
Social Science & Medicine 326 (2023) 115899

Available online 10 April 2023
0277-9536/© 2023 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-
nc-nd/4.0/).

A conceptual framework and exploratory model for health and social 
intervention acceptability among African adolescents and youth 

Marisa Casale a,b,*, Oluwaseyi Somefun a, Genevieve Haupt Ronnie c, Chris Desmond d, 
Lorraine Sherr e, Lucie Cluver b,f 

a School of Public Health, University of the Western Cape, Cape Town, South Africa 
b Department of Social Policy and Intervention, University of Oxford, Barnett House, Oxford, United Kingdom 
c Centre for Social Science Research, University of Cape Town, South Africa 
d Centre for Rural Health, University of KwaZulu-Natal, South Africa 
e University College London, London, United Kingdom 
f Dept of Psychiatry and Mental Health, University of Cape Town, South Africa   

A R T I C L E  I N F O   

Handling Editor: Medical Sociology Office  

Keywords: 
Acceptability 
Young people 
Africa 
Intervention engagement 

A B S T R A C T   

Intervention acceptability has become an increasingly key consideration in the development, evaluation and 
implementation of health and social interventions. However, to date this area of investigation has been con-
strained by the absence of a consistent definition of acceptability, comprehensive conceptual frameworks dis-
aggregating its components, and few reliable assessment measures. This paper aims to contribute to this gap, by 
proposing a conceptual framework and exploratory model for acceptability with a specific priority population for 
health and developmental interventions: adolescents and youth in Africa. We document our multi-staged 
approach to model development, comprising both inductive and deductive components, and both systematic 
and interpretative review methods. This included thematic analyses of respective acceptability definitions and 
findings, from 55 studies assessing acceptability of 60 interventions conducted with young people aged 10–24 in 
(mainly Southern and Eastern) Africa over a decade; a consideration of these findings in relation to Sekhon 
et al.‘s Theoretical Framework of Acceptability (TFA); a cross-disciplinary review of acceptability definitions and 
models; a review of key health behavioural change models; and expert consultation with interdisciplinary re-
searchers. Our proposed framework incorporates nine component constructs: affective attitude, intervention 
understanding, perceived positive effects, relevance, perceived social acceptability, burden, ethicality, perceived 
negative effects and self-efficacy. We discuss the rationale for the inclusion and definition of each component, 
highlighting key behavioural models that adopt similar constructs. We then extend this framework to develop an 
exploratory model for acceptability with young people, that links the framework components to each other and 
to intervention engagement. Acceptability is represented as an emergent property of a complex, adaptive system 
of interacting components, which can influence user engagement directly and indirectly, and in turn be influ-
enced by user engagement. We discuss opportunities for applying and further refining or developing these 
models, and their value as a point of reference for the development of acceptability assessment tools.   

1. Introduction 

Acceptability is a concept that is gaining traction and interest within 
the realm of social interventions. Particularly in the health sector, it has 
become an increasingly key consideration in the development, evalua-
tion and implementation of healthcare interventions (Sekhon et al., 
2017). Acceptability has in fact been described as a necessary - although 
not sufficient - condition for effectiveness of an intervention (Diepeveen 

et al., 2013; Sekhon et al., 2017). However, this area of investigation has 
been largely constrained by the absence of a consistent definition of 
‘acceptability’, comprehensive conceptual frameworks disaggregating 
its components, and few reliable or standardized assessment measures 
(El-Den et al., 2015; Lewis et al., 2015; Sabben et al., 2019). Comparison 
and synthesis of acceptability findings across different studies can 
therefore be challenging (El-Den et al., 2015). 

There is a clear need to further theorize and unpack this multi- 
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faceted construct of acceptability, and to identify acceptability frame-
works that are relevant for specific priority populations, contexts and 
intended behaviour change (Munro et al., 2007). Moreover, it is 
important to further theorize and empirically test the links between 
acceptability and intervention engagement. From a public health and 
social intervention perspective, the concept of acceptability is arguably 
useful to the extent that it is able to predict and explain key outcomes of 
interest, such as intervention uptake, retention and efficacy (Perski and 
Short, 2021). 

This paper aims to contribute to this gap, by proposing a conceptual 
framework and exploratory model for acceptability with a specific pri-
ority population for health and developmental interventions: young 
people in Africa. According to the World Health Organization definition, 
young people (10–24) comprise both adolescents (10–19) and youth 
(15–24) (Blum and Nelson-Mmari, 2004). Young people under the age of 
25 account for almost 60% of Africa’s population, making it the world’s 
youngest continent (Fox and Signé, 2021). These young people have the 
potential to thrive and contribute positively to future African societies 
and economies. But they also face considerable health and develop-
mental challenges (Kabiru et al., 2013; Mpedzisi and Warth, 2021) that 
may differ across regions and countries. For example, Sub-Saharan Af-
rica (SSA) has the highest rate of out-of-school adolescents (37%) 
(Deloumeaux, 2019). Countries in SSA also have a high prevalence of 
adolescent pregnancy, unsafe abortion, child marriage and gender based 
violence compared to other regions of the world (Bankole et al., 2020; 
Malhotra and Elnakib, 2021; Santhya and Jejeebhoy, 2015). HIV inci-
dence rates among adolescents in SSA are still high, with limited evi-
dence of decline over time (Birdthistle et al., 2019; Karim and Baxter, 
2019). However, countries in Western and Central Africa have an overall 
higher percentage of adolescent pregnancies compared to Eastern and 
Southern Africa. For example, 21% of adolescents in Rwanda, in East 
Africa, were likely to have given birth to a child before 20 years of age, 
compared to 74% of their counterparts in Niger in West Africa (Neal 
et al., 2020). The prevalence of child marriage (marriage before age 18) 
is also estimated to be highest in West and Central Africa (37%) 
compared to Eastern and Southern Africa (32%) and the global average 
(19%) (UNICEF, 2022). 

Achieving Africa’s SDG objectives and the Africa Agenda 2063 vision 
will require developing health, education and economic interventions 
and services that are effective and suited to the needs of adolescents and 
youth (Shettima, 2016; World Health Organization & UNAIDS). It will 
be important for young people to find these interventions acceptable 
(Diepeveen et al., 2013; Sekhon et al., 2017) and for researchers and 
practitioners to better conceptualise, assess and strengthen acceptability 
in this population. 

In this study, we employ a multi-staged approach to model devel-
opment, comprising both inductive and deductive components and 
incorporating both systematic and interpretative review approaches. We 
adopt Sekhon et al.’s (2017) definition of acceptability, according to 
which acceptability is a reflection of the extent to which people deliv-
ering or receiving an intervention consider it to be appropriate, based on 
their anticipated or experienced cognitive and emotional responses. We 
first develop and propose a theoretical framework to guide acceptability 
research with young people, using Sekhon et al.‘s Theoretical Frame-
work of Acceptability (TFA) as our starting point of reference (Sekhon 
et al., 2017). We then extend this conceptual framework to develop an 
exploratory model for intervention acceptability with young people, by 
hypothesizing relationships between the framework’s components and 
between acceptability and intervention engagement. We see the move-
ment from a framework to exploratory model as an important first step 
in the process of developing a behavioural theory for acceptability with 
young people. 

