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Abstract
Intimate partner violence (IPV) is an important public health concern with higher prevalence among women. Community 
health workers (CHWs) are trusted frontline public health workers that bridge gaps between communities and healthcare 
services. Despite their effectiveness in delivering services and improving outcomes for different chronic conditions, there is 
a dearth of understanding regarding CHW management of IPV. The purpose of this study is to examine knowledge, attitudes, 
practices, and readiness to manage IPV among a sample of CHWs (n = 152). Participants completed an online version of 
the Physician Readiness to Manage Intimate Partner Violence Survey (PREMIS), which was modified for CHW practice. 
Psychometrics of the newly adapted tool, along with empirical relationships between knowledge, attitudes, and readiness to 
manage IPV were examined. Most sub-scales yielded moderate to high reliability (0.70 < α’s < 0.97), some sub-scales had low 
reliability (0.57 < α’s < 0.64), and construct validity was established for several of the subscales. On average, many CHWs 
had low scores on objective knowledge of IPV (mean = 15.4 out of 26), perceived preparation to manage IPV (mean = 3.8 out 
of 7), and perceived knowledge of IPV (mean = 3.7 out of 7). About 56% of CHWs indicated having no previous IPV train-
ing, 34% did not screen for IPV, and 65% were in the contemplation stage of behavior change. Multiple regression models 
indicated that knowledge, staff capabilities and staff preparation were significant predictors of perceived preparedness to 
manage IPV (all p’s < 0.05). Results can inform future credentialing requirements and training programs for CHWs to better 
assist their clients who are victims of IPV.
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Introduction

Intimate Partner Violence (IPV) is a public health problem 
that is more prevalent among women. As defined by the 
Centers for Disease Control and Prevention, IPV is “physi-
cal violence, sexual violence, stalking and/or psychological 
harm by a current or former intimate partner” [1]. About 
25% of women and 10% of men experience physical vio-
lence, sexual violence and/or stalking while enduring an 
IPV-related impact during their lifetime [2].

There are many physical and mental health consequences 
associated with IPV. Some examples include: a history of 

abuse, sexually transmitted infections, unplanned pregnan-
cies, depression, anxiety, post-traumatic stress disorder 
(PTSD), alcohol and substance abuse, and chronic stress 
[3–9]. With such diverse consequences, victims of IPV have 
higher rates of healthcare utilization and more interactions 
with healthcare providers than non-victims [7]. This puts 
healthcare professionals in a unique position to be able to 
identify clients who are victims of IPV and refer them to 
appropriate resources [10].

Screening and counseling patients about IPV can assist 
in identifying IPV, reduce the severity and frequency of vio-
lence between intimate partners, improve safety, and reduce 
the impact of subsequent health consequences [11–14]. The 
U.S. Preventive Services Task Force recommends that cli-
nicians screen all women of childbearing age for IPV and 
provide referrals to IPV resources for those who screen 
positive [15]. Yet, Liebschutz et al. [16] found that many 
healthcare providers lack the skills of asking patients about 
IPV, and the knowledge of making referrals once IPV has 
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been identified. Even though screening and identification 
of IPV has increased more recently among providers, many 
continue to not screen for/identify IPV or refer clients to 
services [17, 18].

Despite much research dedicated to physicians address-
ing IPV, a crucial part of the healthcare workforce has 
been understudied. Community health worker (CHW) is an 
umbrella term that defines paraprofessionals or “frontline 
public health workers who [are] trusted member[s] of and/
or have… a close understanding of the communities they 
serve [and are] intermediaries between health/social ser-
vices and the community” [19]. CHW-led interventions have 
been effective in increasing access to health/social services, 
improving chronic disease management, and enhancing pre-
vention services [20]. To date, few studies have examined 
the effectiveness of CHWs in managing clients who are vic-
tims of IPV [21].

