
 

Mancomunidad de la Zona Metropolitana del Valle de Sula (MZMVS) 

 
1.0 GENERAL INFORMATION   

Agency: Mancomunidad de la Zona Metropolitana del Valle de Sula 

Sector: Government  

Title of project: Training community leaders to combat intimate partner violence (IPV) 

Location: Tela, Atlantida, Honduras  

 
 

2.0 EXECUTIVE SUMMARY 

Intimate partner violence (IPV) among women in Latin America, including Honduras, is serious. The 

current study aims to examine the impact of IPV training among the community leaders on increases in 

IPV knowledge, attitudes and self-efficiency when dealing with IPV victims. Using a pretest and posttest 

design, the treatment group (n=80) who received IPV training was compared with the control group 

(n=80), who did not receive IPV training, in changes in IPV knowledge, attitudes and self-rated ability to 

handle IPV. The training program successfully increased participants’ IPV knowledge, attitudes and self-

efficiency. The treatment group showed significantly lower justification for IPV, higher gender equality 

attitudes, and higher IPV knowledge as well as higher confidence levels in identifying IPV victims and 

safety planning for victims. However, the training program did not change their awareness of behaviors 

that constitute IPV. The IPV training program among community leaders have the potential to help IPV 

victims in Honduras. More efforts should be made to increase the educational opportunities the 

community leaders can receive. 

 

3.0 BACKGROUND  

Intimate partner violence (IPV) is a serious social and health issue worldwide. According to the WHO, 

about one in three women (35%) across the world have experienced physical and/or sexual violence 

from their partners in their lifetime (WHO, 2017). The rate of IPV varies depending on the country and 

other factors. Scholars suggest that violence against women from their partners in Latin American 

countries, in particular, might be more serious than in other Western countries due to two reasons. 

First, these countries have gender-based norms that reinforce hypermasculinity (i.e., machismo) among 

men, which is strongly correlated with IPV perpetration (McCarthy, Menta, & Haberland, 2018). Second, 

their violent political and social environment normalizes violence in general and increases women’s 

dependence on men (Flake & Forste, 2006; Wilson, 2014). Many other studies support the relationship 

between exposure to political violence and IPV in different countries (Clark et al., 2010; Gupta et al., 

2011).  

According to one study conducted by Flake and Forste (2006) using the data from Demographic 

and Health Surveys (DHSs) in 5 different Latin American countries, the lifetime prevalence rate of IPV 

among women ranged from 15.7% in Haiti to 38.9% in Peru in 2000. Similarly, the Pan-American Health 

Organization’s report, based on population-based data from 12 Latin American countries and the 

Caribbean (Bott, Gudedes, Goodwin, & Mendoza, 2012), showed that the lifetime prevalence rate of 



 
physical or sexual violence ranged from 17% in the Dominican Republic in 2007 to 53.3% in Bolivia in 

2003. The prevalence rate of physical or sexual violence in the past year ranged from 7.7 in Jamaica in 

2008/2009 to 25.5% in Bolivia in 2008. Among women who experienced physical abuse, the prevalence 

rate of emotional abuse and controlling behaviors in the past year ranged from 61.1% in Colombia 2005 

to 92.6% in El Salvador in 2008. Although, due to the methodological differences, it is hard to directly 

compare the IPV prevalence rate in Latin American countries to that in other non-Latin American 

countries, this result indicates that violence against women in Latin America is serious and we need to 

address it urgently.  

To prevent violence against women, including domestic violence, many Latin American countries have 

enacted laws that criminalize offenders (Maculay, 2006; UNDP, 2017). However, only a few countries 

(i.e., Guyana and Panama) have formulated national action plans to address domestic violence or IPV 

specifically (UNDP, 2017). In many Latin American countries, including Honduras, due to the lack of 

government support in IPV prevention, victims are less likely seek help from formal agencies such as the 

police (Bott, Gudedes, Goodwin, & Mendoza, 2012) when they experience IPV. IPV victims’ 

unwillingness to seek help from the police and other formal professionals is not a unique phenomenon 

to Latin America. Studies have found that IPV victims are less likely seek help unless they fear for their 

lives (Loke, Wan, & Hayter, 2012) or their children’s (Rhodes, Cerulli, Dichter, Kothari, & Barg, 2010) due 

to the severity of the abuse. Thus, to help IPV victims and prevent further victimization, researchers 

have suggested using lay health advisors and/or natural helpers informed in community based 

intervention approaches to deal with IPV, rather than relying on the criminal justice system (Leifeld, Rau, 

& Mensing, 2009; Kim, 2019). 

