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Abstract
Background: Sexual and gender-based violence (SGBV) is a human rights and social justice issue that impacts individuals 
worldwide, particularly university students. The literature demonstrates that culturally and contextually tailored 
programs to reduce and ultimately prevent SGBV for university students have received little priority in sub-Saharan 
African countries.
Objectives: This pilot study assessed the feasibility, acceptability, and safety of the peer-delivered Relationship Tidbits 
intervention for use with health science students in Ghana.
Design: We conducted a pilot feasibility test to determine if this approach and content were feasible for this setting 
and these students.
Methods: Health science students enrolled at a central university in Ghana were recruited in July 2019 for participation 
in a peer-delivered primary prevention intervention, Relationship Tidbits. All participants completed pre- and post-test 
surveys focused on acceptability, safety, gender equality, and rape myth acceptance.
Results: Health science student participants (n = 137) had a significant history of physical abuse, sexual abuse, and 
emotional abuse. Overall, this pilot study demonstrated that the Relationship Tidbits intervention is feasible, acceptable, 
and safe for use with health science students in Ghana during their university education. While this study was not 
powered to focus on outcomes, there were indications that this short, one-time intervention may result in at least 
short-term attitudinal changes related to gender equality and rape myth acceptance.
Conclusions: The findings of this study highlight the importance of implementing comprehensive, culturally appropriate 
SGBV prevention efforts in Ghanaian university settings.
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Introduction

Sexual and gender-based violence (SGBV) is a public 
health problem that reverberates around the globe and con-
sists of any form of violence against an individual based 
on biological sex, gender identity or expression, or social 
expectation for men or women.1 SGBV encompasses sev-
eral types of violence including sexual, physical, psycho-
logical, and socioeconomic.1 A common form of SGBV 
experienced by women is intimate partner violence (IPV), 
which refers to any behavior by an intimate partner or ex-
partner that causes physical, sexual, or psychological 
harm, including physical aggression, sexual coercion, psy-
chological abuse and controlling behaviors.2 Although 
individuals of all gender identities may experience SGBV, 
women and girls face a disproportionate risk of SGBV due 
to the imbalance of power deeply rooted in social and cul-
tural structures.3

A meta-analysis demonstrated that sub-Saharan Africa 
has a high prevalence of IPV, when compared to global 
data.4 Further analyses of recent data indicate that two out 
of five women in the region will experience IPV.5 The 
prevalence of SGBV in university settings is particularly 
concerning. A systematic review of female youth enrolled 
in educational institutions in sub-Saharan Africa found 
that the overall prevalence of SGBV ranged from 42.3% to 
67.7%.6 School and university settings are an important 
intervention point because of the impacts of SGBV on 
physical health, mental health, sexual health, social 
engagement, and academic outcomes.7–9 As noted by the 
World Health Organization,10 schools are responsible for 
ensuring the safety of students and have the ability to 
actively engage their community members in issues related 
to SGBV.

Ghanaian social norms

According to a 2019 global report on discrimination against 
women focused on social institutions and gender index 
(i.e., formal and informal laws, social norms, and prac-
tices), Ghana scores as highly discriminatory.11 Statistics 
indicate that 24% of Ghanaian women have experienced 
physical and/or sexual IPV in their lifetime.12 Meanwhile, 
IPV is widely socially accepted, with nearly one-third of 
men across sub-Saharan Africa agreeing to at least one rea-
son to beat their wives.13 There is also widespread endorse-
ment of rape myths among university students.14,15

These social norms demonstrate why there is a culture 
of violence on Ghanaian university campuses.16 These 
social and cultural factors in Ghana lead to a high preva-
lence of SGBV on university campuses across the coun-
try.17,18 A study on sexual violence in public medical 
schools in Ghana revealed that 23.5% of females were har-
assed by their peers and a further 76.5% were harassed by 
a combination of lecturers, supervisors, or instructors.19 
Another study at a Ghanaian university found that 27.8% 

of men and 37.1% of women reported being insulted by a 
partner.20 In order to address SGBV across the country, in 
2005 the government established the Domestic Violence 
Victims Services Unit (DOVVSU), a division within the 
police force to prosecute offenders and protect victims. 
While this is a promising step toward reducing SGBV, this 
unit currently lacks sufficient resources to effectively 
investigate, has little reach into university campuses, and 
has not been able to change the social norms that deter 
individuals from reporting to the police for resources and 
support.20

Data from sub-Saharan Africa21 and Ghana specifi-
cally22,23 find that most individuals who experience IPV 
seek help from informal sources (e.g., friends, family). 
However, recent data on formal help-seeking have demon-
strated that individuals who experience IPV may also seek 
formal support from healthcare providers and law enforce-
ment.24 For this reason, all healthcare providers, including 
emerging healthcare professionals such as nurses and phy-
sicians, may provide informal and/or formal help-seeking 
support to their family, friends, or patients and therefore 
need to have an opportunity to learn more about SGBV 
during their training to help promote prevention, identifi-
cation, and distribution of resources.