The Physician Readiness to Manage Intimate Partner Vio-
lence Survey (PREMIS) is a valid and reliable tool that has 
been used to evaluate physicians’ knowledge, attitudes, and 
practice skills necessary to manage patients who are victims 
of IPV [22]. This tool has been modified for implementa-
tion among social workers, pharmacists, medical students, 
OBGYN physicians, and other healthcare professionals and 
has yielded promising psychometrics [23]. While there have 
been protocols, best practices, and tools introduced to train 
and evaluate physicians in addressing IPV, there are cur-
rently no best practices or applied strategies for CHWs. The 
purpose of this study was to examine knowledge, attitudes, 
practices, and preparedness to manage IPV among a sample 
of CHWs using a modified PREMIS for CHWs. The fol-
lowing research questions were addressed (1) How prepared 
are CHWs to manage clients who are victims of IPV? (2) 
How valid and reliable is the modified PREMIS for use with 
CHWs?

Methods

Study Design and Procedures

This cross-sectional study was conducted in two phases. 
During the first phase, the PREMIS was modified based on 
existing literature to fit CHWs roles and responsibilities. 
Items that were irrelevant to CHWs practice were removed. 
All verbiage containing “patients” were reworded to “cli-
ents”. A panel of four experts (two CHWs with at least two 
years of experience and two CHW trainers/administrators), 
recruited through purposive sampling, reviewed the modi-
fied PREMIS survey for content, clarity, ambiguity, and 
appropriateness for CHW practice. All changes and rec-
ommendations were factored into the final version of the 
modified PREMIS for CHWs. The finalized instrument was 

pilot tested among a group of PhD students (n = 3) prior 
to implementation in the CHW survey.  Participants were 
recruited using snowball sampling via listservs and points of 
contact at different organizations employing CHWs. Recruit-
ment took place between October 2020–December 2020. 
The anonymous survey was returned online via Qualtrics® 
by a group of practicing CHWs (n = 164). Of these, 12 were 
eliminated from the analyses due to having greater than 50% 
missing data. Therefore, the final data producing sample was 
152 practicing CHWs. All participants who chose to enter 
their information in a separate survey received a 10-dollar 
Amazon gift card.  This study was approved by Institutional 
Review Boards at the University and Health Department of 
the State under study. Permission was also obtained from 
the original authors, Short et al. [22], to conduct this study 
among CHWs.

Measures

Demographic and Background Characteristics

Participants were asked questions about their age, gender, 
education, CHW certification, years of experience, work set-
ting, and activities as a CHW. Age and years of experience 
were continuous variables. Gender (male, female, transgen-
der, prefer not to say) and education (ranging from high 
school diploma to masters and higher) were treated as cat-
egorical variables. Setting of work, and types of activities as 
a CHW employed a “check all that apply” response format. 
CHW certification was a dichotomous variable (yes/no). 
Background characteristics included a question that asked 
“Have you ever received IPV training” with a dichotomous 
(yes/no) response format. Participants who responded yes 
to the IPV training question were asked questions about the 
duration of their training in IPV and types of IPV training, 
both of which were categorical variables. Perceived pre-
paredness to manage IPV included seven items that asked: 
“Please circle the number which best describes how pre-
pared you feel to perform the following” using a 7-point 
Likert response format (1 = not prepared to 7 = quite well 
prepared). A sample item was: “Make appropriate referrals 
for IPV”. Perceived knowledge about IPV included 10 items 
that asked: “How much do you feel you know about the fol-
lowing” using a 7-point Likert response format (1 = nothing 
to 7 = very much). A sample item was: “signs and symptoms 
of IPV”.

Objective IPV Knowledge

This section of the modified PREMIS for CHWs included 
six overall questions with multiple sub-questions. The first 
item employed a multiple-choice categorical response for-
mat that asked participants: (1) “What is the strongest risk 
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factor for being a victim of IPV”? Similarly, the second 
item asked: (2) “Which one of the following is generally 
true about perpetrators”. The next three questions used 
a check all that apply response format and asked the fol-
lowing: (3) “Which of the following are warning signs 
that a client may have been abused by his/her partner”? 
(4) “Which of the following are reasons an IPV victim 
may not be able to leave a violent relationship”? and (5) 
“Which of the following are the most appropriate ways to 
ask about IPV”? Finally, the last general question asked 
participants to circle true, false or do not know for each 
of the 9 sub-questions. Each knowledge question or sub-
question was recoded to a dichotomous variable (0 = incor-
rect, 1 = correct). A summative knowledge score was 
calculated based on the number of correct responses (24 
points possible).

