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A B S T R A C T

Purpose: We aimed to describe and compare gender norms among 10- to 14-year-olds versus 15- to
24-year-olds and to conduct a rigorous evaluation of the GEM Scale’s performance among these two
age groups.
Methods: We conducted a two-stage cluster-sampled survey among 387 females and 583 males,
aged 10e24 years, in rural and urban communities near Kampala, Uganda. We applied, assessed,
and adapted the GEM Scale (Pulerwitz and Barker, 2008), which measures views toward gender
norms in four domains. We describe levels of support for (in)equitable norms, by gender and age,
and associations with key health outcomes (partner violence). Conﬁrmatory factor analysis and
multi-group measurement invariance analysis were used to assess scale performance.
Results: All participants reported high levels of support for inequitable gender norms; 10- to
14-year-olds were less gender equitable than their older counterparts. For example, 74% of 10- to
14-year-olds and 67% of 15- to 24-year-olds agreed that “a woman should tolerate violence to keep
her family together.” Comparing responses from males and females indicated similar support for
gender inequity. Analyses conﬁrmed a one-factor model, good scale ﬁt for both age groups, and
that several items from the scale could be dropped for this sample. The ideal list of items for each
age group differed somewhat but covered all four scale domains in either case. An 18-item adapted
scale was used to compare mean GEM Scale scores between the two age groups; responses were
signiﬁcantly associated with early sexual debut and partner violence.
Conclusions: Young people internalize gender norms about sexual and intimate relationships, and
violence, at early ages. Programs to address negative health outcomes should explicitly address inequitable gender norms and more consistently expand to reach younger age groups. In this ﬁrst application
of the GEM Scale among 10- to 14-year-olds, we conﬁrm that it is a valid measure in this setting.
Ó 2016 Society for Adolescent Health and Medicine. All rights reserved.

IMPLICATIONS AND
CONTRIBUTION

This study demonstrates
that the GEM Scale is a
quantitative tool that can
be successfully used to
measure views toward
gender norms among both
male and female youth in
Uganda aged 10e24 years.
Results highlight the need
to implement gendertransformative programs
and especially to expand
their typical audience to
10- to 14-year-olds, in
Uganda and similar contexts, ultimately preventing associated negative
social and health outcomes.
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Gender normsedeﬁned as societal expectations about men’s
and women’s roles, rights, and responsibilities [1e3]dcan
strongly inﬂuence a number of behaviors, including health
behaviors [4,5]. When these norms are inequitable, they can, e.g.,
support sexual risk-taking [6,7] and intimate partner violence
[8e10], which are in turn associated with negative health outcomes such as HIV and other sexually transmitted infections
[11e13]. They also can reinforce power imbalances that often
subordinate women and grant men disproportionate power in
decision-making and negotiating sexual relationships [3,14e17].
Young people are exposed to societal messages related to
appropriate gender norms early in life, and by adolescence,
norms may be incorporated into a young person’s worldview. In
fact, developmental psychologists have demonstrated that
messages around gender roles are transmitted before adolescence [18]. However, the degree to which these views are ﬁxed
prior to adolescence is unclear. Moreover, many health-related
behaviors that are inﬂuenced by inequitable gender norms are
not common until adolescence or later. Thus, adolescence (and
especially early adolescence) presents a window of opportunity
for interventions that interrogate gender norms and discuss
health behaviors, before these behaviors begin to manifest [18].
Such interventions could inﬂuence gender norms at a time when
adolescent gender socialization processes are under way
[19e21]. Indeed, the views toward gender norms acquired during adolescence often inﬂuence behaviors later in life [22,23] and
may be among the most inﬂuential social determinants of health
[24]. It is, therefore, important to understand how young people
view gender norms at different ageseas well as the different
perspectives of adolescent boys and girls, and of married and
unmarried young people.
Over the past 15 years or so, a number of sexual and reproductive healthefocused programs across the global South have
sought to shift gender norms in a direction that increases equity
[25,26]. A tool that has often been used to measure the effects of
these “gender-transformative” programs is the GEM Scale [27]. It
was developed to meet the need for a reliable and easily administered tool that could measure views toward gender norms
regarding sexual health, violence, and intimate partnerships at a
given point in time and that could capture shifts in these views
after a program had been implemented. Although several scales
had been developed to assess gender norms [28], few were
focused on these topics and applicable in these programmatic
settings. Over time, the GEM Scale has been validated and used in
a number of different country settings, with people ranging from
ﬁfteen to 60 years old, and among both boys/men and girls/
women [27,29e34].
Global efforts for youth have tended to focus on measuring
and shifting gender norms among the 15- to 24-year-olds
[8,23,26,30]. Far less is known about views toward gender norms,
and the potential to shift these norms, among early adolescents
(aged 10e14 years). Meanwhile, calls for increased attention to
and investment in the sexual and reproductive health and rights
of early adolescents, particularly adolescent girls [16,17], have led
to new programming [17,31,32], and a related need to measure
their effects. The present study applies the GEM Scale to a
representative sample of 10- to 24-year-old Ugandan youth to:
enable an exploration of their views toward gender norms and a
comparison across different ages, test the relationship between
these views and key sexual and reproductive health and right
outcomes, and examine the usefulness of the scale for 10- to
14-year-olds.