SGBV prevention in sub-Saharan Africa

SGBV prevention and public health approaches focus on 
three levels of intervention: (1) preventing the occurrence 
(primary), (2) immediate responses predominantly pro-
vided by healthcare providers, social service providers, 
and law enforcement (secondary), and (3) long-term 
responses and rehabilitation (tertiary).25 A review of inter-
ventions to reduce SGBV in sub-Saharan Africa by Keith 
et al.26 found that the key elements of successful interven-
tions incorporate engaging the community including male 
partners, participatory learning, utilizing existing plat-
forms, and longer durations with reinforcement. However, 
the evidence-base for SGBV interventions among univer-
sity students in sub-Saharan Africa and low- and middle-
income countries more broadly is lacking.27 The majority 
of interventions introduced in university settings in low- 
and middle-income countries focus on primary preven-
tion.27–29 Primary prevention interventions hold great 
promise when initiated among a university-age population 
because they have the potential to disrupt knowledge and 
attitudes that may impact intentions around SGBV. It is 
therefore important to consider if pre-existing evidence-
based interventions like Relationship Remix30 have com-
ponents that can be contextually and culturally adapted to 
new contexts.

Relationship Tidbits prevention program

A promising primary prevention intervention developed 
and used at the University of Michigan is Relationship 
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Remix, an interactive in-person training delivered to first 
year students by peers with a focus on healthy relation-
ships and consent using a value-based framework.30 This 
primary prevention program was previously adapted to the 
University of Cape Coast in Ghana using a rigorous pro-
cess guided by the ADAPT-ITT framework,31 resulting in 
a culturally and contextually adapted version, called 
Relationship Tidbits. The ADAPT-ITT framework is a sys-
tematic approach used to adapt evidence-based interven-
tions for new target populations or settings, ensuring 
cultural and contextual relevance. Specifically, the 
Relationship Tidbits intervention was created with partners 
in Ghana using focus groups with faculty/staff and stu-
dents to better understand the needs for university students 
in Ghana. The team then agreed to adapt the pre-existing 
Relationship Remix intervention, and utilized beta testing 
after each adaptation to ensure the intervention was appro-
priate for the intended audience before manualizing it and 
training peer facilitators.31

The adapted Relationship Tidbits program is a 2-h man-
ualized intervention that uses a combination of interactive 
activities, including role-play and demonstration, to edu-
cate about 10 key concepts (creating a safe and welcoming 
space, thinking about values, decision-making using val-
ues, developing relationship skills, communication, gen-
der equality, consent, making choices about sex, sexual 
harassment, and resources). Peer facilitators participate in 
a rigorous training to administer the program in pairs to 
their peers.32 Relationship Tidbits has now been adapted 
university-wide for all incoming students at the University 
of Cape Coast. However, there has been no evaluation on 
the effectiveness of the program for specific groups of stu-
dents, particularly health science students, who will pro-
vide primary and secondary prevention to survivors of 
SGBV.

The literature demonstrates that culturally and contex-
tually tailored programs to reduce and ultimately prevent 
SGBV for university students have received little priority 
in sub-Saharan African countries, including Ghana.33 
Implementing a contextually adapted primary prevention 
program for Ghanaian university students can potentially 
transform the knowledge, attitudes, and ultimately the 
behaviors of future leaders in the country, who will be in a 
position to advocate for more widespread SGBV preven-
tion programs. Furthermore, a primary prevention pro-
gram for university-age individuals may also decrease 
current levels of SGBV on campus, as well as improve the 
mental, physical, and reproductive health of survivors.

Purpose

Thus, the purpose of this study is to pilot the Relationship 
Tidbits program with health science students at a large uni-
versity in central Ghana. Specifically, we will address the 
following aims:

1.	 Pilot test the Relationship Tidbits program among 
residential health science students focusing on feasi-
bility, acceptability, and safety of the intervention.

