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A School-Based Program to Prevent
Adolescent Dating Violence

A Cluster Randomized Trial

David A. Wolfe, PhD; Claire Crooks, PhD; Peter Jaffe, PhD; Debbie Chiodo, MA;
Ray Hughes, MEd; Wendy Ellis, PhD; Larry Stitt, MSc; Allan Donner, PhD

Objective: To determine whether an interactive cur-
riculum that integrates dating violence prevention with
lessons on healthy relationships, sexual health, and sub-
stance use reduces physical dating violence (PDV).

Design: Cluster randomized trial with 2.5-year follow-
up; prespecified subgroup analyses by sex.

Setting: Grade 9 health classes.

Participants: A total of 1722 students aged 14-15 from
20 public schools (52.8% girls).

Intervention: A 21-lesson curriculum delivered during
28 hours by teachers with additional training in the dy-
namics of dating violence and healthy relationships. Dat-
ing violence prevention was integrated with core lessons
about healthy relationships, sexual health, and substance
usepreventionusing interactiveexercises.Relationshipskills
to promote safer decision making with peers and dating
partners were emphasized. Control schools targeted simi-
lar objectives without training or materials.

Main Outcome Measures: The primary outcome at
2.5 years was self-reported PDV during the previous year.
Secondary outcomes were physical peer violence, sub-

stance use, and condom use. Analysis was by intention-
to-treat.

Results: The PDV was greater in control vs interven-
tion students (9.8% vs 7.4%; adjusted odds ratio, 2.42;
95% confidence interval, 1.00-6.02; P=.05). A signifi-
cant group � sex interaction effect indicated that the in-
tervention effect was greater in boys (PDV: 7.1% in con-
trols vs 2.7% in intervention students) than in girls (12.1%
vs 11.9%). Main effects for secondary outcomes were not
statistically significant; however, sex � group analyses
showed a significant difference in condom use in sexu-
ally active boys who received the intervention (114 of
168; 67.9%) vs controls (65 of 111 [58.6%]) (P� .01).
The cost of training and materials averaged CA$16 per
student.

Conclusion: The teaching of youths about healthy re-
lationships as part of their required health curriculum
reduced PDV and increased condom use 2.5 years later
at a low per-student cost.

Tr ial Registrat ion : i s r c tn .o rg Ident i f i e r :
ISRCTN76259226.
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A DOLESCENT DATING VIO-
lence is one of the stron-
gest precursors to intimate
partner violence in adult-
hood1 and is associated

with injuries and health-compromising be-
haviors, such as unsafe sex, substance use,
and suicide attempts.2-4 For adolescents,
physical dating violence (PDV), defined as
acts ranging from threats of harm to punch-
ing or hitting with an object,5,6 emerges dur-
ing critical and stressful transition periods
that involve new pressures and responsi-
bilities for handling conflict and emotions
in unfamiliar contexts.7-9 Nationally rep-
resentative surveillance studies of PDV vic-
timization since the mid-1990s indicate
that approximately 1 in 106 to 1 in 54 high
school–aged teens are hit, slapped, or
beaten by a dating partner each year.

Slightly lower prevalence rates are found
for perpetration rates based on local study
samples only.10 Unlike adult intimate part-
ner violence, most studies find rates of per-
petration to be similar for boys and girls,
or even greater for girls, for reasons not
fully understood.11,12 Given these find-
ings and the importance of reducing the
cycle of violence, efforts to educate high
school students about healthy dating re-
lationship behaviors and ways to avoid or
reduce PDV and associated risks are
strongly recommended.13,14

Adolescent dating violence is linked to
numerous individual, peer, family, and so-
ciocultural risk factors, which makes iden-
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tification and treatment on the basis of individual risk
factors nonfeasible and prevention more fitting.15 Theo-
retical bases to violence prevention stem from social cog-
nitive tenets of the ways that youths learn to formulate
and choose their behavioral strategies, which translate
into knowledge and practice in decision making, non-
aggressive conflict resolution skills, and self-efficacy.16

Universal preventive interventions for the related prob-
lems of substance use and unsafe sex focus on the pro-
motion of well-being and enhancement of resilience
through awareness, positive alternatives, skills, and help-
seeking strategies.17-20 Similar strategies may be well suited
to reducing PDV because violence prevention benefits
most youths and may be enhanced if delivered along with
messages that pertain to related risk behaviors that oc-
cur in a relational context, such as sexual activity and
substance use.21-23 Because boys and girls both report per-
petration of dating violence during this period of devel-
opment, it is also appropriate to target universal inter-
vention efforts to both sexes, taking into account
developmental and gendered aspects of violence in ado-
lescent relationships faced by youths of today.24,25

The Safe Dates Project of Foshee et al26 involves 10
classroom sessions designed to shift adolescent gender-
based expectations and behavior and is one of very few
school-based programs that have shown reductions in
PDV longitudinally. We sought to expand these efforts
by integrating 21 lessons into the grade 9 curriculum to
be taught by classroom teachers that meet the curricu-
lum requirements, provide academic credit for partici-
pants, and provide a more sustainable and less expen-
sive strategy compared with programs delivered by
nonteachers. Dating violence was addressed in the con-
text of overlapping areas of risk behaviors (sexual activ-
ity, substance use, and peer violence) by the emphasis
on core relationship issues and pressures in early ado-
lescence and by teaching the necessary skills to pro-
mote safer decision making with peers and dating part-
ners. The program was timed to capitalize on the natural
interest and motivation of youths to learn about life-
style issues, a factor deemed essential in health promo-
tion efforts with youths.9 A cluster design was used be-
cause randomization by school was most feasible and it
reduced contamination between the intervention and con-
trol groups.