2. Background 

2.1. Sekhon et al.‘s theoretical framework for acceptability (TFA) 

We will refer to Sekhon et al.‘s Theoretical Framework of Accept-
ability as our key point of reference for the deductive component of this 
analysis as, to our knowledge, there is no other published work that uses 
a similar systematic approach to define, theorize and unpack the 
construct of acceptability in relation to health or other developmental 
interventions (Sekhon et al., 2017). We recognize that theories are dy-
namic entities that can evolve over time and that there can be value in 
extending and integrating existing models to advance behavioural the-
ory (Munro et al., 2007; Weinstein and Rothman, 2005). 

Sekhon et al. (2017) argue that further theorizing the construct of 
acceptability is important to: develop a better understanding of what 
acceptability is; whether it is a multi-component construct and what its 
components are; how it is proposed to relate to other factors, such as 
intervention engagement or adherence; and how it can be measured. In a 
2017 paper, Sekhon et al. contributed to addressing this conceptual gap, 
by proposing a conceptual definition of acceptability for healthcare in-
terventions, and a model to illustrate its components (TFA), using both 
inductive (empirical) and deductive (theoretical) approaches (Sekhon 
et al., 2017). They define acceptability as follows: “A multi-faceted 
construct that reflects the extent to which people delivering or 
receiving a healthcare intervention consider it to be appropriate, based 
on anticipated or experienced cognitive and emotional responses to the 
intervention” (Sekhon et al., 2017, p. 4). Their theoretical framework for 
acceptability (TFA) comprises the following seven component con-
structs, considered core empirical indicators of acceptability (Sekhon 
et al., 2017, p. 8): affective attitude, burden, perceived effectiveness, 
ethicality, intervention coherence, opportunity costs, and self-efficacy. 
These constructs and their definitions are presented in Table 1. 

Sekhon et al. (2017) also propose that acceptability can be antici-
pated or experienced, and potentially assessed at three different time 
points in relation to the intervention delivery period: before the delivery 
of the intervention (anticipated or prospective acceptability) during 
intervention delivery (concurrent acceptability) and post-intervention 
delivery (retrospective acceptability) (Sekhon et al., 2017). The au-
thors posit that the extent to which the component constructs may in-
fluence each of these temporal assessments of acceptability is an 
empirical question (Sekhon et al., 2017). 

Sekhon et al.‘s Theoretical Framework of Acceptability has made a 
valuable contribution to the scarce conceptual literature in the field and 
has been used to guide many empirical studies in recent years. However, 
there is still much scope to apply and test the framework in specific 
populations. The TFA was developed primarily from reviews of 
biomedical studies conducted predominantly with adult samples in high 
income countries; moreover, its components are based on definitions 
and variables used by study authors, and not on data from potential or 
actual intervention end-users. Little is known about its relevance and 
completeness in investigating acceptability among young people, in less- 
resourced settings and beyond the biomedical health sector. Moreover, 
to our knowledge, beyond the TFA there is little theoretical work 
unpacking acceptability and its component constructs, and no known 
theoretical work with young people, or specifically in Africa. 

As part of a network of researchers focusing on promoting the health 
and wellbeing of adolescents and youth in Africa in the (Somefun et al., 
2021), the objective of this study is to further theorize the construct of 
acceptability with this population of young people. Specifically, this 
paper aims to:  

i) Develop a conceptual framework of acceptability among young 
people in Africa, to be used as a guide for acceptability research and 
intervention development with young people in Africa and poten-
tially more broadly. 
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ii) Develop an exploratory behavioural model that extends this frame-
work, by hypothesizing linkages between acceptability components 
and between acceptability and intervention engagement. In this way 
we move beyond a framework as an organizing structure, towards a 
theory, which also provides explanations of how phenomena relate 
to each other and may permit outcomes to be predicted (Davis, 
1989). 

We note that, as indicated by Hox (1997) and Sekhon et al. (2017), to 
theorize, it is necessary to identify and define the concept for mea-
surement before proceeding to describe its properties, scope and sub-
domains. We adopt the definition of acceptability proposed by Sekhon 
et al. although we extend it beyond acceptability of healthcare in-
terventions specifically to interventions more broadly: A multi-faceted 
construct that reflects the extent to which people delivering or 
receiving an intervention consider it to be appropriate, based on antic-
ipated or experienced cognitive and emotional responses to the 
intervention. 

3. Methods 

3.1. Overall approach 

Similarly to Sekhon et al. (2017), we used a combination of inductive 
and deductive approaches to further theorize the construct of 

acceptability with young people in Africa. Combining these approaches 
is posited to strengthen the process of theorizing (Sekhon et al., 2017; Xu 
and Zammit, 2020). Our model development was both multi-staged and 
iterative. A key element of this process was an interpretative review, 
which includes what could be described as a critical interpretative 
synthesis (CIS) approach (Dixon-Woods et al., 2006). The primary 
objective of the review work was the development of concepts and 
theory, grounded in the included studies, as opposed to merely pooling 
and summarising data with a priori well specified concepts (Dixon--
Woods et al., 2006). Data synthesis involved both induction and inter-
pretation, and included an interactive and dynamic dimension. It has 
been argued that conducting interpretative reviews in areas where there 
is a large body of diverse evidence calls for an approach that can draw on 
both the strengths of systematic review methodologies and recent de-
velopments in methods for interpretative synthesis (Dixon-Woods et al., 
2006). Our model building approach combined a number of components 
and methods, described in more detail below and illustrated in Fig. 1. 

3.2. Systematic review of acceptability studies with young people in Africa 

3.2.1. Search strategy and data extraction 
We conducted a systematic review to identify primary research 

studies with young people (10–24) in Africa over a decade (2010–2020), 
that assessed the acceptability of interventions aimed at positively 
influencing their developmental outcomes. The review was carried out 

Table 1 
The seven component constructs included in Sekhon et al.‘s Theoretical Framework of Acceptability (TFA) (Sekhon et al., 2017).  