Methods
Study design and participants
A two-stage cluster-sampled household survey was conducted from July 2015 to September 2015. Eligible participants
were males and females between 10- and 24-years old, who lived
in Wakiso and Kampala Districts, Uganda. These districts were
selected to provide a representative sample of rural and urban
communities: Kampala district is entirely urban, whereas 92%
of the population of Wakiso Districtdwhich immediately
surrounds the city of Kampaladlive in rural areas.
A list of enumeration areas (EAs) used in the 2014 census was
obtained from the Uganda National Bureau of Statistics. In the
ﬁrst stage, census EAs were randomly selected in each district; a
total of 24 EAs were selected for the study. In the second stage,
approximately, 40 households were systematically selected in
each EA (to yield the desired sample size). Finally, data collectors
used the Kish Grid system (Kish L. Survey Sampling. New York:
John Wiley and Sons, Inc.; 1965.) to construct a list of eligible
individuals in each selected household and randomly select
one participant per household (for a total of 960 individuals in
the sample).
Using the Kish Grid, the data collectors ﬁrst listed males
presently residing in the house in order of decreasing age,
followed by females in the same order. One person was selected
from this list using a random number table. If the prelisted
individual did not meet eligibility criteria, the second was
screened, and so on. The survey was conducted in the participant’s household and took an average of 40 minutes to complete.
Depending on participant preference, face-to-face interviews
were conducted in either Lugandadthe predominant local
languagedor English. The surveys were written in English,
translated to Luganda, and then back-translated to English.
Survey questions covered sociodemographic background,
acceptance of (in)equitable gender norms, sexual behaviors, and
experience with violence.
Measures
To assess views toward gender norms, we applied the GEM
Scale [33]. The items addressed support for inequitable gender
norms in four content domains: violence, reproductive health
and disease prevention, sexuality, and domestic chores and daily
life. Response categories included “agree,” “partially agree,” and
“do not agree.” We coded all items such that a higher score
represented support for more equitable gender norms.
Statistical analysis
Factor structure. As the scale had been widely used among 15- to
24-year-olds, but never among 10- to 14-year-olds, we analyzed
the data separately for the two age groups: 10e14 (N ¼ 297) and
15e24 years (N ¼ 663). Power analyses indicated that these
sample sizes were adequate for a validation study using conﬁrmatory factor analysis (CFA; data not shown) [35]. Prior research
had determined that the scale had one factor for the 15- to
24-year-old population [33]. To assess the factor structure when
applying the scale with a new subpopulation, we used exploratory factor analysis (EFA)dwith scree plots, Kabacoff’s parallel
analysis, and Velicer’s Minimum Average Partialdto determine if
we would again ﬁnd one factor [36]. During EFA, we speciﬁed a
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range of factors and used oblique rotation methods to produce
factor loadings. Oblique rotations were used because of a high
expectation of correlation between factors [36]. We subsequently
calculated factor loadings to assess item relationships with
