) report effect sizes in the 0.2–0.3 standard deviation range across gender 

attitudes, life skills, and norms around marriage and childbearing. Given the 

implementation constraints and relatively low average exposure for girls (3.7 sessions), a 

0.2 standard deviation change in this study appears promising and aligned with the 

broader evidence base. For boys, however, there were no overall impacts. Quantitative 

findings also indicate that more intense programming is associated with better outcomes 

for boys and girls alike. These findings suggest that programming in pastoralist areas can 

change outcomes for adolescents, highlighting the need for appropriate adaptation of 

program materials to ensure that they are culturally relevant. 

This study has several important limitations. First, at the time of follow-up data 

collection, program implementation was incomplete due to the COVID-19 pandemic and 

security issues in the study sites. Second, working in a remote pastoralist area with deeply 

entrenched social norms was highly challenging for the program implementers. The 
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program was unable to recruit sufficient female mentors from the communities; and it 

was difficult to ensure that mentors were from the same clan as participants, which would 

have increased buy-in from the community.  

Third, social desirability bias may have influenced the findings, potentially 

obscuring both true program effects and baseline conditions. First, because the data were 

self-reported and collected by individuals from outside the community, respondents may 

have tailored their answers to align with what they perceived as socially acceptable or 

expected. This could have led to inflated reporting of gender-equitable attitudes, 

particularly among adolescents who had already been exposed to program content 

promoting these ideas and may have wanted to provide the “correct” answer. Similarly, 

when discussing future aspirations, such as ideal jobs, participants may have named 

occupations they believed would be viewed as impressive by outsiders. Responses around 

ideal age of marriage may also have been shaped by perceptions of what a socially 

approved path looks like, whether defined by local norms or external perspectives. 

Importantly, social desirability bias may have operated in multiple directions. 

Some participants may have responded in ways that reinforced prevailing cultural norms, 

while others may have adjusted their answers to align with what they understood to be 

more globally or externally valued perspectives. In qualitative group settings, both 

adolescents and adults may have been further influenced by peer dynamics, either 

emphasizing conformity to community norms or expressing aspirations that are socially 

favored. Several steps were taken to mitigate these risks. These included using local 

language, matching interviewers and respondents by sex, and incorporating follow-up 

questions in quantitative surveys (for example, asking why a particular age was 
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considered ideal for marriage). Additionally, the qualitative data captured a wide range of 

perspectives, including both norm-aligned and more divergent views, suggesting that 

participants did not uniformly provide socially desirable responses. 

Finally, monitoring and attendance data from the adolescent group sessions were 

not available, which meant that treatment on the treated analysis was not feasible. Despite 

this limitation, the available monitoring data were used to determine the average number 

of sessions held per group, providing insights into the program’s impact on those 

communities that received more substantive programming.  

The positive impacts of this pilot study are encouraging, particularly given the 

implementation challenges faced. But it is important to note that many of these impacts 

have very low overall means and downward time trends. Further research is needed to 

clarify the curriculum adaptations required to ensure maximum impact when supporting 

adolescents whose cultural context is one of deeply entrenched gendered roles and rites 

of passage such as child marriage and FGM/C. Exploring the role of adolescent and 

community programming in such communities, with strong traditional and arranged-

marriage practices, is essential to help empower young people within the realities of their 

daily lives.  

The COVID-19 pandemic and the ongoing political and ethnic violence in 

Ethiopia make interventions for adolescents in rural and pastoralist areas even more 

challenging, but they remain vital. This study demonstrates that programming with 

pastoralist adolescents is possible, allowing communities to retain their way of life while 

also empowering young people, particularly girls. When they understand the unique 

challenges of working with remote pastoralist populations, policymakers and program 
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implementers can allocate additional resources and apply multi-component and 

innovative approaches to support the wellbeing of the most underserved adolescents.  

 

 

  



  

93 

4 Chapter 4: Conclusions and Recommendations 

4.1 Summary of Findings 

This dissertation brings together two complementary studies examining the 

impact of multi-component community- and school-based club interventions on 

adolescent health and wellbeing in LMICs. The focus is on how effects vary across 

contexts and program designs. Together, the findings highlight that positive program 

impacts depend not only on intervention content, but also on the dose, the delivery, the 

alignment between the intervention components and outcomes, and the broader socio-

ecological setting shaping the lives of the adolescents. This final chapter synthesizes the 

findings from the two manuscripts and identifies the implications for programs, policy, 

and future research.  