Acceptability 
A multi-faceted construct that reflects the extent to which people delivering or receiving a healthcare intervention consider it to be appropriate, based on anticipated or experiential 
cognitive and emotional responses to the intervention 

1.Affective 
attitude 

2.Burden 3.Ethicality 4.Intervention 
coherence 

5.Opportunity costs 6. Perceived 
effectiveness 

7. Self-efficacy 

How an 
individual feels 
about the 
intervention 

The perceived amount 
of effort that is 
required to participate 
in the intervention 

The extent to which the 
intervention is a good fit 
with an individual’s 
value system 

The extent to which the 
participant understands 
the intervention and how 
it works 

The extent to which 
benefits, profits or values 
must be given up to engage 
in the intervention 

The extent to which the 
intervention is perceived 
as likely to achieve its 
purpose 

The participant’s confidence 
that they can perform the 
behaviour(s) required to 
participate in the 
intervention  

Fig. 1. Process diagram illustrating our multi-staged model development approach.  
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in line with the Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA). Further detail of our search strategy, 
including inclusion criteria and an example search term, are contained 
in Table S1 and in a recently published mapping review paper (Somefun 
et al., 2021). 

Papers were included if they 1) reported primary research assessing 
acceptability (based on the authors’ definition of the study or findings) 
of one or more intervention(s) with adolescents and young adults 10–24; 
2) assessed acceptability of intervention(s) aimed at positively influ-
encing one or more development outcome(s), as defined by SDG in-
dicators; 3) reported on research conducted in Africa; 4) were in the 
English Language; 5) were peer-reviewed and 6) were published be-
tween January 1, 2010 and June 30, 2020 (Somefun et al., 2021). We 
chose the approximately 10-year period, taking into account the avail-
able researcher time and other available resources to conduct this re-
view, and its relatively broad scope in terms of types of interventions 
and developmental outcomes included (Somefun et al., 2021). 

We developed detailed extraction sheets, using Excel software, to 
extract study characteristics and findings of eligible papers that were 
relevant specifically for the framework and model development. For 
reliability, information was extracted separately by at least two of the 
first three authors, and differences were resolved through discussion 
among the first three authors. 

3.2.2. Systematic review analysis 
The systematic review analysis for the purpose of this study consisted 

of various stages. First, we identified and extracted definitions of 
acceptability across papers. We made a similar distinction to Sekhon 
et al. (2017) between a conceptual definition, which defines a construct 
in abstract or theoretical terms, and an operational definition, which 
defines a construct by specifying the procedures used to measure that 
construct (Sekhon et al., 2017). Where available, we extracted explicit 
or conceptual definitions of acceptability provided by the study authors. 
Where these were not available, we derived implicit or operational 
definitions, by reviewing the methods, variables and indicators used by 
the study authors to assess acceptability and using a reasonable level of 
inference (Sekhon et al., 2017). We also considered whether the studies 
used a conceptual framework to define acceptability or guide the study 
design. 

Second, we conducted an inductive analysis of the explicit and im-
plicit definition content, to systematically cluster and synthesise distinct 
themes. Themes identified within the definition content were grouped 
together according to similarity; a construct label was then attributed to 
each group based on what best described it. We also recorded the fre-
quency with which each theme was raised across papers, noting that 
some definitions could incorporate more than one theme. This part of 
the analysis was conducted by the first three authors, through an iter-
ative process involving independent initial identification of themes, 
group discussion, going back to the paper content where necessary and 
refining themes. 

Third, we synthesized and analysed acceptability findings from data 
collected with young people across review papers. We conducted 
descriptive and content analyses to synthesise paper findings on reasons 
for or factors shaping acceptability and unacceptability (thematic con-
tent analysis of findings across papers (Braun and Clarke, 2006)) and 
factors found to be quantitatively associated with acceptability (syn-
thesis of correlational analyses conducted by study authors). We note 
that syntheses of different types of evidence are envisaged within an 
interpretive review and critical interpretative synthesis (Dixon-Woods 
et al., 2006). The content analysis of factors shaping acceptability was 
conducted by means of an iterative group process, led by the first three 
authors in collaboration with co-authors and a broader group of aca-
demics. We also recorded the frequency of themes across studies, and 
the types of interventions for which they were raised. 

Lastly, we reviewed themes emerging from both the thematic anal-
ysis of study acceptability definitions and the thematic analysis of study 

acceptability findings with young people, against Sekhon et al.‘s Theo-
retical Framework of Acceptability (TFA). This part of our analysis was 
guided by the following three questions: i) which emerging themes fit 
entirely or partially within TFA components? ii) which TFA components 
are not represented by these emerging themes? and; iii) which emerging 
themes extend beyond the TFA components, while still representing 
cognitive and emotional responses to the intervention? 

3.3. Broader review of acceptability and health behaviour literature and 
expert consultations 

A consideration of review findings, in relation to the TFA’s compo-
nent constructs, informed our development of a preliminary conceptual 
framework for acceptability with young people. As part of the deductive 
component of our model development, we then undertook a review of 
behavioural theory and models from multiple disciplines. These broader 
reviews, on-going discussion among our research team members, and 
expert consultation sessions within our networks of multi-disciplinary 
health and social science researchers contributed to: 1) refining and 
finalizing our conceptual framework: In deciding on whether to add, 
omit or adjust constructs, we adopted a critical approach that sought to 
more clearly define these constructs, consider whether they would add 
value, whether the conceptual distinction between constructs would be 
maintained and whether they represented cognitive or emotional re-
sponses to the intervention, in line with the adopted definition of 
acceptability (De Vries, 2017; Sekhon et al., 2017).; 2) develop an 
exploratory behavioural model for acceptability with young people, by 
starting to hypothesise potential relationships between constructs in the 
framework, and between these constructs, intention to engage and 
intervention engagement. Similar to Sekhon et al. (2017), we reviewed 
the types of constructs and relationships between constructs from 
various theories, and considered their applicability to our conceptual 
framework and behavioural model. 

3.3.1. Expert consultations 
Expert consultations consisted of sessions with groups of researchers 

within our university departments and multi-disciplinary networks to 
test our ideas, request feedback on our methods, thinking and pre-
liminary results and provide guidance on the most appropriate literature 
and studies to consult. These sessions allowed for a critical review of our 
model development process and thinking and pointed us to potential 
additional relevant literatures or sources to review. Each session was 
around 60–90 min and included 10–20 early career and senior aca-
demics and practitioners working with adolescents in fields including 
psychology, psychiatry, sociology, anthropology, social work and pol-
icy, economics, epidemiology, reproductive health and public health. 
Most participants were affiliated to academic institutions in Africa 
(mainly in South Africa but also other countries including Botswana, 
Ghana, Nigeria and Sudan), and high-income countries such as the 
United Kingdom and the United States; many held dual affiliations. The 
majority of attendees had worked extensively with children and youth 
across Africa, mainly in research, but also in policy development, 
advocacy, monitoring and evaluation and interventions developed for 
children, adolescents and caregivers. Many had worked for and/or were 
collaborating with NGOs based in Africa, adolescent advisory groups 
and large development agencies such as WHO, UNICEF and UNAIDS. We 
held five sessions over the course of a year, between January 2021 and 
February 2022, on average one session every two to three months. 