METHODS

PARTICIPANTS

This study was conducted in schools in southwestern Ontario
between September 20, 2004, and May 31, 2007. Schools were
recruited in June 2003 from a large public board that serves
more than 80 000 students and that includes 30 high schools
located in rural and urban areas. Eligible schools had general
student populations and the agreement of principals to con-
duct randomization, teacher training, delivery of the assigned
intervention, evaluation, and restriction of similar programs dur-
ing delivery. Schools that participated in the development phase
of the program (2001-2003) were ineligible. All students en-
rolled in the required Grade 9 Health and Physical Education
curriculum were eligible to participate. This study was con-

ducted in compliance with the research ethics boards of the Cen-
tre for Addiction and Mental Health and The University of West-
ern Ontario.

EXPERIMENTAL DESIGN AND INTERVENTIONS

Eligible schools were enrolled by a senior educator from the
school board and were stratified by size (�500 vs �500 stu-
dents) and location (rural vs urban). Schools were randomly
assigned by strata to intervention or control on the basis of a
coin toss in the presence of the educator and co-investigators.
Random assignment was performed 1 year before the study co-
hort to provide experience with the intervention to the teacher.
Students were masked to condition in that they were aware only
that they were receiving Health class.

The experimental intervention, known as the “Fourth R:
Skills for Youth Relationships,” was integrated into existing
Health and Physical Education curriculum requirements and
was taught in sex-segregated classes. It met provincially man-
dated education requirements in Ontario and, therefore, was
taught as part of the regular curriculum without the require-
ment of additional class time, scheduling, or human resources
aid. Individual- and school-level components were designed to
integrate evidence-based strategies for addressing adolescent
dating violence and related risk behaviors, such as negotia-
tion, delay, and refusal skills, and exercises to define and re-
hearse responsibilities associated with healthy relationships. Ex-
amples of peer and dating conflicts faced by teens were provided,
as were role-play instructions designed to increase interper-
sonal and problem-solving skills.

The individual student-level intervention was a 21-lesson
manualized curriculum delivered by teachers with specializa-
tion in health and physical education (protocol available from
the authors). The curriculum comprised 3 units containing seven
75-minute classes each: (1) personal safety and injury preven-
tion, (2) healthy growth and sexuality, and (3) substance use
and abuse (Box). Rather than addressing these topics inde-
pendently, an underlying theme of healthy, nonviolent rela-
tionship skills was woven throughout the units to increase gen-
eralization across risk situations and behaviors. Detailed lesson
plans, video resources, role-play exercises, rubrics, and hand-
outs were provided for all lessons. There was extensive skill
development using graduated practice with peers aimed at the
development of positive strategies for dealing with pressures
and the resolution of conflict without abuse or violence. It in-
cluded examples of conflicts faced by teens, with peer and dat-
ing examples used concurrently to increase relevance for youth
who were not dating. The intervention takes a gender-
strategic approach to dating violence by emphasizing gender-
specific patterns and factors and matching activities accord-
ingly.27 Slightly different exercises and activities were used for
boys and girls to maximize relevance and minimize defensive-
ness on the part of participants.

School-level components included additional teacher train-
ing on dating violence and healthy relationships, information
for parents, and student-led “safe school committees.” Teach-
ers received a 6-hour training workshop taught by an educa-
tor and a psychologist to review the materials and participate
in skill-building exercises for engaging youths. Parents re-
ceived information during grade 9 orientation and from 4 news-
letters that describe the topics being taught. Each school re-
ceived a “Youth Safe Schools” manual that describes ways to
involve students in school and community violence preven-
tion activities, such as guest speakers, field trips, community
resources, and volunteering.

Standardization and adherence focused on teacher delivery.
Teachers received detailed lesson plans, viewed training videos
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and role-play demonstrations, and received individual feedback
from an experienced educator. They implemented the curricu-
lum for at least 1 semester before the trial to increase familiarity
and standardization. It was not feasible to observe classroom ses-
sions in this effectiveness trial, which sought to deliver the pro-
gram by teachers under realistic conditions (89% of the inter-
vention lessons were completed according to teacher checklists
[89%, 88%, and 90% for units 1, 2, and 3, respectively]).

The curriculum guidelines and requirements for grade 9 Health
and Physical Education in Ontario formed a standard control group
(http://www.edu.gov.on.ca/eng/curriculum/secondary/health
.html). Teachers in control schools were expected to teach 21 re-
quired lessons that cover the same 3 units as those covered in in-
tervention schools but without training or background on these
topics or access to a structured curriculum that emphasizes re-
lationship skills for preventing violence and risk behaviors. These
classes were also segregated by sex.

OBJECTIVES AND OUTCOME MEASURES

The primary objective of this trial was to determine whether
an interactive curriculum that integrates dating violence pre-
vention with lessons on healthy relationships, sexual health,
and substance use reduces PDV more than 2 years later rela-
tive to standard content delivery. Secondary objectives in-
volved reductions in related risk behaviors of peer violence, sub-
stance use, and unsafe sex (ie, condom use).

The primary outcome was perpetration of PDV 2.5 years af-
ter baseline. The PDV was assessed using 8 items from the Con-
flict in Adolescent Dating Relationships Inventory, a self-
report measure with established convergent/divergent validity.28

Students marked actions (yes or no) that they had used in the

past year toward a boyfriend or girlfriend “while you were hav-
ing an argument, angry at one another, or having a fight.” The
PDV was indicated if the respondent endorsed 1 or more items
involving physical abuse or threats to harm (eg, “I pushed,
shoved, or shook him/her” and “I threatened to hurt him/
her”). Respondents who had no dating partners in the past year
or did not endorse any item received a score of 0.