4.2 “Act with Her” Trial Findings in the Systematic Review 

The AWH trial meets the inclusion criteria for the systematic review, and the 

outcomes map onto the review’s domains (see Table 12).  
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Table 12. “Act with Her” Trial Findings in the Context of the Systematic Review 

 

Category Domain / Modifier Measure(s) / Classification Notes 

Outcome 
(domain) Health 

1). Index of puberty 
knowledge 

  
2). Adolescent has a source of 
information about puberty 

Outcome 
(domain) Gender 

1) Index on Gender Household 
Roles 

  2) Adolescent would like to 
get married at age 19 or later 
(among unmarried) 

Outcome 
(domain) Economic Aspires for a skilled or 

professional job in the future   

Outcome 
modifier 

Intervention 
intensity High-intensity programming Delivery dose varied across sites due to 

implementation disruptions. 

Outcome 
modifier 

Supplemental 
programming 

Included family/caregiving + 
community-level components 

AWH included both family and 
caregiving programming and 
community-level components. 

Outcome 
modifier 

Connection to 
formal education 
system 

No connection 

Mentors were not teachers; 
implementation did not rely on schools. 
Some meeting venues included schools 
in some locations, but this was not 
consistent. 

Outcome 
modifier 

Programming for 
boys or men 

Yes, parallel programming for 
boys 

Included parallel programming for boys, 
in addition to programming for girls. 

 

The findings from AWH in Afar align with a key pattern identified in the 

systematic review: namely, gender-related outcomes are more likely to show detectable 

improvements when assessed through attitudes and perceptions, especially in programs 
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that address social norms and role models. The positive results among girls on the 

gendered household roles index likely reflect the short-term responsiveness of attitudinal 

measures. In contrast, changes in behavior and experience often unfold more slowly and 

may require longer follow-up to observe. As well as providing the impact estimates, the 

evaluation of AWH contributes evidence from a remote pastoralist setting and 

demonstrates implementation feasibility. The AWH paper appears to be unique in 

providing findings from adolescent pastoralist populations. While the review covers other 

at-risk/vulnerable and hard-to-reach adolescents, such as refugee and conflict-affected 

youth (Panter-Brick et al., 2018; Stark et al., 2018; Corboz et al., 2019), orphaned and 

HIV-affected children/adolescents (Li et al., 2017; Thurman et al., 2016; Ssewamala et 

al., 2021), youth in informal urban settlements (Renzaho et al., 2022), young married 

girls and their households (Erulkar & Tamrat, 2014; Shai et al., 2020; Boyce et al., 2025), 

and adolescents in very rural settings (Sandøy et al., 2024; Chzhen et al., 2021; Burke et 

al., 2019), insights focused specifically on pastoralist adolescents is lacking. 

4.3 Contributions to Understanding of Contextual Modifiers  

This dissertation helps to identify the outcomes that demonstrate positive effects 

across different implementation conditions. Perhaps not surprisingly, the findings show 

that aligning program components with outcomes of interest results in a greater impact. 

For example, interventions with economic components tend to exert stronger effects on 

economic outcomes. One example from the systematic review is the Bridges program for 

families affected by HIV, which offered matched savings at a rate of 1:1 or 2:1, 

depending on the study arm. Both arms reported increased savings and reduced food 

insecurity, alongside other positive impacts (Ssewamala et al., 2021). Similar patterns 
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emerge for health outcomes. When programs include explicit service linkages, 

improvements in health indicators are more likely. For example, the Determined Resilient 

Empowered AIDS-Free, Mentored, and Safe Women (DREAMS) program in Zambia 

combined educational components with strengthened connections to health facilitates to 

expand access, which was associated with better follow-up and increased access to pre-

exposure prophylaxis (Musheke et al., 2025).  