3.3.2. Broader literature review 
Our broader literature review was relatively organic and iterative; it 

was achieved through a combination of approaches including key word 
searches in online search engines and academic databases, a review of 
citations of key papers, a review of specific resources identified through 
expert consultation sessions and, on occasion, checking definitions in 
online dictionaries. We identified and reviewed the most frequently used 
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theories of behavioural change in interdisciplinary health literature, 
that could explain or predict the action of taking up a new product or 
intervention (Davis et al., 2015). These included the eight theories of 
behaviour or behaviour change of potential relevance to public health 
interventions, identified by Davis et al. (2015) as accounting for 75% of 
published articles across psychology, sociology, anthropology and eco-
nomics disciplines: the trans-theoretical model (TTM), the Theory of 
Planned Behaviour (TPB), Social Cognitive Theory (SCT), the 
Information-Motivation-Behavioural Skills Model (IMB), the Health 
Belief Model (HBM) the Health Action Process Approach (HAPA), 
self-determinism theory and Social Learning Theory (precursor of SCT). 
We also reviewed critiques of these health theories and more recent 
developments in the health behavioural literature, guided by the psy-
chology researchers involved in the feedback sessions (Kok and Ruiter, 
2014; Sniehotta et al., 2014; Weinstein and Rothman, 2005). Moreover, 
we reviewed literature from various other disciplines, beyond health, 
where ‘acceptability’ is commonly or increasingly used, to determine 
how the construct of acceptability is conceptualized across disciplines 
and positioned and theorized within conceptual models. This included 
key papers and models from the information systems (IT) and technol-
ogy literature, the digital health literature, implementation science 
theory and the field of environmental science (Davis, 1989; Perski and 
Short, 2021; Proctor et al., 2011; Shindler et al., 2004). 

In this paper we do not attempt to provide an exhaustive summary of 
literature consulted, but instead refer to selected paper and models that 
were most useful in informing the development of our framework and 
exploratory model. 

4. Results 

4.1. Systematic review: number of eligible studies and overall 
characteristics 

After screening 4692 titles and abstracts, 55 eligible studies were 
included in the systematic review, assessing 60 interventions for 
acceptability (see PRISMA flow diagram in Fig. S1). Most identified 
studies were from South and East Africa, with around half conducted in 
South Africa and Uganda; only seven studies were from West and Central 
Africa and only one from North Africa (Somefun et al., 2021). Based on 
their key components, the majority of interventions were classified as 
HIV or HPV vaccine interventions (10), E-health (10), HIV testing in-
terventions (8), support group interventions (7), contraceptive in-
terventions (6), voluntary medical male circumcision programs (VMMC) 
(4), school-based sexual and reproductive health education (4), eco-
nomic support programs (4) pre-exposure prophylaxis (PrEP) (2). The 
remaining five studies consisted respectively of nutritional therapy, a 
psychosocial—home-based care intervention, a counselling support 
intervention to address substance abuse, cervical cancer screening and a 
rectal microbicide intervention for HIV prevention. The primary objec-
tives of most (57) interventions were focused on HIV- or sexual and 
reproductive health-related outcomes and therefore linked to SDG3 (UN 
General Assembly, 2016). 

From the review, thirty (30) studies focused on adolescents aged 
10–19 only, fourteen (14) focused on youth aged 15–24, and eleven (11) 
focused on adolescents and youth aged 10–24. Twenty studies described 
their methodology as solely qualitative, 18 as quantitative and 17 as 
mixed methods. Eleven of the qualitative studies used only focus group 
discussions (FGDS), seven used only in-depth interviews (IDIs) and two 
used both methods. Most of the quantitative studies employed struc-
tured survey questionnaires, while mixed-methods studies combined 
FGDs or IDIs with survey questionnaires, online surveys and evaluation 
reports (citation omitted). As indicated in Supplementary Table S2, a 
wide range of questions and indicators were used to measure accept-
ability. None of the studies used a standardized previously validated 
instrument, although two papers drew from existing instruments (Smith 
et al., 2019; Van Der Straten et al., 2010). Further details on study 

characteristics are presented in Table S2 and in our recently published 
mapping review (Somefun et al., 2021). 

4.2. Explicit and implicit definitions of acceptability 

Only seven of the 55 eligible studies provided an explicit definition of 
acceptability (Sekhon et al., 2017); of these, three studies also used a 
conceptual framework within which to position this definition (as 
indicated in Table S2). Three definitions focused on the preference for or 
willingness to use and complete the intervention (Katahoire et al., 2013; 
Smith et al., 2016; Tonen-Wolyec et al., 2019). Two definitions focused 
mainly on responses to the intervention, referring respectively to Sekhon 
et al.‘s TFA (MacCarthy et al., 2020; Sekhon et al., 2017) and the Bowen 
feasibility framework (Bowen et al., 2009; Parker et al., 2013). Two 
studies conceptualized acceptability as an implementation outcome and 
focused on relevance, value, appeal, likeability and usability (Kibel 
et al., 2019; Sabben et al., 2019); one of these studies based their defi-
nition on the Technology Acceptance Model’s (TAM) framework (Davis, 
1989). 

A further three studies referred to a conceptual framework despite 
not providing an explicit definition of acceptability: Khoza et al. (2019) 
referred to the social ecological framework (Golden and Earp, 2012); 
Sayles et al. (2010) to value-expectancy and social marketing theories 
(Sayles et al., 2010) and Turiho et al. (2017) to symbolic interactionism 
theory (Jeon, 2004) and some aspects of the Health Beliefs Model 
(HBM). 

However, the vast majority of papers in this review (45) did not 
provide an explicit definition of acceptability nor refer to a specific 
conceptual framework. For the majority of these papers (n = 43), we 
were able to derive an operational definition or ‘implicit’ definition from 
the questions and indicators used by the authors to assess acceptability. 
It should be noted that, given the multiplicity of questions and indicators 
in some studies, many definitions were multi-dimensional. For the 
remaining two papers it was not possible to derive an explicit or implicit 
definition since the papers did not focus solely on assessing acceptability 
as an outcome, did not explicitly define acceptability, and did not clearly 
indicate which questions or indicators were specifically linked to the 
reported acceptability findings (Carney et al., 2020; James et al., 2018). 

4.3. Thematic analysis of acceptability definitions 

Our thematic analysis and clustering of extracted explicit and im-
plicit definitions from the 53 papers led to the identification of 12 
themes. These are represented in Table 2, which also indicates the 
number of times each theme emerged across papers within an explicit or 
implicit definition. The most frequently recorded themes were: overall 
attitudes to the intervention (referring to what study participants felt or 
thought about the intervention broadly, including whether they liked it 
overall); willingness to use the intervention; understanding of the 
intervention; barriers and facilitators to use and access; perceived 
effectiveness of the intervention; and willingness to recommend or 
distribute the intervention to others. It should be noted that we included 
‘perceived good or bad consequences of the intervention’ as a distinct 
theme from ‘perceived effectiveness’, in that the former referred to 
(anticipated or experienced) positive effects of an intervention beyond 
its stated objectives or effects on the outcomes it sought to influence (e.g. 
broader social effects), as well as potential negative effects of an 
intervention. 