underlying factors; items with factor loadings of .3 or greater
were retained [37,38].
Construct validity. After identifying a similar one-factor structure with EFA, we then performed two separate CFAs using the
structural equation modeling techniqueeand with multi-group
measurement invariance analysisefor participants aged 10-14,
and participants aged 15-24. CFA examines how well the GEM
Scale model ﬁts the data [39]. Good-ﬁtting models are indicated
by a Tucker-Lewis (TLI) and Comparative Fit Index (CFI) greater
than .90 and a Root Mean Square Error Approximation (RMSEA)
less than .08 [40e42]. Multi-group invariant (MI) analysis was
performed to determine whether the item loadings were the
same across the two age groups and across the male and
female groups.
Internal consistency reliability. The default for estimating internal
scale consistency is typically the coefﬁcient alpha. However, the
coefﬁcient alpha can become negatively biased when a Likert
response format with fewer than ﬁve points is used, as is the case
with the GEM Scale [43]. In such instances, the ordinal coefﬁcient
theta has been recommended as a more suitable alternative to
coefﬁcient alpha, as interpretation is similar but ordinal theta
avoids this propensity for negative bias [43]. We provide both
coefﬁcient alpha and ordinal theta results when assessing
internal consistency reliability.
Descriptive analysis of views toward gender norms and associations with HIV-related outcomes. We coded the answer choices
of individual items as “agree”/“partly agree” (0) or “disagree”
[1]. To compare responses to individual items, we used
chi-square tests. To create the GEM Scale, we summed the
responses to the items; thus, a higher number is a more equitable score. To enable a comparison of the GEM Scale scores
across the two age groups, we selected the 18 items that worked
best across the groups. Speciﬁcally, items 3, 5, 8, 12, 13, and 18
had low factor loadings for both age groups and were dropped
(see ﬁndings section for more detail). We then used t-tests to
compare the mean scores of the 18 item scale across the two age
groups.
Finally, we assessed bivariate relationships between views
toward gender norms and several key health-related outcomes,
including age of sexual debut, condom use at last sex, and
experience of physical and/or sexual partner violence. Experience with physical or sexual violence was measured during the
past 12 months. The analysis focused on 15- to 24-year-olds, as
only a few 10- to 14-year-old respondents reported previous
sexual experience. Statistical signiﬁcance was determined at
p value  .05. Weights corresponding to the differences in cluster
and household size were calculated and taken into account in the
analysis. All analyses were conducted using Stata software,
version 13 (StataCorp, College Station, TX).
Ethical approval
The study was approved by the Institutional Review Board of
the Population Council (New York), the Research Ethics
Committee of Makerere University (Kampala), and the Uganda
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Table 1
Characteristics of the study population (N ¼ 960)
Weighted frequency (%)
Residence
Kampala
Wakiso
Sex
Male
Female
Age
10e14 years old
15e24 years old
Currently attending school
Yes
No
Highest level of school attended
No education
Primary
Secondary
Tertiary
Marital status
Never married/single
Never married/living with a sex partner
Married
Divorced/separated/widowed
Ever had sex
No
Yes