IPV Opinions

This section asked participant 26 questions relating to opin-
ions about CHW management of IPV using a 7-point Lik-
ert scale ranging from 1 = strongly disagree to 7 = strongly 
agree. A sample item was: “If an IPV victim does not 
acknowledge the abuse, there is very little I can do to help”. 
As mentioned previously, all items that were irrelevant 
to CHW scope of practice were removed in this modified 
PREMIS for CHWs (e.g., items relating to IPV reporting 
requirements for clinicians or items pertaining to physical 
exams for IPV victims).

Readiness to Change

In order to assess each participant’s readiness to adopt 
appropriate IPV practices into their work, a modified Uni-
versity of Rhode Island Change Assessment (URICA) was 
developed. Originally designed to address the readiness 
to change problematic alcoholic behaviors, the scale is 
a common tool that examines whether or not individu-
als express a willingness to change their behaviors [24]. 
This modified tool was used to categorize individuals into 
one of four different stages within the Stages of Change 
construct of the Transtheoretical Model [25]. These four 
stages include (1) Precontemplation (not thinking about 
changing IPV management behaviors); (2) Contemplation 
(evaluating pros and cons of changing IPV management 
behaviors); (3) Action (has made active changes to IPV 
management behaviors); (4) Maintenance (has changed 
IPV management behaviors and maintained that change 
for over 6 months). The URICA-12 was adapted to be con-
sistent with behaviors relating to CHW management of 
IPV identified within the PREMIS and the literature. The 

modified URICA-12 asks 12 questions relating to CHW 
management of IPV that utilize a 5-point Likert scale rang-
ing from 1 = strongly disagree to 5 = strongly agree. Each 
stage of change included three questions. As conducted in 
the original scale, mean scores were calculated for each 
contemplation, action, and maintenance items. The pre-
contemplation mean score was subtracted from the sum of 
the mean contemplation, action, and maintenance score, 
and this yielded the final mean readiness to change score. 
Readiness scores below 8 indicate the precontemplation 
stage. Scores between 8.01 and 11.99 indicate the contem-
plation stage. Scores above 12–14 indicate the prepara-
tion/action stage. Final readiness scores were recoded to 
a categorical variable, thereby designating the appropriate 
stage of change for each respondent.

Data Analyses

Data analyses were conducted using The Statistical Pack-
age for Social Sciences (SPSS) Version 27 [26]. All 
respondent surveys with greater than 50% missing data 
were removed from analyses. Patterns of missing data 
were examined by recoding demographic variables to 
dichotomous variables (missing vs. non-missing) to exam-
ine whether there were any significant differences between 
the variables. Insignificant relationships were examined 
when conducting t- tests between variables comparing 
missing and non-missing values, thereby suggesting data 
missing completely at random (MCAR). Multiple impu-
tation was conducted for each section of the survey that 
had greater than 5% missing data. Demographic variables 
(age, gender, years worked as a CHW, education, and cer-
tification) were used as predictors to impute each of the 
main study variables using five imputations and an average 
value for imputed data. Imputed variables included (1) 
opinions (5–8% missing); (2) readiness to change (8–9% 
missing); (3) years worked as a CHW (17.8% missing); 
IPV practices (11–13% missing). Missing values for objec-
tive knowledge (1.3%), perceived knowledge (0%), and 
perceived preparation (0%) were not imputed due to hav-
ing low to negligible missing data. Because changes were 
made to the instrument to reflect CHW practice, psycho-
metrics of the modified PREMIS for CHWs were exam-
ined. To address the second research question, principal 
components analysis with varimax rotation was conducted 
to examine underlying factor structures for the newly 
modified opinion scales and readiness to change variables. 
All negatively worded items were reverse coded. A fac-
tor loading of 0.4 was used as the criterion for an item to 
become a part of a scale.
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A mean score was calculated for each emergent opinion 
subscale. A mean readiness to change score was also cal-
culated (described above). Reliability of the modified tool 
was examined by calculating Cronbach’s alphas for each 
opinion subscale, readiness to change subscale, perceived 
preparedness to manage IPV, and perceived IPV knowledge. 
Kuder-Richardson formula 20 was used to assess the reli-
ability of the objective knowledge scales [27]. Pearson’s 
correlations were also calculated between each subscale to 
determine construct validity. The following ranges were used 
to interpret correlation coefficients: (1) Negligible (0.0–0.3), 
(2) Low (0.31–0.5), (3) Moderate (0.51–0.7), or (4) High 
(0.71–0.9) [28].