Direct links between the intervention and targeted outcomes may have been a 

missing component from the AWH intervention. AWH did not include explicit economic 

components or changes to the formal health and education systems. While the 

intervention focused on adolescent empowerment outcomes and improved overall 

wellbeing index for girls, it did not produce a detectable change in adolescents’ 

aspirations for skilled or professional jobs. This suggests that sessions with adolescents, 

parents, and community members alone may be insufficient to shift these outcomes, 

especially in very low-resource settings. Since AWH did not include system-level 

education or school-related inputs for education or expand access to vocational training, 

changes in career aspirations without these complementary investments may be 

unrealistic.     

Effects are harder to detect and achieve in some domains. Null findings for 

violence, mental health, and education outcomes may reflect structural constraints, 

measurement limitations, low baseline prevalence, and inadequate study power to detect 

meaningful differences. In the AWH Afar study, the positive findings for gendered 

attitudes were consistent with the findings of the systematic review, but changes to other 

outcomes were limited. One likely explanation is that the implementation infrastructure, 
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including program delivery, facilitator training, cultural and linguistic adaptations, 

fidelity to the intervention, and the ability to implement in areas suffering conflict, acts as 

a critical modifier that was not quantified or measured. These same demands also 

influence which organizations are able to undertake these programs in the hardest-to-

reach contexts. 

This study did not explicitly compare multi-sectoral interventions to those focused 

on a single core outcome, as the inclusion criteria required all programs to be multi-

component. However, the findings do point to important considerations for what supports 

successful programming, as well as key tradeoffs between more focused and more 

comprehensive approaches. Interventions centered on a single core outcome tend to be 

more targeted and intensive, allowing for deeper engagement with a specific issue and, in 

some cases, stronger effects within that domain. For example, studies such as Bani 

Salameh et al. (2017), which focused on mean weight change, and Boyce et al. (2025), 

which examined gender norms, illustrate how narrowly defined outcomes can enable 

more focused intervention design and clearer measurement of impact. These approaches 

may be particularly effective when addressing a clearly identified and bounded need, 

especially when combined with community-level components that target underlying 

systems and norms. 

In contrast, broader multi-sectoral interventions (e.g. Özler et al., 2020 and Shai et 

al., 2020), which span multiple outcome domains align with a holistic development 

perspective that recognizes the interconnectedness of adolescents’ health, education, 

economic, and social outcomes. These approaches may be better suited to addressing the 

complex and overlapping challenges adolescents face and may offer greater potential for 
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scalability across diverse contexts. However, they also introduce tradeoffs, including 

reduced intensity within any single domain and greater complexity in implementation and 

evaluation. Ultimately, the findings suggest that optimal program design is highly 

context-dependent: more targeted interventions may be appropriate where a specific 

constraint is clearly identified, while multi-sectoral approaches may be preferable in 

settings where needs are broader and more interconnected. In practice, however, 

designing highly tailored interventions for each context can be challenging, and 

implementers often must balance precision with feasibility and scalability. 

4.4 Program and Policy Implications  

The findings from the two papers offer guidance for designing adolescent 

programming in varied contexts in LMICs. Evidence from Afar supports both the 

importance and feasibility of working in these settings, even when exposure is imperfect. 

To translate these findings into practice, this dissertation outlines three recommendations 

for policymakers and program implementers:  

Align intervention packages with the outcomes they aim to shift. Programs are 

more likely to achieve positive results when they include tangible inputs, such as linkages 

to health systems, economic support, and inputs to the education system, together with 

programming for adolescents, families, and communities. Overall, the evidence suggests  

stronger impacts when interventions include both robust community-based components 

and systems-level interventions.  

Invest in strategies to reach and sustain programming in remote communities. 

Remote communities often have the fewest resources and are the hardest to study, but 

adolescents in these settings face some of the greatest constraints. The evidence from 
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Afar supports both the importance and feasibility of working in these settings, even when 

exposure is imperfect. Pastoralist and similarly hard-to-reach settings are largely absent 

from the systematic review evidence. Targeted investment in research and programs in 

these contexts is important.  