62.4
37.6
40.4
59.6
33.7
66.3
41.5
58.5
.5
43.6
46.7
9.2
86.8
4.4
7.4
1.4
52.3
47.7

The analysis has been weighted using svy command in Stata software version 14.
Only 4 participants aged 10e14 years reported having ever had sex.

National Council of Science and Technology (Kampala). We
obtained written consent from adult participants and emancipated minorsewho were deﬁned by the Uganda National
Guidelines for Research involving human participants, as being
aged 15e17 years who are pregnant, married, have a child, or
cater for their own livelihood [44]dand from the parents or
guardians of other participants aged 10e17 years old.

Results
Sample characteristics
About half of the sample came from Wakiso district and half
came from Kampala district, 40% were male, 42% were currently
attending school, and nearly all had some level of education.
Most participants (84%) had never been married, and about half
ever had sex (Table 1). All participants stated that they had heard
about HIV.

Factor structures and construct validity of the GEM scale across
age groups and sex
EFA among 10- to 14-year-olds (n ¼ 297) suggested that one
principal component (one factor) should be extracted. Next,
eight items had factor loadings of less than .3 and were removed.
The 16 remaining items represent four content domains:
violence, reproductive health and disease prevention, sexuality,
and domestic chores and daily life (Table 2). CFA conﬁrmed the
one-factor structure model and showed that all factor loadings
for the ﬁnal 16 items were above .3 and signiﬁcant. The model
ﬁt indices were good, and as follows: RMSEA ¼ .044; CFI ¼ .92,
TLI ¼ .90. The internal consistency of the scale was alpha ¼ .74
and ordinal theta ¼ .84.
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Table 2
Conﬁrmatory factor analysis stratiﬁed by age (10e14 vs. 15e24 years old)
GEM scale items

Factor loadings
10e14 (n ¼ 297)

There are times a woman deserves to be beaten.
A woman should tolerate violence in order to keep her family together.
If someone insults a man he should defend his reputation with force if he has to.
It is okay for a man to hit his wife if she will not have sex with him.
A man using violence against his wife is a private matter that should not be
discussed outside the couple.
Q6
It is alright for a man to beat his wife if she is unfaithful.
Q7
It is a woman’s responsibility to avoid getting pregnant.
Q8
A man should be angered/shocked if his wife asks him to use a condom.
Q09
Women who carry condoms on them are easy.
Q10
Only when a woman has a child is she a real woman.
Q11
A real man produces a male child.
Q12
It disgusts me when I see a man acting like a woman.
Q13
A woman should not initiate sex.
Q14
You do not talk about sex, you just do it.
Q15
A woman who has sex before she marries does not deserve respect.
Q16
Men need sex more than women do.
Q17
Men are always ready to have sex.
Q18
A man needs other women, even if things with his wife are ﬁne.
Q19
It is the man who decides how he wants to have sex.
Q20
Giving the kids a bath and feeding the kids are the mother’s responsibility.
Q21
A woman’s most important role is to take care of her home and cook for her family.
Q22
A man should have the ﬁnal word on decisions in his home.
Q23
The husband should decide what major household items to buy.
Q24
A woman should obey her husband in all things.
Fit indices from CFA; one latent factor
Chi-square
RMSEA
CFI
TLI
Internal consistency of retained items
Number of items retained
Cronbach’s alpha
Ordinal theta

15e24 (n ¼ 663)

.31a
.48a
.24
.33a
.16

.20
.39a
.28
.23
.20

.29
.44a
.16
.47a
.42a
.43a
.12
.17
.32a
.04
.39a
.52a
.19
.39a
.31a
.34a
52a
.47a
.39a

.43a
.23
.23
.36a
.52a
.51a
.06
.27
.28
.38a
.34a
.40a
.21
.36a
.46a
.49a
.54a
.57a
.54a

Q1
Q2
Q3
Q4
Q5

140.23 (p < .01)
.039
.93
.92

117.8 (p < .01)
.031
.97
.96

16

14
.76
.85

.78
.87

Bold values indicate retained items.
CFI ¼ Comparative Fit Index; RMSEA ¼ Root Mean Square Error Approximation; TLI ¼ Tucker-Lewis.
a
Retained items (16 items retained among 10e14; 14 items retained among 15e24 years old). Six dropped items are: Q3, Q5, Q8, Q12, Q13, and Q18.