For the first research question, univariate descriptive sta-
tistics were calculated for categorical and continuous vari-
ables. Multiple linear regression models were also examined 
with knowledge and opinion sub-scales as predictors and 
preparedness to manage IPV as the outcome. IPV training, 
CHW certification, and years worked as a CHW were treated 
as covariates.

Results

Demographics and Background Characteristics 
of Participants

The demographics and background characteristics of par-
ticipants (n = 152) are included in Table 1. The mean age 
of participants was 43.7 years (SD = 12.4). On average, 
participants worked in their CHW positions for 6.2 years 
(SD = 5.9). Most participants were female (88.2%), held 
a community health worker title (78.9%), and were certi-
fied CHWs (78.3%). With regards to education level, about 
25.7% of participants had some college, 31.6% had an asso-
ciate’s degree, and 15.8% had a master’s or higher. Most 
CHWs worked in hospital/clinic settings (43.4%), and some 
worked in community-based organizations (39.5%). Activi-
ties that CHWs reported included health education (85.5%), 
resource referrals (81.6%), advocacy (79.6%), home visita-
tions (75.0%), patient navigation (67.1%), program enroll-
ment (61.8%) and case management (59.2%). Most partici-
pants reported being in the contemplation stage of change 
(64.5%).

The majority of participants reported having received no 
IPV training (55.9%). Of those who had previous IPV train-
ing, about 35% had received more than one hour and less 
than one day, 32.8% had received 1–2 days of training, and 
25% had received more than three days of training (Table 2). 
Most participants who received training attended a lecture 
or talk (62.6%) and/or a skills-based workshop.

Practice Issues

Since there are currently no established standards of practice 
for dealing with IPV among CHWs, Table 3 illustrates prac-
tice issues of IPV management as reported by the responding 
CHWs. Less than half of individuals reported seeing 1–5 
cases of IPV within the past 6 months (44.7%). Some par-
ticipants reported not being in clinical practice (31.6%), not 
screening for IPV (34.2%), or not having training to screen 
for IPV (31.6%). About half of CHWs reported not being 
familiar with their institution’s policies on IPV (46.7%), and 
19.7% reported that IPV was not applicable to their practice. 
When asked what actions they have taken when identifying 
IPV in the past 6 months, about two thirds of participants 
(61.8%) reported not having identified IPV. More than one 
third of participants were unsure of their workplace’s proto-
col for dealing with IPV (34.9%). More than half of partici-
pants indicated that they did not have adequate knowledge 
about IPV referral resources (52.6%) and 13.2% indicated 
that this was not applicable to their client population. Less 
than half of participants indicated that IPV education materi-
als were available at their practice (48.0%).

Psychometrics of Modified PREMIS for CHWS

Table 4 highlights average scores, definitions, and reli-
ability for all PREMIS scales and opinion sub-scales. 
The principal components analysis of opinion questions 
yielded a 6-factor solution, with sub-scales having low 
to high reliability. The factors included (1) Staff Prepa-
ration (α = 0.88); (2) Staff Response (α = 0.74); (3) Staff 
Constraints (α = 0.70); (4) Staff Capabilities (α = 0.60); 
(5) Alcohol/Drugs (α = 0.57); (6) Victim Understanding 
(α = 0.64). All items with factor loadings below 0.40 were 
removed from the final analyses. A seventh factor com-
prised of three items yielded a Cronbach’s alpha of 0.39 
and was removed from the final analysis. The average score 
of staff preparation (training or skills to address IPV) was 
lowest of all opinion sub-scales (Mean = 4.2, SD = 1.57), 
and the average score of staff constraints (factors that make 
it difficult to manage IPV) was highest among all sub-
scales (Mean = 5.8, SD = 1.23). The average score of par-
ticipants on the perceived preparation to manage IPV scale 
was 3.8 (SD = 1.37), and perceived knowledge was 3.7 
(SD = 1.37). The maximum possible score for most scales 
and sub-scales was a 7. The average objective knowledge 
score was 15.4 (SD = 4.0), with a maximum score of 19 and 
a minimum score of 2. The maximum possible score on the 
knowledge section was 26.

