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Abstract

Adolescent dating violence negatively affects millions of young people worldwide. Through 

a global systematic review, we synthesised evidence from rigorous studies of prevention 

programmes for adolescent dating violence. Our aims were to: (1) describe the breadth of research 

in this area and evidence of programme effects, and (2) identify gaps in the evidence base. 

We included experimental and controlled quasi-experimental programme evaluations, published 

before Jan 1, 2020, that assessed effects on victimisation or perpetration, or both, in adolescent 
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dating violence and in which at least half of the study population was 10–19 years old. Study 

design, programme elements, and outcomes were compared between evaluations implemented 

in high-income countries (HICs) and low-income and middle-income countries (LMICs). 52 

evaluations met inclusion criteria, of which 20 (38%) were implemented in LMICs. Evaluations 

in HICs were more likely to assess effects on adolescent dating violence victimisation and 

perpetration, rather than just victimisation, than those in LMICs, and they were also more likely 

to include boys and girls, as opposed to just a single sex. Overall, 26 (50%) of the 52 evaluations 

reported a significant preventive effect on at least one outcome for adolescent dating violence, 

of which nine were implemented in LMICs. Across LMICs and HICs, findings suggest research 

is needed to shed light on how adolescent dating violence prevention programmes work and to 

identify whether programme effects generalise across different settings, outcomes, and subgroups.

Introduction

Adolescent dating violence is a considerable public health and human rights problem 

affecting millions of young people worldwide.1–3 Adolescent dating violence is defined 

as a type of intimate partner violence that can include sexual, physical, or psychological 

abuse that occurs between two adolescents in a close relationship.4 WHO estimates that 

approximately 29% of adolescent girls worldwide who have ever had a partner have 

experienced physical or sexual violence, or both, from their partners in their lifetime.3 

This rate almost mirrors the estimated global prevalence of lifetime partner violence among 

women of reproductive age (30%),5 suggesting that partner abuse commonly starts early 

in life. Although little global research has assessed adolescent dating violence among boys 

or transgender youth, local studies in both high-income countries (HICs)6–8 and some 

low-income and middle-income countries (LMICs)9–12 suggest boys are also at risk of 

experiencing some forms of victimisation, and emerging research in the USA suggests that 

transgender youth might be at greater risk than cisgender youth of experiencing adolescent 

dating violence.13,14

Exposure to adolescent dating violence is associated with a range of adverse health and 

social outcomes, as well as behaviours that pose health risks, such as substance use, 

delinquency, mental health problems See Online for appendix 4 (eg, depression, anxiety, 

suicide ideation), risky sexual behaviours and outcomes (eg, sexually transmitted infections, 

unwanted pregnancies), family conflict, decreased academic aspirations, injury, and, among 

girls in particular, death.2,3,15–18 A study of intimate partner homicide in the USA found 

that approximately 7% of adolescent homicides were perpetrated by a current or former 

intimate partner, and 90% of adolescent victims of intimate partner homicide were girls.17 

Furthermore, longitudinal research suggests that exposure to adolescent dating violence 

increases risk of involvement in partner violence during adulthood, contributing to an inter-

generational cycle of violence.19–22

The prevalence and adverse effects of adolescent dating violence highlight the importance 

of identifying effective prevention programmes. This objective is especially important in 

LMICs, where the burden of adolescent dating violence is high.1 Yet, historically, few 

programmes have been rigorously evaluated.20 We present findings from a systematic 
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review of experimental and quasi-experimental studies investigating the effects of prevention 

programmes on adolescent dating violence victimisation or perpetration outcomes, or both, 

among youth aged 10–19 years. We describe the distribution of outcome evaluation studies 

on adolescent dating violence geographically, and identify patterns of study characteristics 

and programmatic elements across evaluations done in HICs and LMICs, as well as 

programmes for which there is evidence of a preventive effect. By synthesising this 

information, this Review aims to identify gaps in the evidence base to inform future research 

and programme development.

Methods

This Review conformed to the Preferred Reporting Items for Systematic Reviews and 

Meta-Analyses (PRISMA) guidelines.23 Criteria for study inclusion were applied to all 

titles, abstracts, and full texts (appendix 4 p 1). Eligible studies reported the findings of a 

randomised controlled trial (RCT), including cluster RCTs or controlled quasi-experimental 

studies that evaluated the preventive effects of a primary prevention programme on any type 

of victimisation or perpetration behaviour related to adolescent dating violence. Although 

RCTs are the gold standard for assessing programme effects, random allocation of violence 

prevention programmes is not always possible in real-world settings due to practical or 

ethical constraints; thus, we chose to include evaluations that used a controlled quasi-

experimental design to not exclude potentially promising programmes from the Review. 