EFA among 15- to 24-year-old participants (n ¼ 663) also
suggested one principal component (one factor). Ten items were
dropped from the original 24-item scale. The 14 remaining items
represent all the same four content domains (Table 2). CFA
conﬁrmed the one-factor structure model and showed that all
factor loadings for the 14 retained items were above .3 and
signiﬁcant. The model ﬁt indices were excellent, and as follows:
RMSEA ¼ .0031; CFI ¼ .97, TLI ¼ .96. The internal consistency of
the scale was alpha ¼ .78 and ordinal theta ¼ .87.
To conﬁrm the scale performance across males and females,
we performed CFA with the multigroup invariance (MI) option,
using the whole sample. Findings indicate that factor structures,
factor loadings, and ﬁt indices of the scale are comparable across
the two gender groups. Likewise, MI analysis was conducted
to compare scale performance between 10- to 14-year-olds and
15- to 24-year-olds. Findings from this analysis corroborate those
from the two separate CFAs: factor loadings on some items
differed between the two groups.
Of the dropped items from two separate CFAs analysis for the
10e14 and 15e24 age groups, six of the same items were dropped among both groups. To permit comparison of scale scores
across both age groups (which requires the same list of items),
we dropped these six items, to create an 18-item scale. We
conducted additional CFA analysis using the whole sample and
ﬁndings conﬁrmed that this revised, 18-item scale is valid.

Views toward gender norms
Levels of support for inequitable gender norms are presented
in Table 3. Overall, respondents reported substantial support for
inequitable gender norms. For example, about 70% of the sample
agreed that “a woman should tolerate violence to keep her family
together,” and about 40% agreed that “it is alright for a man to
beat his wife if she is unfaithful.” Over 65% agreed that it is a
woman’s responsibility to avoid pregnancy, and more than half
agreed that “women who carry condoms on them are ‘easy’.”
About 60% agreed that “men are always ready to have sex,” or
“men need more sex than women do.”
When comparing the two age groups, the younger
respondents showed signiﬁcantly higher levels of support for
inequitable gender norms in 14 statements (of the 18 statements in the adapted GEM Scale). For example, 86% of those
aged 10e14 years agreed that “giving the kids a bath and
feeding the kids are the mother’s responsibility;” compared
with 78% of 15- to 24-year-olds. Similarly, 89% of younger participants, versus 74% of older participants, agreed that “a man
should have the ﬁnal word on decisions in his home.” When
combined into a summed GEM Scale, the mean score again
supports these observations: younger respondents showed
signiﬁcantly lower levels of support for equitable gender norms
(6.4 vs. 7.9; p < .0001).
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Table 3
Levels of inequitable gender norms stratiﬁed by age and gender (18 items)
Statements (items)

Q01
Q02
Q04
Q06
Q07
Q09
Q10
Q11
Q14
Q15
Q16
Q17
Q19
Q20
Q21

There are times a woman deserves to be beaten.
A woman should tolerate violence in order to keep her family together.
It is ok for a man to hit his wife if she will not have sex with him. c*
It is alright for a man to beat his wife if she is unfaithful. c*
It is a woman’s responsibility to avoid getting pregnant. b**, c*
Women who carry condoms on them are easy.
Only when a woman has a child is she a real woman. c*
A real man produces a male child. c***
You do not talk about sex, you just do it. c***
A woman who has sex before she marries does not deserve respect. c***
Men need sex more than women do. b***
Men are always ready to have sex.
It is the man who decides how he wants to have sex. c***
Giving the kids a bath and feeding the kids are the mother’s responsibility. c**
A woman’s most important role is to take care of her home and cook for
her family.
Q22
A man should have the ﬁnal word on decisions in his home. c***
Q23
The husband should decide what major household items to buy. c**
Q24
A woman should obey her husband in all things. c**
Mean of summarized scores of 18 items; lower scores indicate lower support
for equitable gender norm c***

Inequitable gender norms
among, 10e14 years old
(% agreed)

Inequitable gender norms
among 15e24 years old
(% agreed)