Physical peer violence was based on self-report of any of 3
items during the past 3 months (ie, “have you fought with some-
one to the point where they needed care for their injuries,” “have
you been in a fight where you hit someone with something other
than your hands,” and “have you hit, slapped, or physically hurt
another teen with the intention of scaring or humiliating him
or her”) derived from the National Longitudinal Survey of Chil-
dren and Youth delinquent behavior inventory.29 Experience
with alcohol and illicit drugs was assessed using the National
Longitudinal Survey of Children and Youth and was con-
verted to problem substance use based on any 1 of 4 criteria:
drinking alcohol 1 to 2 days a week or more, having 5 or more
alcoholic drinks at 1 time in the past 30 days, using marijuana
1 to 2 days a week or more, or having tried any other illicit drug
in the past 3 months. Condom use was defined as always wear-
ing a condom during sexual intercourse in sexually active par-
ticipants only.

PROCEDURES

Research assistants explained the research component to stu-
dents and distributed information sheets, consent/assent forms,
and a brief demographic form for parents to complete. Stu-
dents who consented to be included in the cohort completed a
confidential survey in school at baseline (September-October

Box. The Fourth R: Skills for Youth Relationships: Curriculum Overview and Examplesa

Unit 1: Personal Safety and Injury Prevention

1. Focus on healthy relationships (myths/facts about teen relationships, relationship rights and responsibilities)
2. Barriers to healthy relationships (active listening skills, types of violence and abuse)
3. Contributors to violence (group effects on violence, individual differences)
4. Conflict and conflict resolution (communication styles: passive, assertive, and aggressive; conflict scenarios)
5. Media violence (student presentations of examples of violence in the media)
6. Conflict resolution skills (rights and responsibilities when ending a relationship)
7. Action in the school and community

Unit 2: Healthy Growth and Sexuality

1. Focus on healthy sexuality (review of sexuality, myths clarified)
2. Sexuality in the media (media and peer pressure to have a partner or to have sex)
3. Responsible sexuality (communication with your partner, healthy relationships)
4. Preventing pregnancies and sexually transmitted infections
5. Assertiveness skills to deal with pressure in relationships (negotiation, delay, and refusal skills)
6. Sexuality: responsibilities and consequences (sexual abuse, dating violence, decision making)
7. Sexual decision making and community resources (scenarios and discussion, research community resources)

Unit 3: Substance Use and Abuse

1. Myths/facts and definitions (interactive game to get students to examine their opinions and values)
2. Effects of substance use and abuse (discussion of physical and nonphysical effects)
3. Making informed choices about smoking (discussion: why teens may smoke, health and financial costs)
4. Factors influencing decisions about drug use (discussion of media, culture, and peer pressure)
5. Building skills to avoid pressure to use substances (negotiation, delay, and refusal skills)
6. Practicing skills and community resources (role-play excercises: using skills and decision-making model)
7. Coping and making the connection between drug use, sex, and violence
aEach of the 3 units consists of 7 classroom sessions of 75 minutes each. Examples of content are in parentheses.
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2004) and at follow-up 2.5 years later (April-May 2007). At each
assessment, students accessed an online survey by entering a
unique identifier; they were supervised by teachers and re-
search assistants. Students were masked to the objectives of the
study, and they completed additional health-related survey ques-
tions (eg, smoking, diet and exercise, and peer and family re-
lationships) to mask the primary outcome. Students who trans-
ferred schools were included for analysis purposes in the
intervention group to which they had been randomized. Stu-
dents were located at follow-up in their original schools; if they
had moved or left the province, attempts were made to locate
them through school records or information provided at base-
line (eg, e-mail, family physician, or a relative).

To estimate the cost of the intervention, we calculated the
cost of teacher release time for 1 day of training and the cost of
the curriculum and video resources. Research incentives in-
cluded free curriculum materials for schools in both groups (pro-
vided year 3 for control schools), CA$500 to each school for
youth resources, and CA$1000 to teachers in intervention
schools to cover additional training requirements.

STATISTICAL METHODS

Categorical data for primary and secondary outcomes were ana-
lyzed using 2-level hierarchical models to account for cluster-
ing of students in schools. Intervention effects at follow-up were
estimated using random-effects Bernoulli models, with school
as a random effect. Intention-to-treat analyses for PDV were
performed with all randomized participants, with missing val-
ues on the outcome measure assigned the value 0. Although
loss to follow-up was expected to be random with respect to
intervention group, sensitivity analyses were conducted to de-
termine the robustness of the findings relative to missing data.
Separate analyses were also conducted using the subsample of
students who had been dating in the year before follow-up. Strati-
fication variables, baseline score, and sex were included in the
adjusted models. Students who had missing data on baseline
scores were omitted from the fitted models. Proportions were
reported along with odds ratios (ORs) and 95% confidence in-
tervals (CIs) to estimate effect size. In all analyses, the re-
ported OR estimates the relative odds of a control student using
physical violence compared with an intervention student (ie,
the OR should not be interpreted as a ratio of adjusted PDV
rates). Due to the gendered nature of dating violence and con-
dom use, prespecified interaction tests of sex � intervention
were conducted on these outcomes to determine whether in-
tervention had a differential effect for boys and girls. The sta-
tistical analysis was performed using Hierarchical Linear Mod-
eling statistical software (HLM version 6.0; Scientific Software
International, Lincolnwood, Illinois).30

RESULTS

The trial flow diagram of clusters and students is shown
in the Figure. Of the 2243 potentially eligible students in
20 participating schools, 1722 (76.8%) provided consent.
Intervention schools had higher consent rates, a result that
possibly reflects teacher effort to obtain consent as a re-
sult of their greater familiarity with the intervention. At fol-
low-up, 88% of the sample provided data; most students
lost to follow-up could not be located from school records
or baseline contact information. Pretest comparisons of in-
dividuals lost to follow-up (n=202) with those who com-
pleted the study revealed that they were more likely to be
male (60%) and to have reported problem alcohol use in

grade 9 (25% vs 16%, respectively); no pretest differences
were found in dating violence perpetration, and rates of loss
to follow-up were similar in the intervention and control
groups.