WHO defines adolescents as people aged between 10 and 19 years.24 Thus, studies were 

eligible if over half of the study sample was comprised of 10–19-year-olds or if summary 

statistics were provided for the focal age group. Eligible studies assessed programme effects 

using one or more measures of victimisation or perpetration, or both, in adolescent dating 

violence that specifically assessed abuse perpetrated or experienced within a dating or 

romantic relationship. We also included studies that assessed sexual violence broadly using 

measures that did not specify whether the violence was perpetrated in the context of a dating 

or non-dating relationship.

We searched 18 databases in June, 2019, and January, 2020, for studies published up to and 

including Dec 31, 2019, in English or Spanish (appendix 4 p 2). We identified a total of 

7415 articles, providing us with 5439 articles for title and abstract screening after duplicate 

removal. Each study title and abstract was screened by at least two reviewers among 

HLMR, LMG, MSC, and one external reviewer, identifying 149 for potential inclusion. 

Full versions of relevant articles were independently assessed by at least two reviewers 

from the same group, resulting in 45 docu ments for inclusion. An additional 16 documents 

were identified through manual searching of reference lists of included studies and research 

network consultation. The 61 included documents describe 45 unique studies, of which 39 

(87%) used a two-arm design and six (13%) used a multi-arm design (ie, in which two 

or more prevention programmes were evaluated against a comparison group). Data from 

multiarm studies were extracted separately for each prevention programme for adolescent 

dating violence evaluated against the no (or minimal) programme comparison group.25 

Thus, we identified and extracted data corresponding to 52 programme evaluations from the 

45 studies described in the 61 reports that were reviewed (figure 1).
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We assessed risk of bias for RCTs and cluster RCTs using the revised Cochrane risk-of-bias 

tool (RoB 2).26 Quasi-experimental studies were all considered to be at high risk of bias 

due to non-random allocation. We developed and piloted a structured extraction form to 

ensure extraction of comparable data from eligible studies. One reviewer among HLMR, 

LMG, MSC, and one external reviewer extracted data from all included study documents 

and a second checked data accuracy, with discrepancies resolved through discussion. Study 

characteristics that were extracted included the implementation country and its income level 

(eg, HIC or LMIC using World Bank categorisation), evaluation design, sample size, number 

and timing of follow-up assessments, age and sex of the study population, and assessed 

outcomes for adolescent dating violence. Outcome measures were classified by form of 

violence assessed (eg, physical, sexual, psychological); measures that combined scores on 

more than one form of violence were classified as composite. When available, programme 

characteristics that were extracted also included the implementation setting, number of 

sessions, total programme exposure time (eg, number of sessions multiplied by session 

length), presenter or implementer type, programme target audience (eg, sex and other target 

group attributes), and programme content, using a coding scheme developed by the study 

team (appendix 4 p 3). We used χ2 and Fisher’s exact tests to assess differences in study and 

programme characteristics by income level of the country of implementation.

Overall programme effects on adolescent dating violence outcomes were classed as positive 

if they reported at least one positive effect on any outcome (defined as a statistically 

significant [p<0·05] effect in the direction of preventing or reducing adolescent dating 

violence at any follow-up and in any subgroup [eg, among boys or girls] and no negative 

effects), marginal if they reported at least one marginally significant (0·05≤p<0·10) positive 

effect and no negative effects on adolescent dating violence, and null if only null or negative 

effects on adolescent dating violence were reported. For all programmes with a positive 

or marginal effect, we describe within-study effects for each outcome measured, whether 

the programme had a positive effect on targeted risk factors for adolescent dating violence 

and secondary (unrelated to adolescent dating violence) behavioural outcomes, and whether 

mediation or moderation analyses of programme effects were done. To ensure that we 

captured all programme effects on outcomes unrelated to adolescent dating violence, we did 

a secondary search via Google Scholar of each prevention programme. This search identified 

three additional documents reporting effects of included programmes on outcomes other 

than adolescent dating violence behaviour.

Results

Of the 52 included programme evaluations, 32 (62%) were implemented in HICs, of which 

27 (84%) were done in the USA (appendix 4 p 4). Of the 20 (38%) programmes evaluated 

in LMICs, 14 (70%) were implemented in sub-Saharan Africa; other LMIC evaluations took 

place in India (n=3), Bangladesh (n=2), and Mexico (n=1). No evaluations were identified 

in the Middle East and north Africa region or the east Asia and Pacific region (as defined 

by the World Bank). There were only five evaluations in LMICs before 2010, with a 

steep increase thereafter and remaining fairly steady since (ranging between four and seven 

studies annually). Most studies in LMICs have been published in the past five years (13 

[65%] of 20 studies; appendix 4 p 5).
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Table 1 describes study characteristics. Overall, 42 (81%) of 52 evaluations were from 36 

studies that were RCTs or cluster RCTs. The proportion of programme evaluations with 

two or more follow-up assessments was greater in HIC evaluations (24 [75%] of 32) than 

in LMIC evaluations (6 [30%] of 20). Time to last follow-up, however, did not differ 

between HIC and LMIC evaluations, with over half (29 [56%] of 52) of the programme 

evaluations following participants at least one year after baseline. Nearly all evaluations 

in HICs assessed outcomes among both boys and girls (29 [91%] of 32) and assessed 

both victimisation and perpetration outcomes (25 [78%] of 32). By contrast, evaluations in 