Most opinion sub-scales were similar to that of the 
original PREMIS for physicians, but since certain items 
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Table 1   Participant characteristics

Variable N = 152
n (%)

Age 43.7 (12.4)a

 Years worked as a CHW 6.2 (5.9)a

Gender
 Male 15 (9.9)
 Female 134 (88.2)
 Transgender 2 (1.3)

CHW titles
 Promotora de salud 3 (2.0)
 Patient navigator 8(5.3)
 Community health worker 120 (78.9)
 Health educator 25 (16.4)
 Outreach worker 32 (21.1)
 Care coordinator 19 (12.5)

Highest level of education
 Less than high school/GED 3 (20)
 High school diploma/GED 20 (13.2)
 Post high school training 4 (2.6)
 Some college 39 (25.7)
 Associates degree 48 (31.6)
 Bachelor’s degree 14 (9.2)
 Masters or higher 24 (15.8)

Readiness to change
 Precontemplation 47 (30.9)
 Contemplation 98 (64.5)
 Preparation/action 7 (4.6)

CHW certification
 Yes 119 (78.3)
 No 32 (21.1)

CHW activities
 Home visitations 114 (75.0)
 Patient navigation 102 (67.1)
 Environmental scans 28 (18.4)
 Advocacy 121 (79.6)
 Health education 125 (85.5)
 Direct service 21 (13.8)
 Resource referral 124 (81.6)
 Case management 90 (59.2)
 Screening or testing 41 (27.0)
 Program enrollment 94 (61.8)

Ever received IPV training
 Yes 67 (44.1)
 No 85 (55.9)

Work setting
 Hospital/clinic 66 (43.4)
 Health department 25 (16.4)
 School 2 (1.3)
 Outreach/field work 47 (30.9)
 Community-based organization 60 (39.5)
 Other 14 (9.2)

a Mean, standard deviation
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were removed or modified due to being irrelevant to 
CHW scope of practice, there were some minor differ-
ences. Of opinion sub-scales, alcohol/drugs and victim 
autonomy were identical to the original study in terms of 
factor structure and similar in reliability. Staff preparation, 
staff constraints, and victim understanding were similar 
to the original authors in factor structure but varied by 
1–2 items. Finally, staff response and staff capabilities 
were new factors that emerged as a result of the current 
analyses.

As completed in the original study [22] construct valid-
ity was examined by calculating Pearson’s correlations 
between opinion sub-scales and other study variables 
(Table 5). The rationale was to establish whether there 
were significant relationships between opinion sub-scales 
and variables that were expected to be related. There was 
a high significant correlation between perceived prepara-
tion and perceived knowledge (r = 0.768, p < 0.01), a low 

significant correlation between perceived knowledge and 
objective knowledge (r = 0.345, p < 0.01), and a negligi-
ble but significant correlation between perceived prepa-
ration and objective knowledge (r = .286, p < 0.01). Staff 
preparation was moderately and significantly correlated 
with perceived preparation (r = 0.522, p < 0.01) and per-
ceived knowledge (r = 0.647, p < 0.01). Staff capabilities 
displayed moderate and significant correlations with per-
ceived knowledge (r = 0.524, p < 0.01), and low but sig-
nificant correlations with perceived preparation (r = 0.463, 
p < 0.01). Staff response also had low and significant cor-
relations with perceived preparation (r = 0.356, p < 0.01). 
There was also a low and significant correlation between 
victim understanding and objective knowledge (r = 0.414, 
p < 0.01). All other correlations were either insignificant 
or negligible. Pearson’s correlations between the readi-
ness to change scale and the preparedness to manage IPV 
scales were insignificant (r = 0.026, p > 0.05). Table 6 
illustrates results of multiple regression models examin-
ing the relationships between knowledge opinion sub-
scales, with preparedness to manage IPV as an outcome 
variable, while controlling for IPV training, years worked 
as a CHW, and CHW certification. The overall model was 
significant (F(10,140) = 20.37, p < 0.001) with an adjusted 
R2 = 0.5. The Kaiser-Meyer-Olkin Test statistic was 0.73, 
which indicates middling sampling adequacy [29]. Staff 
preparation, and staff capabilities were statistically signifi-
cant predictors of perceived preparedness to manage IPV. 
Knowledge and victim understanding were also margin-
ally significant predictors of preparedness to manage IPV. 
Holding all variables constant, our model indicates that 
every 1 unit increase in staff preparation, and staff capabili-
ties results in increased perceived preparedness to manage 
IPV by 0.17 staff preparation score units, and 0.38 staff 
capabilities score units respectively. All assumptions for 
linear regression were satisfied (normality, collinearity, and 
homoscedacity).