Most of these themes appeared to be relevant for prospective, con-
current or retrospective acceptability (Sekhon et al., 2017). However, 
the last three (satisfaction with the intervention, uptake and willingness 
to recommend or distribute it to others) pertained mainly to concurrent 
or retrospective acceptability, in that they would require the end-user to 
have already had some level of exposure to the intervention or have at 
least agreed to participate. It is also noteworthy that six studies equated 
acceptability of the intervention with intervention uptake. 
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4.4. Thematic analysis of acceptability findings with young people 

Eight key themes emerged from a qualitative thematic analysis of 
acceptability findings across papers, mainly to explain why young 
people found interventions acceptable or not. These were: understand-
ing of the intervention, ease of use, intervention costs and barriers to 
access, perceived positive effects of the intervention, perceived negative 
effects of the intervention, relevance to these young people’s needs and 
to broader social and cultural norms, the acceptability of others, and the 
influence of prior engagement with the intervention on acceptability. 
These themes were based on mainly (qualitative and quantitative) data 
collected from young people, although some were supported by corre-
lational analyses conducted by study authors. These key themes and 
their emerging subthemes are represented in Fig. 2. The text in Sup-
plementary Table S3 also provides examples of how these themes 
emerged from the study data, in order to better contextualise findings. 

4.5. Consideration of emerging themes in relation to Sekhon et al.‘s 
Theoretical Framework of Acceptability 

As indicated, we reviewed our emerging themes against Sekhon 
et al.‘s Theoretical Framework of Acceptability (TFA) (Sekhon et al., 
2017) based on the following three questions: i) which emerging themes 
fit entirely or partially within TFA components? ii) which TFA compo-
nents are not represented by these emerging themes? and; iii) which 
emerging themes extend beyond the TFA components, while still rep-
resenting cognitive and emotional responses to the intervention? 

With regard to the first question of which emerging themes fit 
entirely or partially within Sekhon et al.‘s Theoretical Framework of 
Acceptability (TFA) components, various themes across these two ana-
lyses appear to fit well with four components from the TFA: affective 
attitudes, intervention coherence, self-efficacy and perceived effectiveness of 
the intervention. Specifically, the themes overall attitudes to or percep-
tions of the intervention, whether participants liked the intervention and 
satisfaction with the intervention from the definitions were well aligned 
with the affective attitudes construct in the TFA. Some of the study 
findings appeared to also relate explicitly to the affective attitudes 
component, for example where participants explicitly indicated liking 
interventions or finding them appealing. The ability or perceived ability to 
use the intervention theme from the definitions and references to ease of 
use in the findings analysis fit well with the TFA self-efficacy component, 
while themes related to understanding of the intervention, in both ana-
lyses, were well-aligned with the intervention coherence component in the 
TFA. There were also multiple references to perceived effectiveness of 
interventions, which speak directly to the perceived effectiveness 
component of the TFA. Moreover, concern with direct or opportunity 
costs, emerging from our analysis of findings, fit with both the burden 
and opportunity cost components of the TFA. References to religious 
beliefs or ‘morality’ could in part also resonate with the TFA ethicality 
component. 

With regard to TFA components not represented by these emerging 
themes, none of the themes emerging from acceptability definitions 
(Table 2) clearly fit within the remaining three components of the TFA 
(opportunity costs, burden and ethicality). It could however be argued that 
these TFA components could, conversely, fit within some of the broader 
emerging themes from our definitions analysis, such as barriers and fa-
cilitators of access and use, perceived good and bad consequences of the 
intervention, and relevance and value to the young people and community. 

In response to the third question, some of the themes emerging from 
study definitions and findings appear to extend beyond TFA compo-
nents. For example, perceived good and bad effects of the intervention can 
extend beyond perceived effectiveness to broader individual or social 

Table 2 
Explicit and operational definitions of acceptability derived from reviewed 
papers.  

Definition Explicit (number 
of papers) 

Operational (number 
of papers) 

1. Overall attitudes towards the 
intervention (thoughts or feelings) 

4 19 

2. Willingness to use the intervention 3 16 
3. Understanding of the intervention 2 14 
4. Perceived ability to use the 

intervention 
2 4 

5. Barriers and facilitators of access 
and use 

0 14 

6. Perceived effectiveness of the 
intervention 

1 11 

7. Perceived good or bad consequences 
of the intervention 

0 5 

8. Relevance and value to the young 
people or community 

2 5 

9. Belief that others would use or 
approve of intervention 

0 2 

10. Satisfaction with the intervention 1 6 
11. Intervention uptake 1 5 
12. Willingness to recommend or 

distribute to others 
0 10 

No clear explicit or operational 
definition 

2   

Fig. 2. Themes explaining young people’s acceptability or unacceptability of interventions.  
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consequences not restricted to an intervention’s objectives. Themes 
reflecting the belief that others would use or approve of the intervention, the 
intervention’s relevance to young people’s needs and contexts and alignment 
to social and cultural norms and practices are also not clearly reflected in 
the TFA components. 

Lastly, as articulated by Sekhon et al. (2017), themes linked to 
intervention engagement or willingness to engage with the intervention 
are not included in the TFA since these constructs are not considered to 
represent cognitive or affective responses to an intervention, and 
therefore do not fit within the author’s definition of acceptability. They 
are instead considered separate constructs related to intervention 
engagement that may predict or be predicted by acceptability (Perski 
et al., 2017; Sekhon et al., 2017). 

4.6. Theoretical framework for young people’s acceptability 

Drawing from the above analysis relating themes emerging from our 
systematic review analyses to the TFA components, and from broader 
reviews of inter-disciplinary acceptability and health behaviour litera-
ture, we developed a framework for acceptability among young people 
in Africa, and potentially beyond (see Fig. 3). We have called it the 
Accelerate Framework for Young People’s Acceptability (or Accelerate 
Framework). 

Our framework proposes nine components of acceptability. In line 
with Sekhon et al.‘s definition of acceptability, these represent cognitive 
and affective factors posited to represent and shape young people’s re-
sponses to an intervention. There is considerable overlap between 
Sekhon et al.‘s Theoretical Framework of Acceptability (TFA) and our 
proposed framework, to the extent that our Accelerate Framework could 
be considered a modified and extended version of the TFA. However, 
certain components have been added, others combined, and the defi-
nition of others extended to widen their domain. Below we will go 
through each of the components included in our framework and discuss 
the rationale for their inclusion and definition. Below and further in 

Supplementary Table S4 we will also highlight some of the key behav-
ioural models and theories where these constructs, or similar constructs, 
are included, and how they are defined and posited to influence 
behavioural change. 