2.	 Compare pre- and post-intervention self-reported 
attitudes toward SGBV (gender equality, rape myth 
acceptance).

The study focuses on health science students, who will be 
future healthcare providers. By doing so, health science 
students will be better prepared to address SGBV on cam-
pus and in their future clinical settings.

Methods

Design

This pilot feasibility study used a pre- and post-test design 
to explore the feasibility, acceptability, and safety of an 
adapted intervention for health sciences students in cen-
tral Ghana. The study was conducted with health science 
students (nursing, medicine, midwifery, and dentistry) 
enrolled at one large university who reside in hostels at 
the affiliated academic teaching hospital in July 2019, 
prior to the COVID-19 pandemic. The study followed the 
Strengthening the Reporting of Observational Studies in 
Epidemiology (STROBE) Statement (see Supplemental 
Appendix 1).34

Participants

Recruitment for the Relationship Tidbits program was con-
ducted during July 2019 using snowball sampling through 
university faculty and class leaders. The class leaders sent 
messages to the class WhatsApp group inviting students to 
participate in a study about healthy relationships. They 
also shared a digital version of the recruitment flyer. In 
addition, hard copies of flyers were distributed, and mes-
sages were sent from resident advisers to health science 
students at the university, providing details of the dates, 
times, and locations for the program sessions. The inclu-
sion criteria for participation were: (1) being a health sci-
ence student at the university, (2) aged 18 years or older, 
and (3) being able to speak and read English, which is the 
language of instruction at the university. There were no 
exclusion criteria.

A total of 144 students expressed interest in the 
Relationship Tidbits program, and a total of 137 individu-
als participated in the intervention. No participants left 
during the intervention. However, those individuals who 
did not complete the outcomes surveys on gender equality 
and rape myths (n = 2 in pre-test; n = 1 in post-test) or who 
had >50% of the survey missing were removed from data 
analysis. Therefore, a sample of 108 students was included 
for the attitudes toward SGBV analyses. For the pre-test, 
there were no individual variables with 5% or more 
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missing values for either outcome scale, and the missing 
values were found to be missing completely at random 
using Little’s test.35 For the post-test, there were no indi-
vidual variables with 5% or more of missing values for 
either outcome scale. However, there was some case level 
missing data with a few participants missing the last few 
items of each scale.

Procedures

Study procedures did not begin until ethical approval was 
received from the University of Michigan Health Sciences 
and Behavioral Sciences institutional review board 
(HUM00164788) and the participating university ethical 
review committee. Study procedures were explained to all 
participants and then written comprehensive consent was 
obtained by the research facilitators before data collection. 
To reduce social desirability bias, all survey data were col-
lected anonymously using paper-based self-administered 
surveys; pre-surveys were completed immediately before 
the intervention began, and post-surveys once the program 
was finished. In order to ensure open conversations, all 
participants were reminded to keep discussions during the 
intervention confidential.

All Relationship Tidbits program sessions were led by 
three Ghanaian facilitators from the University of Cape 
Coast who had previously been trained during the initial 
adaptation process32 and co-led by a participating univer-
sity student who had received 2 days of peer facilitator 
training. Fidelity of the Relationship Tidbits program was 
maintained by: (1) using a facilitator manual, (2) co-facil-
itation by trained facilitators who had previously delivered 
the intervention to university students, (3) monitoring by 
research staff, and (4) post-intervention data were only 
collected from those who participated in the entire pro-
gram.36 Due to the sensitive nature of the study topic, all 
participants were offered a resource list with information 
about university and community-based healthcare, social 
service and law enforcement support at the conclusion of 
the program.

Sessions were delivered in a conference room in one of 
the health sciences buildings on campus. Refreshments 
were provided by the study team, but no additional incen-
tives were offered for participation. The program contains 
one video which requires a computer to project and two 
worksheets, but no additional resources are needed for 
delivery.