Male

Female

Total

Male

Female

Total

30.2
69.8
13.3
41.9
56.0
51.7
71.7
68.6
52.4
75.3
74.6
65.7
71.7
80.0
91.2

31.6
77.9
11.1
48.3
68.4
50.5
74.3
57.0
53.8
77.4
69.9
60.0
71.1
91.7
96.3

30.9
74.1
12.1
45.3
62.5
51.1
73.1
62.5
53.1
76.4
72.2
62.7
71.4
86.2
93.9

29.9
64.3
10.7
31.7
60.3
56.5
53.5
40.3
36.2
50.1
62.2
60.0
53.0
70.2
86.5

21.0
69.2
5.3
37.8
77.0
52.9
56.8
42.0
34.9
55.5
80.8
64.4
46.1
82.4
91.5

24.3
67.4
7.3
35.6
70.1
54.2
55.6
41.4
35.4
53.5
74.0
62.8
48.7
77.9
89.6

87.1
74.2
92.5
6.32

91.5
80.5
94.2
5.94

89.4
77.5
93.4
6.12

72.7
60.4
83.3
8.16

74.3
56.9
80.2
7.71

73.7
58.2
81.3
7.87

Clustering effects and survey weights were adjusted for in all analysis.
sig at p < .05; **sig at p < .01; ***sig at p < .001.
Comparing male versus female aged 10e14 years: neither individual items nor summarized scores were signiﬁcant.
b ¼ comparing male versus female aged 15e24 years: two individual items were signiﬁcant; summarized scores were not signiﬁcant.
c ¼ comparing 10e14 versus 15e24 years old: 12 individual items were signiﬁcant; summarized scores were signiﬁcant.
*

Given that this was the ﬁrst application of the GEM Scale
with 10- to 14-year-olds and that there can be substantial
developmental shifts within the 10- to 14-year range, we
also examined 10- to 12-year-olds separately from 13- to
14-year-olds. Responses were similar and there were no
signiﬁcant differences between GEM Scale scores. In addition,
females and males reported similar responses, and when
combined into the GEM Scale, the mean scores were not
signiﬁcantly different. This result was found among the sample
as a whole, as well as when separated into 10- to 14-year-olds
and 15- to 24-year-olds. Similarly, there were no signiﬁcant
differences in the mean of GEM Scale scores between married
and unmarried respondents nor between those living in urban
versus rural locations.
Associations between views toward gender norms and health
outcomes
Less equitable responses (i.e., a lower GEM Scale score) were
associated with several negative health outcomes (Table 4). For
example, participants who had experienced sexual or physical
violence were less likely to support equitable gender norms,
scoring an average of 7.4 compared with 8.1 among those who
had not experienced such violence (p ¼ .03). Likewise, those who
had experienced early sexual debut had signiﬁcantly lower
support for equitable gender norms, compared with those with
later sexual debut (6.1 vs. 8.3, p < .001). Those who had used a
condom at last sex also had higher GEM Scale scores than those
who had not, but this difference was not statistically signiﬁcant
(8.0 vs. 7.5, p ¼ .27).

Discussion
The global development community has long articulated the
importance of addressing the broad social and health needs of
youth. The negative effects of inequitable gender norms on
young people has been an important part of this discussion.
Findings from this study provide evidence that very young
peopleein this case, early adolescents through young adults in
Ugandaeexpress high support for inequitable gender norms.
These norms covered a range of issues related to sexual health

Table 4
Associations between equitable gender norms and HIV-related risk factors
(bivariate analysis; N ¼ 663)
GEM Scale score
(std. error)
Had sex before the age of 15
No
Yes
Used a condom at last sex (N ¼ 462)
No
Yes
Experience with physical or sexual violence
No
Yes

p value
<.001

8.25 (.19)
6.05 (.45)
.27
7.46 (.28)
8.02 (.35)
.03
8.13 (.19)
7.35 (.31)