Treat dose and delivery feasibility as core program-design elements. Both studies 

show that program intensity and exposure matter. In AWH, despite implementation 

challenges, higher session attendance was associated with improvement in both 

knowledge of puberty and overall wellbeing index. Similarly, findings from the 

systematic review suggest that, across domains, intervention intensity is consequential for 

health, gender, and economic outcomes. Qualitative evidence from the review highlights 

poor attendance and implementation challenges, suggesting sessions offered may not 

fully align with participants’ actual exposure (Rosen et al.,, 2022; Visser et al., 2018). 

Overall, there was limited reporting on program implementation, particularly in the 

quantitative studies, making it difficult to interpret results. Programs should plan for and 

systematically measure attendance, delivery interruptions, and implementation quality 

and build strategies to adapt core program components to contextual constraints.  

4.5 Recommendations for Future Research 

Multi-component clubs can improve adolescent wellbeing, but the effects depend 

on what is delivered, with what intensity, and in what context. A strong implementation 

infrastructure and evaluation design are essential for generating evidence across diverse 

settings in LMICs. This dissertation provides three key recommendations for future 

research:  
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• Clarify which modifiers matter most for specific outcomes. Future trials and 

evidence syntheses would benefit from focusing on a limited number of 

outcomes and testing how particular modifiers (i.e., community engagement, 

caregiver interventions, approaches to programming with males) drive change 

in program effects.  

• Improve specification and reporting of supplementary program components 

for family and community. In this review, it was possible to classify who was 

targeted (family vs. community), but it was much harder to determine what 

those components entailed (content, intensity, implementation quality). A 

focus on reporting details of the supplemental programming would improve 

replicability and interpretation of results.  

• Design trials with adequate power for harder to shift outcomes. Future 

research should be designed to detect changes in meaningful outcomes. This 

would reduce the risk of true effects being missed due to low prevalence or 

insufficient statistical power, ensuring adequate power for outcomes such as 

those related to violence.  

4.6 Conclusion 

Overall, this dissertation supports the conclusion that multi-component adolescent 

club programs can contribute to improved adolescent health and wellbeing outcomes, 

especially when intervention content is aligned with desired outcomes and delivered with 

sufficient intensity. At the same time, persistent null findings in domains such as 

violence, mental health, and education highlight the need for trials to be designed to 

detect meaningful changes, employing interventions with more explicit structural and 
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systems-level components. The results also underscore that working in remote and 

underserved contexts is both possible and necessary. Generating evidence in these 

settings is essential for ensuring that adolescent programming and policy do not 

systematically exclude the populations most in need. 
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Appendixes 

Appendix A: Search Terms 
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OR “safe space” OR club OR “gender club” OR “early intervention” OR 

“school health services” OR “girl* club” OR “teen club” OR’ HIV club” 

Country/Location “Middle income country” OR “Middle income countries” OR “low 

income countries” OR “low income country” OR LMIC OR “developing 

world” OR “developing country” OR “developing countries” OR 

“humanitarian” OR conflict OR Afghanistan OR “Kyrgyz Republic” OR 
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American Samoa OR Lithuania OR Angola OR Macedonia OR Antigua 

Barbuda OR Malaysia OR Argentina OR Maldives OR Azerbaijan OR 

Mauritius OR Belarus OR Mexico OR “Bosnia and Herzegovina” OR 

Montenegro OR Botswana OR Namibia OR Brazil OR Palau OR Bulgaria 
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OR Panama OR Chile OR Peru OR China OR Romania OR Colombia OR 

Russian Federation OR Costa Rica OR Serbia OR Cuba OR Seychelles 

OR Dominica OR “South Africa” OR “Dominican Republic” OR “St 

Lucia” OR Ecuador OR “St Vincent” OR “The Grenadines” OR Gabon 

OR Suriname OR Grenada OR Thailand OR “Iran Islamic Republic” OR 

Iran OR Tunisia OR Jamaica OR Turkey OR Jordan OR Turkmenistan 

OR Kazakhstan OR Tuvalu OR Latvia OR Uruguay OR Lebanon OR 

Venezuela OR Albania OR Moldova OR Armenia OR Mongolia OR 

Belize OR Morocco OR Bhutan OR Nicaragua OR Bolivia OR Nigeria 

OR Cameroon OR Pakistan OR “Cape Verde” OR “Papua New Guinea” 