Variables

Demographic characteristics.  Demographic characteristics 
of the participants were collected on the pre-test only and 
focused on age, gender, and year in school. In addition, the 
following personal and institutional characteristics were 
captured on the pre-test. Personal experiences of SGBV 

were measured using three items adapted from the World 
Health Organization2 questions on SGBV to capture phys-
ical, sexual, and psychological abuse. Our adaptation of 
the WHO questions2 focused on abuse from the age of 
15 years old (as opposed to the standard lifetime or last 
12 months). Four items related to consent sought to under-
stand usual processes for giving and receiving consent 
including the usual provision of consent for sexual activity 
(verbal and non-verbal) and the usual process for seeking 
consent (verbal and non-verbal) with values ranging from 
“1 = All of the time” to “5 = Never.” Three investigator-
derived items on institutional response to violence cap-
tured student views on institutional response measured on 
a Likert scale from “1 = Strongly Agree” to “5 = Strongly 
Disagree” including the: (1) institution has processes to 
address SGBV on campus; (2) institution takes complaints 
of sexual harassment seriously, and (3) institution responds 
to complaints of sexual harassment (see Supplemental 
Appendix 2).

Feasibility.  Feasibility was assessed using the following 
two indicators: (1) the ability to voluntarily recruit stu-
dents for participation (e.g., no incentives or requirement 
for attendance) and retain them for the intervention (meas-
ured as a percent of those that participated divided by those 
that expressed interest) and (2) the time taken to deliver all 
Relationship Tidbits trainings to the recruited students 
(measured in days).

Acceptability.  Acceptability was measured in the post-test 
with an investigator-derived acceptability scale (see Sup-
plemental Appendix 3). The scale consists of five items 
and was measured on a Likert scale from “1 = Strongly 
Disagree” to “5 = Strongly Agree.” Sample items meas-
ured concepts such as the intervention being easy to 
understand, enjoying the intervention, the intervention 
was too long, the participant will continue to use the 
information learned, and the participant will recommend 
the program to a friend. The internal consistency of the 
acceptability scale was α = 0.65 in this study, with the 
item on the length of the survey contributing to the low 
reliability.

Safety.  Safety was measured in the post-test with an inves-
tigator-derived five-item scale (see Supplemental Appen-
dix 3). The scale was rated on a 5-point Likert scale ranging 
from “1 = Strongly Disagree” to “5 = Strongly Agree.” 
Higher scores indicate greater safety provided by the inter-
vention. Items included concepts such as feeling safe par-
ticipating, the intervention provided information to keep 
participants safe, the intervention could improve safety, 
and feelings of safety at the participating university (see 
Supplemental Appendix 3). The internal consistency of the 
safety items was α = 0.83 in this study, indicating good 
reliability.
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Preliminary outcomes.  Finally, trends in outcomes were 
measured including attitudes toward SGBV in the pre- and 
post-intervention survey to explore the intervention’s 
potential effect on gender equality and rape myth 
acceptance.

Gender equality.  Gender equality was measured using the 
Gender Equitable Men (GEM) scale.37 The GEM scale is a 
24-item scale measured on a scale with “1 = Strongly 
Agree,” “2 = Somewhat Agree,” and “3 = Do Not Agree.” 
Overall scores range from 24 to 72, with a higher number 
indicating more gender-equitable norms. The GEM scale 
has four subscales: (1) Sexual Relationships (e.g., “It is the 
man who decides what type of sex to have”); (2) Violence 
(e.g., “There are times when a woman deserves to be 
beaten”); (3) Reproductive Health and Disease Prevention 
(e.g., “Women who carry condoms on them are easy”); and 
(4) Domestic Chores (e.g., “A man should have the final 
word about decisions in his home”). Estimates of internal 
consistency for the GEM scale have varied in different 
countries and contexts ranging from a Cronbach alpha of 
α = 0.75 to α = 0.88.37,38 In the current study, internal con-
sistency was α = 0.79 in the pre-test and α = 0.72 in the 
post-test.

Rape myth acceptance.  Rape myth acceptance was meas-
ured with 21 items from the Modified Illinois Rape Myth 
Acceptance Scale (Modified IRMA).39 Individuals 
responded to the items using a 5-point Likert scale ranging 
from “1 = Strongly Agree” to “5 = Strongly Disagree.” 
Overall scores range from 21 to 105, with higher scores 
indicating a greater rejection of rape myths. The scale is 
divided in four subscales that organize subtle rape myths 
that blame the victim or excuse the perpetrator: (1) She 
asked for it (e.g., “If a girl goes to a room alone with a guy 
at a party, it is her own fault if she is raped”); (2) It was not 
really rape (e.g., “If a girl doesn’t physically fight back, 
you can’t really say it was rape”); (3) He did not mean to 
(e.g., “If a guy is drunk, he might rape someone uninten-
tionally”); and (4) She lied (e.g., “A lot of times, girls who 
claim they were raped just have emotional problems”). 
The modified IRMA scale demonstrated an internal con-
sistency of α = 0.87 as measured by Cronbach alpha.39 In 
this study, the modified IRMA internal consistency was 
α = 0.91 for the pre-test and α = 0.86 for the post-test. A 
combination of items from the GEM and modified IRMA 
scales have previously been validated with Ghanaian 
students.31