The analysis was limited to the subsample of participants aged 15e24 years
(N ¼ 663).
Analysis of condom use variable was further restricted to those who were
sexually active (N ¼ 462).
Clustering effects and survey weights were adjusted for in all analysis.
GEM Scale summarized scores were calculated for 18 ﬁnal items; higher scores
indicate higher support for equitable gender norms.
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and disease prevention, violence, and domestic life, and were
statistically associated with health-related behaviors, including
early sexual debut and partner violence. The ﬁndings also reafﬁrm other literature indicating that efforts to tackle gender
inequitydand negative consequences thereofdmust shift societal acceptance of inequitable gender norms [1,13,14].
This study also sheds new light on how early adolescents in
Uganda (aged 10e14) view gender norms. Not only did they
report support for inequitable gender norms, this support was
substantially (and statistically) greater than that of their older
counterparts. And that when separating 10- to 14-year-olds into
10- to 12-year-old and 13- to 14-year-old subgroups, no statistically signiﬁcant differences were found. Our research empirically demonstrates that these younger adolescents have already
internalized inequitable social expectations about how men and
women should behave.
There are several implications that can be derived from these
ﬁndings, including programmatic ones. While there is a growing
body of “gender-transformative” interventions being implemented to address negative social and health outcomes, such as
HIV and violence [25], they rarely reach 10- to 14-year-olds. These
ﬁndings suggest that it is critical that programs and policies more
consistently include 10- to 14-year-olds when promoting equitable gender norms, including the rights, responsibilities, and
roles of men and women in society. And given this age range is a
transitional one between childhood and older adolescencedwith
a variety of physical, biological, and social changesdsuch programs and policies should also take into account the speciﬁc needs
of this age group. Another implication is that young people may
become somewhat more gender equitable over time. This is
perhaps due to 10- to 14-year-olds taking societal messages
around relationships and gender at face value, given developmental stage and a lack of personal experience. And, as young
people grow older, and they increasingly have experience with
intimate and sexual partnerships, this perhaps leads to some
ﬂexibility in their views (as the reality does not always match the
societal messages). This is a topic that would beneﬁt from additional inquiry and research. In addition, further research is needed
to understand the implications of these ﬁndings for youth who do
not conform to these norms, particularly those whose sexual
identities or behaviors are not heteronormative.
Other ﬁndings highlight the similarities between how young
women and young men see gender norms. In general, both
supported a wide range of inequitable norms, stressing the fact
that norms are created and reinforced across societies and that
both men and women contribute to this. Interventions hoping to
shift gender norms should always be aware of this and work with
both males and females. And ﬁndings were also similar between
married and unmarried youth, and between urban and rural
youth, indicating that these views are quite widespread.
An important goal of this research was to explore whether
the GEM Scale could work with 10- to 14-year-olds. Building on
over a decade of use among older adolescents and adults, this
study is the ﬁrst to apply and demonstrate the scale’s utility and
validity when applied to youth aged 10 to 14 years. Scale performance was good among this age group, as well as the 15- to
24-year-olds, and across males and females. Given calls in the
literature to develop tools to quantitatively assess younger
adolescents’ views on gender norms [19,20,45e47], our analysis
suggests the GEM Scale’s potential to meet this need.
The GEM Scale has been adapted in various settings over
time, to respond to speciﬁc cultural contexts, and different

subpopulations [30,31]. Reﬂecting a “best practice,” it is recommended that the GEM Scale be tested in each new setting, to
conﬁrm if any items are not clear/do not work well, and that the
scale is internally consistent (through, e.g., the ordinal theta)
[48]. Our results conﬁrmed that the scale performed well for
both the older and younger age groups. However, when assessing
ﬁt separately by age group, several items were dropped from the
original 24-item GEM Scale, and the items retained for each
group differed somewhat. It is recommended that when conducting research (or evaluations) with a speciﬁc subpopulation
only, it is best to use the list of items that ﬁts best for that
subpopulation. In this case, as an important goal was to compare
responses across age groups, a blended, 18-item adaptation of
the scale was created, which was conﬁrmed to work well across
the whole sample.
Our study adds to previous literature that shows high levels of
support for inequitable gender norms among young people aged
15e24 years and that support for inequitable norms is associated
with important health indicators such as partner violence and
age of sexual debut. And, it is the ﬁrst to shed light on how early
adolescents (aged 10e14 years) also hold inequitable views
(as measured by the GEM Scale). Findings demonstrate that
views of this younger age group were actually more inequitable
than that of their older counterparts. As early adolescents are
often not reached by gender-transformative intervention programs, these ﬁndings highlight the need to implement such
programs among 10- to 14-year-olds in Uganda (and similar
contexts), ultimately preventing associated negative social and
health outcomes. Moreover, using rigorous analytical methods,
we found that the GEM Scale is a good measure of views toward
gender norms for the full age range (10e24 years old), and thus a
useful tool for future research and program evaluation.
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