OR “Congo Republic” OR Paraguay OR “Cote d Ivoire” OR Philippines 

OR Djibouti OR Samoa OR “Egypt Arab Republic” OR Egypt OR “Sao 

Tome and Principe” OR “El Salvador” OR Senegal OR Fiji OR “Solomon 

Islands” OR Georgia OR “South Sudan” OR Ghana OR “Sri Lanka” OR 

Guatemala OR Sudan OR Guyana OR Swaziland OR Honduras OR 

“Syrian Arab Republic” OR India OR “Timor Leste” OR Indonesia OR 

Tonga OR Iraq OR Ukraine OR Kiribati OR Uzbekistan OR Kosovo OR 

Vanuatu OR “Lao PDR” OR Vietnam OR Lesotho OR “West Bank and 

Gaza” OR “Marshall Islands” OR “Yemen Republic” OR “Micronesia 

Federal States” OR Zambia 
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Appendix B: Inclusion and Exclusion Criteria 

Criteria Inclusion Exclusion 

Language English language  Any language other than English 
Type of Publication Peer-reviewed journal articles 

Dissertations 
Empirical studies 
Grey literature articles 
Full-text articles 

Posters 
Graphics 
Articles that are not full text 
Conference summaries 

 
Study Design  Randomized controlled trials 

Quasi-experimental designs 
Qualitative designs connected to 
included quantitative papers 

Qualitative paper not connected 
to included quantitative paper 

Publication Date 2000 until August 2025 1999 or earlier 
Type of Intervention School or community club for 

adolescents with outcomes 
include gender norms, health 
(sexual and reproductive, 
mental, other), psychosocial, life 
skills. 
Intervention includes 
community or parent 
component. 

Life skills or gender intervention 
not presented in club format 
and/or does not include a 
community or parent component. 

Settings Intervention located in low- and 
middle-income country (as 
identified by the World Bank) 

Implemented in high income 
country (as defined by the World 
Bank) 

Participants Adolescents ages 10-24 and 
their parents and/or other 
community members 

Only adolescent participants or 
participants outside of the 
designated age range.  

Duration and Frequency School or community clubs are 
designed meet at least one time 
a week for at least 4 weeks 
(minimum of 4 sessions).  

Club meets for less than 4 weeks 
or are not planned to meet at least 
once a week 
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Appendix C: Systematic Review Outcomes by Intervention Arm and organized by 

domain 

 

Study number and 
study arm 

Outcomes by domain 

1. Bagherniya (2017) Health: BMI; Waist circumference; Dietary self-efficacy; Dietary outcome 
expectations 
Family and social support: Dietary social support 

2. Bani Salameh 
(2017) 

Health: Mean weight change 

3. Bhandari (2023) Health: Modern contraceptive prevalence rate; Contraceptive prevalence rate; 
Knowledge of danger signs during labor; Believed community was supportive of 
family planning use to delay first pregnancy; Believed community was supportive of 
family planning use to space births; Believed family was supportive of family 
planning use to delay first pregnancy; Believed family was supportive of family 
planning use to space births; Believed health providers were supportive of family 
planning use to delay first pregnancy; Believed health providers were supportive of 
family planning use to space births 
Gender: Gendered attitudes; Believed family was supportive of delaying motherhood; 
Believed family was supportive of delaying marriage; Believed community was 
supportive of delaying motherhood; Believed community was supportive of delaying 
marriage 

4a. Boyce (2025) - 
Household Visit, Small 
Group Discussion & 
Community Dialogs 

Gender: Perceived inequitable gender norms (among husbands) 

4b. Boyce (2025) - 
Small Group 
Discussion & 
Community Dialogs 

Gender: Perceived inequitable gender norms (among husbands) 

5. Burke (2019) Violence: Knowledge related to gender-based violence 
Education: School attendance 

6. Chzhen (2021) Health: Reproductive health subscale; Sexual relationship subscale 
Violence: Violence subscale 
Gender: Gender-equitable attitudes; Domestic chores subscale 
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Study number and 
study arm Outcomes by domain 