LMICs were more likely to assess girls only (9 [45%] of 20) and to assess only victimisation 

outcomes (12 [60%] of 20). Evaluations in LMICs were also more likely than those in 

HICs to assess programme effects on sexual victimisation and less likely to assess specific 

effects on physical adolescent dating violence perpetration or on psychological adolescent 

dating violence (table 1). 24 (67%) of the 36 RCTs or cluster RCTs were ranked as having 

a high risk of bias, 11 (31%) were ranked as having some risks, and one (3%) was ranked 

as having a low risk of bias. Two domains—outcome measurement and randomisation 

process—triggered risk of bias concerns for most studies, primarily due to an absence of 

information in the reviewed documents (appendix 4 pp 6–8).

Table 2 describes programme characteristics. Most programmes were implemented in 

schools (39 [75%) of 52), and most used a so-called universal27 prevention approach 

(41 [79%] of 52), in that they were broadly designed for adolescents without regard for 

individual risk factors for adolescent dating violence. A few programmes (11 [21%] of 52) 

were developed for a specific audience considered to be at high risk of involvement in 

adolescent dating violence (referred to as selective programmes). Nine of these selective 

programmes were evaluated in HICs with participants that included violence-exposed youth 

(n=4), specific racial or ethnic groups (n=3), pregnant adolescents (n=1), and male athletes 

(n=1). The two selective programmes evaluated in LMICs were designed for male athletes 

(n=1) and girls in refugee camps (n=1).

Most programmes (41 [79%] of 52) included content that was delivered in defined 

sessions of varying length; on average, these programmes tended to be longer, in terms 

of participant exposure time, in LMIC evaluations than in HIC evaluations (table 2). 

Programmes evaluated in LMICs were also more likely to be implemented by agency or 

non-governmental organisation staff and to target girls exclusively. The three most prevalent 

types of programme activities were education or training for healthy relationships (42 [81%] 

of 52), promotion of gender-equitable attitudes or norms (21 [40%]), and modifications to 

school environments, policies, or services (15 [29%]). Programmes that included education 

or training for healthy relationships were more likely to be evaluated in HICs than in 

LMICs. By contrast, programmes evaluated in LMICs were more likely to include activities 

related to promoting gender-equitable attitudes or norms. Notably, only three programmes 

included economic empowerment or vocational skills training, and all of these were 

implemented in LMICs.

Table 3 summarises patterns of overall programme effects by study and programme 

characteristics, and outcome types. 26 (50%) of the 52 evaluations showed significant 

(p<0·05) positive programme effects for at least one outcome measure for adolescent dating 
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violence and three (6%) showed marginal (0·05≤p<0·10) positive effects. The proportion of 

programmes classified as having a positive effect, as opposed to a marginal or null effect, 

did not differ significantly across those tested in HICs and LMICs, by study design type, 

by length of follow-up, or by programme implementation setting (table 3). A trend was 

observed for exposure time, in which there was a higher likelihood of a positive effect for 

programmes with a greater exposure time; however, group differences were not statistically 

significant (table 3). When examining patterns of effects by outcome type, results suggest 

that positive effects were generally more likely to be found for perpetration outcomes 

than for victimisation outcomes. Positive effects were the least common in sexual violence 

perpetration outcomes; only four (24%) of the 17 programmes assessing sexual violence 

perpetration found a positive effect (table 4, appendix 4 p 9). Overall, a greater proportion 

of HIC evaluations found effects on adolescent dating violence perpetration than LMIC 

evaluations. However, as noted above, few LMIC studies assessed perpetration outcomes 

(appendix 4 p 9). A summary of findings for all included studies is provided in appendix 4 

(pp 10–33).

Figure 2 depicts specific effects by outcome type for adolescent dating violence for the 29 

programmes classified as having a positive or marginal effect. Notably, of the 11 LMIC 

evaluations reporting a significant or marginal preventive effect on any adolescent dating 

violence outcome, four (36%) were evaluations of a self-defense or assertiveness programme 

that aimed to prevent sexual violence victimisation among girls and was modified across 

each evaluation study.28–31 One LMIC programme32 implemented in Mexico was shown to 

have a significant positive effect on adolescent dating violence perpetration, with that effect 

limited to psychological perpetration among boys. However, two other LMIC programmes 

showed promising marginal preventive effects on composite perpetration outcomes among 

boys in South Africa and Ethiopia.33,34 Of the 18 HIC evaluations reporting a positive or 

marginal effect on an adolescent dating violence outcome, ten (55%) reported significant 

effects on both victimisation and perpetration outcomes among boys and girls. Five 

programmes were also shown to have long-term effects on adolescent dating violence 

(ie, effects 1 year or more after baseline), affecting at least one risk or protective factor 

for adolescent dating violence, and at least one secondary outcome (unrelated to adoles 

cent dating violence), suggesting potentially robust and sustained effects (Figure 2).35–39 

Across the 29 evaluations classified as having a positive or marginal effect, only four (14%) 

reported using mediation analysis to examine how programme effects were achieved.36,40–42 

By contrast, the majority (16 [55%] of 29) reported examining subgroup differences (eg, sex 

differences) in programme effects through inclusion of interactions or stratification.