Lay health advisors or natural helpers are “lay people to whom others naturally turn for advice, 

emotional support and tangible aid” (Israel, 1985, p. 68). Using their interconnected social networks in 

the community, natural helpers can intervene in the lives of IPV victims by providing advice, emotional 

support and help. Many studies have outlined the potential role of natural helpers, including community 

leaders such as pastors (Choi, 2015), hair salon stylists (Kim, 2019), and health care professionals 

(Ambuel et al., 2013; Wathen & MacMillan, 2003) in helping IPV victims, as they tend to be people who 

interact with potential IPV victims in a routine way in their community, such as in hospitals, churches, 

and schools. However, most community leaders and members are not equipped with knowledge and 

resources to help IPV victims appropriately (Choi, 2015; Kim, 2019).  

Studies have found that appropriate training aimed at improving community leaders and 

members’ knowledge and competencies regarding IPV identification and intervention would benefit IPV 

victims, as they could provide advice, practical aids and resources if they could identify victims. For 

instance, one study (Drumm et al., 2018) found that pastors who received IPV training gained 

knowledge in responding to IPV and changed their attitudes about IPV right after the training, as well as 

even one year after the training. Similarly, Short and her colleagues (2006) examined the effectiveness 

of continuing medical education for physicians in the management of IPV. Using a randomized design, 

they compared physicians who received 4 hours of online training with physicians who did not receive 

any training in IPV knowledge, attitudes, beliefs and behaviors. They found that the training was 

associated with physicians gaining increased self-efficacy and IPV management skills over 6 and 12 



 
months of follow-up. Although no study has yet examined the impact of IPV training on teachers’ 

knowledge and efficacy when dealing with IPV, there is evidence that teachers can play an important 

role in IPV prevention. According to a systematic review conducted by Turner and his colleagues (2017), 

training teachers increases their efficacy in identifying children who are exposed to IPV. This suggests 

that the community intervention strategies using community leaders, including health professionals and 

teachers, can help IPV victims and break the cycle of violence in Latin American countries.  

 

3.1 Objectives of Public Policy  

The goal of the project was to examine the current status of the community leaders in their readiness to 

help IPV victims in terms of knowledge, attitudes and behaviors using the data collected from the IPV 

training program among teachers and health professionals in Honduras.  The IPV training programs 

mainly focused on (i) detecting women who are at risk or have been victims of IPV, (ii) creating a 

protection plan to mitigate the risk for potential victims, and (iii) linking potential victims of IPV to the 

legal, psychological, and economic resources available to them in the City of Tela, Honduras accordingly. 

 

4.0 METHODS  

 

4.1 Participants  

In the Latin American context, school teachers and health professionals are the quintessential 

community leaders. They are well known and highly respected in the communities they serve. 

Importantly for the purpose of the program, they are in frequent contact with women who are at high 

risk or have already been victims of IPV. Thus, schoolteachers and health professionals were recruited 

for this project to help potential IPV victims. Participants of the project were selected from a random 

sample (n=160) of primary and secondary school teachers and health professionals (doctors and nurses) 

from the city of Tela, Honduras. The participants were randomly assigned to a treatment (n=80) and 

control groups (n=80). The treatment groups received a two-month IPV education. 

 

4.2 Description of the Community Based Intervention Program 

The IPV prevention program titled Formando linderes para combatir violencia domestica control las 

mujeres (Training community leaders to combat IPV) was a two-month educational program that met 

for approximately two hours weekly. The program was organized and led by two teams. The first team 

was made up of two independent experts in the field of domestic violence prevention. This team was 

tasked with developing and executing the prevention program. The second team made up of members 

of the Mayor’s office (Alcaldia de Tela), Women’s Office (Oficina Municipal de la Mujer), Education 

Board of Tela (Direccion Municipal de Educacion de Tela), and Public Health department (Unidad 

Municipal Institucional de Salud). The second team was in charge of recruiting participants, and logistics 

of execution. They booked the meeting rooms where the group sessions took place, organized the 

meals, took attendance, arranged for transportation, among other administrative tasks.   

The content of this educational or training program followed the WHO clinical and policy 

guidelines responding to intimate partner violence and sexual violence against women (WHO, 2013). 



 
The guidelines were developed to provide a blueprint for the design of the training curricular for health-

care providers who interact with potential IPV victims in their work setting. Based on the guidelines, the 

curriculum of this program focused on basic knowledge about IPV (i.e., definitions, key statistics, 

relevant legislation, risk factors) along with knowledge of existing services (i.e., referral options) and 

attitudes toward IPV victims (i.e. myth of IPV). Different aspects of responding to IPV such as safety 

assessment and planning and communication skills also have been added to the training curriculum. 