Table 2   Amount and types of training received among CHWs with 
prior IPV training

This includes all individuals who indicated they had received prior 
IPV training

N = 67
n (%)

Amount of IPV training
Less than one hour 4 (6.0)
More than one hour less than one day 24 (35.8)
1–2 days 22 (32.8)
More than three days 17 (25.3)
Types of training
Attended specialty training 32 (47.8)
Attended skills-based workshop 33 (49.2)
Watched video 30 (44.8)
Attended lecture or talk 42 (62.6)
Attended classroom or clinic training 27 (40.3)
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Table 3   Practice Issues by CHWs Managing IPV

N = 152
n (%)

New cases of IPV in the past 6 months
 None 66 (44.7)
 1–5 44 (28.9)
 6–10 6 (3.9)
 11–20 11 (7.2)
 21 or more 7 (4.6)
 Not applicable 16 (10.5)

Situations currently screening for IPV
 Not in clinical practice 48 (31.6)
 Do not screen for IPV 52 (34.2)
 Do not have training to screen for IPV 48 (31.6)
 Screen all new clients 39 (25.7)
 Screen all new female clients 8 (5.3)
 Clients with IPV indicators 19 (11.8)
 Female clients during home visits 15 (9.9)
 Pregnant women-specific times of pregnancy 13 (8.6)
 All clients periodically 23 (15.1)
 All female clients periodically 5 (3.7)

Client referrals when identifying IPV
 Therapy 40 (26.3)
 Social worker/advocate 59 (38.8)
 Battered women’s program/shelter 57 (36.8)
 National Domestic Violence/IPV home 41 (27.0)
 Police, Sherriff, or other law enforcement 33 (21.7)
 Housing, educational, job/ financial assistance 34 (22.4)
 Child protective services 27 (17.8)
 Support group 28 (18.4)

Are you familiar with your institution’s policies on screening and management of IPV?
 Yes 51 (33.6)
 No 71 (46.7)
 Not applicable 30 (19.7)

Actions taken when identified IPV in the past 6 months
 Have not identified IPV /No Action 94 (61.8)
 Provide information to client 49 (32.2)
 Counseled client about options she/he may have 40 (26.3)
 Conducted safety assessment for victim 24 (15.8)
 Conducted safety assessment for victim’s children 15 (9.9)
 Helped develop safety plan 20 (13.2)

Does your workplace have protocol- dealing with IPV?
 Yes, and widely used 31(20.4)
 Yes, and used to some extent 23 (15.1)
 Yes, but not used 6 (3.9)
 No 18 (13.2)
 Unsure 53 (34.9)
 Not applicable to my client population 13 (8.6)

Adequate knowledge about IPV referral resources
 Yes 52 (34.2)
 No 62 (40.8)
 Don’t know 18 (11.8)

Not applicable to my client population 20 (13.2)
IPV education materials available at worksite
 Yes 73 (48.0)
 No 52 (34.2)
 Not applicable 27 (17.8)
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Discussion

One of the developmental Healthy People 2020 objectives 
that still remain in Healthy People 2030 is to reduce IPV 
across the lifespan [30]. While there is no baseline data for 
this objective, addressing IPV is a priority at the national 
level. The Health Resources and Services Administration 
(HRSA) recommends that the most important priority is to 
“train the Nation’s healthcare and public health workforce 
to address IPV at the community and health systems levels” 
[31]. In this study, the original PREMIS for physicians was 
modified to become more appropriate for utilization among 
practicing CHWs. To the best of our knowledge, this study 
was the first of its kind that sought to examine the knowl-
edge, attitudes, practices, and preparedness of a key segment 
of the healthcare workforce (CHWs) in managing a high 

Table 4   CHW PREMIS scale reliability and descriptive statistics (N = 152)

Cronbach’s alpha rounded to hundredths
Scales with 7-point Likert response format