Discussion

Preventing adolescent dating violence among young people has been increasingly prioritised 

by public health and human rights agencies worldwide, with growing recognition of the need 

to identify efficacious prevention strategies to inform policy and practice. To this end, this 

systematic review synthesised the best available evidence from rigorous studies that have 

evaluated prevention programme effects on behavioural outcomes for adoles cent dating 

violence. 26 (50%) of 52 evaluations reported a significant positive preventive effect on 

at least one adolescent dating violence outcome. Although the proportion of programmes 
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showing a positive effect did not differ significantly across studies in LMICs and HICs, 

there were differences among LMIC and HIC programme evaluations in terms of study 

population sex, programme characteristics, and outcome measurement. The distribution of 

studies across geographical regions, study populations, and types of violence is uneven, 

suggesting several areas where more evaluation work is needed.

Overall, findings indicate that the evidence base for prevention of adolescent dating violence 

is expanding, albeit at a modest pace and only in the past decade. For LMICs, this growth 

has only occurred since 2015. Furthermore, nearly all LMIC evaluations have been done 

in a few countries within sub-Saharan Africa or south Asia. Geographical concentration 

was also evident in HICs, as nearly all studies were done in the USA. In terms of specific 

populations, very few programmes focused on or examined outcomes for out-of-school, 

pregnant or parenting, or violence-exposed adolescent populations, and no programmes 

focused on transgender or sexual minority youth, despite research suggesting elevated risk 

among these populations.13,14 Evaluation research is thus needed to understand what works 

to prevent adolescent dating violence in understudied regions and in these understudied 

populations.

Whereas most evaluations in HICs assessed both adolescent dating violence victimisation 

and perpetration in study populations of boys and girls, evaluations in LMICs were more 

likely to exclusively assess victimisation outcomes for adolescent dating violence among 

girls. Of the eight LMIC evaluations that evaluated effects on adolescent dating violence 

perpetration, only one reported a statistically significant (p<0·05) association between 

programme exposure and perpetration behaviour.32 The evidence base for programmes 

that effectively impact adolescent dating violence perpetration is thus very scarce in 

LMICs. We note that differences across HIC and LMIC studies in terms of outcome 

types measured and target population sex probably reflects, at least partly, a more gender-

neutral focus of programme evaluation research on adolescent dating violence in HICs. As 

described by Ellsberg and colleagues,43 programmes implemented in HICs often include 

explicit recognition that both boys and girls can be victims and perpetrators of abuse. 

By contrast, programmes implemented in LMICs typically have a strong gender lens 

informed by empirical research showing that girls are at a higher risk for experiencing 

sexual violence than boys, and that gender disparities in access to education, health, 

and economic opportunities, in conjunction with inequitable gender norms, contribute 

to girls’ susceptibility to adolescent dating violence victimisation (and boys’ propensity 

for perpetration).43 These differing lenses are reflected in our findings that programmes 

tested in LMICs were more likely than those in HICs to include activities focused on 

changing gender inequitable norms or to include economic empowerment and vocational 

skills training. The restricted focus of programmes implemented in HICs on how gender 

inequalities and poverty drive adolescent dating violence suggests the need to evaluate 

the benefits of integrating components designed to address these drivers. Such research 

should consider calls for violence prevention approaches that are gender transformative and 

that go beyond seeking to modify normative beliefs about partner violence to engaging 

communities and youth in changing the structural processes that produce and sustain gender 

inequalities.44–46
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Within and across HICs and LMICs, evaluations varied substantially in design, analytic 

methods, and outcome measures, making comparisons of findings across studies 

challenging. Moreover, the programmes studied were heterogeneous in terms of theoretical 

underpinning, context, participants, and components (with most including multiple 

components), making it difficult to draw conclusions about which particular intervention 

strategies are effective for preventing adolescent dating violence. It is notable, however, 

that all five of the programme evaluations for adolescent girls that specifically targeted self-

defense and assertiveness skills were effective in preventing sexual violence victimisation 

(three of these evaluations were implemented in Kenya, one in Malawi, and one in 

the southern USA), suggesting this type of approach is promising for reducing girls’ 

vulnerability to sexual violence.28–31,47 Furthermore, findings from the four evaluations 

that used mediation analysis to identify the causal mechanisms through which prevention 

programmes for adolescent dating violence work suggest that this violence can be prevented 

by programme activities that lead to: delayed sexual debut, fewer sexual partnerships,42 

decreased acceptance of adolescent dating violence,40,48,49 more equitable gender-role 

norms,48 greater awareness of community services for adolescent dating violence,48 

improved conflict management skills,49 increased family cohesion, or a combination of 

these objectives.49 As such, future prevention programmes for adolescent dating violence 

should consider including components that target these factors, although further research 

is needed that examines other potential causal pathways and identifies the particular 

programme components (or combinations of components) that activate the causal chains 

leading to prevention of adolescent dating violence.