Baseline characteristics of schools and students by
group are given in Table 1. Schools had large student
bodies, were split equally between urban and rural lo-
cations, and had comparably experienced teachers. The
parents of most participants were married, were em-
ployed, and had some postsecondary education. Both
groups were similar in terms of student risk behaviors,
with physical peer violence being the most commonly
reported and PDV the least reported at baseline.

EFFECT OF PREVENTIVE
INTERVENTION ON PDV

By the end of grade 11, PDV had increased from 1.1% (18
of 1722) when students were 13 to 14 years old to 8.5%
(146 of 1722) when students were 16 to 17 years old
(Table 2). The PDV was significantly higher for students
in control schools at follow-up than for those in interven-
tion schools (9.8% vs 7.4%, respectively; adjusted OR, 2.42;
95% CI, 1.00-6.02; P=.05). When the analysis was re-
stricted to the subset of students dating in the year before
follow-up (n=1041), the difference between the control and
intervention groups was not significant (adjusted OR, 2.13;
95% CI, 0.81-5.66; P=.12) (Table 2).

Further analyses of PDV showed a significant effect
for the sex � group interaction (P=.002), which indi-
cates that the effect of intervention differed significantly
between boys and girls (Table 3). Boys in intervention

Potentially eligible schools
invited to participate

30

Schools lost to follow-up0
Students lost to follow-up99

Refused8
Could not be located80
Had chronic absenteeism11

Schools lost to follow-up0
Students lost to follow-up103

Refused9
Could not be located87
Had chronic absenteeism7

Schools excluded10
Participated in the pilot phase4
Did not meet the inclusion criteria5
Refused1

Schools included in analysis10
Students included in analysis968

Potentially eligible students
in 10 control schools

1077

Students consent to be
included in the cohort (70%)

754

Potentially eligible students
in 10 intervention schools

1166

Students consent to be
included in the cohort (83%)

968

Schools assigned to the 
control group

10

Mean (SD): 916 (24.5) 
students 

Schools assigned to the 
intervention group

10

Mean (SD): 927 (23.9) 
students 

Schools randomized20

Schools included in analysis10
Students included in analysis754

Figure. Flow diagram of schools and students randomized to the control and
intervention groups.
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schools were less likely than boys in control schools to
engage in dating violence (2.7% vs 7.1%; adjusted OR,
2.77; 95% CI, 1.39-5.29). However, girls had similar rates
of PDV in both groups (11.9% vs 12.0% for the inter-
vention and control, respectively; adjusted OR, 1.02; 95%
CI, 0.61-1.72). Similar results were obtained when the
analysis was restricted to the dating subsample (Table 3).

EFFECT ON SECONDARY OUTCOMES

Differences between the control and intervention groups
were not significant for physical peer violence (17.1% vs
18.4%; adjusted OR, 1.09; 95% CI, 0.83-1.59; P=.58), sub-
stance use (47.8% vs 52.4%; adjusted OR, 1.11; 95% CI,
0.84-1.44; P=.43), or condom use (54.1% vs 55.0%; ad-
justed OR, 1.04; 95% CI, 0.51-2.12; P=.91) (Table 4).

However, the effect of intervention on condom use dif-
fered significantly between boys and girls (P� .01). In par-
ticular, condom use among sexually active boys was greater
in intervention schools (114 of 168 [67.9%]) than in con-
trol schools (65 of 111 [58.6%]; OR, 1.70; 95% CI, 1.10-
2.66), and condom use by partners was less for girls in the
intervention group (86 of 196 [43.9%]) than in the con-
trol group (73 of 144 [50.7%]; OR, 0.76; 95% CI, 0.50-
1.16). Because these analyses were based on only 619 of
1722 teens (35.9%), they must be considered exploratory.

Costs for program delivery included teacher release
time for training (CA$200 � 40 teachers=CA$8000) and
reusable curriculum materials (mean, CA$700 per school
or CA$175 per teacher). These 1-time costs translate to
CA$16 per student in the initial year. There were no ad-
verse events reported.

Table 1. Baseline Characteristics of Participating Schools and Students According to Experimental Groupa

Characteristic Control Group Intervention Group

Schools
Total No. (N=20) 10 10
Size of student body, mean (SD), No. 916 (24.5) 927 (23.9)
Schools with �500 students, No./total No. (%) 9/10 (90.0) 8/10 (80.0)
Schools with urban (vs rural) location, No./total No. (%) 5/10 (50.0) 5/10 (50.0)
Grade 9 health teachers participating, No./total No. (%) 36/38 (94.7) 40/40 (100.0)
Years of teaching experience, No./total No. (%) of teachers

�5 y 11/36 (30.6) 14/40 (35.0)
6-10 y 10/36 (27.8) 10/40 (25.0)
�10 y 15/36 (41.7) 16/40 (40.0)

Students, No. (%)
Total (N=1722) 754 (43.8) 968 (56.2)
Female 415 (55.0) 494 (51.0)
Parents married/common law 626 (83.0) 794 (82.0)
Parent education, No. (%)

High school degree or less 211 (28.0) 271 (28.0)
Some college or university training 106 (14.1) 165 (17.0)
College diploma or university degree 437 (58.0) 532 (55.0)

1 or Both parents employed 641 (85.0) 832 (86.0)
Risk behaviors, No. (%)

Physical dating violence in past year 8 (1.1) 10 (1.0)
Physical peer violence in previous 3 mo 173 (22.9) 261 (27.0)
Alcohol problem useb 136 (18.0) 165 (17.0)
Drug problem usec 75 (9.9) 126 (13.0)
Sexual intercourse, lifetime 53 (7.0) 87 (9.0)
Condom use if sexually active in past 3 mo 37/53 (69.8) 64/87 (73.6)

aSome percentages do not total 100 because of rounding.
bUsing alcohol 1 to 2 d/wk or more or having consumed 5 or more drinks at 1 time in the past 30 days.
cUsing marijuana 1 to 2 d/wk or more or having tried any other illicit drug in the past 3 months.