Scale Definition Number 
of Items

Mean, (SD) Alpha

Perceived preparation Mean score of items with a 7-point Likert scale measuring perceptions of CHWs 
towards being prepared to manage IPV

7 3.8 (1.37) 0.91

Perceived knowledge Mean score of items with a 7-point Likert scale measuring perceptions of CHWs 
towards being knowledgeable about IPV management

10 3.7 (1.58) 0.97

Objective knowledge Summative score of bivariate, check all that apply, and multiple-choice questions meas-
uring specific facts relating to IPV

24 15.4 (4.0) 0.64

Staff preparation Mean score of opinion items relating to skills or training to address or discuss IPV 4 4.2 (1.57) 0.88
Staff response Mean score of opinion items relating to asking about and responding to IPV 3 4.5 (1.51) 0.74
Staff constraints Mean score of opinion items relating to factors that make it difficult to manage IPV 3 5.8 (1.23) 0.70
Staff capabilities Mean score of opinion items about staff abilities to identify and address IPV 3 4.4 (1.13) 0.60
Alcohol/drugs Mean score of opinion items relating to alcohol or drug use 3 4.3 (0.93) 0.57
Victim understanding Mean score of opinion items relating to victims acknowledging abuse 3 4.9 (1.26) 0.64

Table 5   CHW PREMIS validity correlations between opinion sub-
scales, perceived preparation, perceived knowledge, and objective 
knowledge scales (N = 152)

*Significant at the 0.05 level (2-tailed)
**Significant at the 0.01 level (2-tailed)

Opinion subscale Perceived 
preparation

Perceived 
knowledge

Objective 
knowledge

Staff preparation 0.522** 0.647** 0.158
Staff capabilities 0.463** 0.524**  − 0.048
Staff response 0.356** 0.400** 0.160*
Staff constraints 0.067 0.233* 0.181*
Victim understanding  − 0.055 0.101 0.414**
Alcohol and drugs 0.123 0.113 0.140
Perceived preparation 0.768** 0.286**
Perceived knowledge 0.345**

Table 6   Multiple regression 
analyses with knowledge and 
opinion subscales (independent 
variable) and perceived 
preparedness to manage IPV 
(dependent variable) (N = 152)

Controlled for IPV training, CHW certification, and years of service as a CHW

Unstandardized β SE Standardized β t p Model

Knowledge score 0.07 0.02 0.20 3.02 0.09 F(10,140) = 20.37
p < 0.0001 R2 = 0.59
Adjusted R2 = 0.50

Staff preparation 0.17 0.06 0.20 2.74  < 0.001
Staff response 0.01 0.06 0.01 0.16 0.87
Staff constraints  − 0.02 0.08  − 0.02  − 0.29 0.78
Staff capabilities 0.38 0.08 0.32 4.73  < 0.001
Alcohol drugs  − 0.20 0.08  − 0.04  − 0.64 0.52
Victim understanding  − 0.12 0.08  − 0.10  − 1.69 0.09
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priority public health concern (IPV) using an evaluation tool 
(PREMIS) that has been validated among other populations.

Most CHWs reported engaging in home visitations, 
patient navigation, advocacy, health education, and resource 
referrals as part of their daily activities. This puts CHWs 
in a unique position of interacting with clients in different 
settings, particularly where IPV may be taking place. One 
feasibility study of a CHW outreach program for survivors 
of IPV noted that participants who received direct care and 
advocacy from CHWs remained actively involved in seek-
ing services to address IPV [32]. Even though almost 80% 
of CHWs in our study were certified, over half of partici-
pants had not received IPV training. That being said, about 
two thirds of participants were in the contemplation stage 
of change, thereby indicating their readiness to evaluate the 
pros and cons of changing their IPV management behaviors.

The average knowledge score of CHWs was not high 
(15.4 with a maximum of 24). As an example, only 12.5% 
of participants knew the greatest risk factor for IPV. Per-
ceived preparation to manage IPV (3.8 with a maximum of 
7) and perceived knowledge (mean of 3.7 with a maximum 
of 7) scores were also low. In their systematic review of 
qualitative and quantitative studies on CHWs and parapro-
fessionals delivering services for survivors of sexual vio-
lence, Gatuguta et al. [21] noted that while some studies 
introduce different services provided by CHWs, there is a 
gap in understanding where CHW knowledge and skills can 
be utilized. Based on the most recent reports, many states are 
undergoing credentialing changes for CHWs and IPV train-
ing is typically not a credentialing requirement [33]. Taken 
together, the results suggest that although CHWs may not be 
very knowledgeable or well prepared to manage clients who 
are victims of IPV, their readiness to change their IPV man-
agement behaviors introduces the importance of considering 
IPV training as part of CHW credentialing.