Notably, several of the factors described above that mediated prevention programme effects 

on adolescent dating violence are also factors that might predict (ie, are shared with) 

other health risk behaviours. Programmes that work through changes in these factors to 

affect adolescent dating violence might thus also simultaneously work to prevent other 

adolescent health risk behaviours and outcomes. For example, programmes that decrease 

inequitable gender norms might not only lead to reductions in adolescent dating violence 

but also prevent sexual harassment, bullying, homophobic behaviour, substance use, and 

high-risk sexual behaviour. In this Review, of the 26 programmes that found any significant 

positive preventive effect on an adolescent dating violence outcome, ten reported positive 

effects on other types of interpersonal violence outcomes (eg, bullying), health behaviours, 

or outcomes in other domains (eg, substance use). However, only one of these ten 

cross-cutting programmes was implemented in an LMIC. Specifically, the Empowering 

Livelihoods for Adolescents programme, which provided life and vocational skills training 

to Ugandan girls in after-school clubs, reduced participants’ risk of experiencing forced 

sex, increased condom use, and delayed marriage and childbearing.50 Researchers have 

noted that programmes that effectively target shared risk or protective factors and, in turn, 

prevent multiple adolescent health risk behaviours, might be more efficient and effective 

than programmes that target a single risk behaviour.51,52 Programme development and 

research to identify cross-cutting programmes that affect adolescent dating violence and 

other health risk behaviours is thus needed, particularly in settings with scarce resources.

Few of the programmes evaluated included activities fostering policy or environmental 

changes at the community, family, or peer-network levels, despite research that suggests 
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there are important drivers of adolescent dating violence within these so-called upstream 

social ecological levels that could be targeted by prevention efforts.53–55 Similarly, although 

a large and growing research base showing that adverse childhood experiences, such as 

child maltreatment, increase risk of involvement in adolescent dating violence victimisation 

and perpetration,56 few programmes explicitly included components addressing previous 

exposure to violence, and none of the included evaluations sought to evaluate the 

effect of prevention strategies for adverse childhood experiences on adolescent dating 

violence outcomes. Further research is thus needed in HICs and LMICs to assess the 

preventive effects of programmes that target adverse childhood experiences and that include 

components aiming to modify upstream determinants of adolescent dating violence.

Although we did not find strong evidence that programmes with longer exposure time were 

more likely to show a positive preventive effect on adolescent dating violence, there was 

a non-significant trend in this direction. Understanding whether programmes with longer 

exposure times or that include more comprehensive multilevel strategies, or both, are more 

effective is an important area for future research given that there are practical limitations on 

the time and resources available to implement prevention efforts, particularly in LMICs. Our 

findings also suggest that, although the average interval between baseline and last follow-

up did not differ across HIC and LMIC evaluations, fewer LMIC evaluations included 

multiple follow-ups. Inclusion of multiple follow-ups, although costly, is key to informing 

understanding of when programme effects emerge and whether they are sustained. For 

example, some findings from evaluations in the USA suggest that the effects of programmes 

that seek to change social norms might only emerge over the long term, after changes 

have had a chance to diffuse through the population.35,57 Notably, few studies in HICs 

and LMICs reported on time elapsed between the end of programme implementation and 

follow-up assessment, restricting our ability to assess the extent to which effects were 

sustained after programme implementation had ended.

Several evaluations examined the possibility that programme effects on adolescent dating 

violence outcomes might differ across subgroups in the study population, by including 

interactions or stratified analyses. For example, the majority (20 [54%] of 37) of the 

evaluations that assessed outcomes for adolescent dating violence among boys and girls 

did analyses to identify sex differences in the effects. Five (25%) of these 20 studies 

reported sex differences in programme effects on an adolescent dating violence outcome, 

although no clear patterns emerged from these findings. Few studies examined other types 

of effect moderators, such as baseline reports of adolescent dating violence experiences, 

socioeconomic status, or contextual variables that might modify programme effects on 

adolescent dating violence. This is a key area for future evaluation research as such analyses 

can identify whether programme effects generalise across subgroups and implementation 

settings, although we acknowledge that the ability to do such analyses might be limited by 

sample size and associated power considerations.