7. Corboz (2019) Mental health: Depression; Hope 
Violence: Victimized by peers; Perpetrated violence against peers; Experienced 
corporal punishment at school; Attitudes to child punishment 
Gender: Gender-equitable attitudes score 
Education: School performance; Average number of school days missed 

8. Dunbar (2014) Health: Transactional sex in last month; Sexually active in last month; Condom use 
with current partner; Contraceptive use 
Violence: Physical/sexual violence or rape 
Family and social support: Received social support 
Gender: High relationship power score 
Economic empowerment: Received own income; Food insecure 

9. Erulkar (2014) Health: Ever used family planning; Ever received couples VCT 
Violence: Been beaten in last 3 months 
Family and social support: Helped with housework; Accompanied wife to clinic 

10. Hemono (2024) Health: Current modern contraceptive use by self or partner (females); Ever pregnant 
(females); Ever HIV testing; Fertility knowledge; Knowledge of emergency 
contraception; Favorable views on family planning/reproductive health service 
utilization; Beliefs conducive to condom use; Ever sexually active; Current modern 
contraceptive use by self or partner (males); Ever condom use; Received FP 
counseling in past 12 months; HIV testing in last 12 months; Discussed contraception 
with most recent sexual partner 

11. Jemmott (2010) Health: Unprotected vaginal intercourse in last 3 months; Vaginal intercourse in last 3 
months; Multiple sexual partners in last 3 months; Anal intercourse in last 3 months 

12. Jewkes (2019) Mental health: Depression scores 
Violence: Any IPV; Severe IPV; Non-partner violence; Childhood trauma scores; 
Bullying at school 
Family and social support: Communication with boyfriend/girlfriend; Caregiver-
child communication scores 
Gender: Gender attitude scores 

13a. Li (2017)  Mental health: Resilience; Positive coping; Support seeking; Post-traumatic growth; 
Hope; Control; Self-esteem; Positive emotion; Emotional regulation 

13b. Li (2017)  Mental health: Resilience; Positive coping; Support seeking; Post-traumatic growth; 
Hope; Control; Self-esteem; Positive emotion; Emotional regulation 

14. Musheke (2025) Health: At least one return PrEP visit within 180 days of initiation 

15. Nestadt (2019) Health: Youth HIV transmission knowledge 
Mental health: Strengths and Difficulties total difficulties; Youth depression 
inventory 
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Study number and 
study arm Outcomes by domain 

16a. Özler (2020)  Health: Life-skills index; Knowledge of HIV/AIDS; Knowledge of condom 
effectiveness 
Mental health: Psychosocial index; Rosenberg Scale (self-esteem); Suffering from 
PTSD; Healthy intimate relationship; Protective factors index 
Violence: Sexual violence index; Experienced non-consensual touching; Experienced 
attempted rape; Experienced pressured sex; Experienced rape; Experienced physical 
violence; Attitudes toward IPV index 
Family and social support: Child rearing index (caregiver survey) 
Gender: Gender attitudes index; Gender equity index; Gender norms index (caregiver 
survey) 
Economic empowerment: Financial literacy 
Education: Schooling index; Highest grade in school completed; Enrolled in school 

16b. Özler (2020)  Health: Life-skills index; Knowledge of HIV/AIDS; Knowledge of condom 
effectiveness 
Mental health: Psychosocial index; Rosenberg Scale (self-esteem); Suffering from 
PTSD; Healthy intimate relationship; Protective factors index 
Violence: Sexual violence index; Experienced non-consensual touching; Experienced 
attempted rape; Experienced pressured sex; Experienced rape; Experienced physical 
violence; Attitudes toward IPV index 
Family and social support: Child rearing index (caregiver survey) 
Gender: Gender attitudes index; Gender equity index; Gender norms index (caregiver 
survey) 
Economic empowerment: Financial literacy 
Education: Schooling index; Highest grade in school completed; Enrolled in school 

17. Panter-Brick 
(2018) 

Mental health: Human insecurity; Human distress; Perceived stress; Arab Youth 
Mental Health; SDQ total difficulties; SDQ prosocial; Post-traumatic CRIES 

18. Puffer (2016) Health: HIV knowledge 
Mental health: Rosenberg self-esteem; SDQ difficulties; CDI depression 
Family and social support: Negative parenting 