We have maintained the self-efficacy component that, as defined in 
the TFA, refers to young people’s confidence to perform the behaviours 
required to participate. This component includes the belief that young 
people can use the intervention as required (particularly for biomedical 
products) and perceived ease of use of the intervention. It may also 
reflect anticipated or experienced barriers to access and use, to the 
extent that these may be perceived as not enabling the young person to 
do what is needed to access an intervention or participate in it. Self- 
efficacy is a widely used term considered a key component of most 
major health and technology acceptance theories (Ajzen, 1991; Davis, 
1989; Munro et al., 2007; Rosenstock et al., 1988; Schwarzer, 2014). 

Affective attitudes is a second component we have maintained un-
changed from the TFA. Affective attitudes describes how one feels about 
a target behaviour (e.g. one enjoys the behaviour or finds it satisfying 
(McEachan et al., 2016), as opposed to cognitive attitudes that describe 
one’s thoughts, beliefs and factual knowledge about a behaviour 
(McEachan et al., 2016). Both dimensions of attitudes are commonly 
used and tested in psychology behavioural theories (Ajzen, 1991), 
though affective attitudes have been shown to be more strongly asso-
ciated with behaviour and to better reflect impulsive (versus reflective) 
influences in behaviour (McEachan et al., 2016; Stevens et al., 2019). 
Affective attitudes could therefore reflect ‘gut feeling’, likeability, 
satisfaction or enjoyment. 

We have also included a component described as Understanding of the 
intervention. This component is similar to the TFA’s Intervention Coher-
ence, as it refers to the extent to which young people have adequate 
knowledge of the intervention and understand it. Sekhon et al. (2017) 
define intervention coherence in the TFA as “the extent to which the 
participant understands the intervention, and how the intervention 
works.” (pg 9). This definition was derived from the illness perception 

Fig. 3. Accelerate framework for young people’s acceptability.  
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literature where ‘illness coherence’ describes the extent to which a pa-
tient’s illness representation provides a coherent understanding of the 
illness (Sekhon et al., 2017). We believe, however, that the under-
standing of an illness and that of an intervention are distinct concepts, 
and that understanding of the intervention more clearly conveys the 
construct represented in our model. More broadly in behavioural 
studies, understanding and knowledge have been shown to influence 
behaviour and adoption of innovation, both directly and indirectly (De 
Vries, 2017; Eggers et al., 2016; Jeffrey and William, 1992; Rogers, 
2010). 

Moreover, we have included four components in our framework that 
are not present in the TFA. These are: relevance, perceived social accept-
ability, perceived negative effects and perceived positive effects of the 
intervention. The relevance component in our model refers to whether 
young people consider the intervention relevant to their needs and lived 
experience, for example whether they consider it to address a priority in 
their life and whether they consider its content and delivery to resonate 
with their current reality and experiences. Relevance is defined as 
“closely connected with the subject you are discussing or the situation 
you are in” (Oxford Learner Dictionary: Hornby, 1995). In developing a 
model for digital health intervention engagement, Perski et al. (2017) 
describe ‘personal relevance’ as the extent to which a digital interven-
tion is perceived to apply to the individual and their particular situation 
(Perski et al., 2017, p. 259). Relevance is also closely related to other 
constructs in key health and innovation adoption models, such as 
compatibility or belief in a personal threat of illness (Rogers, 2010; 
Rosenstock et al., 1988). 

Perceived social acceptability in our framework reflects the extent to 
which young people believe the intervention to be acceptable (or not) to 
other key individuals in their lives or communities, such as partners, 
caregivers, peers and school or community leaders. There is a growing 
consideration of the concept of ‘social acceptance’ or ‘social accept-
ability’, for example in the environmental field. Though clear definitions 
are often not provided (Tabourdeau et al., 2020), these terms commonly 
refer to the collective judgment of projects and/or acceptability among 
various stakeholders (Shindler et al., 2004). This model component is 
also closely linked to the concepts of social norms and perceived or 
subjective norms used in various health behavioural models (Ajzen, 
1991; Perkins and Berkowitz, 1986). 

The Perceived positive intervention effects component in our model 
includes anticipated or experienced benefits of the intervention for the 
young person, their household or community. It incorporates the TFA’s 
Perceived effectiveness, but also extends beyond this, to anticipated or 
experienced positive effects of an intervention that may go beyond 
intended objectives. Many health and technology acceptance behav-
ioural models include constructs representing anticipated effectiveness 
or benefits of an intervention (Bandura et al., 1999; Blackwell, 1992; 
Redding et al., 2000). 

Perceived negative intervention effects is a further additional compo-
nent we have added to represent anticipated or experienced negative 
consequences of an intervention, for the young person, their household 
or community. The incorporation of perceived negative effects of 
(health) behaviours in behavioural theory is less common. However, it 
may be incorporated within or closely aligned with other constructs, 
such as perceived barriers to performing a recommended action (Rosen-
stock et al., 1988). 

In our framework, ethicality reflects the intervention’s alignment to 
the young person’s value system and/or the broader value system of the 
community and context in which they are embedded. Sekhon et al. 
(2017) defined ethicality in their framework as “the extent to which the 
intervention has good fit with an individual’s value system”, based on the 
Oxford dictionary definition of ethical as “morally good or correct”. 
Other definitions of ethical include a connection to beliefs and principles 
about what is wrong and right (Hornby, 1995). While we have chosen to 
use the same name for this component in our framework, we propose 
extending its definition to include a fit with a broader (community) 

value system, versus simply individual values; this remains in line with 
the broader definition of ‘ethicality’. This extension more explicitly in-
corporates perceived social and cultural norms that may affect young 
people’s acceptance of the intervention. These are the informal, mostly 
unwritten, rules or expectations that define behaviour and thoughts 
based on shared beliefs within a specific cultural or social group 
(Cislaghi and Heise, 2018; National Academies of Sciences & Medicine, 
2018). 

Lastly, our Burden component refers to the anticipated or experi-
enced costs and/or effort required to participate in an intervention 
(including time and cognitive effort). This is in line with the definition in 
Sekhon et al.‘s framework, drawn from the Oxford dictionary definition 
of burden, as a “heavy load”. We maintain the component name and 
definition but consider it to include both direct costs and opportunity 
costs (financial resources or other things that have to be given up to 
participate), which are represented as two separate components in the 
TFA. We combine these two constructs both to minimize the number of 
model components, and because we believe that both types of costs fall 
within the construct definition of effort or costs linked to participation. 
Our burden component overlaps to some extent with the perceived bar-
riers construct in the HBM, which can include perceptions that an action 
(in this case intervention participation) is expensive or inconvenient 
(Rosenstock et al., 1988). 