Statistical analyses

The survey data were analyzed using IBM SPSS Statistics 
(Version 27); significance was set at p < 0.05. Descriptive 
statistics were assessed first for demographic characteris-
tics, acceptability, and safety. Missing data were examined 

for the attitudes toward SGBV scales (GEM and modified 
IRMA). As a result of the missing data analysis, multiple 
imputation with mean values was deemed appropriate to 
replace missing data for the remaining sample on the pre- 
and post-test.40 As all data were anonymous, individual 
pre- and post-test scores could not be matched. Therefore, 
independent t-tests were used to compare the aggregate 
group pre- and post-test mean scores on gender equality 
(GEM) and rape myth acceptance (modified IRMA).

Results

Demographic characteristics

In total, 137 health science students participated in the 
Relationship Tidbits intervention. However, only 108 
completed ⩾50% of the post-test. The health science stu-
dents were predominantly female (64.0%) and had a mean 
age of 22.85 years (SD = 1.88 years; range 20–30 years). In 
total, 19% of participants had experienced physical abuse, 
10.4% had experienced sexual abuse, and 58.6% had expe-
rienced emotional abuse. When asked about verbal con-
sent for sexual activity, 30.0% reported never seeking 
verbal consent and 30.0% reported never giving verbal 
consent for sexual activity. Regarding institutional 
responses to violence, the majority of students were neu-
tral (29%) on their awareness of processes to address 
SGBV on campus with an average of M = 3.29 (SD = 1.30). 
A total of 54% were neutral regarding their knowledge 
about the university taking complaints of sexual harass-
ment seriously, M = 3.00 (SD = 0.99). Finally, 55.5% were 
neutral on their belief that the university responds fairly to 
complaints of sexual harassment, M = 3.11 (SD = 0.92). 
See Table 1 for additional demographic characteristics.

Feasibility

The pilot study was designed to assess the feasibility, 
acceptability, and safety of the peer-delivered Relationship 
Tidbits intervention for health science students. Regarding 
feasibility, the study team was able to successfully recruit 
144 health science students for the intervention program in 
a span of 2 with no incentives or mandatory requirements 
provided to the participants. Furthermore, it took four ses-
sions to deliver the intervention to 137 of the 144 students, 
resulting in 95.1% retention of recruited students partici-
pating in the intervention.

Acceptability

The health science student participants also provided high 
ratings of acceptability, with 95.4% (M = 4.60, SD = 0.65) 
of participants indicating they agreed or strongly agreed 
that they would continue using the information gained 
from the Relationship Tidbits intervention. Additionally, 



6	 Women’s Health ﻿

95.4% (M = 4.61, SD = 0.65) of participants indicated they 
agreed or strongly agreed that they would recommend the 
program to a friend. Interestingly, 57.8% of participants 
either agreed or strongly agreed that the intervention was 
too long (M = 3.62, SD = 1.08).

Safety

The safety of the intervention also received high ratings 
with 89% (M = 4.53, SD = 0.74) of participants indicating 
they agreed or strongly agreed that they felt safe during the 
intervention. The majority of participants (87.2%; 
M = 4.28; SD = 0.80) indicated they agreed or strongly 
agreed that the intervention could improve safety on cam-
pus. See Table 2 for additional details about acceptability 
and safety.

Preliminary outcomes

Finally, a preliminary analysis of pre- and post-test out-
comes focused on gender equality (GEM) and rape myth 
acceptance (modified IRMA) revealed that there were sig-
nificant short-term changes in this pilot study. The pre–post 
GEM and IRMA scores are presented in Table 3. Health 
science students demonstrated significant improvements in 
endorsement of gender equality as measured by the GEM 
scale between the pre- (M = 66.07; SD = 4.47) and post-
intervention (M = 67.92, SD = 4.16; t(112) = 3.534, 
p < 0.001). Although not all subscales changed, a signifi-
cant improvement was noted in the “Sexual Relationship 
Domain,” the “Reproductive Health and Disease Prevention 
Domain,” and the “Domestic Chores Domain.”