This Review has several limitations. First, it is possible that our search strategy did not 

identify all studies on violence prevention outcomes, particularly those in the grey literature 

and those published in languages other than English or Spanish. Second, most articles 

showed positive effects on at least one adolescent dating violence risk or protective factor 
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or adolescent dating violence or other outcome, suggesting the possibility of publication 

bias. Third, for quality assessment, many reports did not contain enough information to 

fully assess bias potential. Fourth, although our analyses focused on identifying differences 

and similarities between evaluations done in HICs and LMICs, substantial heterogeneity 

exists within studies done in HICs and LMICs in terms of quality, programme content, and 

outcome effects that should be explored in future research. Finally, the diversity of outcome 

measures and analysis strategies used to evaluate programme effects precluded our ability 

to do a meta-analysis of findings or report effect sizes that would allow for meaningful 

comparison across studies. Moreover, our reliance on a p-value threshold of 0·05 as our 

primary criterion for classifying programme effects on adolescent dating violence outcomes 

is an important limitation given that these values are influenced both by the magnitude of 

association and the sample size. To facilitate cumulative science in the field of adolescent 

dating violence prevention, future studies should identify common measures to assess effects 

on behavioural outcomes and report effect sizes.

In sum, research on adolescent dating violence prevention is growing modestly, with 

evaluations still skewed to HICs despite the heavy burden of adolescent dating violence 

in LMICs. Findings suggest a need to identify programmes that prevent adolescent dating 

violence perpetration and that have cross-cutting effects across different violence outcomes 

and health risk behaviours in LMICs. Further research is needed in both HICs and LMICs 

that develops and evaluates programmes targeting drivers of adolescent dating violence 

at the community, family, and peer-network levels; specifies how prevention programmes 

for adolescent dating violence work, including assessment of the activities and strategies 

that are responsible for programme effectiveness; and establishes for whom adolescent 

dating violence prevention programmes work. Identifying strategies that effectively prevent 

adolescent dating violence is crucial because such programmes might alter exposure trajec 

tories across life, contributing to the fulfillment of the collective obligation to guarantee 

children’s right to a life free of violence.
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Key messages

• Our literature search identified 52 experimental and quasi-experimental 

programme evaluations that assessed effects on adolescent dating violence 

victimisation or perpetration, or both, 20 of which were implemented in 

low-income and middle-income countries (LMICs) and 32 OF which were 

implemented in high-income countries (HICs).

• Overall, half of the programme evaluations identified reported a significant 

preventive effect on at least one adolescent dating violence outcome, and this 

proportion did not differ between LMICs (9 of 20) and HICs (17 of 32)

• Evaluations in LMICs were more likely than those in HICs to exclusively 

assess adolescent dating violence victimisation outcomes among girls; 

only eight LMIC programme evaluations assessed effects on perpetration 

outcomes, suggesting the need to develop and identify effective prevention 

programmes for perpetration of adolescent dating violence in LMICs

• Very few programme evaluations did analyses to identify the mechanisms 

through which programmes worked to prevent adolescent dating violence 

or to determine whether effects differed across subgroups in the study 

population; more research along these lines is crucial for informing future 

programme adaptation and development work

• Across both HICs and LMICs more work is needed to develop and evaluate 

the preventive effect of programmes that: (1) seek to foster community, 

family, and peer environments that protect against adolescent dating violence, 

(2) target youth at heightened risk for experiencing dating violence, including 

sexual minority youth, pregnant or parenting youth, and violence-exposed 

youth, or (3) that may have cross-cutting effects on other violence outcomes 

(eg, bullying) and health risk behaviours (eg, risky sexual behaviour) among 

youth
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Figure 1: 
Flow chart of article selection process

ADV=adolescent dating violence.
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Figure 2: Heatmap of programmes and outcomes among evaluations that showed a significant or 
marginal positive programme effect on any ADV outcome (n=29)
Effects by sex coded as unclear when programmes evaluated outcomes among boys 

and girls but did not assess differences in effects by sex. ADV=adolescent dating 

violence. COMP=composite. CRCT=cluster randomised controlled trial. PHY=physical. 

PSY=psychological. QES=quasi-experimental study. RCT=randomised controlled trial. 

RPF=risk or protective factor. SEX=sexual. *Effect found in at least one assessment 12 

months or more after baseline. †Effect for any ADV RPF. ‡Effect for at least one non-ADV 

related outcome behaviour.
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Table 1:

Number of studies by study characteristic

HIC (n=32) LMIC (n=20) χ2 p value All (n=52)

Study design

CRCT 22 (69%) 13 (65%) 2·43* 0·16 35 (67%)

RCT 6 (19%) 1 (5%) ·· ·· 7 (13%)

QES 4 (13%) 6 (30%) ·· ·· 10 (19%)

Number of follow-up assessments

≥2 24 (75%) 6 (30%) 10·21 0·001 30 (58%)

1 8 (25%) 14 (70%) ·· ·· 22 (42%)

Months to last follow-up assessment

≥12 16 (50%) 13 (65%) 4·30 0·14 29 (56%)

6–11 10 (31%) 7 (35%) ·· ·· 17 (33%)

≤5 6 (19%) 0 (0%) ·· ·· 6 (12%)

Study population sex

Girls and boys 29 (91%) 8 (40%) 15·43 0·0002 37 (71%)