4.7. Exploratory model linking young people’s intervention acceptability 
to intervention engagement 

Based on our extended literature review and expert consultation, we 
further developed our framework into an exploratory model for young 
people’s acceptability. This model links the acceptability framework 
components to each other and to intervention engagement (illustrated in 
Fig. 4). 

Our model incorporates elements of complex systems theory (Hilpert 
and Marchand, 2018), dynamic self-regulatory models, and behavioural 
models based on social cognitive theory (Ajzen, 1991). Similarly to 
Perski and Short, who propose an acceptability model for the digital 
health sector, we posit that acceptability cannot be encapsulated by any 
one proposed acceptability component or construct. Rather, it is best 
represented as “an emergent property of a complex, adaptive system of 
interacting components” (Perski and Short, 2021, p. 1474), representing 
cognitions and affect, which influences, and in turn is influenced by, 
user engagement (Perski and Short, 2021). 

We therefore hypothesise that the 9 components in our Accelerate 
Framework for young people’s acceptability constitute a complex system 
of interacting components and that acceptability may be considered an 
emergent property of this system (Hilpert and Marchand, 2018; Perski 
and Short, 2021). We also assume that there may be multiple potential 
relationships between these components, and that some may be tem-
poral or causal. For example, understanding of an intervention will 
likely influence perceptions of positive or negative effects, as well as 
one’s ability to effectively access and participate in an intervention 
(self-efficacy). We hypothesise, however, that the existence, direction 
and strength of the relationships between components may be different 
in different contexts and are therefore best tested empirically in specific 
populations and for specific behaviours (Hilpert and Marchand, 2018). 

We note that the construct of acceptability emerging from this 
complex system inevitably incorporates an assessment of interventions, 
representing the impression users form about how they think and feel 
about an intervention (Perski and Short, 2021; Marcinkowski and Reid, 
2019). We posit that this assessment can be overall positive or negative 
and influence young people’s intention or willingness to engage with an 
intervention, and actual use or engagement. 

We further hypothesise that user acceptability can influence 
engagement directly or indirectly, through intention to engage or other 
potential mediating factors to be tested in empirical research. In this 
regard our model incorporates an element of social cognitive models, 
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that hypothesise that individual attitudes towards a particular behav-
iour can influence behavioural intentions (intention to perform the 
behaviour) and in turn intention can influence behaviour (Ajzen, 1991; 
Davis et al., 2015; Munro et al., 2007). However, our model also rec-
ognises that this may not be the only pathway explaining behaviour or 
behaviour change (Marcinkowski and Reid, 2019; McEachan et al., 
2011) and that the attitude-behaviour relationship needs to be placed in 
the context of a wider set of theoretical relationships thought to influ-
ence behaviour (Marcinkowski and Reid, 2019). For example, a failure 
to act on intention may be explained by various factors, such as social 
influence, self-efficacy, action planning, the role of emotions and un-
conscious influences on behaviour (De Vries, 2017; Marcinkowski and 
Reid, 2019; Sniehotta et al., 2014). In fact more recent dual process 
models suggest multiple potential pathways to behaviour, that may 
include reflective determinants and impulsive determinants (Evans and 
Stanovich, 2013). 

Moreover, we hypothesise that actual engagement with the inter-
vention will, in turn, influence acceptability. This feedback loop be-
tween intervention acceptability and engagement incorporates what 
could be considered a self-regulatory element. Not only are beliefs hy-
pothesized to affect action (in this case intervention engagement), but 
experiences with these actions can shape how we think and feel about 
them (Weinstein and Rothman, 2005). New information is repeatedly 
combined with past experience to influence behavioural decisions 
(Leventhal et al., 1992; Munro et al., 2007). The feedback loop between 
acceptability and engagement in our model also allows us to incorporate 
the temporal and potentially dynamic aspect of acceptability (Koelle 
et al., 2019). It reflects the fact that acceptability is not static, but may 
change over time as a result of changing contextual factors or experience 
with the intervention (explaining for example, differences in prospective 
and retrospective acceptability) (Perski and Short, 2021; Sekhon et al., 
2017). 

Lastly we use the broad term ‘intervention engagement’ in the 
model, drawing from the adopted definition and model of Perski et al. 

(2017), as this definition can incorporate multiple dimensions of users’ 
interaction with the intervention such as the frequency, depth and 
duration of intervention use, as well as interest and enjoyment (Perski 
et al., 2017). However, unpacking and theorizing engagement further is 
beyond the scope of this paper. Models developed by other authors can 
be drawn on to further extend theories and models linking acceptability 
to intervention engagement (Perski et al., 2017; Perski and Short, 2021). 

5. Discussion 

We believe this paper makes a valuable contribution to the literature 
as the first known systematic analysis to propose an acceptability 
framework and exploratory model specifically with young people, in this 
case African adolescents and youth. As argued above, there is a dearth of 
theoretical work in this area with this population group, yet much scope 
for utilizing frameworks and models to guide empirical research and 
intervention development. 

Our proposed acceptability framework for young people retains 
many of the components and constructs included in Sekhon et al.‘s 
Theoretical Framework of Acceptability (TFA). However, it also in-
troduces adaptations and extensions of certain TFA components, as well 
as the addition of new components. These additional dimensions include 
the extent to which young people consider the intervention to be rele-
vant to their needs and lived experience, both in terms of objectives and 
content/delivery, as well as its perceived alignment to social, cultural 
and faith norms and practices. They also include perceived positive 
consequences of the intervention, which may be different to or extend 
beyond objectives defined by intervention developers and implemen-
ters, as well as the often-overlooked anticipated or experienced negative 
consequences that may be central to young people’s acceptability. 
Lastly, perceived social acceptability emerges as an important compo-
nent of acceptability, reflecting the extent to which young people 
believe the intervention to be acceptable to other individuals central to 
their lives and communities. We note that an overall key difference 

Fig. 4. Exploratory model linking acceptability to intervention engagement among young people.  
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between our framework and the TFA is the greater emphasis of our 
framework on social factors, which emerged from our review work as 
central in shaping young people’s intervention acceptability. 

While our model building has been based on a rigorous multi-staged 
documented process, this work has a number of limitations. Imposing 
limiters was necessary to contain the scope of our systematic review, 
though this may have excluded grey literature, literature published in 
other languages besides English (e.g. from Francophone countries in 
Africa) and studies conducted before or after the 2010–2020 time 
period. We conducted a thematic analysis of both acceptability defini-
tions and findings across papers; however, as indicated above, emerging 
themes from study findings cannot be considered in isolation from the 
questions and indicators (and therefore explicit or implicit definitions) 
used by the authors – although they may extend beyond these. 