Table 2. Physical Dating Violence Reported in the Past Year at 2.5-Year Follow-up According to Experimental Group

Students With PDV, No./Total No. (%)

ICC OR (95% CI) t Test P ValueControl Group Intervention Group

All students 74/754 (9.8) 72/968 (7.4) 0.02
Unadjusted ORa 1.42 (0.87-2.33) 1.49 .15
Adjusted ORb 2.42 (1.00-6.02) 2.06 .05

Students who dated in the past 12 mo 71/369 (19.2) 72/480 (15.0) 0.02
Unadjusted ORa 1.37 (0.89-2.13) 1.53 .14
Adjusted ORb 2.13 (0.81-5.66) 1.65 .12

Abbreviations: CI, confidence interval; ICC, intracluster correlation coefficient; OR, odds ratio; PDV, physical dating violence.
aOdds ratios of the intervention effect from the multilevel model.
bOdds ratios were adjusted for baseline behavior, stratifying variables, and sex (n=1722 in the full model; n=1041 in the model restricted to the dating sample).
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COMMENT

The reduction of violence in relationships is a national
and international priority.13,14,31 Universal prevention of
violence holds considerable promise in reducing high-
risk and health-compromising behaviors in youths, and
this randomized controlled trial supports the effective-
ness of school-based efforts toward reduction of dating
violence. We found support for the hypothesis that teach-
ing youth about healthy relationships and ways to avoid
PDV in Grade 9 Health classes would reduce PDV 2.5
years later, but this effect may be limited to boys. Be-
cause the program integrated a focus on healthy rela-
tionships into the related topics of sexual health, sub-
stance use, and peer violence, we examined these
outcomes in secondary analyses. Although overall rates
of substance use and peer violence were unaffected by
the intervention, exploratory analyses indicated that boys
in the intervention schools reported safer sexual prac-
tices (indicated by always using condoms). This finding
is potentially important given recent evidence that non-
use of condoms is higher in adolescent male perpetra-
tors of dating violence, particularly in the context of steady
relationships.32

These results should first be considered in light of the
limitations of the study. One challenge is the use of self-
reported acts of dating violence perpetration, which can-
not capture the intensity, frequency, or context of such be-
havior. Like other researchers in this area, we measured
PDV by having respondents indicate whether they have per-
formed a specific act, such as hitting, pushing, or threat-
ening a partner with harm. Such reports do not encom-
pass motivations or circumstances surrounding violent acts
or distinguish between acts of offense or defense, which
may account for the higher rates of PDV reported by girls

than by boys.10 The scope of dating violence was also lim-
ited to physical acts and did not include sexual violence
or coercion. Furthermore, although modification of self-
report is a possibility, it is unlikely to be a confounding fac-
tor of the intervention. Boys in the control schools re-
ceived similar information about dating violence (without
skills training), which would presumably affect their aware-
ness of social norms as well. The message about the unac-
ceptability of violence was similar between groups, whereas
the interactive, skills-based delivery and the focus on posi-
tive relationship skills differed.

The extent to which these findings can be generalized
to all youths is limited by 3 sample characteristics. First,
these findings apply only to high school students who were
attending school at follow-up and may not be representa-
tive of all persons in this age group. Second, youths did not
specify their sexual orientation, so it is not possible to de-
termine whether the findings would be the same for gay
and lesbian relationships. Finally, adolescents were pre-
dominantly from white, 2-parent families. The extent to
which the patterns generalize to youths of different eth-
nicities or family characteristics remains unknown.

The issue of the higher reports of PDV among girls
and their limited response to intervention warrants care-
ful consideration. Rates of aggressive behavior have in-
creased disproportionately for girls compared with boys
during the past 2 decades, yet relatively little is known
about risk factors for girls.33 Both sexes report more ac-
ceptance of the use of physical violence by girls than by
boys, and many perceive a double standard with respect
to the responses of adults to physical abuse by boys vs
girls.34,35 In qualitative interviews, girls describe the cir-
cumstances surrounding their use of dating violence as
a response to male partner violence approximately half
the time (ie, self-defense or retaliation), with the remain-

Table 3. Prespecified Analyses of Physical Dating Violence at Follow-up by Sex and Experimental Group

Boys, No./Total No. (%) Girls, No./Total No. (%)

t
Test

P
Valueb

Control
Group

Intervention
Group

Adjusted OR
(95% CI)a

Control
Group

Intervention
Group

Adjusted OR
(95% CI)a

All students (n=1722) 24/339 (7.1) 13/474 (2.7) 2.77 (1.39-5.29) 50/415 (12.0) 59/494 (11.9) 1.02 (0.61-1.72) 3.18 .002
Students who had dated

in the past 12 mo (n=1041)
21/142 (14.8) 13/207 (6.3) 2.63 (1.22-5.56) 50/227 (22.0) 59/273 (21.6) 1.03 (0.62-1.75) 2.41 .02

Abbreviations: CI, confidence interval; OR, odds ratio.
aOdds ratios of the intervention effect from the multilevel model adjusted for sex, baseline behavior, and stratifying variables.
b Interaction between sex and group.