19. Renzaho (2022) Health: Ever had sex; Sexual intercourse in the last 12 months 
Violence: I would be able to stop someone trying to have sexual intercourse with me 
without consent; It is common for young females to be forced to have sexual 
intercourse against their will 

20. Sandøy (2024) Health: Birth within eight months of the end of the intervention period; Birth before 
the 18th birthday 
Gender: Perceived community norms regarding adolescent pregnancy 
Education: Sitting for grade nine exams; Perceived community norms to support girls 
completing grade nine 
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Study number and 
study arm Outcomes by domain 

21a. Shai (2020) Health: Self-reported health; Self-reported impairment/disability 
Mental health: Depression; Hope; Suicidal thoughts in past 4 weeks 
Family and social support: Mother-in-law/mother cruelty; Mother-in-law/mother 
kindness 
Gender: Individual gender attitudes; Wife relationship with husband; Husband 
relationship with wife; Woman involved in decision making; Relationship control; 
Frequency of quarreling; Partner alcohol use 
Economic empowerment: Has earnings in past month; Any savings in past month; 
All savings; Work stress; Unemployment stress; Work shame; Did anything to earn 
money in past 3 months; Difficulty borrowing money; Borrows money or food; Food 
insecure 

21b. Shai (2020)  Health: Self-reported health; Self-reported impairment/disability 
Mental health: Depression; Hope; Suicidal thoughts in past 4 weeks 
Family and social support: Mother-in-law/mother cruelty; Mother-in-law/mother 
kindness 
Gender: Individual gender attitudes; Wife relationship with husband; Husband 
relationship with wife; Woman involved in decision making; Relationship control; 
Frequency of quarreling; Partner alcohol use 
Economic empowerment: Has earnings in past month; Any savings in past month; 
All savings; Work stress; Unemployment stress; Work shame; Did anything to earn 
money in past 3 months; Difficulty borrowing money; Borrows money or food; Food 
insecure 

22. Srikongphlee 
(2018) 

Health: Recent drug use 
Family and social support: Family environment subscale - cohesion; Family 
environment subscale - conflict 

23a. Ssewamala (2021)  Health: Self-rated health; Sexual risk-taking 
Mental health: Child depression; Hopelessness; Self-efficacy/self-concept 
Economic empowerment: Savings amount; Food insecurity 
Education: Enrollment status 

23b. Ssewamala 
(2021)  

Health: Self-rated health; Sexual risk-taking 
Mental health: Child depression; Hopelessness; Self-efficacy/self-concept 
Economic empowerment: Savings amount; Food insecurity 
Education: Enrollment status 

24. Stark (2018) Violence: Any form of sexual violence 

25. Tamiru (2016) Health: Dietary diversity score; Food variety score; Animal source food intake 

26a. Thurman (2016)  Health: Consistent condom use; Sexual depute; Engaged in risky sexual partnership 

26b. Thurman (2016)  Health: Consistent condom use; Sexual depute; Engaged in risky sexual partnership 

26c. Thurman (2016)  Health: Consistent condom use; Sexual depute; Engaged in risky sexual partnership 
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Appendix D: Act With Her  

The Act With Her curriculum consists of 40 sessions for females and 14 sessions 

for males. Asynchronous cohorts cover topics such as goal setting, puberty, avoiding 

gender-based violence, negotiation, and staying in school. Sessions contain welcome ice-

breakers, audio recordings that share a story of culturally relevant characters, and group 

activities. Joint sessions with girls’ and boys’ groups allow both sexes to meet and 

discuss relevant topics such as gender roles. In the Afar region of Ethiopia, the first 

cohort in the 5-year program of 13,000 Act With Her participants met intermittently from 

March 2019 to March 2020, with girls meeting weekly and boys participating in a lighter-

touch program (Pathfinder International 2020c). In Afar, the program was not fully 

implemented, nor were sessions always continuous, due to both weather and violence-

related interruptions. Appendix Table D1 provides an overview of the data collection and 

programming timeline. 