Health science students also had significantly improved 
scores (a higher score is associated with less rape myth 
acceptance) in the modified IRMA with a pre-test M = 78.3 

(SD = 14.41) versus the post-test M = 86.59 (SD = 18.77; 
t(112) = 3.887, p < 0.001). The “She asked for it” and “She 
lied” subscales also showed a significant improvement 
among the health science students.

Discussion

This study aimed to conduct a pilot feasibility test of an 
SGBV primary prevention intervention for health science 
students that was previously adapted to the Ghanaian con-
text. Our participants reported high rates of emotional 
abuse, which is in line with other studies that have noted 
high rates of psychological or emotional violence in Ghana 
and among university students in sub-Saharan Africa.5,6,41 
A study among nine universities in sub-Saharan Africa 
found that students were experiencing emotional and psy-
chological violence at high rates (64% of a sample of 3512 
students).41 The high prevalence of psychological violence 
in these studies highlights the vital role of university-based 
SGBV prevention that is culturally and contextually tai-
lored to the region and context.

One focus of this study was to assess the feasibility, 
acceptability, and safety of the peer-delivered Relationship 
Tidbits intervention for health science students. Overall, 
this pilot study demonstrated that the Relationship Tidbits 
intervention is feasible, acceptable, and safe for use with 
health science students in Ghana during their university 
education. The study found that the components and activ-
ities of Relationship Tidbits were implemented satisfacto-
rily in 4 days for 137 health science students who willingly 
volunteered to participate. This suggests that the program 
is a practical and effective means of primary prevention 
for Ghanaian university students.42

Table 1.  Participant demographics (n = 137).

Variable Male, n (%) Female, n (%)

Year in school (n = 131)
  Second year 0 (0.0) 1 (1.2)
  Third year 0 (0.0) 0 (0.0)
  Fourth year 27 (56.3) 60 (72.3)
  Fifth year 17 35.4) 16 (19.3)
  Sixth year 4 (8.3) 4 (4.8)
  Seventh year 0 (0.0) 2 (2.4)
Physical abuse since age 15 (n = 136)
  Yes, partner 1 (2.0) 3 (1.6)
  Yes, non-partner 12 (24.5) 10 (11.5)
Sexual abuse since age 15 (n = 134)
  Yes, partner 1 (2.0) 4 (4.7)
  Yes, non-partner 3 (6.1) 6 (7.1)
Emotional abuse since age 15 (n = 132)
  Yes, partner 5 (10.4) 8 (9.5)
  Yes, non-partner 25 (52.1) 40 (47.6)

Table 2.  Acceptability and safety of the Relationship Tidbits 
intervention (n = 109).

Item Mean (SD)

Acceptability
  Easy to understand 4.50 (0.68)
  Enjoyed Relationship Tidbits 4.57 (0.75)
  Too long 3.62 (1.08)
  Continue to use information 4.61 (0.65)
  Will recommend to a friend 4.60 (0.65)
Safety
  Felt safe participating 4.53 (0.74)
 � Provided me with information to help me 

feel safe
3.99 (1.01)

 � Provided me with resources to help me feel 
safea

3.97 (0.96)

 � Relationship Tidbits could help improve safety 
on campus

4.28 (.80)

  I feel relatively safe from violence on campus 3.56 (1.02)

SD: standard deviation.
aMissing one respondent.
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Participants expressed a desire to share the program 
with their friends and confirmed that they would continue 
using the information gained from the intervention. This 
indicates that the intervention is relevant for the students 
and can be useful in their future, both important aspects 
related to the acceptability of the intervention.42 Despite 
the general appreciation for the intervention, more than 
half of the participants felt that the intervention was too 
long. In the future, the program could be modified to 
reduce its overall length by either decreasing the content or 
splitting it into smaller parts. Administering the interven-
tion in smaller parts over time could also help promote 
reinforcement. This is especially important considering 
that the original intervention from which Relationship 
Tidbits was adapted only lasted 1.5 h.30 Participants in the 
intervention felt safe throughout the program and believed 
that the program could enhance safety on campus. This 
outcome is crucial when it comes to interventions related 
to SGBV. Earlier guidelines for prevention of SGBV on 
university campuses have emphasized the importance of 
creating a safe space for students to learn about SGBV pre-
vention efforts.25