 

4.3 Data collection procedures  

Information on participants was collected through a pre-program and post-program survey. This survey 

measured participants’ attitudes towards the role of women in society, their perception of what 

constitutes domestic violence, as well as their confidence in their ability to identify, plan, and link 

potential IPV victims to the legal, psychological, economic resources available for them in Tela, 

Honduras. Importantly, the survey contains the results from a test that measures the understanding of 

the material given during the two-month program. 

 

5.0 MEASURES  

5.1 Dependent Variables  

The current study evaluated the effectiveness of this education program across a series of attitudinal, 

self-perception, and knowledge indicators. Below, we listed and operationalized the indicators 

examined in the current study. 

 Equality in risky behaviors is a measure of participants’ belief that women have the same rights 

as men to engage in risky behavior, such as getting drunk. Higher values in this index indicate 

higher levels of gender equality in risky behavior.   

 Equality in the job market measures participants’ belief in gender equality in the job market. It 

captures respondents’ openness towards women being able to have a career and take on 

traditionally male-dominated fields. Higher values in this index indicate higher levels of gender 

equality in the job market. 

 Work-home Life Equality measures respondents’ belief in gender equality in the home-work life 

of couples. This construct measures openness towards homemakers pursuing careers outside 

the home. Lower values in this index indicate higher levels of gender equality. 

 Justification measures the degree of rationalization respondents are willing to accept for 

violence. Higher values in this index indicate lower levels of justification. 

 Physical violence measures respondents’ awareness of behaviors that constitute physical abuse. 

 Sexual violence measures respondents’ awareness of behaviors that constitute sexual abuse. 

 Emotional violence measures respondents’ awareness of behaviors that constitute emotional 

abuse. 

 Economic violence measures respondents’ awareness of behaviors that constitute economic 

violence. Lower values in this index indicate higher levels of awareness. Higher values in this 

index indicate lower levels of awareness. 

 Identification measures respondents’ self-rated ability to identify potential victims of domestic 

violence. 



 

 Planning measures respondents’ self-rated ability to help plan for the safety of potential victims 

of domestic violence. 

  While these subjective indicators of success are important, they do not tell us if, in fact, 

participants learned the material given during the course of the two-month program. For that 

reason, we also include a measure of knowledge about the phenomenon of domestic violence 

generally, and also in Honduras. This exam measures their ability to recognized risk factors, 

persons at risk or victims of DV, correct ways of approaching such persons, plan for their safety, 

as well as the legal, economic, and psychological resources available to victims in Tela, 

Honduras. 

5.2 Research Design  

The causal effect of this educational program on the noted indicators of success will be examined 

through a pre/post-test experimental research design. Participants were randomly assigned to either a 

treatment or control group. Participants selected to the treatment group participated in the prevention 

program; those assigned to the control group were not given any training. Upon assignment, they were 

given the pre-program survey, and a week after the completion of the program both treatment and 

control groups completed the post-program survey. 

5.3 Analytic Strategy  

Given the pre-test/post-test research design, we use a randomized trial difference-in-difference 

approach to evaluate the impact of program participation on the outcomes of interest. The difference-

in-difference estimate of the causal effect of program participation on outcomes of interest is estimated 

through linear models for each outcome of interest, 𝑌𝑖.  

𝑌𝑖 =  𝛽0 + 𝛽1𝐺𝑖 + 𝛽2𝑇𝑖 + 𝛽3(𝐺𝑖 ×  𝑇𝑖) + Σ=7
𝑠 𝛽𝑘𝑋𝑖 + 𝜀𝑖 

  where 𝛽1𝐺𝑖 is an indicator for group assignment where those assigned to the control group 

were ‘0’ and those to the treatment group was ‘1.’ 𝛽2𝑇𝑖 is an indicator of treatment, where ‘0’ 

represents pre-program values, and ‘1’ indicates post-program scores. The estimate for the causal effect 

of the program participation is given by the following interaction term between group assignment and 

pre/post-program indicators (𝐺𝑖 × 𝑇𝑖). Additionally, we include a vector of control variables (Σ=7
𝑠 𝛽𝑘𝑋𝑖) 

to adjust for imbalances brought about by missing data. These independent covariates include gender, 

race, age, occupation, marital status, religion, and the importance of religion.  

6.0 RESULTS  

Of the 170 selected participants, only 109 completed both the pre-program and post-program 

surveys. Table 1 presents the baseline demographics of participants who completed both interviews.  