Table 4. Secondary Outcomes at Follow-up by Experimental Group

Students, No./Total No. (%)

ICC
Adjusted OR
(95% CI)a

t
Test

P
ValueControl Group Intervention Group

Physical peer violence 126/739 (17.1) 174/944 (18.4) 0.01 1.09 (0.83-1.59) 0.63 .58
Problem substance use 354/740 (47.8) 498/950 (52.4) 0.03 1.11 (0.84-1.44) 0.80 .43
Condom use if sexually activeb 138/255 (54.1) 200/364 (55.0) 0.01 1.04 (0.51-2.12) 0.12 .91

Abbreviations: CI, confidence interval; ICC, intracluster correlation coefficient; OR, odds ratio.
aOdds ratios of the intervention effect from the multilevel model adjusted for sex, baseline behavior, and stratifying variables.
bAnalyses are based on 619 students who were sexually active (619 of 1722 students [35.9%]).
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ing incidents described as efforts to engage, tease, or ex-
press anger toward their male partner.36,37 Despite simi-
lar perpetration rates, female victims of dating violence
are more likely than male victims to experience fear, anxi-
ety, and hurt and to express a desire to leave the situa-
tion for self-protection.38,39 Thus, the gender difference
in findings may reflect the extent to which girls experi-
ence control over their relationships. That is, if girls are
more likely to use violence in response to violence and
are less able to compel condom use compared with boys,
then their reported behavior may, in fact, be in response
to the negative behavior of dating partners.

There is a parallel sex debate in the adult domestic vio-
lence literature, where rates of victimization for women and
men look very similar (8% of women and 7% of men re-
ported being victims of an act of spousal violence in the
previous 5 years).40 However, female victims are more likely
than male victims to experience injuries or death, to re-
quire medical attention, to lose time from work, to live in
fear, and to worry about the safety of their children.31,41,42

These findings and concerns highlight the importance of
gender considerations in program development and evalu-
ation.27 Boys, for example, are seldom willing to engage in
a discussion of relationship violence and personal respon-
sibility that does not acknowledge, at some level, the re-
ality of the aggression of girls; similarly, girls may not rec-
ognize that relational and physical forms of violence are
inappropriate, regardless of the apparent lack of injury or
the indifference of their peer or partner.11

The understanding of the context in which these be-
haviors occur is essential to developing appropriate pro-
grams. Although the current approach had a gender-
strategic design, more contextual information about the
nature of violence experienced by each sex would help
the development of more targeted interventions. For ex-
ample, if much of the violence and unsafe sex experi-
enced by girls is found to be in the context of relation-
ships with much older partners, it might be important
to include information and considerations about dating
older partners in the activities for girls. In such relation-
ships, the focus might need to be on ending the relation-
ship rather than expecting the girls to promote healthier
relationship skills in a relationship that probably has a
significant imbalance of power and control.

The present program was timed to coincide with the
transition to high school, a time of considerable adjust-
ment and pressure for most youths.43 Interventions timed
too early may lose their positive effects before teens start
to experiment, and, conversely, if too late, the prob-
lem(s) may already have begun and thus be difficult to
modify.44,45 The present intervention seems to have been
well-timed to the onset of adolescent dating violence. Na-
tionally representative data show that PDV (based on vic-
timization reports) increases from 7.4% in grade 9 to
11.1% in grade 12.1 Developmental trajectories for dat-
ing violence begin at age 13 years and peak by age 16 to
17 years for girls and boys,36,46 which makes grades 8 and
9 particularly well-suited to the introduction of relation-
ship-based prevention initiatives. However, a steep rise
in other risk behaviors, such as binge drinking, mari-
juana use, and sexual activity,2 also occurs between grades
8 and 11, and these behaviors were largely unaffected by

the intervention. Baseline data collected at the begin-
ning of grade 9 indicate that almost a quarter of youths
were already using peer violence and close to 1 in 5 were
at problem levels of substance use experimentation. Ear-
lier and more prolonged interventions are necessary to
reduce these related problem behaviors.47

The present evaluation of the Fourth R: Skills for Youth
Relationships suggests that methods developed for single-
focused interventions (eg, skills-based, interactive de-
livery) can be combined effectively from a core relation-
ship perspective. As in related trials, teachers with
supplementary training can implement evidence-based
prevention programs with sufficient fidelity and effec-
tiveness to garner significant improvements over status
quo classroom methods.48 The integration of positive mes-
sages about healthy relationships, in conjunction with
developmentally appropriate knowledge about experi-
mental risk behaviors, moves the field closer to a uni-
versal model of health promotion and active youth par-
ticipation. The focus on embedding the program into
curriculum that meets the guidelines for mandatory classes
in high schools provides a vehicle for widespread dis-
semination and sustainability far beyond that which can
be achieved by add-on programs. Furthermore, the low
cost associated with the intervention removes a poten-
tial barrier to sustainability that is found with more ex-
pensive interventions. Similar to efforts made with aca-
demic subjects, the best policy may involve earlier
introduction of these important topics at a lower grade
level, with increasing knowledge and practice intro-
duced in core courses throughout high school.