Girls 2 (6%) 9 (45%) ·· ·· 11 (21%)

Boys 1 (3%) 3 (15%) ·· 4 (8%)

ADV outcome type

VIC and PERP 25 (78%) 5 (25%) 14·23† <0·0001 30 (58%)

VIC 3 (9%) 12 (60%) ·· ·· 15 (29%)

PERP 4 (13%) 3 (15%) ·· ·· 7 (13%)

ADV outcome form ‡

VIC outcomes

 Composite 13 (41%) 4 (20%) 2·38 0·14 17 (33%)

 Physical 14 (44%) 4 (20%) 3·10 0·13 18 (35%)

 Sexual 13 (41%) 14 (70%) 4·30 0·05 27 (52%)

 Psychological 15 (47%) 3 (15%) 5·50 0·03 18 (35%)

PERP outcomes

 Composite 12 (38%) 6 (30%) 0·31 0·58 18 (35%)

 Physical 17 (53%) 1 (5%) 12·59 0·0003 18 (35%)

 Sexual 12 (38%) 5 (25%) 0·87 0·35 17 (33%)

 Psychological 15 (47%) 1 (5%) 10·13 0·002 16 (31%)

Study population age, years §

Mean (SD) 13·8 (1·7) 16·1(3·5) ·· ·· 14·7 (2·8)

Range 10–19 10–29 ·· ·· 10–29

Cluster sample size, n ¶

Mean (SD) 28·3 (24·4) 60·5 (45·3) ·· ·· 39·1 (35·7)

Range 7–94 16–150 ·· ·· 7–150

Individual sample size, n ||

Mean (SD) 1078 (953·2) 2754·4(2697·5) ·· ·· 1776·5 (2039·9)
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HIC (n=32) LMIC (n=20) χ2 p value All (n=52)

Range 52–3616 309–9939 ·· ·· 52–9939

All data are number of studies (n), unless otherwise indicated. HIC=high-income country. LMIC=low-income or middle-income country. 
CRCT=cluster randomised controlled trial. RCT=randomised controlled trial. QES=quasi-experimental study. ADV=adolescent dating violence. 
VIC=victimisation. PERP=perpetration.

*
RCT vs non-RCT.

†
VIC and PERP vs VIC or PERP.

‡
Categories not mutually exclusive; most studies examined effects on more than one form of ADV.

§
Age was estimated based on grade level for 12 studies; 13 studies (eight in HICs, five in LMICs) did not report a mean age and it could not be 

estimated; five studies (three in HICs, two in LMICs) did not report an age range for the study population and it could not be estimated.

¶
Variable only assessed for the 35 CRCT evaluations; missing for two LMIC evaluations that did not report number of clusters analysed.

||
Missing for four HIC evaluations that reported clusters but not individual sample size.
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Table 2:

Number of studies by programme characteristics

HIC (n=32) LMIC (n=20) χ2 p value All (n=52)

Implementation setting

School 26 (81%) 13 (65%) 1·73* 0·19 39 (75%)

Community 2 (6%) 5 (25%) ·· ·· 7 (13%)

Home 2 (6%) 0 (0%) ·· ·· 2 (4%)

Other or mixed 2 (6%) 2 (10%) ·· ·· 4 (8%)

Prevention approach

Universal 23 (72%) 18 (90%) 2·42 0·17 41 (79%)

Selective 9 (28%) 2 (10%) ·· ·· 11 (21%)

Number of sessions †

≥10 13 (41%) 9 (45%) 3·92 0·16 22 (42%)

6–9 11 (34%) 3 (15%) ·· ·· 14 (27%)

≤5 5 (16%) 0 (0%) ·· ·· 5 (10%)

Total exposure (sessions × length; in h) ‡

≥10 11 (34%) 11 (55%) 8·34 0·02 22 (42%)

5–9 5 (16%) 0 (0%) ·· ·· 5 (10%)

<5 10 (31%) 1 (5%) ·· ·· 11 (21%)

Presenter type

Teacher or school staff 9 (28%) 2 (10%) 10·30 0·04 11 (21%)

Research staff or professionals 4 (13%) 4 (20%) ·· ·· 8 (15%)

Agency or NGO staff 1 (3%) 6 (30%) ·· ·· 7 (13%)

Community members 5 (16%) 1 (5%) ·· ·· 6 (12%)

Others, mixed, or not applicable 13 (41%) 7 (35%) ·· ·· 20 (38%)

Gender of target audience

Boys and girls§ 29 (91%) 10 (50%) 10·84 0·003 39 (75%)

Girls 2 (6%) 7 (35%) ·· ·· 9 (17%)

Boys 1 (3%) 3 (15%) ·· ·· 4 (8%)

Programme content ¶

Education or training for healthy relationships 29 (91%) 13 (65%) 5·20 0·03 42 (81%)

Shifting gender eguitable attitudes and norms 9 (28%) 12 (60%) 5·20 0·02 21 (40%)