Appendix Table D1:. Program Timeline 

Activity Time period 
Baseline data collection January 2018 to May 2018 

Note: 24 surveys completed in Dec 2017 
Act With Her program implementation March 2019 to March 2020 
Midline data collection  December 2019 to March 2020 

 

The curriculum also includes lessons for parent meetings that focus on supporting 

adolescents in their education and promoting more gender-equitable norms. In Afar, more 

of the participants in these programs were extended family members (such as cousins and 

uncles) and 60% were male. In addition to the adolescent and parent program 

components, the intervention kebeles also received additional community-level 

interventions that targeted social and gender norms. A curriculum-based program for 
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parents, social analysis and action (SAA), is a facilitated process implemented in 

treatment kebeles for community members and leadership to explore and challenge social 

norms and practices. The process was guided by a trained facilitator in each kebele or 

village (Mekuria 2018).  

An overview of the lesson topics completed by the adolescents in Afar can be 

found in Appendix Table D2.  

Appendix Table D2. “Act With Her” Session Content (Prior to Follow-Up Data Collection) 

Week Topic Session title  

1  Welcome  Welcome and Introductions 

2  Goals  My Goals and Aspirations  

3  Health  Our Changing Bodies – Part 1 

4  Health  Our Changing Bodies – Part 2 

5  Health  Where do Babies Come From? 

6  Health Puberty – What Else to Expect?  

7  Safety  Harmful Traditional Practices and Gender-
Based Violence 
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Appendix E: AWH Afar Outcomes 

 Indicator Survey question Session  
1 Core respondent 

would ideally like 
to get married at 
age 19 or later 
 

At what age would you ideally like to get 
married? (Ages 18 and below, don’t 
know=0, Ages 19 or above or never=1) 

Week 2: My Goals 
and Aspirations 

2 Indicator for 
aspires for a 
skilled or 
professional job in 
the future 
 

What do you want to be doing when you 
are an adult? For instance, working in a 
job, caring for your own family, or running 
a business? (Skilled [driver] or 
Professional [teacher, clerical work, 
salaried professional, NGO worker, 
nurse/health technician, doctor, police or 
military officer, other government job, 
computer or electrical technician]=1, 
Agricultural work [farmer, shepherd, 
fishing], retail work [selling clothes or 
food, own or work in shop], Homemaker, 
student, don’t know, or refused =0 

Week 2: My Goals 
and Aspirations 

3 Indicator that has a 
source of 
information about 
puberty 
 

Young people learn about puberty from 
many resources, people, and places. Who 
or what has been the most important source 
of information about puberty for you? 
(Any source=1, no source=0) 

Week 3-4: Our 
Changing Bodies pt 
1-2 
 
Week 5: Where do 
Babies come from? 
 
Week 6: Puberty- 
What else to expect? 

4 Index of puberty 
knowledge (0-4)  
 

Do boys or girls usually reach puberty 
first? (girls=1, boys=0, DK=0) 
 
Approximately how often does 
menstruation usually occur? (Once per 
month, every four weeks, or once per 28 
days=1, any other frequency=0, DK=0) 
 
True or False: The beginning of 
menstruation means that girls have the 
ability to become pregnant. (True=1, 
False=0, DK=0) 
 
True or False: Getting pregnant early in 
puberty can be bad for the health of the girl 
and the baby. (True=1, False=0, DK=0) 

Week 3-4: Our 
Changing Bodies pt. 
1-2 
 
Week 5: Where do 
Babies come from? 
 
Week 6: Puberty- 
What else to expect? 
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5 Index on gendered 

household roles (0-
3) 

Women should have the same chance to 
work outside of the home as men. 
(Agree=1, Partially agree=1, Disagree=0, 
Refused/DK=0) 
 
Women who participate in politics or 
leadership positions cannot also be good 
wives or mothers. (Agree=0, Partially 
agree=0, Disagree=1, Refused/DK=1) 
 
A woman’s most important role is to take 
care of her home and cook for her family. 
(Agree=0, Partially agree=0, Disagree=1, 
Refused/DK=0) 

All 

6 AWH program 
wellbeing index 

Each of the five outcomes were 
standardized then combined. The combined 
scores were then standardized to create an 
overall standard index. 

All 

 

 

 

 