Data also suggest the potential of the Relationship 
Tidbits intervention in improving attitudes toward SGBV. 
At baseline, participants demonstrated relatively low lev-
els of gender equality and high levels of rape myth accept-
ance. The findings from this pilot study point to a shift 
toward more gender equitable views, and a decreased 
acceptance of rape myths. Although this study was not 
powered to focus on outcomes, there were indications that 
this relatively short, one-time intervention may result in at 
least short-term attitudinal changes related to gender 
equality and rape myth acceptance. This attitudinal change 
is promising as an initial step for SGBV prevention in uni-
versity settings in Ghana and, potentially, sub-Saharan 
Africa. Next steps should look at the mid-term and long-
term outcomes of this intervention regarding attitudinal 
change, and if this change is related to a significant change 

in behavior, and consequently a reduction of SGBV in the 
university setting. It is worth noting that single-session 
prevention programs, such as Relationship Tidbits, will 
only be able to significantly decrease the prevalence of 
SGBV if they are implemented as part of a comprehensive, 
multilevel strategy that is tailored to the campus needs.25

Finally, health science students will become nurses, 
midwives, physicians, and dentists. These professions 
often have the first level of contact with individuals who 
experience SGBV, and increased awareness within these 
professionals may have an impact on their future practice 
and response to SGBV. Coupled with the knowledge that 
overall healthcare providers in sub-Saharan Africa lack 
knowledge and training to assist patients experiencing 
SGBV,43,44 this pilot study supports the need to educate 
healthcare providers before they enter independent clini-
cal care. Once healthcare providers enter independent 
clinical care, they may lack the time or ability to seek out 
continuing education and skills training to help them more 
effectively respond to patients who have experienced 
SGBV.45,46

Strengths and limitations

The strength of this study includes providing important 
preliminary evidence about the feasibility, acceptability, 
and safety of an intervention targeting future healthcare 
providers who have the potential to experience SGBV as 
well as be responsible for delivering care to survivors of 
SGBV. However, there are limitations to this pilot study 
worth acknowledging. First, it is limited in both geo-
graphic and population focus to nursing, midwifery, medi-
cal, and dentistry students in central Ghana limiting the 
generalizability to other regions of Ghana and sub-Saharan 
Africa, as well as to other health science professions. As 
this was a pilot feasibility study, we were underpowered to 
detect significant changes in the outcomes of gender equal-
ity and rape myth acceptance. Other limitations are: (1) 

Table 3.  Pre- and post-intervention modified IRMA and GEM scores.

Scale Item Pre-test (n = 137)
Mean (SD)

Post-test (n = 108)
Mean (SD)

Modified IRMA Overall scale*** 78.30 (14.41) 86.59 (18.77)
“She Asked for It” subscale*** 21.07 (5.57) 25.76 (7.28)
“He Didn’t Mean To” subscale 20.86 (5.58) 22.58 (8.01)
“It Wasn’t Really Rape” subscale 22.51 (3.07) 22.85 (3.50)
“She Lied” subscale* 13.86 (3.78) 15.40 (4.40)

GEM Overall scale*** 66.07 (4.47) 67.92 (4.16)
Violence domain 17.76 (0.71) 17.81 (0.68)
Sexual relationship domain*** 19.25 (1.51) 19.90 (1.54)
Reproductive health and disease prevention domain* 14.37 (0.96) 14.61 (.76)
Domestic chores domain* 12.22 (2.29) 13.01 (2.23)

IRMA: Illinois Rape Myth Acceptance; GEM: Gender Equitable Men; SD: standard deviation.
* < 0.05. *** ⩽ 0.001.
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pre- and post-tests were not matched precluding our ability 
to determine if different groups of students experienced 
the program differently, (2) missing data, and (3) a smaller 
number of participants who completed the post-test.

Conclusion

This pilot feasibility study of a culturally adapted SGBV 
primary prevention intervention for university students 
demonstrated feasibility, acceptability, and safety for 
health science students. Although attitudinal shifts were 
observed, further research is needed to evaluate long-term 
behavioral changes. This intervention could be adopted as 
part of a comprehensive response to SGBV at the univer-
sity level in Ghana, and possibly other universities in sub-
Saharan Africa.
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