While we did our best to be as transparent as possible in documenting 
the theorizing process, as with any interpretative analysis, full trans-
parency and replicability are not possible (Dixon-Woods et al., 2006). 
However, on-going dialogue within our research team and 
multi-disciplinary network ensured that our thinking was challenged 
and multiple perspectives considered. Moreover, as indicated by Sekhon 
et al. (2017) in describing the limitations of their theorizing process, 
given the large number of existent theories and constructs potentially 
relevant to acceptability, the consideration of theories and constructs 
cannot be exhaustive. At times this process was informed by our 
knowledge of the health psychology and broader literature, and the 
feedback from our colleagues and experts consulted to review and define 
constructs. This deductive process is therefore inevitably selective and 
subject to bias (Sekhon et al., 2017). We also did not exhaustively 
summarise findings of literatures reviewed to inform this process, as the 
scope would have been too broad. 

We recognize that our predominant affiliations (the majority with 
South African institutions), our countries of origin (South Africa and 
Nigeria), our gender (mainly female) and focal areas (mainly health- 
related research) as authors may, to some extent, have influenced our 
methodological approaches and the interpretation of findings. Most of 
the authors have affiliations to South African universities (4). Two of the 
authors are affiliated to academic institutions in the UK. However, all 
authors have a track record of using quantitative and qualitative 
methods to better understand the health and wellbeing of young adults 
in Africa and have worked on research studies from multiple African 
countries (beyond South Africa). In particular, the two authors with a 
primary UK-based affiliation have extensive experience, spanning de-
cades, of designing and managing multi-disciplinary research across 
Africa. Moreover, to help achieve reflexivity, we have always held reg-
ular investigator meetings within our team, as well as consultation with 
our broader networks (as described above), and employed a collabora-
tive approach to data analysis. 

Lastly, we recognize that our systematic review findings have various 
programmatic, as well as theoretical, implications. Since this paper 
documents our process of model building and our proposed framework 
and behavioural model, we have chosen to focus on the theoretical 
dimension of this work. A discussion of implications for intervention 
development and implementation is, however, included in our recently 
published mapping review (Somefun et al., 2021) and will be further 
developed in on-going work. 

We do not see this model as final, but as a first step in a longer-term 
process that other researchers can potentially build on (Schwarzer, 
2014; Weinstein and Rothman, 2005) to further explore the interaction 
between components of acceptability and their relationship to inter-
vention uptake and engagement (Perski and Short, 2021). These models 
will need to be tested empirically and potentially further refined. We 
acknowledge that testing complex systems can require a complex design, 
such as dynamic systems modelling, and be resource-intensive (Hilpert 
and Marchand, 2018; Perski and Short, 2021). However, rather than 
seeing this as an obstacle for empirical testing, it should be seen as 
providing opportunities for more specific empirical testing in different 

contexts, and with different interventions and populations. Even when 
not applied in its entirety, our exploratory model can provide an over-
arching framework to help guide and position acceptability research, 
highlighting components that are being tested or emerging from 
empirical data, and those that are not. Valuable contributions can be 
made, for example, by further exploring one or more acceptability 
components and how they may change over time, the interaction be-
tween specific components of the system, and ultimately the dynamic 
relationships between model constructs over time (Hilpert and March-
and, 2018). 

Nevertheless, some further considerations may be useful when 
considering refining or extending these models. Recognising the com-
mon tension between generalizability and utility, we have attempted to 
find a balance by including key constructs but also not making our 
models too complex to be understood or applied (Davis, 1989; Kok and 
Ruiter, 2014). However, models are necessarily simplifications of reality 
and cannot adequately capture the complexity of human behaviour. 
They may need to be extended or adjusted through empirical research 
for specific populations, interventions, and outcomes as there may be 
additional or different factors explaining similar phenomena in different 
contexts (De Vries, 2017). This has been the case with many behavioural 
models; for example social cognitive theories have been extended in 
certain cases when applied in practice to interventions (Sniehotta et al., 
2014). 

The focal population of our research over the past few years has been 
African adolescents and youth, and we set out to develop a framework 
specifically for this population group. However, our framework and 
exploratory model may be relevant and applicable – in part or in their 
entirety – to broader adolescent and youth populations and broader 
(child or adult) populations. These would need to be applied and tested 
with other population groups. Moreover, our intention was to propose a 
framework and model for young people’s acceptability not confined to 
the health sector, but more broadly applicable to social interventions. 
However, most of the available published acceptability studies included 
in our systematic review assessed health-related interventions. There is 
therefore still scope to determine the extent to which this framework is 
broadly applicable beyond health and whether adjustments will need to 
be made for other specific types of interventions. 

The social dimension of acceptability also merits greater consider-
ation. One aspect of this would be to determine whether this model can 
be effectively used for other key stakeholders central to an in-
tervention’s success and/or for multiple stakeholders linked to an 
intervention. The second aspect refers to the influence of social factors 
on young people’s acceptability. We believe we have, to some extent, 
addressed this in our framework and model, by introducing the con-
structs of social acceptability and relevance and extending the definition of 
ethicality. Nevertheless, these components cannot entirely capture the 
deep-rooted influence of social and cultural factors on all beliefs and 
cognitions (Perski and Short, 2021). It may be useful to further the 
thinking in this area by applying a social ecological perspective (De 
Vries, 2017; Kremers et al., 2006; Lawrence and Kreuter, 2005; Sallis 
et al., 2006). Here too, however, much more would need to be done to 
expand evidence on factors shaping acceptability beyond the individual 
level and how these may interact to promote behavioural change (Hall 
et al., 2018). Further thinking would also be needed to determine how 
best to embed an acceptability model within a broader ecological 
perspective. 

Lastly, our framework and exploratory model could be used as a 
point of reference for the much-needed development of appropriate 
instruments to assess acceptability among young people. Various au-
thors have highlighted the challenges related to an absence of validated 
measures and thresholds to determine acceptability (Perski and Short, 
2021; Sekhon et al., 2017). This is problematic, for example, when a 
decision needs to be made as to whether to progress to a randomized 
controlled trial or scale up an existing intervention (Perski and Short, 
2021). The development of acceptability frameworks and models can 

M. Casale et al.                                                                                                                                                                                                                                 



Social Science & Medicine 326 (2023) 115899

11

usefully identify the constructs at the core of acceptability, and point to 
potential indicators to be considered and developed to assess accept-
ability. However, there is still a large gap in terms of indicators and 
analytical approaches to quantitatively assessing acceptability, and how 
best to use generated data to inform real-life intervention design, in-
vestment and scale-up decisions. The development of more reliable 
measures would be important to assess acceptability, at one point in 
time, but also over time, allowing us to better track and understand the 
temporal or longitudinal dimension of acceptability. Measurements at 
different time points, that explore the variance in acceptability over 
time, would allow us to investigate the relationship between prospec-
tive, concurrent and retrospective acceptability, as well as the rela-
tionship between levels of acceptability and key intervention outcomes 
such as uptake, retention and efficacy. This would be highly valuable for 
health and social research, policy and interventions. 
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