Additionally, we report the p-values from t-and chi-square tests of differences between the treatment 

and control groups. Both groups consist primarily of women (≈86%) of the mestizo race (≈92%) and work 

as primary and secondary teachers (≈89%). Both groups are similar in average age (�̅�=46), years of work 

experience (�̅�=24), and marital status. Treatment and control groups have similar religious backgrounds 

and religiosity. Most participants are Catholic, attend religious services once a week and consider 



 
religion to be very important to their lives. Significance tests show that control and treatment groups 

are balanced across all observed characteristics.  

 

Variable Control (n=80)     Treatment (n=80)    t-test/x2 

Gender   0.77 

      Female  87.6% 86.4%  
Age 46.4(Avg.) 46.8(Avg.) 0.78 
Race   0.11 
      Mestizo 93.8% 91.6%  
      Amerindian  4.1% 4.6%  
      Black 2.1% 0%  
      White 0% 3.7%  
Occupation   0.90 
      Health Professional  10.1% 10.5%  
      Teacher  89.9% 89.5%  
Years of Experience 24.3(Avg.) 24.4(Avg.) 0.97 
Marital status   0.21 
       Single   30.8% 37.3%  
       Married 57.4% 55.5%  
       Divorced  1.1% 2%  
       Widowed  7.4% 1%  
       Other  3.1% 4.2%  
Region    0.27 
       Catholic  37.5% 39.8%  
       Protestant  34.3% 23.1%  
       Other 17.7% 25.9%  
       Unaffiliated  10.4% 11.1%  
Religious Services    0.90 
      More than once a week  4.1% 4.5%  
      Once a week 57.7% 59.4%  
      More than once a month  5.1% 6.3%  
      Few times a year  18.5% 15.3%  
      Seldom 12.3% 13.5%  
      Never  2% 0.9%  
Importance of Religion      0.70 
     Very important  70.1% 72.6%  
     Somewhat important  20.6% 16.9%  
     Not too important  3% 1.9%  
     Not important at all 6.1% 8.4%  

*p ≤ 0.10; **p ≤ 0.05; ***p ≤ 0.01 
 
Table 1. Summary statistics of control and treatment groups at baseline 
 
 

 

 

 



 
Table 2 presents the unstandardized difference-in-difference estimates of the causal effect of 

program participation on the outcomes of interest. These estimates have been adjusted for 

demographic and background characteristics of participants. First, we examine the effect of program 

participation on subjects’ attitudes on gender equality. The results show that the prevention program 

was successful in changing the attitudes of participants. Subjects who participated scored 0.80 and 0.63 

points higher (towards greater gender equality) in the equality in risky behavior and equality in job 

market scales respectively compared to those in the control group, which indicates increase in the 

gender equality after the IPV training. Similarly, those treated experienced a significant drop of 0.7 

points (towards greater gender equality) in the Work-home Life Equality scale relative to their control 

counterparts, which indicates increase in the gender equality after the IPV training. Importantly, 

subjects in the treatment group experienced a substantive increase of 1.49 points in the justification for 

violence scale relative to those in the control group. This indicates that participants in IPV trainings 

compared with their counterparts have a lower level of rationalization for violence.   

 

 

 Difference-in-Difference Estimate†       n 

Equality in risky behavior 0.80** 196 
Equality in job market 0.63* 196 

Work-home Life Equality -0.70**     196 
   

Rationalization for Violence 1.49*** 209 
Physical Violence -0.75 215 

Sexual Violence -0.20 211 
Emotional Violence -1.12 213 
Economic Violence -1.12 201 

Identification -1.43*** 199 
Planning -0.56*   199 

Exam  15.06*** 218 

*p ≤ 0.10; **p ≤ 0.05; ***p ≤ 0.01 
†All results are adjusted for demographic and background characteristics  
 

Table 2. Adjusted difference-in-difference estimates of program participation on success indicators   

 

 

 

 

 

 

 

 



 
The prevention program also sought to sensitize or bring greater awareness about behaviors that 

constitute IPV. In this regard, the program did not seem to be successful. Participation in the program 

did not have a significant effect on participants' awareness of what constitutes physical, sexual, 

emotional, and economic forms of violence. However, it is important to note that all differences were in 

the expected direction (towards greater awareness).  

 We also examined the impact of program participation on subjects' self-rated ability to identify 

victims or women at risk of being victims of IPV and plan for the safety of potential victims of domestic 

violence. This includes how to approach a potential victim, and how to connect them with the resources 

available in Tela. The results indicate a statistically significant increase of 1.43 and 0.56 points on the 

treatment group’s self-rated ability to identify and plan for the safety of DV victims relative to those 

assigned to the control group.  