Training for self-defense and assertive resistance against sexual assault 1 (3%) 4 (20%) 4·00 0·07 5 (10%)

Cash transfers or vocational skills training 0 (0%) 3 (15%) 5·10 0·05 3 (6%)

Education and training or cash transfers for parents and caregivers 8 (25%) 2 (10%) 1·78 0·28 10 (19%)

Bystander intervention education or training 8 (25%) 2 (10%) 1·78 0·28 10 (19%)

Education and training of school teachers or staff 5 (16%) 7 (35%) 2·60 0·11 12 (23%)

Modification to school environment, policies, or services 8 (25%) 7 (35%) 0·60 0·44 15 (29%)

Education and training of community members 2 (6%) 4 (20%) 2·28 0·19 6 (12%)

Modification to community environment, policies, or services 1 (3%) 2 (10%) 1·07 0·55 3 (6%)

All data are number of studies (n), unless otherwise indicated. HIC=high-income country. LMIC=low-income or middle-income country. 
NGO=non-governmental organisation.
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*
School vs other.

†
Not available or applicable for 11 programmes (three in HICs, eight in LMICs).

‡
Not available or applicable for 14 programmes (six in HICs, eight in LMICs).

§
Mixed groups of boys and girls received the same content in 32 programmes (25 in HICs, seven in LMICs); individual boys and girls received the 

same content in two programmes (both in HICs); sex-stratified groups of boys and girls received the same content in three programmes (one in a 
HIC, two in LMICs); and sex-stratified groups of boys and girls received different programmes in one LMIC programme.

¶
Categories are not mutually exclusive; see appendix 4 for more detailed information.
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Table 3:

Programme effects by study characteristic

Overall effect classification* p value†

Positive Marginal Null

All evaluations (n=52) 26 (50%) 3 (6%) 23 (44%) ··

Country income classification

 HIC (n=32) 17 (53%) 1 (3%) 14 (44%) 0·57

 LMIC (n=20) 9 (45%) 2 (10%) 9 (45%) ··

Study design

 RCT or CRCT (n=43) 23 (53%) 2 (5%) 18 (42%) 0·47

 QES (n=9) 3 (33%) 1 (11%) 5 (56%) ··

Months to last follow-up

 ≥12 (n=ll) 6 (55%) 0 (0%) 5 (45%) 0·93

 6–11 (n=19) 9 (47%) 1 (5%) 9 (47%) ··

 ≤5 (n=22) 11 (50%) 2 (9%) 9 (41%) ··

Programme implementation setting

 School (n=39) 18 (46%) 1 (3%) 20 (51%) 0·34

 Other (n=13) 8 (62%) 2 (15%) 3 (23%) ··

Exposure time, h‡

 ≥10 (n=22) 14 (64%) 1 (5%) 7 (32%) 0·14

 5–9 (n=5) 2 (40%) 1 (20%) 2 (40%) ··

 <5 (n=11) 3 (27%) 0 (0%) 8 (73%) ··

All data are number of studies (n), unless otherwise indicated. HIC=high-income country. LMIC=low-income or middle-income country. 
CRCT=cluster randomised controlled trial. RCT=randomised controlled trial. QES=quasi-experimental study.

*
To determine overall effect, studies were classified as having a positive, marginal, or null effect, collapsing across all dating violence outcomes, 

time points, and study sample subgroups.

†
χ2 or Fisher’s exact test p value for comparison between evaluations for which effects were classified as positive versus not positive.

‡
Not available or applicable for 14 programmes (six in HICs, eight in LMICs).
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Table 4:

Programme effects by outcome type

Positive Marginal Null

Victimisation outcomes

Any (n=45)* 23 (51%) 1 (2%) 21 (47%)

Composite (n=17) 5 (29%) 0 (0%) 12 (71%)

Physical (n=l8) 9 (50%) 1 (6%) 8 (44%)

Sexual (n=27) 10 (37%) 1 (4%) 16 (59%)

Psychological (n=l8) 8 (44%) 0 (0%) 10 (56%)

Perpetration outcomes

Any (n=37)† 14 (38%) 4 (11%) 19 (51%)

Composite (n=17) 5 (29%) 2 (12%) 10 (59%)

Physical (n=l8) 6 (33%) 0 (0%) 12 (67%)

Sexual (n=17) 4 (24%) 1 (6%) 12 (71%)

Psychological (n=l6) 8 (50%) 2 (13%) 6 (38%)

All data are number of studies (n), unless otherwise indicated. To determine effect for each outcome type, studies were classified as having a 
positive (p<0·05), marginal (0·05≤p<0·10), or null (p≥0·10) effect, collapsing across time points and study sample subgroups. Effects by outcome 
type were not mutually exclusive; many evaluations included outcome measures in more than one category.

*
Effects collapsed across all measures of victimisation in adolescent dating violence.

†
Effects collapsed across all measures of perpetration in adolescent dating violence.
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