Accepted for Publication: November 12, 2008.
Correspondence: David A. Wolfe, PhD, CAMH Centre for
Prevention Science, 100 Collip Cir, Ste 100, London, ON
N6G 4X8, Canada (David_Wolfe@CAMH.net).
Author Contributions: Dr Wolfe had full access to all
the data in the study and takes responsibility for the in-
tegrity of the data and the accuracy of the data analysis.
Study concept and design: Wolfe, Crooks, Jaffe, Hughes,
and Donner. Acquisition of data: Wolfe, Crooks, Chiodo,
and Hughes. Analysis and interpretation of data: Wolfe,
Crooks, Ellis, Stitt, and Donner. Drafting of the manu-
script: Wolfe, Crooks, Jaffe, Chiodo, Hughes, Ellis, Stitt,
and Donner. Critical revision of the manuscript for impor-
tant intellectual content: Wolfe, Crooks, Jaffe, Chiodo,
Hughes, and Ellis. Statistical analysis: Crooks, Chiodo,
Ellis, Stitt, and Donner. Obtained funding: Wolfe, Crooks,
and Jaffe. Administrative, technical, or material support:
Wolfe, Crooks, Jaffe, Chiodo, and Hughes. Study super-
vision: Wolfe, Chiodo, and Hughes.
Financial Disclosures: Ms Chiodo, Dr Ellis, Mr Hughes,
and Mr Stitt received salary contributions from the grant
supporting the study. Proceeds from sales of the curricu-
lum in Ontario have been used for related program de-
velopment and research.
Funding/Support: This work was supported solely by
grant MCT-66913 from the Canadian Institutes of Health
Research. We recognize RBC Financial Group for their
support of the Chair in Children’s Mental Health (Dr
Wolfe) and the Royal Lepage Shelter Foundation for their
support in developing the program.

(REPRINTED) ARCH PEDIATR ADOLESC MED/ VOL 163 (NO. 8), AUG 2009 WWW.ARCHPEDIATRICS.COM
698

©2009 American Medical Association. All rights reserved.
 at Clarian Health, on August 4, 2009 www.archpediatrics.comDownloaded from 

http://www.archpediatrics.com


Role of the Sponsor: The Canadian Institutes of Health
Research did not participate in the design or conduct of
the study; collection, management, analysis, or interpre-
tation of the data; or preparation, review, or approval of
the manuscript.
Additional Contributions: Deborah Townsley, BEd, was
a contributing author of the “Fourth R” lessons, and Steve
Killip, PhD, assisted in organizing data collection. We
thank the dedicated principals and superintendents in
the participating school district for their considerable as-
sistance with this research. None of these individuals re-
ceived compensation for their work in association with
this article.

REFERENCES

1. Centers for Disease Control and Prevention (CDC). Physical dating violence among
high school students—United States, 2003. MMWR Morb Mortal Wkly Rep. 2006;
55(19):532-535.

2. Eaton DK, Kann L, Kinchen S, et al. Youth risk behavior surveillance—United States,
2005. MMWR Surveill Summ. 2006;55(5):1-108.

3. Coker AL, McKeown RE, Sanderson M, Davis KE, Valois RF, Huebner ES. Severe
dating violence and quality of life among South Carolina high school students.
Am J Prev Med. 2000;19(4):220-227.

4. Silverman JG, Raj A, Mucci LA, Hathaway JE. Dating violence against adoles-
cent girls and associated substance use, unhealthy weight control, sexual risk
behavior, pregnancy, and suicidality. JAMA. 2001;286(5):572-579.

5. Lewis SF, Fremouw W. Dating violence: a critical review of the literature. Clin
Psychol Rev. 2001;21(1):105-127.

6. Grunbaum JA, Kann L, Kinchen SA, et al. Youth risk behavior surveillance—
United States, 2001. MMWR Surveill Sum. 2002;51(4):1-62.

7. Connolly J, Furman W, Konarski R. The role of peers in the emergence of hetero-
sexual romantic relationships in adolescence. Child Dev. 2000;71(5):1395-1408.

8. Wolfe DA, Jaffe PG, Crooks CV. Adolescent risk behaviors: why teens experiment
and strategies to keep them safe. New Haven, CT: Yale University Press; 2006.

9. Irwin CE Jr, Burg SJ, Uhler Cart C. America’s adolescents: where have we been,
where are we going? J Adolesc Health. 2002;31(6)(suppl):91-121.

10. Foshee VA, Matthew RA. Adolescent dating abuse perpetration: a review of find-
ings, methodological limitations, and suggestions for future research. In: Flannery
DJ, Vazonsyi AT, Waldman ID, eds. The Cambridge Handbook of Violent Behavior
and Aggression. New York: Cambridge University Press; 2007:431-449.

11. Odgers CL, Moretti MM. Aggressive and antisocial girls: research update and
challenges. Int J Forensic Mental Health. 2002;1(2):103-119.

12. Wolfe DA, Scott KL, Crooks CV. Abuse and violence in adolescent girls’ dating
relationships. In: Bell DJ, Foster SL, Mash EJ, eds. Handbook of Behavioral and
Emotional Problems in Girls: Issues in Clinical Child Psychology. New York, NY:
Kluwer Academic/Plenum Publishers; 2005:381-414.

13. Hahn R, Fuqua-Whitley D, Wethington H, et al. The effectiveness of universal school-
based programs for the prevention of violent and aggressive behavior: a report
on recommendations of the Task Force on Community Preventive Services. MMWR
Recomm Rep. 2007;56(RR-7):1-12.

14. US Department of Health and Human Services; US Dept of Health and Human
Services. Healthy People 2010: Understanding and Improving Health. Washing-
ton, DC; 2000.

15. Wekerle C, Wolfe DA. Dating violence in mid-adolescence: theory, significance,
and emerging prevention initiatives. Clin Psychol Rev. 1999;19(4):435-456.

16. Josephson WL, Proulx JB. Violence in young adolescents’ relationships: a path
model. J Interpers Violence. 2008;23(2):189-208.

17. Campbell R, Starkey F, Holliday J, et al. An informal school-based peer-led in-
tervention for smoking prevention in adolescence (ASSIST): a cluster ran-
domised trial. Lancet. 2008;371(9624):1595-1602.