This self-rated increase in the self-rated ability to identify and plan for the safety of women at risk also 

manifested itself in our objective learning measure. As noted, subjects were given an exam to measure 

their ability to recognized risk factors, persons at risk or victims of IPV, correct ways of approaching such 

persons, plan for their safety, as well as the legal, economic, and psychological resources available to 

victims in Tela, Honduras. The results show that subjects who participated in the prevention program 

scored 15 points higher, on average, relative to those subjects assigned to the control group. This a big 

effect. It translates into a standard deviation increase in the average score of subjects in the treatment 

group. 

 

7.0 DISCUSSION  

This experimental study examined the impact of the IPV educational program among the community 

leaders, including teachers and health professionals, on increasing their knowledge, attitudes and 

efficiency in dealing with (potential) IPV victims in the City of Tela, Honduras. Although IPV is a serious 

problem in Latin American countries, victims are less likely to seek help from the formal agencies such as 

law enforcement. Thus, it is urgently necessary to find an alternative way to address the issue.  

The findings of this study show that community leaders can take on a potentially positive role in 

helping IPV victims through the well-designed education program. We found that the IPV education 

program among teachers and health professionals significantly increased their knowledge of IPV (not 

only the actual knowledge but also their confidence level in their IPV-related knowledge) and self-

efficacy in dealing with potential IPV victims, such as identifying IPV victims and providing appropriate 

resources for them. This finding is very important, as IPV victims are more likely to disclose their 

victimization to natural helpers in the community, but unfortunately many of them are not well 

equipped to deal with IPV victims due to their lack of knowledge (Choi, 2015; Kim, 2019). Thus, if we 

provide the appropriate education and training to the community leaders, they can help IPV victims.  

Different from what we expected, the IPV training program did not have any significant effect on 

increasing awareness about behaviors that constitute IPV, although both groups increased their 

awareness. This unexpected finding in this study can be explained by the fact that the participants (in 

both groups) already had some basic understanding of behaviors that can be considered to be IPV; thus, 

the training might not make a significant difference there. We found that most participants (more than 



 
90% across the different types of IPV) in both groups tended to think that the behaviors described were 

“very likely” or “likely” to be considered IPV even before the intervention. As the participants of this 

program were either teachers or health care professionals, it makes sense that compared to people with 

a lower educational level, they have a better understanding of IPV and thus the training did not have 

much impact on their understanding. 

One of the important findings of this study is that the IPV education program decreases IPV 

justification and increases the gender equality attitudes among the participants. This finding is especially 

important in the context of the Latin America countries. In Latin America, the traditional values of 

machismo—for men to be dominant and strong—and marianismo for women—to be submissive—are 

dominant in the society, so women are more likely to be in a vulnerable position (McCarthy, Menta, & 

Haberland, 2018). It has been found that machismo values and beliefs among men are one of the 

strongest risk factors for IPV among Latin American populations (Mancera, Dorgo, Provencio-Vasquez, 

2017). When individuals support traditional gender role values and beliefs, they are more likely to blame 

IPV victims (Eigenberg & Policastro, 2016) and remain silent when violence occurs (Kim, 2017). Thus, 

more educational training and program opportunities to increase gender equality attitudes and 

decrease IPV justification should be available to the community members, and focusing on the 

community leaders such as teachers and health care professionals can be an important first step.  

This study is not without limitations. First, the participants of this study were recruited from the 

city of Tela, Honduras, and thus, the findings of this study cannot be generalized to other Latin American 

countries. Second, this study did not measure how successfully IPV training program activities have been 

implemented as intended, although that can affect the results of this study. Finally, due to the lack of 

follow-up surveys after they completed the education, we are not sure whether the educational 

program has a long term effect as the effect of training tend to decreased by time (Ramsay et al., 2002). 

Future studies need to examine the long-term effect of the IPV training through the follow-up studies.  

Despite these limitations, this study has shed light on community leaders’ potential role in 

helping IPV victims through appropriate training programs in Honduras and Latin America at large, 

where the IPV rate is high. We should make continued efforts to educate the community members to 

increase their capacity and efficacy to help IPV victims. However, although this study shows that IPV 

training and education has a positive effect among the community leaders when they are dealing with 

IPV victims, it is important to note that formulating national action plans to address domestic violence 

or IPV in Latin America should be accompanied by the community intervention approaches we 

examined in this study. Without the structural changes, IPV issues cannot be addressed appropriately 

and we cannot break the cycle of violence among Latin American women. 
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