In terms of the first research question, our results indi-
cate that when holding other variables constant, staff capa-
bilities (staff abilities to identify and address IPV), and 
staff preparation (how much skills and training CHWs had) 
were significant predictors for preparedness to manage 
IPV. Objective knowledge (how well CHWs were aware 
of facts about IPV) and victim understanding (how well 
CHWs understood victim viewpoints) were marginally 
significant predictors of perceived preparation to manage 
IPV. While the mean preparedness scores of CHWs were 
somewhat low, the aforementioned variables influence how 
well prepared CHWs are in managing IPV. This further 
establishes the need to explore additional opportunities for 
training and credentialing CHWs in IPV management. To 
address the second research question, similar to the origi-
nal study [22] the psychometrics of the modified PREMIS 
for CHWs are somewhat reliable and valid. Some opin-
ion sub-scales were consistent with the original authors 

in terms of factor structure and reliability. Despite this 
consistency, low reliability scores on certain sub-scales 
require that corresponding items be re-examined/modi-
fied for future use of this instrument. The newly estab-
lished readiness to change scale was not correlated with 
perceived preparation to manage IPV, thereby suggesting 
the measurement of different constructs.

Despite the many strengths of this study, the results must 
be interpreted while considering certain limitations. Due to 
the cross-sectional nature of the study, it is difficult to estab-
lish temporal associations and causality. However, findings 
can inform future interventions, credentialing, and training 
opportunities regarding CHW management of IPV. This 
study took place among a sample of CHWs across three 
mid-Atlantic regional States, all of which have different 
credentialing requirements for CHWs. In addition, given 
that this survey was administered online due to COVID-
19 research restrictions, CHWs in remote areas or without 
internet access may have not been able to participate in the 
study. Therefore, results of this study may not be general-
ized to CHWs across the United States. The large number 
of variables in the regression model resulted in a middling 
sampling adequacy (KMO = 0.73). This small subjects to 
variables ratio (15:1) ultimately explains the discrepancy 
between the R2 (0.59) and adjusted R2 (0.50). Moreover, 
while many scales did not display high internal consistency, 
the emerging psychometric results are somewhat consistent 
with the original validation of the PREMIS [22]. Similarly, 
the coding strategy for all variables was replicated based 
on the original authors. Yet the low reliability (α = 0.64) of 
the objective knowledge variable could be attributed to how 
variables were coded (0/1 for each correct answer choice, 
resulting in a knowledge score of 24). Finally, due to the 
sensitivity of the topic, there may have been a social desir-
ability bias in CHW responses to the survey.

IPV is a complex public health problem that requires 
intervention at multiple levels to enable victims to receive 
the care needed to exit abusive relationships. The afore-
mentioned results shed light on the current practice of 
CHWs in managing clients who are victims of IPV and 
the need to examine opportunities for additional training 
and credentialing requirements. Given the dearth of litera-
ture that exists on CHWs managing IPV, this research can 
inform future interventions and state credentialing criteria 
for CHWs about dealing with clients who are victims of 
IPV. Due to the unique trust in relationships with their 
clients, CHWs may serve as promising figures to account 
for many missed opportunities in addressing IPV. While 
trust building in CHW relationships with their clients has 
led to their successful provision of services in areas of 
maternal and child health and different chronic diseases, 
some studies have noted inconsistencies in clients seek-
ing help due to the stigma of IPV or CHWs’ inability to 
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recognize abuse [21]. However, we propose that if given 
the resources and training to equip them with skills, CHWs 
may be able to take necessary actions to identify IPV and 
refer clients to appropriate services. More research is 
needed to determine specific roles that CHWs can take in 
addressing IPV, the feasibility and effectiveness of CHWs 
managing IPV, and how this can be incorporated into cre-
dentialing requirements and evaluation criteria of CHWs.
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