18. Botvin GJ, Griffin KW, Nichols TD. Preventing youth violence and delinquency
through a universal school-based prevention approach. Prev Sci. 2006;7(4):
403-408.

19. Kirby DB, Baumler E, Coyle KK, et al. The “Safer Choices” intervention: its im-
pact on the sexual behaviors of different subgroups of high school students.
J Adolesc Health. 2004;35(6):442-452.

20. Wright AJ, Nichols TR, Graber JA, Brooks-Gunn J, Botvin GJ. It’s not what you
say, it’s how many different ways you can say it: links between divergent peer
resistance skills and delinquency a year later. J Adolesc Health. 2004;35(5):
380-391.

21. Duncan PM, Garcia AC, Frankowski BL, et al. Inspiring healthy adolescent choices:
a rationale for and guide to strength promotion in primary care. J Adolesc Health.
2007;41(6):525-535.

22. Whitaker DJ, Morrison S, Lindquist C, et al. A critical review of interventions for
the primary prevention of perpetration of partner violence. Agg Viol Beh. 2006;
11(2):151-166.

23. Burt MR. Reasons to invest in adolescents. J Adolesc Health. 2002;31(6)(suppl):
136-152.

24. Foshee VA, Reyes ML. Primary prevention of adolescent dating abuse: when to be-
gin, whom to target, and how to do it. In: Lutzker J, Whitaker D, eds. Preventing
Partner Violence. Washington, DC: American Psychological Association. In press.

25. O’Leary KD, Smith Slep AM, Avery-Leaf S, Cascardi M. Gender differences in dat-
ing aggression among multiethnic high school students. J Adolesc Health. 2008;
42(5):473-479.

26. Foshee VA, Bauman KE, Ennett ST, Suchindran C, Benefield T, Linder GF. As-
sessing the effects of the dating violence prevention program “Safe Dates” using
random coefficient regression modeling. Prev Sci. 2005;6(3):245-258.

27. Crooks CV, Wolfe DA, Jaffe PG. School-based adolescent dating violence pre-
vention: enhancing effective practice with a gender strategic approach. In: Kendall-
Tackett K, Giacomoni S, eds. Intimate Partner Violence. Kingston, NJ: Civic Re-
search Institute; 2007:16.1-16.18.

28. Wolfe DA, Scott K, Reitzel-Jaffe D, Wekerle C, Grasley C, Straatman A. Devel-
opment and validation of the Conflict in Adolescent Dating Relationships Inventory.
Psychol Assess. 2001;13(2):277-293.

29. Human Resources Development Canada. National Longitudinal Survey of Chil-
dren and Youth: Cycle 4 2000-20001. Ottawa, ON: Human Resources Develop-
ment Canada; 2001.

30. Raudenbush S, Bryk A, Cheong F, Congdon R. HLM 6: Hierarchical Linear and
Nonlinear Modeling. Lincolnwood, IL: Scientific Software International; 2004.

31. Krug EG, Dahlberg LL, Mercy JA, Zwi AB, Lozano R, eds. World Report on Vio-
lence and Health. Geneva, Switzerland: World Health Organization; 2002.

32. Raj A, Reed E, Miller E, Decker MR, Rothman EF, Silverman JG. Contexts of con-
dom use and non-condom use among young adolescent male perpetrators of
dating violence. AIDS Care. 2007;19(8):970-973.

33. Moretti MM, Catchpole REH, Odgers C. The dark side of girlhood: recent trends,
risk factors and trajectories to aggression and violence. Can Child Adolesc Psy-
chiatr Rev. 2005;14(1):21-25.

34. Price EL, Byers ES. The attitudes towards dating violence scales: development
and initial validation. J Fam Violence. 1999;14(4):351-375.

35. Sears HA, Byers ES, Whelan JJ, Saint-Pierre M; Dating Violence Research Team.
“If it hurts you, then it is not a joke”: adolescents’ ideas about girls’ and boys’
use and experience of abusive behavior in dating relationships. J Interpers Violence.
2006;21(9):1191-1207.

36. Foshee VA, Bauman KE, Linder F, Rice J, Wilcher R. Typologies of adolescent
dating violence: identifying typologies of adolescent dating violence perpetration.
J Interpers Violence. 2007;22(5):498-519.

37. Jackson SM, Cram F, Seymour FW. Violence and sexual coercion in high school
students’ dating relationships. J Fam Violence. 2000;15:23-36.

38. Follingstad DR, Wright S, Lloyd S, Sebastian JA. Sex differences in motivations
and effects in dating violence. Fam Relat. 1991;40(1):51-57.

39. Watson JM, Cascardi M, Avery-Leaf S, O’Leary KD. High school students’ re-
sponses to dating aggression. Violence Vict. 2001;16(3):339-348.

40. Statistics Canada. Family Violence in Canada: A Statistical Profile 2001. Ottawa,
ON: Minister of Industry; 2004.

41. Department of Justice, Bureau of Justice Statistics. Homicide trends in the United
States: intimate homicide. http://www.ojp.usdoj.gov/bjs/homicide/intimates
.htm. Accessed June 2, 2008.

42. Centers for Disease Control and Prevention (CDC). Costs of intimate partner vio-
lence against women in the United States. 2003. http://www.cdc.gov/ncipc
/pub-res/ipv_cost/ipv.htm. Accessed June 2, 2008.

43. Newman BM, Lohman BJ, Newman PR, Myers MC, Smith VL. Experiences of urban
youth navigating the transition to ninth grade. Youth Soc. 2000;31(4):387-416.

44. Nation M, Crusto C, Wandersman A, et al. What works in prevention: principles
of effective prevention programs. Am Psychol. 2003;58(6-7):449-456.
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